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Introduction

The Hawai’i Department of Health (HDOH) was awarded a federal Healthy Start grant to address significant disparities in perinatal health indicators by enhancing the delivery of a community-based perinatal health system.  Administered by the Maternal and Child Health Branch (MCHB), Malama A Ho’opili Pono (MAHP, to be known henceforth as the Project) sought to reduce infant mortality and morbidity [See Table I], utilizing culturally appropriate interventions, within the primary target population of Native Hawaiians (which include full and part Hawaiians) [See Table II], and other ethnic populations (Filipinas, female Filipinos) and other Pacific Islanders (migrants from the Freely Associated States) [See Table III] as well as pregnant teens (19 years old and younger).  
Table I:  Birth/Infant Death Data – State of Hawai’i (Resident Population) 
	2001-2004

	Published Vital Statistics

	Characteristics
	 

	
	2001
	2002
	2003
	2004

	Births
	17,043
	17,446
	18,066
	18,238

	LBW births (<2500 gms)
	1,386
	1,449
	1,556
	1,433

	Abortions
	3,962
	3,897
	3,581
	3,442

	Pregnancies
	21,764
	22,179
	22,509
	22,564

	Perinatal deaths
	140
	179
	190
	158

	Infant deaths
	100
	119
	131
	97

	Neonatal deaths
	64
	80
	93
	73

	Post neonatal deaths
	36
	39
	38
	24

	LBW infant deaths
	66
	78
	89
	69

	Fetal deaths
	759
	836
	862
	884

	Rates
	2001
	2002
	2003
	2004

	Pregnancy rate (1)
	85.7
	87.1
	89.8
	91.3

	Abortion rate (2)
	182.0
	175.7
	159.1
	152.5

	Perinatal mortality rate (3)
	8.1
	9.7
	10
	8.6

	Infant mortality rate (4)
	5.9
	6.8
	7.3
	5.3

	Neonatal mortality rate (5)
	3.8
	4.6
	5.1
	4

	Post neonatal mortality rate (6)
	2.1
	2.2
	2.1
	1.3

	Low birth weight mortality rate (7)
	47.6
	53.8
	57.2
	48.2

	Fetal death rate (8)
	42.6
	45.7
	45.5
	46.2


Data Source:  Office of Health Status Monitoring, Hawai’i State Department of Health

Table II:  Vital Indicators of Maternal and Child Health Ranked by Ethnicity of Mother, Year 2000

	Vital Indicators 
	Total 
	Native Hawaiian 
	Caucasian 
	Chinese 
	Japanese 
	Filipino 

	Standard Fetal Death Ratio
	47.1
	37.4
	39.6
	43.4
	54.8
	38.8

	Abortion Ratio 
	222.7
	141.1
	238.9
	206.6
	192.7
	222.2

	# Abortions to Unmarried Mothers 
	3,180
	577
	752
	108
	347
	628

	# Abortions to Teens 10-17 Years Old
	359
	84
	48
	11
	40
	96

	# Pregnancies 
	22,240
	5,547
	5,106
	835
	2,641
	4,416

	# of Pregnancies Among Teens 10-17 Years Old
	941
	395
	94
	16
	67
	219

	# Live Births to Teens 10-17 Years Old
	560
	307
	40
	5
	26
	120

	#Live Births to Mothers 45 Years and Older
	23
	<5
	7
	<5
	7
	<5

	% Live Births to Unmarried Mothers [Non-marital / Live Births] X 100
	32.3
	54.9
	17.1
	10.8
	16.7
	32.6

	% Live Births w/late or no prenatal Care (Live Births w/Late or No Prenatal Care/Live Births ] X 100
	13.8
	18.6
	10.1
	4.5
	6.5
	14.0

	% Single Live Births w/Low Birth Weight (Single Live Births LT 2500 Grams / Single Live Births] X 100
	6.4
	6.4
	4.0
	5.1
	7.8
	8.6

	% Teen Live Births 10 – 17 Years Old with Low Birth Weight [Teen Live Births 10-17 LT 2500 Grams / Teen Live Births 10-17] X 100
	13.2
	13.0
	15.0
	20.0
	23.1
	11.7

	Neonatal Mortality Rate (Infant Deaths ,28 Days/Live Births) X 1000 
	5.8
	6.2
	5.3
	1.5
	2.8
	6.3


Source:  Office of Hawaiian Affairs, State of Hawai’i, Data Book [June 2002]

Data Source:  Office of Health Status Monitoring, Hawai’i State Department of Health
Table III:  State of Hawai’i Birth/Infant Death Characteristics 2001-2004
	Resident Live Births by Race of Mother
	Resident Pregnancies by Race of Mother

	Race
	2001
	2002
	2003
	2004
	Race
	2001
	2002
	2003
	2004

	Caucasian
	3,773
	3,912
	4,073
	4,029
	Caucasian
	4,947
	5,025
	5,181
	5,144

	Hawaiian/Part
	4,616
	4,744
	4,875
	5,029
	Hawaiian/Part
	5,505
	5,627
	5,750
	5,925

	Chinese
	606
	594
	608
	669
	Chinese
	792
	738
	754
	823

	Filipino
	3,386
	3,452
	3,491
	3,424
	Filipino
	4,286
	4,362
	4,319
	4,170

	Japanese
	2,151
	2,177
	2,202
	2,151
	Japanese
	2,657
	2,752
	2,722
	2,582

	Puerto Rican
	np
	np
	np
	np
	Puerto Rican
	np
	np
	np
	np

	Samoan
	np
	np
	np
	np
	Samoan
	np
	np
	np
	np

	Black
	np
	np
	np
	np
	Black
	np
	np
	np
	np

	Other
	2,511
	2,567
	2,817
	2,936
	Other
	3,577
	3,675
	3,783
	3,920

	Unknown
	np
	np
	np
	np
	Unknown
	np
	np
	np
	np

	Total
	17,043
	17,446
	18,066
	18,238
	Total
	21,764
	22,179
	22,509
	22,564

	Resident Infant Deaths by Race of Mother
	Resident Fetal Deaths by Race of Mother

	Race
	2001
	2002
	2003
	2004
	Race
	2001
	2002
	2003
	2004

	Caucasian
	22
	14
	10
	19
	Caucasian
	143
	151
	169
	151

	Hawaiian/Part
	35
	53
	67
	39
	Hawaiian/Part
	151
	150
	175
	165

	Chinese
	np
	np
	np
	np
	Chinese
	30
	24
	32
	46

	Filipino
	20
	15
	19
	14
	Filipino
	136
	142
	163
	142

	Japanese
	8
	15
	13
	10
	Japanese
	87
	121
	131
	120

	Puerto Rican
	np
	np
	np
	np
	Puerto Rican
	np
	np
	np
	np

	Samoan
	np
	np
	np
	np
	Samoan
	np
	np
	np
	np

	Black
	np
	np
	np
	np
	Black
	np
	np
	np
	np

	Other
	15
	22
	22
	15
	Other
	212
	248
	192
	260

	Unknown
	np
	np
	np
	np
	Unknown
	np
	np
	np
	np

	Total
	100
	119
	131
	97
	Total
	759
	836
	862
	884

	Infant mortality rate
	5.9
	6.8
	7.3
	5.3
	Fetal death rate
	42.6
	45.7
	45.5
	46.2

	Resident Abortions by Race of Mother
	
	
	
	
	

	Race
	2001
	2002
	2003
	2004
	
	
	
	
	

	Caucasian
	1,031
	962
	939
	964
	
	
	
	
	

	Hawaiian/Part
	738
	733
	700
	731
	
	
	
	
	

	Chinese
	156
	120
	114
	108
	
	
	
	
	

	Filipino
	764
	768
	665
	604
	
	
	
	
	

	Japanese
	419
	454
	389
	331
	
	
	
	
	

	Puerto Rican
	np
	np
	np
	np
	
	
	
	
	

	Samoan
	np
	np
	np
	np
	
	
	
	
	

	Black
	np
	np
	np
	np
	
	
	
	
	

	Other
	854
	860
	774
	724
	
	
	
	
	

	Unknown
	np
	np
	np
	np
	
	
	
	
	

	Total
	3,962
	3,897
	3,581
	3,442
	
	
	
	
	


Data Source:  Office of Health Status Monitoring, Hawai’i State Department of Health
Historically and currently, Native Hawaiians are over represented in key health and socio-economic indicators.  

I.
Overview of Racial and Ethnic Disparity Focused On By Project 
In 2001 the United States infant mortality rate (IMR) by race was highest for African American/Black mothers (13.3) and lowest for Chinese mothers (3.2) [Source:  Vital Statistics Data, Office of Health Status Monitoring, Hawai’i Department of Health].  Native Hawaiian mothers were also at a very high rate of 7.3, this down from the 2000 rate of 7.8 [See Table IV].
Table IV:  Resident Infant Death by Ethnicity & Age of Infant, Year 2000
	Ethnicity 
	Total 
	Under 1 Day 
	1 – 6 Days
	7 – 27 Days
	28 Days to 11 Months

	Total # 
Rate/1,000 Live Births 
	133
7.6
	51
2.9
	27
1.5
	23
1.3
	32
1.8

	Native Hawaiian # 

Rate/1,000 Live Births 
	49
7.8
	22
3.5
	6
1.0
	5
0.8
	16
2.6

	Caucasian # 

Rate/1,000 Live Births 
	23
7.7
	9
3.0
	6
2.0
	<5
1.3
	<5
1.3

	Japanese # 
	11
	<5
	<5
	<5
	<5

	Rate/1,000 Live Births 
	5.8
	2.1
	1.6
	0.5
	1.6

	Filipino # 

Rate/1,000 Live Births 
	23
7.7
	8
2.7
	5
1.7
	6
2.0
	<5
1.3

	Other # 

Rate/1,000 Live Births 
	27
8.0
	8
2.4
	7
2.1
	7
2.1
	5
1.5


Source:  Office of Hawaiian Affairs, State of Hawai’i, Data Book [June 2002]

Date Source:  Office of Health Status Monitoring, Hawai’i State Department of Health

The IMR in Hawai’i declined from 1980 (10.8) to 2004 (5.4, provisional).  However, from 1996 (5.3) to 2000 there was an increase (6.1, ’97; 6.6., ’98; 6.9, ’99) with a 7.6 dramatic increase in 2000.
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Both the State of Hawai’i and U.S. have not reached the Healthy People 2010 goal of an IMR of 4.5 per 1,000 live births. 

Based on the Hawai’i IMR 1997 to 2000 fluctuation and 2000 high rate spike the HDOH was selected in 2004 by the Centers for Disease Control and Prevention to participate in the State Infant Mortality (SIM) Collaborative to identify major protective and risk factors associated with poor birth outcomes. On the Big Island of Hawai’i, while Native Hawaiians account for 28% of the total population, and 45% of all live births, they experience 60% of all infant deaths (MCHB, 1999-2001). As follow-up to this concern and the SIM process, 14 Big Island infant mortality record reviews from 2001 to 2004 (first six months) were completed.  All records showed a correlation to birth weight less than 750 grams, and that 64% (n=9) of the mothers were Part/Hawaiian, five were teens, and 6 were between the ages of 20 to 29.
High IMR for the State and specific populations (Native Hawaiians) within the State are associated with factors (indigenous native population, colonization, heavy immigration from the East, large rural areas) which are historically based yet continue to negatively impact contemporary culture.  In addition, the unique geography of a State composed of islands contributes another layer of complexity.  Native Hawaiians are Hawai’i’s original people who created the rich culture that substantially benefits all Hawai’i residents, yet Native Hawaiians face some of the worst health and socio-economic disparities in the nation.  The 2004 Hawai’i Women’s Health Status Report, compiled by the Women’s Center at Kapi’olani Medical Center for Women and Children in partnership HDOH, identified significant disparities.  For example, Native Hawaiian women have the highest rates for breast cancer and lung cancer.  The highest mortality rates due to breast, lung, and colon cancers are for Native Hawaiian women, both within the State and nationally.  Filipinas have the highest rates for stroke, with Native Hawaiian women having the second highest rate among all ethnicities in Hawai’i.

Native Hawaiian Health
Much of the risk behavior correlated with poorer health status begins early for Hawaiians and has a higher prevalence than other ethnic groups.  [See Table V]
Table V:  Lifetime Prevalence Report of Alcohol, Tobacco, or Other Drug Use, Year 2000

	Alcohol, Tobacco, and 
	6thGrade 
	8thGrade 
	10thGrade 
	12thGrade 

	Other Drug Use 
	State 
	Native 
	State 
	Native 
	State 
	Native 
	State 
	Native 

	
	
	Hawn 
	
	Hawn 
	
	Hawn 
	
	Hawn 

	Tobacco 
	12.7% 
	17.0% 
	37.2% 
	47.8% 
	50.5% 
	57.6% 
	60.6% 
	68.0% 

	Cigarettes 
	12.2% 
	16.3% 
	36.3% 
	46.5% 
	49.5% 
	56.1% 
	58.8% 
	66.5% 

	Chewing Tobacco 
	1.2% 
	1.8% 
	3.6% 
	5.5% 
	5.3% 
	7.1% 
	10.0% 
	14.1% 

	Smoked Cigarettes on a Regular Basis
	2.1% 
	3.6% 
	11.8% 
	15.4% 
	19.3% 
	23.9% 
	25.6% 
	30.6% 

	Alcohol 
	24.2% 
	29.1% 
	49.2% 
	62.7% 
	67.1% 
	78.5% 
	77.2% 
	82.8% 

	Beer or Wine 
	23.3% 
	28.3% 
	47.2% 
	59.6% 
	64.5% 
	75.7% 
	74.9% 
	81.1% 

	Hard Liquor 
	5.1% 
	6.7% 
	25.5% 
	37.2% 
	51.0% 
	63.3% 
	66.3% 
	75.5% 

	Been Drunk in Lifetime 
	2.9% 
	4.3% 
	17.3% 
	27.6% 
	37.5% 
	51.2% 
	53.0% 
	63.4% 

	Marijuana 
	2.3% 
	4.3% 
	15.9% 
	25.3% 
	33.1% 
	48.6% 
	45.8% 
	57.8% 

	Cocaine 
	0.4% 
	0.3% 
	2.1% 
	2.5% 
	3.5% 
	6.1% 
	5.8% 
	7.0% 

	Inhalants 
	5.3% 
	7.1% 
	9.9% 
	10.0% 
	7.0% 
	8.3% 
	5.7% 
	6.7% 

	Methamphetamine 
	0.4% 
	0.3% 
	2.3% 
	2.9% 
	4.5% 
	6.8% 
	5.8% 
	6.2% 

	Heroin or Other Opiates 
	0.2% 
	0.5% 
	1.2% 
	1.7% 
	1.3% 
	1.5% 
	1.7% 
	1.7% 

	Sedatives or Tranquilizers
	0.4% 
	0.6% 
	1.8% 
	2.8% 
	3.2% 
	4.1% 
	3.8% 
	2.9% 

	Ecstasy/MDMA 
	0.1% 
	0.3% 
	2.0% 
	3.5% 
	5.3% 
	8.1% 
	8.4% 
	9.6% 

	Hallucinogens 
	0.4% 
	0.3% 
	2.9% 
	4.4% 
	6.4% 
	7.0% 
	9.9% 
	9.4% 

	Steroids 
	1.3% 
	2.8% 
	2.2% 
	3.1% 
	1.7% 
	3.1% 
	1.8% 
	3.8% 

	Diuretics 
	1.2% 
	2.3% 
	3.2% 
	4.9% 
	4.1% 
	5.5% 
	5.3% 
	6.6% 


Source:  Office of Hawaiian Affairs, State of Hawai’i, Data Book [June 2002]

Date Source:  Alcohol and Drug Abuse Division, Hawai’i State Department of Health, “The 2000 Hawai’i Student Alcohol, Tobacco, and other Drug use Study.”

As a result, Hawaiians are more susceptible to major chronic and degenerative disease, such as heart disease [Table VI],
Table VI:  Selected Chronic Conditions by Counties, Rates per 1,000, Year 2000

	Health Indices 
	TOTAL 
	O‘ahu 
	Hawai‘i 
	Kaua‘i 
	Maui 

	Arthritis: 

	Native Hawaiian 
	38.3 
	38.9 
	36.1 
	40.6 
	37.2 

	Other Races 
	81.8 
	78.4 
	100.0 
	84.5 
	78.7 

	State 
	71.7 
	70.5 
	80.8 
	74.3 
	68.2 

	Asthma: 

	Native Hawaiian 
	139.5 
	138.3 
	138.4 
	153.6 
	141.9 

	Other Races 
	71.5 
	69.9 
	78.8 
	78.6 
	71.9 

	State 
	86.5 
	83.7 
	96.8 
	96.1 
	89.5 

	Diabetes: 

	Native Hawaiian 
	49.0 
	51.3 
	47.9 
	36.5 
	43.0 

	Other Races 
	45.1 
	44.6 
	49.4 
	48.5 
	42.1 

	State 
	45.9 
	46.0 
	48.9 
	45.7 
	42.3 

	High Blood Pressure: 

	Native Hawaiian 
	116.8 
	121.6 
	113.5 
	108.1 
	98.0 

	Other Races 
	151.9 
	153.4 
	161.2 
	146.6 
	132.9 

	State 
	144.2 
	147.0 
	146.8 
	137.6 
	124.1 

	High Cholesterol: 

	Native Hawaiian 
	85.6 
	91.4 
	77.3 
	66.4 
	73.5 

	Other Races 
	146.6 
	150.0 
	142.7 
	129.1 
	133.5 

	State 
	133.1 
	138.2 
	123.0 
	114.4 
	118.3 

	Overweight: 

	Native Hawaiian 
	333.5 
	339.3 
	331.8 
	302.0 
	317.5 

	Other Races 
	359.8 
	356.5 
	377.4 
	378.7 
	355.9 

	State 
	354.0 
	353.0 
	363.6 
	360.8 
	346.2 



Source:  Office of Hawaiian Affairs, State of Hawai’i, Data Book [June 2002]

Date Source:  Office of Health Status Monitoring, Hawai’i State Department of Health

are less likely to engage in healthy behavioral protective factors, such as physical activity, than other groups in the adult population, and are more likely to engage in unhealthy behaviors,
[image: image1.png]Figure 2. No Physical Activity by Selected Race/Ethnicity, 2000-2002
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such as smoking and resulting [image: image5.png]Figure 2. Hawaii Cigarette Smoking by Race/Ethnicity, 2000-2002

Figure 3. Hawaii Women Cigarctte Smokers by Age Group, 2002
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obesity and poor dental care 
(Behavioral Risk Factor Surveillance System, 2004). 
Smoking is related to low birth weight infants and poorer perinatal health outcomes.  Low birth weight has been associated with numerous effects on the lives of children, their parents, and society.  These effects are not confined to the child’s early years, but for many children with low birth weight, problems have been found to persist into the school years and adulthood.  Thus, a cycle of poor health outcomes for Native Hawaiians.
In addition to these indicators of health status, Native Hawaiians also face socio-economic disparities, particularly in Hawai’i County [See Table VII].

Table VII:  State of Hawai’i Compared to County of Hawai’i (Island of Hawai’i) Demographics
	 
	State
	 
	Hawai’i County

	 
	 
	
	 

	Number of residents
	1,211,385
	
	148,677

	Native Hawaiians
	239,655
	
	43,010

	  Percent Native Hawaiians
	19.8%
	
	28.9%

	Number of Live Births 1997-2002
	104,437
	
	11,648

	  Births for teens age 17 years and under as a percentage of total births 1997-2002
	3.3%
	
	5.6%

	Live Births per 1000 women age 18 to 44 years
	62.5
	
	43.8

	Mothers with Pre-Existing Medical Conditions 1997-2002
	32.80%
	
	53.40%

	Infant Deaths per 1,000 live births
	6.9
	
	6.7

	Low Birth Weight Births 1997-2002
	7.8%
	
	7.9%

	 
	 
	 
	 

	Annual income per person 1998
	$21,888 
	
	$16,902 

	  Percent of Population below 200% of FPL 1999
	25.9%
	
	34.5%

	  Percent of Population below 100% of FPL 1999
	10.7%
	
	15.7%

	Unemployment Rate 2003
	3.9%
	
	5.7%

	Percentage of total adult population without a high school diploma 2000
	15.3%
	
	16.1%

	Percentage of total Households receiving TANF 2003
	2.4%
	
	3.8%

	Percentage of total Households receiving food stamps
	12.1%
	 
	19.8%


Data Source:  State of Hawai’i Primary Care Needs Assessment Data Book 2003
Finally, Native Hawaiian women face other psycho-social factors which may negatively impact health outcomes.  For example, a larger percentage is unmarried and may be lacking in basic social/emotional support, especially during the time of pregnancy and birth [See Table VIII].  This, in turn, may be related to less than desirable perinatal outcomes [See Table IX].
Table VIII:  Live Births by Nonmarital Status and Ethnicity of Mother, Residents 2004
	

	Ethnicity of Mother
	Married
	NOT Married
	%
	NOT Married in Hawai'i County
	%

	Hawaiian
	2173
	2856
	56.8
	651
	57.0

	Filipino
	2259
	1165
	34.0
	125
	10.9

	Caucasian
	3300
	729
	18.1
	169
	14.8

	Japanese
	1760
	391
	18.2
	53
	4.6

	Chinese
	1862
	82
	12.3
	145
	12.7

	All Others
	1862
	1074
	36.3
	1074
	36.3


Date Source:  Office of Health Status Monitoring, Hawai’i State Department of Health
Table IX:  Live Birth Weight by Nonmarital Status and Ethnicity of Mother, Residents 2004
	 
	Birth Weight in grams

	Ethnicity of  NOT Married Mother
	< 2,000
	2,000 - 2,499
	2,500 – 2,999
	3,000 - 3,499
	3,500 - 3,999
	4,000+

	Hawaiian
	99
	146
	636
	1075
	721
	179

	Filipino
	52
	77
	327
	479
	180
	50

	Caucasian
	9
	31
	99
	291
	225
	74

	Japanese
	10
	18
	108
	173
	62
	20

	All Others
	26
	72
	271
	437
	277
	73


Date Source:  Office of Health Status Monitoring, Hawai’i State Department of Health
Based on the IMR outcomes, the socio-economic and health disparities, and the health risks presented, this population continues to be a priority for maternal and child health service delivery, with the focus of the Project in Hawai’i County.  The physical, mental, and social ills of Native Hawaiians stem in large part from the systematic deculturalization of Native Hawaiians over many years.  Authorities on Native Hawaiian health emphasize that health and healing must come from lifestyle changes that can only occur through culturally-based, integrated approaches.
Neighbor Island Women
There seems to be a growing gap between the overall health status and quality of life for women living in urban Oahu, and women living on the outer islands, particularly Hawai’i County. 
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Some factors include poor access to healthcare providers and later entry into prenatal care, higher poverty, higher birth rates to mothers less than 20 years of age, and less educational attainment (below a twelfth grade level) [2004 Hawai’i Women’s Health Status Report].
∙ Neighbor island women report worse health than women on Oahu.
∙ Neighbor island women are more likely to smoke cigarettes.

∙ Neighbor island women are more likely to be heavy drinkers.

∙ Neighbor island women have less educational attainment.

∙ Neighbor Island are less likely to have adequate prenatal care.
Young Women
Although young women in Hawai’i are generally healthy with less incidence of chronic disease than other age groups, they face healthcare challenges that require special attention to maternal health and health behaviors [2004 Hawai’i Women’s Health Status Report].

∙ Young women in Hawai’i are more likely to smoke during pregnancy.

∙ Young women are more likely to be hospitalized during pregnancy.

∙ Young women are more likely to be anemic.

∙ Young women are more likely to be hospitalized for amphetamine use.

This demographic profile illuminates the issues contributing to the ethnic disparities within the State, and provides the justification for the selection of these ethnicities as target population and the location for services provided by the grant.  In addition, Pacific Islanders who have recently arrived to the Big Island face assimilation difficulties associated with translation needs, lack of support systems and social service access.  Many are migrants from the Freely Associated States (FAS) comprised of the Republic of the Marshall Islands, the Federated States of Micronesia, and the Republic of Palau.  Over the last nine years, Hawai’i has seen a significant increase in the number of migrants from the FAS.  The U.S. Census reports as of 2000 more than 12,700 people who identify themselves as Micronesian reside in Hawai’i.  Reasons for migration include high poverty rates, rapidly growing populations, limited economic opportunity, and shortages of health care resources.  In fact, some migrants come specifically to get health care not available to them at home, including women into the second or third trimester of pregnancy (See Table XII, APNCU Index).  Many of these individuals are in poor health upon arrival [2004 Hawai’i Primary Care Directory].

Financial Access to Health Care
While Hawai’i County had the smallest increase in poor families (11% in 2000 compared to 10.9% in 1990), it has the highest proportion of poor families in the State. The Annual 2003 Hawai’i Health Survey found that the largest uninsured ethnic group in the State was Native Hawaiians (7%) and Hawai’i County had the highest percentage of uninsured mothers (10%).  In Hawai’i most access issues appropriately focus on Native Hawaiians, Filipinos, and Pacific Islanders/new immigrant groups.  Women in these ethnic groups generally have poorer maternal health and pregnancy outcomes and less access to prenatal and reproductive health care than women in other major ethnic groups.  Because these groups also tend to reside in rural areas (all outer islands) they also experience a lack of access to both primary and tertiary care providers.  Furthermore, teens in several of these groups, and in general, are less likely to access medical care when pregnant [See Table XI] and receive services without adequate psychosocial support. 
Low income pregnant women may be eligible for medical assistance through Medicaid and low-income citizens from the FAS are provided state-funded medical assistance.  Medical assistance is countered by medical availability.  There continues to be no Obstetricians in the Ka’u area. During 2004 there had been a shortage of Obstetricians (only one) within the Kona/West Hawai’i area.  In an article that appeared in the Honolulu Advertiser on May 9, 2005 (Hawai’i losing its doctors) this lack of care appears to be a statewide trend, particularly in obstetrics where, according to the Hawai’i chapter of the American College of Obstetricians and Gynecologists 2004 survey, the number of doctors dropped by 9 percent to 146 statewide in the past two years.  (www.honoluluadvertiser.com/article/2005/May/09/In/In03p.html)  Moreover, 42 percent of Hawai’i OB-GYNs plan to quit, with 29 percent planning to stop within the next five years.  On the Neighbor Islands, the situation is more critical as 67 percent plan to quit by 2009.  Overall, the perinatal system of care has been weak in providing adequate psychosocial support services for teens and young women and it appears that this trend may worsen.

Geographic accessibility

The island of Hawai’i (Hawai’i County) is known as the Big Island due to its size.  The combined square miles of all other inhabited islands combined do not equal the square mileage of the Big Island.  All target groups (other then teens) tend to reside in specific, developed areas. This historically has been an east/west split between Hilo on the east side being older and more established, and Kailua-Kona on the west side growing due primarily to tourism.  Therefore, most services are also split between the east and west sides of the island.  Hilo has the majority of health and social services available on the island; 72% of services (Department of Business, Economic, Development, and Tourism, State of Hawai’i Data Book, 2004 ed.) and 52% of births in Hawai’i County in 2004 (Office of Health Status Monitoring).  Growth in Kailua-Kona (22% population increase from the 1990 to 2000 census) [State of Hawai’i Data Book 2004] is more focused on tourism and associated non-resident development.  There are five community health centers in Hamakua, Hilo, Keeau, Pahoa, and Ka’u (all basically on the east side of the island).  There are three hospitals in Hilo, Kailua-Kona, and a third serving North Hawai’i.  None have neo-natal intensive care units.  
A limited transportation network on the island of Hawai’i has affected access and delivery of services. Due to the extensive land areas occupied by volcanoes, only one road dissects the island and is considered relatively unsafe due to limited maintenance and climatic changes at various altitudes.  The mass transmit system, a bus service, is limited in its connections between Hilo and Kailua-Kona, and is very limited or nonexistent within and between all other communities. 

Due to availability of resources and the desire to integrate with existing resources, the Project served the island according to a geographic division of north, south, east, and west by utilizing existing State offices in the towns of Hilo (East), Kailua-Kona (West), and Honoka’a (North).  The Ka’u (South) office was originally part of Hui Malama Ola Na O’iwi, a Native Hawaiian Healthcare organization, and was subsequently moved to another State office.  As varying disparate groups, known to have a variety of social-economic risk factors, reside in these locations, divergent and responsive service infrastructures were established.  For example, Ka’u is ranked with the highest risk score (15.99) of all the geographic areas in the State of Hawai’i.   Between 1997 and 2002, the IMR was 13.3 (compared to 6.9 for the State) and the percentage of births with less than adequate prenatal care was 42.7%.  Additional risks are summarized below in Table X. 
Table X:  State of Hawai’i Compared to County of Hawai’i Ka’u District Demographics
	 
	State
	 
	Ka’u District/

Hawai’i County

	 
	 
	
	 

	Number of residents
	1,211,385
	
	

	Native Hawaiians
	239,655
	
	

	  Percent Native Hawaiians
	19.8%
	
	

	Number of Live Births 1997-2002
	104,437
	
	

	  Births for teens age 17 years and under as a percentage of total births 1997-2002
	3.3%
	
	8.5%

	Live Births per 1000 women age 18 to 44 years
	62.5
	
	

	Mothers with Pre-Existing Medical Conditions 1997-2002
	32.80%
	
	

	Infant Deaths per 1,000 live births
	6.9
	
	

	Low Birth Weight Births 1997-2002
	7.8%
	
	9.6%

	 
	 
	 
	 

	Annual income per person 1998
	$21,888 
	
	

	  Percent of Population below 200% of FPL 1999
	25.9%
	
	

	  Percent of Population below 100% of FPL 1999
	10.7%
	
	23.9%

	Unemployment Rate 2003
	3.9%
	
	11.9%

	Percentage of total adult population without a high school diploma 2000
	15.3%
	
	

	Percentage of total Households receiving TANF 2003
	2.4%
	
	

	Percentage of total Households receiving food stamps
	12.1%
	 
	


Source:  State of Hawai’i Primary Care Needs Assessment Data Book 2003

Ka’u, 65 miles south of Hilo, has a high percent of Hawaiian and Marshallese migrants from the FAS in the population with most unemployed or working in the agricultural sector. Ka’u has continued to be an area the Project had difficulty in providing adequate services and with an increase in population (31% from the 1990 to 2000 census) [State of Hawai’i Data Book 2004], successful Project implementation will require additional efforts in this district as well as expanding ways to work closely with all Big Island districts to determine the most culturally appropriate ways to support the needs of its maternal and child health populations.
In addition to pockets of areas with higher maternal and child health risk factors, there are also access issues to specialty health care services. The majority of tertiary health care facilities and specialty/sub specialty facilities are located on the island of Oahu.  Costs for travel to Oahu for specialized or emergency care can be burdensome, with airfare expenses, food, lodging, and additional uncovered medical costs.  
Unintended Pregnancy

Hawai’i’s estimated rate of unintended pregnancy for 2003 is 49.6%, far from the Healthy People 2010 Objective of 30.0% (Hawai’i Pregnancy Risk Assessment Monitoring System and HDOH Vital Statistics). Associated unintended pregnancy risks include: more likely to smoke cigarettes and less likely to quit during pregnancy, increased risk for premature delivery and low birth weight, less likely to adopt healthy behaviors before pregnancy, and less likely to breastfeed. 
Prenatal Care

Women receiving early and consistent prenatal care tend to have better birth outcomes.  Perhaps regardless of State efforts, at the start of the Project period in 2001 the lowest percentages of women starting prenatal care in the first trimester were Hawaiians (80.3%), and Filipino women (85.6%).  Nearing the end of the Project period in 2004 the lowest percentages of women starting prenatal care in the first trimester changed very little with Hawaiians (77.3%), and Filipino women (83.9%) [See Table XI].

Table XI:  Live Births by First Trimester Prenatal Care, Residents 2004
	Ethnicity of Mother
	First
	No Care or After

First Trimester
	Unknown
	Total
	Percent of Mothers with No First Trimester Prenatal Care

	Hawaiian
	3693
	1142
	194
	5029
	22.7

	Filipino
	2774
	551
	99
	3424
	16.1

	Caucasian
	3439
	530
	60
	4029
	13.2

	Japanese
	1844
	224
	83
	2151
	10.4

	Chinese
	588
	62
	19
	669
	9.3

	All Others
	2077
	692
	167
	2936
	23.6

	Age of Mother 
	
	
	
	
	 

	Under 18 Years
	277
	167
	13
	457
	36.5

	18-19 Years
	656
	301
	49
	1006
	29.9

	20-24 Years
	3448
	985
	180
	4613
	21.4

	25-29 Years
	3836
	754
	147
	4737
	15.9

	30-34 Years
	3600
	601
	141
	4342
	13.8

	35-39 Years
	2051
	294
	73
	2418
	12.2

	40+ Years
	547
	99
	19
	665
	14.9

	Mother's Residence
	
	
	
	
	 

	Hawai'i County
	1597
	536
	97
	2230
	24.0

	   City of Hilo
	449
	194
	40
	683
	28.4

	   Rest of HI County
	1148
	342
	57
	1547
	22.1

	Birth Weight 
	First
	No Care or After First Trimester
	Unknown
	Total
	 Percent of Mothers with No First Trimester Prenatal Care

	Under 1,000 grams
	81
	12
	10
	103
	11.7

	1,000 - 1,499 grams
	111
	19
	7
	137
	13.9

	1,500 - 1,999 grams
	223
	32
	15
	210
	11.9

	2,000 - 2,499 grams
	713
	170
	40
	923
	18.4

	2,500 - 2,999 grams
	2931
	681
	156
	3768
	18.1

	3,000 - 3,499 grams
	5628
	1256
	218
	7102
	17.7

	3,500 - 3,999 grams
	3647
	799
	145
	4591
	17.4

	4,000+ grams
	1081
	232
	31
	1344
	17.3


Date Source:  Office of Health Status Monitoring, Hawai’i State Department of Health 
Adequacy of Prenatal Care

In addition to the issue of initial entry into prenatal care is the related issue of adequacy of care.  Most women in Hawai’i do enter prenatal care at some point in the pregnancy.  State data from the March of Dimes (www.marchofdimes.com/PeriStats) for 2002 reports about 1 in 28 infants (3.5% of live births) were born to a woman receiving late or no prenatal care.  Between 1996 and 2002, the rate of late or no prenatal care in Hawai’i was unchanged.
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By maternal age:
· Mothers under age 20 had the highest rates (5.8% average 2000-2002) of late or no prenatal care compared to other maternal age categories.

By ethnicity:

· Native Hawaiian mothers had the highest rates (4.7% average 2000-2002) of late or no prenatal care compared to other maternal age categories.

Adequacy of care then becomes pivotal as expected number of visits related to entry and gestation are met.  Again, women in Hawai’i County are receiving less than adequate care.  In fact, the rate has risen from 1999 to 2003 and while Native Hawaiian have been consistent at approximately 75% adequate care over this five year period, other target groups have been steadily declining in performance [See Table XII].  In 2002 and 2003 the Hispanic group was at approximately 60% adequate care and other Pacific Islanders ranged from 36% adequate care in 2001 to 43% in 2002 to 33% in 2003.  This may be associated with FAS women coming to Hawai’i late in the pregnancy as well as a smaller, yet significant, group of recent Mexican immigrants (mostly to Hawai’i County) who may or may not have legal status.  Many of these women, once engaged by the program accept services and support soon after arrival.  The Healthy People 2010 objective of 10% Less than Adequate Prenatal Care is far from being met in Hawai’i County.

Table XII:  Birth Data Hawai’i County 1999-2003
	Adequacy of Prenatal Care: APNCU Index

	1999
	 

	 
	White
	Hawn/ Part
	Chnese
	Filipino
	Jpnese
	Hispanic
	Korean
	Oth Pac Isle
	All Oth
	Blk
	Viet
	 
	 %

	Less than Adequate
	97
	211  (25.6%)
	5
	63
	22
	8
	5
	39 (51.3%)
	11
	5
	0
	466
	24.90

	Adequate
/Plus
	241
	614
	23
	236
	169
	20
	9
	37
	44
	10
	0
	1403
	 

	Total
	338
	825
	28
	299
	191
	28
	14
	37
	55
	15
	0
	1869
	 

	2000
	 

	 
	White
	Hawn/ Part
	Chnese
	Filipino
	Jpnese
	Hispanic
	Korean
	Oth Pac Isle
	All Oth
	Blk
	Viet
	 
	% 

	Less than Adequate
	104
	223  (26.3%)
	4
	63
	26
	9
	7
	39 (48.8%)
	11
	3
	2
	491
	25.70

	Adequate
/Plus
	284
	625
	19
	237
	138
	13
	8
	41
	40
	9
	1
	1415
	 

	Total
	388
	848
	23
	300
	164
	22
	15
	80
	51
	12
	3
	1906
	 

	2001
	 

	 
	White
	Hawn/ Part
	Chnese
	Filipino
	Jpnese
	Hispanic
	Korean
	Oth Pac Isle
	All Oth
	Blk
	Viet
	 
	 %

	Less than Adequate
	122
	233  (26.9%)
	6
	70
	25
	7
	5
	55 (64.0%)
	14
	5
	0
	542
	28.10

	Adequate
/Plus
	244
	633
	15
	226
	146
	23
	6
	31
	48
	11
	2
	1385
	 

	Total
	366
	866
	21
	296
	171
	30
	11
	86
	62
	16
	2
	1927
	 

	2002
	 

	 
	White
	Hawn/ Part
	Chnese
	Filipino
	Jpnese
	Hispanic
	Korean
	Oth Pac Isle
	All Oth
	Blk
	Viet
	 
	 %

	Less than Adequate
	117
	25   (28.3%)
	3
	70
	23
	13 (43.3%)
	3
	59 (57.3%)
	18
	2
	1
	564
	28.80

	Adequate
/Plus
	242
	646
	17
	214
	159
	17
	9
	44
	31
	9
	1
	1389
	 

	Total
	359
	901
	20
	284
	182
	30
	12
	103
	49
	11
	2
	1953
	 

	2003
	 

	 
	White
	Hawn/ Part
	Chnese
	Filipino
	Jpnese
	Hispanic
	Korean
	Oth Pac Isle
	All Oth
	Blk
	Viet
	 
	 %

	Less than Adequate
	149
	250  (28.2%)
	2
	59
	37
	13 (40.6%)
	4
	91 (66.4%)
	27
	6
	2
	640
	30.80

	Adequate
/Plus
	284
	635
	21
	233
	142
	19
	10
	46
	34
	6
	4
	1434
	 

	Total
	433
	885
	23
	292
	179
	32
	14
	137
	61
	12
	6
	2074
	 


Date Source:  Office of Health Status Monitoring, Hawai’i State Department of Health
Culturally competent community-based care and services
All native peoples and organizations face the challenge of “walking in two worlds”.  Although there is little published research on effective interventions specific to Native communities, there is much untapped wisdom and potential at the community level.  The most successful programs and services, both in terms of outcomes and community acceptance, feature either Native providers, or non-Native providers who have made the lengthy time investment needed to gain the community’s trust and to develop the skills necessary to consistently engage clients.  There is a severe scarcity of both.  This is usually applicable to the public sector as the civil service often acts as a barrier to cultural care.  Community based staffing is critical.
Indigenous groups located in isolated geographical areas can have great difficulty in recruiting well trained, appropriate providers and other staff to implement programs.  Many programs designed to serve Native populations rely heavily on non-Native providers and administrators, and experience high turn over rates. This has made establishment of highly effective and culturally relevant services all the more challenging.  Because many Native populations are geographically dispersed, and often reside in rural and isolated areas, outreach involves expensive and time consuming travel and communication.  Finally, the Native view of health includes the health of the family and community members as directly connected to one’s own health.  
Developing culturally appropriate practice for a system of cultural caring and healing is a time consuming challenge.  First, it is much more difficult to implement than an established and accepted model, such as western medicine.  Second, cultural caring is predominantly a qualitative determination and there is much variation of definition and standards, both within and outside the community/culture.  Finally, established services are enmeshed in the culture of western medicine historically provided in a “silo mentality”.  In order to grow community capacity, respect and appropriate cultural models must be developed according to the values of the culture involved.  Based on this knowledge, MAHP has focused on addressing these challenges. This Project must include the voice and support of the targeted populations. To date this has most successfully occurred through collaborations with community-based providers, involvement of community women, the Big Island Consortium (BIC) and Local Area Consortium (LAC). Project lessons learned continue to reinforce what is qualitatively and quantitatively known about the targeted populations and reinforce the directions in which we must expand and pursue.
II. Project Implementation 
Five Healthy Start Core Services
Since the inception of the Malama A’ Ho’opili Pono (Caring Together in the Right Way) Project, the Health Resources Services Administration (HRSA) Healthy Start Program Model has served as a foundation for Project development and implementation.  Core Project Model components have included ensuring cultural sensitivity in all services such as care coordination and management; being innovative and enhancing service delivery; integrating community based outreach and recruitment activities; and, promoting community based efforts (Model is shown in Attachment C, Figure 1).   
The Project Model has included some unique participant and community-based service delivery and engagement actions (highlighted in Attachment C, Figure 2).  The more successful Project components have continued and all support the HRSA Healthy Start components including: incorporation of “neighborhood women” into all service delivery practices, working with cultural organizations to promote culturally sensitive venues such as the integration of health education with cultural practices and “talk story”, and supporting a community-based collaborative approach through population-based activities of the BIC and LAC.  [Note:  The traditional Hawaiian cultural concept of “talk story” follows set protocols to share who you are, where you are from, your family, and your place for the purpose of exchanging information.  This traditional concept has been transformed; first, into an educational strategy; and, second as a method for providing health and human services in a more culturally appropriate context versus more traditional, western methods for communicating/interacting.  It is within this frame that “talk story” is utilized.] 
A. Outreach and Client (Participant) Recruitment
Approach
Currently the Project outreach and recruitment approach can be most accurately viewed as one which was developed and implemented using a social capital, networking system focus through three primary venues – state support, service provider support and participant/community support.  From Project inception it was apparent that in order to reach such a diverse target population it would be essential to request consult and support from the BIC and LAC with a variety of social service agencies and medical providers serving these target populations. Although State offices were strategically located island wide, the Project also promoted collaboration with agencies and providers known and respected by the target populations.   Most successful was having “participants”, or other community members representing target populations satisfied with Project services and open to promoting (sometimes
For all served during Project period:

	Source of Referral
	

	Doctors
	21.3%

	Self
	17.0%

	Friends and Family
	15.4%

	GRADS program
	9.0%

	WIC
	8.0%


volunteering) to share by “word-of-mouth” the knowledge, respect and satisfaction they had experienced with Project service delivery.
Intervention Components and Resources

Strategies were developed to enhance the outreach and recruitment approach, including maintaining four Big Island Project offices to reach the diverse populations and expansive target area to be served by utilizing State staff with expertise in serving the target populations.  State site Project staff varied but all sites included registered nurses; three of the four sites had social workers; two sites had social service aides; and one site had a licensed practical nurse.  However, the primary outreach and recruitment focus was accomplished outside of these State offices. 
Initially Project staff scheduled meetings with a myriad of agencies informing them of services and requesting referral support.  Some agencies targeted Native Hawaiians (i.e. Hui Malama Ola Na O’iwi, Queen Lili’uokalani Children’s Center, and Alu Like), but no specific social service agencies had a mission to serve only the Project target populations of Filipina, Hispanic, Marshallese, or teens. The Family Support Services (West Hawai’i) and YWCA (East Hawai’i) became valuable agency resources for all target populations. The Department of Education (DOE) was the primary Project resource to reach the teen population. Faith based organizations and church groups were found to be valuable island-wide partners in reaching and engaging all target populations in Project services.

During 2000 the Project created a unique logo, developed and printed thousands of Project brochures and flyers containing pictures representative of target populations.  This information was disseminated to libraries, washerettes, Saimin shops, schools etc. Staff developed and continues to use a Power Point presentation (PPT) on Project services. 
Further collaboration and coordination with other agencies was promoted in a variety of ways, including service contracts. A contract for specific outreach and service to Native Hawaiian women, including teens, were developed with Hui Malama Ola Na O’iwi.  A second contract with the March of Dimes (MOD) Mai Ka Poli Program was to recruit, trains, and coordinate Hawaiian, Filipina and Pacific Islanders volunteers as neighborhood resources;  Recognizing that neighborhood resources were a significant outreach strategy, Project staff also engaged individual women, some of which were clients, to become “neighborhood women”.  These “neighborhood women” reached out to pregnant women and teens of their own ethnic background to enroll them in the Project, assisted with language and cultural translation needs, and followed-up with hard to reach clients. “Neighborhood women” used Project brochures, flyers and posters to disseminate information to the target groups on the importance of entry into first trimester prenatal care. To promote credibility, all “neighborhood women” carried business cards with the Project logo and their name.
In an attempt to engage women for potential service across target populations (especially teens) who share the need of confirming pregnancy, it became apparent that providing free pregnancy testing at the State offices was a viable engagement strategy and provided a window of opportunity for enrollment into Project services. 
	 
	Total
	PG Tests Conducted
	2001
	2002
	2003
	2004/05

	All Served
	1823
	510   (28%)
	335
	489
	490
	509

	All Enrolled
	806      (44%)
	32       (6%)
	196   (58%)
	172   (35%)
	214   (44%)
	224   (44%)

	All Enrolled Prenatally
	799    (99%)
	 
	191
	172
	213
	223

	All Not Enrolled
	1018     (56%)
	478    (94%)
	139
	317
	276
	285


A church mobile care van was useful in facilitating contact and referral for Native Hawaiians and Hispanics, and word of mouth was a successful approach for Marshallese and teens.  
For all served during Project period:

	Number #1 Source of Referral by Ethnicity
	
	

	Hawaiians
	Self
	42%

	Marshallese
	Self
	28%

	Filipina
	WIC
	48%

	Mexicans


	Self
	98%

	Teens *
	GRADS
	20%


* 98% from Hilo area
As the Hilo office had been operational since the 1960’s for this geographical area, participants were more often referred from physician offices (65%), through word of mouth or by self-referral to this State office than for other Project areas.  
For all served during Project period:

	Number #1 Source of Referral by Site
	
	

	Honoka’a (North)
	Doctors
	52%

	Ka’u (South)
	Self
	30%

	Keawe (East)
	Doctors
	65%

	Kona (West)


	Friends
	30%


During 2003, a contract was developed with the Ka’u Rural Community Health Association to conduct focus groups in a culturally appropriate format to assess knowledge of Project service island wide and obtain input into community needs.  It was learned during these discussions that the Ka’u area had the most prominent lack of knowledge of Project services.  This area was also experiencing difficulty through a large portion of the Project in hiring professional staff.
In addition, population based health education activities were held in coordination with other agencies to promote Project awareness and early enrollment.  The BIC and LAC have been a primary resource in facilitating these activities. During 2001, BIC provided input into a professional video to ensure it would be community-based and understandable to the consumer.  For a year this video was used as an outreach tool to inform communities of Project services and provide related public health messages such as the prevention of infant mortality and the importance of interventions such as early entrance to prenatal care.  
The Project staff collaborated with BIC in developing the Publicity Committee to inform and educate the community about the Project.  The Publicity Committee recommended a product be developed to inform businesses and other potential stakeholders in the benefits of supporting activities for the Project target population.  During 2002 this resulted in development of a fact sheet containing basic information and data such as the percent of low birth weight babies in Hawai’i County and Project interventions that can address these issues. The Project, BIC and LAC have used the fact sheet, brochures, flyers and PPT presentations in discussions which have resulted in expanded partnerships and resources. For example, following the focus group sessions about the needs within the Ka’u area a meeting was held with the Ka’u Rotary Club which resulted with this organization providing car seats for Ka’u Project mothers experiencing financial difficulties. Project staff assisted with properly installing the seats and providing related education.  Another example is that the Big Island’s KTA food store has become a committed Project partner and provides a cake for all Project sites for the “graduation celebration” when participants finish the program and their infants reach two years of age.  
Resources/events that facilitated or detracted successful initiation and implementation of each intervention
Having four State Project offices provided some infrastructure for outreach and recruitment.  Of the four sites, Ka’u faced the greatest challenge as being the most remote and having the least available resources.  As discussed in I. “Overview”, Ka’u has a large population of Native Hawaiians and many environmental risk factors.  As discussed on page 28, however, there was a lack of awareness of, and knowledge with, Project services in this area.  The Ka’u focus groups were completed to assist with awareness and improvement of services.  Another factor less easily addressed, due to availability of qualified professionals and locale, was staff recruitment and retention.  As a result, the Ka’u office had lengthy periods of time with no professional on-site.  While there was a time following the focus group that a professional nurse was hired, resulting in enhanced outreach and service delivery for this area, consistent and complete staffing remained an issue. 
For all served during Project period:

	Numbers Served by Site
	

	Honoka’a (North)
	20.5%

	Ka’u (South)
	  4.0%

	Keawe (East)
	44.3%

	Kona (West)


	31.2%


Combining the Hilo area (Honoka’a [30 miles North of Hilo] and Keawe 
accounts for 64.8% of clients served.
Although contracts were established with two culturally based service providers, there were operational issues affecting the actual impact of these services (e.g. decrease in funding, staff turnover, organizational policies and procedure influences).  For example, the MOD Volunteer Program experienced a Big Island staff change and simultaneously the Oahu headquarters shifted administration responsibilities resulting in hiring and program implementation delays.  The Volunteer Program was strongest in Kona (where the Coordinator resided and had contacts), while there was some impact in Ka’u. At end of year, the Coordinator did organize a successful recognition event for all volunteers at a hotel with lunch and certificates of appreciation.
Although there were some set-backs, one of the most successful strategies implemented for outreach and recruitment has been the volunteer and contracted “neighborhood women” who effectively supported multi-level service delivery to the target populations.  To date this Project has had seventeen “neighborhood women” averaging ten hours per week. One “neighborhood woman” remained with the Project for four years, two for two years, and two for one and one-half years. Sixty-five percent (n=12) of these women were engaged for one year.  The average length of time these women were part of the Project was one year and four months, showing that the “neighborhood women” were feeling some personal satisfaction in this role.  Women engaged in the role most commonly did so based on past Project experience or interest in helping women within their target group and communities improve their health outcomes.  Activities successful in reaching these women included conversing with them during population based activities and at island-wide church group meetings.  The “neighborhood women” were representative of the Project target population and geographical areas.  A sample of the “neighborhood women” involved in Project activities have included: 4 Hawaiian women (1 Honokaa and 3 Hilo); 3 Marshallese women (one each in Honoka’a, 1 Kona, and Kona/ Ka’u); and, 1 Filipina woman serving the Kona area. 
Although the Project video developed was an excellent product to assist with outreach and Project marketing there were associated copyright costs after the first year of use. These costs were not projected and inline with the Project budget resulting in the discontinuation of this marketing tool. 
Community based population activities supported outreach and recruitment, some coordinated with other organizations serving these target groups and geographic areas. The BIC and LAC were engaged in all maternal and child health activities, some examples include: 

○ West Hawai’i LAC co-sponsored the Annual Dental Fair (2002-2005), during Dental Health Month (February), to highlight the importance of dental care for women of childbearing age. In 2002, with MOD support, dental hygienists and a dentist completed screenings and fluoride treatments for children.  From 2003 to 2005, the Project partnered with agencies to support the Social Ministries Mobile Care Van (a fully equipped traveling medical/dental office) to ensure all of the Project participants had their teeth examined, including interconceptional and post-partum women in 2005. This successful partnership was reflected in the fair being renamed the Kona Healthy and Hapai, and Dental Fair.  

○ Hilo LAC and BIC began the Hilo Healthy and Hapai Day in 2002.  This event was first integrated with the State Women’s Health Week and then the Hilo 2003 and 2004 Breastfeeding Challenge to promote breastfeeding internationally by babies “latching on” at a specific time to breastfeed.   In addition, women were offered wellness experiences with massage therapists, hair stylists, manicurists and community entertainers.

○ Ka’u LAC began the Family Fun Day in 2004.  Although this event was basically a replication of other area Healthy and Hapai (pregnant) activities/events, it was marketed for broader appeal (families) in this smaller community in order to attract a larger audience beyond just pregnant women. 
○ Three Malama Pili Project Newsletters were developed and disseminated to participants to share with others in their communities.  Project newsletters included service activities and locations, staff names and phone numbers, and women’s health information. 
A primary outcome of the 2003 focus groups was a need for increased knowledge of the Project by the community and consumers in the Ka’u area.  Focus group results were shared with the BIC and Ka’u LAC and assistance requested on ways to increase awareness of Project services.  This resulted in new discussions and a PPT presentation shared when meeting with community-based groups, such as the Ka’u Partnership (community leaders), Ka’u school principals, and Ka’u preschool teachers at a church where many families enrolled children. 
The Project is also now focusing on ways to expand the “neighborhood women” and community based approach for outreach and recruitment.  This success will be dependent on expanding the Project’s social capital and networking connections.  This will occur by contracting the primary service delivery components of participant focused “outreach and recruitment, health education, case management (risk assessment/screenings)”. There are providers on the Big Island whose vision and mission includes providing culturally appropriate health education and case management (risk assessment/screening) services to Project target populations. 
The BIC with each LAC will continue to be the primary resource assisting in strengthening health education community population based service implementation.  This should include increasing awareness of the target populations of the community-based contracted services and heightening awareness of the Projects focus for: promotion of interconceptional care; increased awareness of maternal (post partum) depression (signs and symptoms, screening and referral); family strengthening and partner involvement.
B.
Case Management
Approach

The Project case management approach is based on an ecological and life span perspective.  More specifically it utilizes The Healthy People 2010 Model which considers determinants of health not only for the individual but in relation to one’s physical and social environments.  Client centered services should consider the importance of engaging the family, partner and community to support healthy decision making for outcomes related to preconceptional, perinatal and interconceptional care.  
Intervention Components and Resources 

Project case management service protocols were initially developed using the State Title V perinatal health program components, enhancements from the Malama Na Wahine Hapai Project (National Institute of Health) Hilo based research project, and the MOD Mai Ka Poli Volunteer Program. Some highlights of this include:
○ The Malama Na Wahine Hapai protocols encouraged the ongoing use of “talk-story” (as discussed earlier, non-threatening and informal, interpersonal communication where collaboration and cooperation are highly regarded) for assessment and related psycho-social participant discussion.  
○ The MOD Volunteer Program resulted in the continued use of “neighborhood women" to provide support for all service delivery.  
○ The Hawaiian healing practice of Ho’oponopono to reconcile discord among participants and their partners or with other family members was used when participants displayed a preference for this practice.  This service was often completed through referrals to programs such as Hui Malama and other practitioners.
The primary case management services were provided by the State staff through social workers, nurses and social service aides.  
The Project spent a considerable amount of time creating culturally appropriate forms including an assessment (screening tool), resource lists, referral protocol and those related to participant care plans (participant is the term used for those receiving direct services). The Project has defined the development of culturally appropriate forms as those reviewed and provided with feedback by BIC members from the target populations and “neighborhood women” or community stakeholders who provided input on appropriate wording and related concepts. 
There were also detailed protocols developed to assist with form utilization. The Project describes the protocols as a guideline which is not prescriptive so that it would meet the needs of the women at the point in time she is being served. The Project has continued to use a detailed format for participant intake and follow-up which integrates required maternal and child health education and social support components related to gestation and postpartum needs of the women and her infant (See Attachment D for educational/support guides). Each protocol includes handouts and information related to service delivery in this area. For example, based on assessment and the personal and developmental needs of the women and her infant, information may include dental care, sexually transmitted diseases, preterm labor, medical home, breastfeeding, immunizations, back to sleep, and toddler care.  Incentives related to the type of education occurring during a case management session were provided such as discussions on “staying healthy through self care” where a water bottle is provided as an incentive.
During 2001 to 2002, case management services were also contracted with Hui Malama Ola Na O’iwi to target Native Hawaiian teens and women.  As discussed earlier, there is no stable transportation system on the Big Island.  To support assurance to access of project services Hui Malama was also contracted to provide participant transportation, a primary service delivery component for this agency. During 2001 to 2002, MOD was also engaged in a contract, (discussed in case management and outreach above), to provide coordination and recruitment of volunteers. This resulted in an expansion of volunteers (“neighborhood women”) who assisted the Projects case managers with participant support services.  Eighty-two percent (n=14) of all women began this role as volunteers. These “neighborhood women” proved to be successful case managers particularly in assisting with understanding language and cultural needs, organizing transportation services, assuring linkage to outside services, and facilitating participants to return for required Project services.  Collaboration with Hui Laulima, a collaboration of agencies on the west side of the Big Island, also assisted with case management to perinatal providers and related services. 
Resources/events that facilitated or detracted successful initiation and implementation of each intervention
The Project worked to ensure that all tools developed for the participants had input from the BIC and LAC for initial review and “neighborhood women’ and other community stakeholders.  Although this was a time consuming process, it assisted with the awareness of maternal and infant health issues and commitment in Project efforts.  Focus group information from community input was used to develop protocols to assure that the assessments and service provision focused on disparate needs of the target populations.
There were Project efforts to expand upon the Big Island’s social capitol and networking opportunities, using both formal (contractual) and informal (non-contractual) resources already providing case management with similar components.  Although these agencies had a stake in serving specific target populations, there was also a need for the State to continue with technical assistance and training to meet the needs of this grant.  Agencies had staff turnover and administrative change requiring ongoing communication and strategic planning.  
Transportation services were a continued need difficult to provide due to liability and funding restrictions. Through the MOD contract, gas, and food vouchers were provided to volunteers as a thank you for supporting service delivery. Participants received gas vouchers to facilitate prenatal care linkage and to support transportation for hospital delivery. Vouchers (gas and/or food) were also provided to participants when completing each of the seven depression questionnaires. 
Through Project implementation, it was apparent that it was critical to maintain a structure supporting community-based provider case management service delivery. This included engaging providers as stakeholders to assist with facilitating case management linkage, and using valuable resources such as “neighborhood women”.  The State can provide a useful role in technical assistance, training, and quality assurance of participant case management services for community-based organizations who become Project service providers.
C. 
Health Education and Training 
Approach
The Project health education approach was two pronged and based upon the ecological and life span perspective.  This included focusing on individual needs based on risk assessment/screening as well as providing opportunities for family and/or partner engagement. The Project provided health education to assist participants in recognizing health issues and related healthy life style behaviors before, during, and after pregnancy that could affect their health outcomes and those of their infant. All health education materials were selected or developed based on readability and cultural appropriateness.  Efforts were also taken to strengthen community population based activities to reinforce these messages. 
Intervention Components and Resources
Staff providing case management and outreach were also the providers of participant health education.  Health education for participants was integrated in all Project “outreach and recruitment” and “case management” components. Risk assessment/screening was an ongoing process and health education integrated, as required, to address participant or social/environmental needs. Health education and topics have included, but have not been limited to: nutrition and physical activity; prenatal care (what to expect, labor and delivery) and specialized testing; depression (signs and symptoms, how to manage); post partum care (including birth control, annual exam, breast self exam); and, safety (home, car). Staff developed one page handouts to address participant needs on health topics such as Hepatitis, sexually transmitted infections, baby care and safe sleep practices.
Resources/events that facilitated or detracted successful initiation and implementation of each intervention
Culturally focused health education was provided in 2003 through a contract with Hui Malama.  This health education incorporated Hawaiian teaching in group settings on women’s and early childhood health traditions and practices.  Sessions were also provided for women and their children including: promoting the hula as physical activity; making patchwork baby quilts or blankets; promoting the importance of family engagement; and, good nutrition during pregnancy with ways to integrate the Hawaiian diet.  State staff was also trained to understand traditional Hawaiian healing practices.  State staff continued throughout the Project to provide interactive group education to a variety of participants for nutrition and exercise, and baby care. Community based health education has occurred through State staff, volunteers, “neighborhood women”, and Consortia support.  The majority of these events have occurred in collaboration with community-based agencies. 
During 2002, the Project implemented a contract to review 64 health education materials used to assess their readability, cultural appropriateness and strengths related to participant objectives.  Outcomes included the importance of having current information to foster education and behavior change, and providing information that is readable and culturally appropriate. This also resulted in discarding duplicate and older information and adding some new materials. It was recommended that staff training on the development and use of all health education materials occur resulting in related staff meetings and more formal training(s) by Project staff.  
From 2001 to 2004, 730 individuals (duplicated count) were engaged in 15 Big Island trainings sponsored by the State and the HRSA Disparities grant funding. Trainings were used as a way to promote community advocacy skills, and to inform and educate the Consortia, providers and community members on priority public health maternal and child health issues. Trainings included “Developing a Healthy Community”, “Racial and Ethnic Disparities through a Life Course Perspective, and the Role of Prevention in Outcomes: A New Perspective” with Dr. Michael Lu (See Attachment E for this full listing).
D. 
Interconceptional Care 
Approach
The Project timeframe (2 years) for service delivery ideally supports an interconceptional care approach.  The Project service delivery model focuses on the participant in context of ones’ environment and influential factors (such as partner involvement) and supports the ecological and lifespan perspective, of which the interconceptional approach is a primary framework component.  
Intervention Components and Resources
The Project has included pregnancy testing as an outreach and intervention component.  Having access to pregnancy testing has appealed to all target populations and serves as a way for relationship building and case management for those at-risk of becoming pregnant (i.e. not desiring pregnancy and the adolescents).  The Project also completes an ongoing assessment and education process with its participants including discussion of birth control and baby spacing, with interconceptional case management as needed.  Engagement of male partners is encouraged but has been one of the more difficult interventions.
Resources/events that facilitated or detracted successful initiation and implementation of each intervention
Reaching teens has typically occurred through the Department of Education pregnant and parenting teen program to reduce second pregnancies for these adolescent participants.  However, efforts also need to be expanded to reach youth prior to pregnancy and support responsible preconception actions.  Teens do come for pregnancy testing and this provides an ideal time to develop relationships and offer ongoing case management for negative (to prevent pregnancy) as well as positive tests.  “Neighborhood women” can provide a key role with translation and understanding cultural issues that may influence the use of birth control, male involvement and family planning values.  Working closer with community-based partners who serve these target populations can continue to offer insight into related education and service delivery to promote both preconceptional and interconceptional care.
E. 
Depression Screening and Referral
Approach

The Na Wahine No`o No`o Pono Project (CFDA No. 93.926.L. Improving Women’s Health Through Screening and Intervention for Depression During and Around the Time of Pregnancy) and the Malama A Ho`opili Pono Project (MAHP) were integrated utilizing the same client base to make both projects more efficient, cost effective and to give clients complete services.  All clients enrolled in the MAHP also received depression screening during and after pregnancy.  Depression screening continued during the interconceptional period for all participants enrolled in the Project.

The Depression grant was written because of the need to improve the health system infrastructure to include perinatal depression identification and treatment.  There was also a need to develop or identify a tool for screening women for depressive symptoms that would be appropriate for the Project Area and populations.  A pilot study done with a cohort of MAHP participants showed a significant number of the participants were screening positive for depressive symptoms.  As a separate Impact Report is required for the Depression grant, details for this core service will be included there.  


Intervention Components and Resources 

In Calendar Year 2002, the Project collaborated with the University of Hawai`i-Hilo, School of Nursing, BSN students, to implement a project to work with the OB/GYNs of East Hawai`i.  The project sought to have the OB/GYNs (who deliver at Hilo Medical Center and/or have an office in Hilo) and staff to screen for depression using a standard tool.  The BSN student nurses, with the assist of Project staff, developed a very brief presentation to the OB/GYNs, a training curriculum to train the OB/GYNs’ office staff on how to use the Beck Depression Index.


Health education on symptoms of distress/depression was based on participant’s score on the tools and assessment by the case managers.  A one page handout was developed from a National Institute of Health/Mental Health publication entitled “What Every Woman Should Know About Depression”.
Resources/events that facilitated or detracted successful initiation and implementation of each intervention

There was a lack of resources to refer women who were identified with depressive symptoms using the Beck and Edinburg tools.  The Project was able to contract with at least one advanced practice nurse of clinical social worker to aid the Project participants by doing further assessment and some therapy within their professional parameters.  Those participants they assessed were beyond their capabilities were referred to the appropriate service.


A subcommittee of the BIC was developed, the Mental Health Subcommittee.  The Project struggled with the formation with this as getting mental health providers to be part of the committee was a challenge, as with getting them to provide services to pregnant women.  The subcommittee has been meeting to assist the Project in the further development of a mental health system of care for women of childbearing age and will continue to assist.  As the Project period came to an end a resource list of mental health providers is near completion, with both western and culturally specific mental health providers.
The intent is for the East Hawai`i OB/GYNs to continue with depression screening as a value added service to patients, with transition from direct Project involvement to independence.  Also, an OB/GYN practice in North Hawai`i will continue and has been operating with minimal Project assistance.
Four Healthy Start Core Systems-building Efforts

A.
Local Health System Action Plan 
Approach
The Local Health System Action Plan (LHSAP) for the Project has been operationally defined to date as the BIC and LAC ensure target populations would be represented with a voice on maternal and child health issues of concern, and community-based actions developed to support these needs.  Having native representation which understands the concept of “walking in two worlds”, and knowledge of targeted populations was encouraged for creating culturally based strategies and actions.  
Although the Project has not to date developed a specific LHSAP, it has been determined that having a written document outlining the vision, mission, goals, and objectives for this is needed.  At a minimum the LHSAP approach will incorporate a multi-level, social capitol approach and promote an ecological and life span perspective for women’s and infant health. It would also incorporate the requirements and performance measures from the HRSA Healthy Start Disparities Grant, and related Title V federal and State priorities with a focus on the disparate HS grant target populations.
Intervention Components and Resources 

A description of a LHSAP has been documented to date as involving the following key intervention components and resources:
○ The BIC, with the LAC, promote community based actions to address the health needs of the target populations.
○ State and grant supported trainings to inform and educate the BIC, LAC, other community and providers about key public health issues related to the health needs of the target populations (Shown in Appendix D).
○  Opportunities for consumer input around health needs of the target populations through ongoing Project assessments and focus groups. 
Resources/events that facilitated or detracted successful initiation and implementation of each intervention
Although a written LHSAP framework has not been developed there have been some very successful community-based public health actions resulting from increased awareness of important maternal and child health issues.  Informing and educating through community based events, combined with trainings and provider feedback, has rallied the BIC, LAC, and other organizations around MCH issues.  For example, through implementation of Project services, primarily depression screening, it was assessed that there was a lack of accessible mental health providers for women.  This resulted in a Mental Health Subcommittee coming together in 2004 to begin resource mapping and developing a provider referral guide.  This is an example of the integration of framework and activities between both grants.

B.
Consortium 
Approach 
From its inception the Project approach has required a foundation for community-based action and target group representation through the BIC and the LAC.  The LAC were developed early to address the geographic size of the Big Island and the Project target populations, who lived in different communities island wide, to assure a voice with input and decision-making from these representative communities. 
Intervention Components and Resources 
The BIC & LAC each have a Chair and Co-Chair to facilitate community-based engagement and support. Each has been able to utilize budgets and partnerships to promote awareness around maternal and child health issues (through events focused on dental health, interconceptional care, and breastfeeding) island wide.
There were also specific BIC Committees developed to address needs such as the expansion of membership (Membership Committee) and development of public awareness events (Education and Training Committee which became the Publicity Committee) to provide structure and strategize around the next steps. The Membership Committee found that to retain members it was best to reach others representative of the target population(s) with a personal and/or professional interest in these groups and related maternal and child health issues.
Resources/events that facilitated or detracted successful initiation and implementation of each intervention
Training was provided to assist Consortium leaders (State staff and volunteers) with required skills such as organizing and facilitating meetings, documenting minutes, and increasing public health knowledge of perinatal and women’s health issues.  Video-conferencing (VCC) was utilized to bring the BIC and LAC together for quarterly meetings.  Meetings increased knowledge around perinatal issues and advocacy efforts such as entry into first trimester prenatal care, health promotion, and women’s health.  Any Consortium operational difficulties related to having a clear strategic plan and agenda in which all agencies could be contributors.  Having a clear action orientated agenda would assist with Consortia stability and potential expansion of participation. 
Consortium establishment 

The actual launching of the BIC began during the 1999 Project implementation.  This was made possible by engaging as Consortium participants, others committed to a similar vision and mission with the previously established Malama Na Wahine Hapai Project Advisory Board. The initial Consortium participants assisted the Malama Consortium Program Specialist (Consortium Coordinator) with expanding the voluntary membership for the BIC and LAC. In 2000, two of the LAC merged (Puna and Hilo) resulting in 4 LAC representing the Project office areas of East (Hilo), West (Kona), North (Honoka’a), and South (Ka’u) Hawai’i. 
Working structure of the Consortium 
The BIC serves as the overall Project advisory group. The LAC represents Big Island areas with specific target population needs related to this grant. During the grant period, two individuals served in the Consortium Coordinator position providing leadership and coordination.  The importance of retaining a Consortium Coordinator with strong organizational and leadership skills, and knowledge and connections with the Project’s communities and target groups has remained a priority.  
There is a process in place for the BIC and LAC to come together and share lessons learned through the use of video-conferences (two times annually) and a minimum of one or two annual face to face meetings. Trainings focused on leadership skills and meeting facilitation resulted in improved Consortium operations. The BIC and each LAC leadership positions include the Chairs and Co-Chairs (facilitate meetings, develop agenda, report to the BIC), a secretary (for minute taking) and a treasurer (who manages the budget).  During the 2nd and 3rd Project years, the BIC and LAC began to oversee budgets set aside for their activities to address target population needs. Having these entities oversee these specific functions has provided a sense of ownership and attachment to the Project for BIC and LAC members. 
BIC and LAC participation has varied during the grant, a review of this representation follows.
a. BIC: As the primary advisory entity, this group is responsible for providing expertise and a voice for the target populations to support improvement of health outcomes defined in the grant.  There have been eight (8) BIC members and eighty percent (80%) of these individuals have been active members.  The members are primarily female and include an attorney, a retired maternal and child health nurse, the Native Hawaiian Health System, private business, and the hospital system.  BIC members are Hawaiian, Asian, and Caucasian. 

As discussed in 2. above, each LAC has a Chair and Co-Chair who serves on the BIC, to assure an integrated approach to these entities.
b. Hilo - East Hawai’i (LAC): The Hilo LAC has fifteen (15) members and sixty percent (60%) are active.  The members are primarily female and agency providers.  Hilo LAC members are Hawaiian, Filipino, Asian, and Caucasian.  This LAC had a very active co-chair of Hawaiian ancestry who spearheaded the Hilo Healthy and Hapai Event.
c. Honoka’a - North Hawai’i (LAC):  This LAC has a membership of twenty (20) and fifty percent (50%) are active.  Members are primarily female and representation includes obstetrician and midwifery practices, a pediatrician, social service agencies, a Community Health Center and hospital representation.  North Hawai’i LAC members include Hawaiian, Filipino, and Caucasian participants. This LAC has had more challenges in engaging all members as many are employed and must travel long distances to work, leaving them minimal free time to participate in other activities.  
d. Ka’u - South Hawai’i (LAC):  All members are female.  Spouses have also been supportive and engaged in community projects (manpower) as needed.  This LAC has ten (10) members and fifty percent (50%) are active. Members are from private agencies including a Community Health Center, social services agency, and two are from Native Hawaiian agencies. South Hawai’i LAC members include Hawaiian, Filipino, and Caucasian participants.
e. Kona - West Hawai’i (LAC): This is the largest and most active LAC with forty (40) members and twenty-five percent (25%) actively participating.  Members are primarily females. Members represent the myriad of agencies established in West Hawai’i including a Community Health Center and numerous social service providers.  One of the members is a Marshallese woman and other participants include those who are Hawaiian, Hispanic and Caucasian. Recruit and retention of members has been challenging due to transportation and other personal commitments.  However, members have also demonstrated that they are interested and committed to supporting Consortium activities such as the dental and Healthy and Hapai Annual Events, Tutu’s Closet (clothes for West Hawai’i agency participants) when needed.
Consortium activities 
The BIC and LAC participated in leadership training to strengthen operational skills. This resulted in the development of new partnerships and expanded advocacy efforts.  Focus groups and opportunities for consumer input have been shared with the BIC and LAC to support ongoing needs assessment with related input from these entities.  
The Project Coordinator is provided an opportunity to participate in a variety of statewide collaborations serving the same population and provide perinatal health and resource feedback to the BIC and LAC.  The Project Coordinator attends through video-conferencing the Hawai’i Perinatal Consortium (HPC) meetings, a statewide perinatal leader forum to promote strategies for improved perinatal health.  HPC is in the process of examining its vision, mission, and future directions in the area of perinatal and women’s health, and will continue to work with the Project and BIC in its statewide efforts to improve women’s and infants health before, during and after pregnancy. The Project Coordinator attends the quarterly Oahu based Perinatal Advocacy Network and Perinatal Support Providers meetings.  At these meetings, the Project Coordinator obtains up to date information on perinatal health issues and legislative actions, and opportunities to network with other state perinatal health providers.  
Community strengths
The primary strength of the LAC is based on community representation (ethnic, cultural, geographical).  This unique representation offers a venue for ongoing needs assessment and the commitment to move forward related actions such as community based family and maternal and child health events. Such movement provides opportunities for the BIC and LAC to become advocates taking a stance and being successful in improving community needs, some examples follow.   
○ During 2002 to 2003, the Kona LAC had concerns with limited transportation service that affected access to health services. The LAC invited the owner of this system to their meeting to hear input and related recommendations.  Action resulted in an improved bus route system.  
○ In 2004, the Kona LAC had concerns about the lack of OB/GYN service in this area and contacted a medical association responsible for servicing many of these pregnant women. This successfully resulted in the hiring of two additional OB/GYNs to provide needed service for this area. 
○ During 2004, the Honoka’a LAC took steps to assess ways to improve the access to OB services.  This resulted in the 2005 hiring of 4 certified nurse midwives located at the North Hawai’i Women’s Center.

○ During 2004, the Ka’u LAC displayed a unique example of advocacy by assertively responding that a domestic violence mainland training was not the type of technical assistance that they would like to have implemented at the community level.  However they had, through related training, many concerns related to violence in their community and expressed an interest in addressing this issue with locally supported technical assistance. 
Barriers
As addressed above, having one Consortium to represent the unique target population needs within such a large geographic area was not feasible.  Developing LAC provided a viable venue to engage stakeholders in discussions and actions related to the target groups and individual communities throughout the Big Island.  Video-conferencing was used as a way to bring the BIC and LAC together on a quarterly basis. There has also been some turnover in the Project Coordinator (Consortium oversight) position and the individual skill levels, attachments, and knowledge of communities to be served has varied.  
Consumer participation 
One of the primary strategies involved planned activities to address maternal and child health issues in which members and other potential consumers could easily access and have interest in attending.  These activities frequently were fairs or events (when two or more activities were integrated such as the dental fair with the Healthy and Hapai Day) and other locally based gatherings. It was recognized that titling events with broader names there would be an increase in participatory target groups attending.  
One successful example occurred using translators from the University of Hawai’i at Hilo and having an academic cultural representative provide education on parenting and family planning (baby spacing) to a group of West and South Hawai’i Marshallese women and their families.  During this event, the Project expanded relationships with the Marshallese (35 women) and included in this interaction participants own mothers and other children (15). These Marshallese women from Ka’u expressed interested in forming what they defined as a  “Club” to serve as an advisory group to assist the BIC and LAC on understanding the needs of this target group.  This Marshallese Club also served as a venue to bring needed health information to the Marshallese women and their families. These women will be contacted after the current coffee season as many are now working picking coffee.
Consumer input
A variety of consumer based focus groups have been held during the Project implementation. The BIC, LAC, and “neighborhood women” remained primary resources for consumer input in developing culturally relevant and consumer based materials (brochure, flyer, PowerPoint presentation and fact sheet) and a participant survey.  Marshallese women have also provided input to Project nursing students in developing a poster to outreach this population.   
Utilization of consumer suggestions  

Feedback from the BIC, LAC, “neighborhood women”, and focus groups has resulted in improving outreach and recruitment and developing culturally appropriate service delivery protocols.  Other focus group feedback assisted with increasing outreach and recruitment to new partnerships in difficult to serve areas such as Ka’u.  The Project participant survey provides an opportunity for ongoing assessment via feedback to Project staff on consumer’s needs and positive reports of services delivered.  The Marshallese poster is a helpful recruitment and discussion tool with these women during population based health education events. Development of the Marshallese Women’s Club will support ongoing needs assessment and service delivery to this target population.
C.
Collaboration and Coordination with State Title V and Other Agencies 
Approach 
The HDOH, Family Health Services Division, MCHB is the State Title V agency receiving the Maternal and Child Health Block Grant funding and the Healthy Start Eliminating Disparities in Perinatal Health Grant making it an integral leader in Project oversight.  Some Project positions are Title V funded such as the Project Coordinator and key to Project implementation and maintenance. 
Intervention Components and Resources
Since 1999 Title V funded staff served as primary partners in the oversight (MCHB and Big Island District Health Office) and service delivery components for the Healthy Start Disparities Grant.  There are federal and State programs that this Project works with in collaboration and coordination service delivery to meet the needs of the target populations and grant objectives.  This includes, but is not limited to: Primary Health Care Centers, family planning program, substance abuse prevention programs, women and infants and children (WIC), Department of Education (e.g. pregnant and parenting teen program), March of Dimes Chapter of the Pacific, and resources for medical home such as SCHIP.
The Project Coordinator participated in the Title V Maternal and Child Health Block Grant five year needs assessment process.  This included serving as a member of the Women and Infant Work Group to provide input into related priorities and attending the October 2004 meeting to learn about the health priorities in order to participate in problem analysis. The 2004 Title V outcome measures include reducing the rate of infant mortality, neonatal infant mortality, and post neonatal infant mortality per 1,000 births.
The 2004 Title V federal and State priorities are tied closely to the Project performance measures and include: 
Reduce adult (including pregnant women) substance abuse
−Decrease the percent of women who report use of alcohol, tobacco, and other drugs during pregnancy.
Reduce the rate of unintended pregnancy

−Decrease the rate of birth (per 1,000) for teenagers ages 15-17 years of age
−Reduce the percent of pregnancies (live births, fetal deaths, abortions) that is unintended.
Improve access to health care and health outcomes
−Decrease the percent of very low birth weight infants among all live births.
−Decrease the very low birth weight infants delivered at facilities for high risk deliveries and neonates. 

−Increase the percent of infants born to pregnant women receiving prenatal care beginning in the first trimester. 
− Increase the percent of mothers who breastfeed their infants at hospital discharge.

− Decrease the percent of children without health insurance.
−Increase the percent of 19 to 36 month olds who have received full schedule of age appropriate immunizations against Measles, Mumps, Rubella, Polio, Diphtheria, Tetanus, Pertusis, Haemophilius Influenza, and Hepatitis B.

−The percent of families assessed to be at risk for child maltreatment that enrolls in Hawai’i Healthy Start home visiting support services.
Resources/events that either facilitated or detracted successful initiation and implementation of each intervention

Since 1991, the Project Coordinator has attended the Title V agency Oahu facilitated and based quarterly perinatal health provider meetings offering networking and training opportunities. The Project Coordinator has also actively participated in the Hawai’i Perinatal Consortium (HPC) (State Consortium) overseen by the Title V MCHB Chief.  The HPC has served as an advisory group for policy to interface with related coalitions and groups involved in perinatal health, such as the BIC and LAC. HPC sponsored 2003 and 2004 Perinatal Summits which the Malama Project Coordinator and Quality Assurance Nurse attended. Some BIC members also participated in the 2004 Summit.  During 2006, strategic planning with key stakeholders will be held to determine the HPC mission and vision, which is likely to incorporate a preconception and interconceptional focus and would continue to serve as a valuable resource to the BIC and LAC directions.
The Title V Program, through the MCHB, oversees the Baby Safe (Substance Abuse Free Environmental Program). This Project works with the Big Island East and West sites providing substance abusing pregnant women screening, early identification and pretreatment services. The Project has held some collaborative training sessions on child holiday and car seat safety to joint participants. Beginning in 2005, the Project Coordinator will participate by phone conference in the Safe Sleep Hawai’i Committee developing a Safe Sleep hospital staff training curriculum for new parents (the current pilot will initially be Oahu based). 
When the 2004 State Infant Mortality Collaborative (SIM) was developed, the Project Coordinator and Quality Assurance Nurse began participation in the Title V Home meetings to provide the Big Island perspective.  This was important as the Big Island became a focus in chart reviews of the risk and protective factors which were perhaps specific to the IMR in this County.  During June 2004, the SIM (Travel Team) presented the Hawai’i SIM progress to the other four teams (Delaware, Louisiana, Missouri and North Carolina) including an overview of the Project and Island of Hawai’i map with those areas where infant mortality occurred.  Of concern to the Project is the fact that none of these mothers were known to the Project.  Preliminary data indicates that many of them may have had characteristics necessary for program enrollment and/or correlates of high risk pregnancy and environmental risk.  The SIM Collaborative will develop new strategic actions and a Tool Kit based on the known risk and factor determinants for IMR. The Project can continue to serve as an instrumental partner assisting with this knowledge and reevaluating its implementation, to strengthen outreach, recruitment, and retention capabilities.
Since 1996, Act 369 of the Hawai’i Revised Statutes has authorized the HDOH to conduct child death reviews through standardized procedures to identify causes of death and recommend policies and strategies to prevent future deaths. The Child Death Review Project is housed in the Title V MCHB with a Coordinator to oversee this process. The Project Coordinator and Quality Assurance Nurse serve on the Big Island MCHB Child Death Review Team with other Title V staff, and related maternal and child health organizations.  In this capacity, using set criteria, they assist with review of any related deaths from this County for children 0 to 18 years of age.
D.
Sustainability 
Approach
Sustainability requires social capitol commitments from multi-levels both at the State and community level.  There is the potential for increased engagement if it is demonstrated that this system of care will promote an ecological and life span approach and positively impact related Healthy People 2010 Objectives such as those described in “Collaboration with Title V”.
Intervention Components and Resources

There was an effort taken to complete third party billing with two Medicaid contracted insurance companies.  However, the rules set on the type of billing made it difficult to pursue this for reimbursement of the social services offered.
An opportunity for a sustainable model will occur with the upcoming procurement of community based providers for the core service delivery components. Increased involvement by community based organizations in serving these target populations has the potential to expand both in-kind and future opportunities for both growth and integration.  In addition, the BIC and LAC will continue a leadership role in developing partnerships with vested interests in healthy outcomes for the target populations and promoting community-based actions to address these needs.  Any procured service provider would serve on the BIC and related LAC to continue the integrated process in place for ongoing communication, needs assessment and decision-making, including how to support the institutionalism of those methods proven to make an improvement in the health of the target populations.
Resources/events that either facilitated or detracted successful initiation and implementation of each intervention
To date, the Project has demonstrated that implementation success increases the potential for sustainability via continuing or replicating strategies.  For example, culturally focused model activities can be successfully implemented by community-based organizations and this relationship should be fostered.  This has included: utilization of “neighborhood women”; obtaining focus group input; providing culturally appropriate target group sessions (including those for male involvement); and BIC and LAC consult/advocacy (i.e. improving transportation and increased OB/GYN services) and in-kind support in the development of unique resources (e.g. fact sheet, mental health resource guide) and population-based health education events.
Managed care and third party billing  
This potential resource was explored but the majority of participants were enrolled in either HMSA/QUEST or Aloha Care and the billing of these Plans for Project services could not occur unless there was a high risk medical problem. No billing of these Plans could be made for psycho-social Project support services. 
Sustainability
Title V and State funding has been committed since Project inception to support administrative, fiscal, and operational activities. Title V has a number of federal and State priorities which require continued partnership and support.  Priorities included, but are not limited to: reduction of infant mortality, low birth weight, unintended pregnancy, teen pregnancy and substance use (tobacco and alcohol); and, increasing breastfeeding.  
It is possible that with continued coordination and collaboration, Project services could become institutionalized. An upcoming opportunity to support this outcome will be the procurement of community-based provider services which will incorporate the HS performance measures, outcomes and State priority performance measures. These community-based providers could eventually integrate this model into their service delivery system.

Barriers  
To date, all Project implementation has demonstrated the importance of community-based partnerships in serving the target populations. There is a finite amount of service delivery and community-based capacity building that the State supported system can maintain.  However, there may be avenues related to billing and fiscally sustaining and expanding in very culturally competent ways the implementation of core project services (outreach and recruitment, health education, risk assessment and case management) when these services are procured during 2006.  
In addition, the Project’s Consortium and LAC are committed to engaging in actions to make this Project successful.  These entities will continue to be fostered and provided State leadership to assist with community-based actions to support healthy outcomes for Project target groups.
III.
Project Management and Governance
Structure 

Since the inception of this project the following positions have remained stable: MCHB Chief, Althea Momi Kamau, MPH, RN has served as the Project Officer responsible for providing technical support and consultation on all project operations.  The Hawai’i District Health Officer has also provided oversight and technical support. The Project Coordinator, Sandra Tomiyama, RN, is responsible for all Project operations and Consortium oversight.  The Quality Assurance Nurse, June Shibuya, RN, is responsible for Project chart monitoring, data review, and coordinating staff trainings and support to the Consortium Program Specialist.   In addition, the following administrative staff contributed to program operations: Janette Gauker has served since 2001 as the Program Specialist for the Consortium responsible for providing leadership, support and coordination of BIC and LAC activities. The Project Epidemiologist position was filled from 2000 to 2004.  However, with the departure of this position it took a year to employ another Epidemiologist.  Anita Cardenas Daniel, Ed.D. is now the Project Epidemiologist responsible for all evaluation and data collection oversight and related reporting.  In November 2004, Candice Radner Calhoun, ACSW, LSW began tenure as the Women’s Health Section Supervisor in the MCHB and subsequently became involved with Project technical assistance and support. During 2005, the general clerical position located at the MCHB was re-described to a statistics clerk position to assist with quality assurance of the Project data entry requirements. This position is anticipated to be filled during 2006. 
Resources

The Hawai’i District Health Office (DHO) on the Big Island handled all personnel and related administrative functions/issues for the DHO Project staff through its Public Health Administrative V position.  The HDOH MCHB on Oah’u provided personnel and administrative function oversight for the Project Epidemiologist and prior clerical position. The MCHB provided in-kind fiscal support for development of grant budgets and related reporting through its Public Health Administrative Officer (PHAO) IV and Accountant III. As the Project Officer, the MCHB Chief has provided in-kind operational oversight and administrative support for fiscal and related functions required for all grant and impact report approval and submittals.
Changes 

Through 2005 there have been no administrative changes.  However, not having the Epidemiologist position filled for one year did result in deficiencies in quality assurance and related assessment activities.
Funds 
The Project follows the State mandated process for distribution of funds.  There has been no delay in accessing this funding.

Additional resources  
Title V supported Project positions including the Project Coordinator (1 FTE) and also provided State perinatal funds to assist with Project operational costs (Project Coordinator travel, some participant incentive costs and pregnancy testing). As previously reported, the MCHB provided in-kind support via the Chief serving as the Project Officer in addition to fiscal support from both the PHAO IV and Accountant III positions.  The MCHB Data Unit Research Statistician IV has also provided in-kind project support (particularly in absence of the Project Epidemiologist) running data reports and providing staff training to assist with data collection review.  Also the MCHB, Women’s Health Section Perinatal Health Program, Public Health Program Manager has provided ongoing technical assistance and support during all quarterly provider meetings in which this Project actively participates since Project inception. 
Cultural competency
The State of Hawai’i has standard position descriptions which may incorporate features related to cultural competency, although this would not be the primary function requirement for a position.   It was not feasible to solely hire project State staff based on their representation of an identified target project population.  However, throughout the Project, subcontracts were developed with providers and individuals who serve and represent the target population, thus enhancing the Project’s scope of work in the area of cultural competency.  Hui Malama and Mai Ka Poli Program (through MOD Chapter of the Pacific) were contracted to expand the cultural approach of this Project through outreach and recruitment, case management and health education activities.  This was demonstrated through the work of the “neighborhood women” who not only provided translation and cultural interpretation services, but also were liaisons for staff to the community and in the Consortium work.

The Project staff consistently attended a variety of cultural trainings focused on cultural sensitivity for the target populations.  A review of these trainings included: General Cultural Competency Training (2001) was held and included the District Health Office and other MCH partners; Cultural Competency Training (2001) on Filipino, Marshallese, Ponepeian, Tongan, Hawaiian and some Pacific Island target populations, held in Honoka’a for Project staff;  South Pacific Islander Cultural Competency Training (2002) on South Pacific Islanders maternal and child practices was held during a weekend in Hilo; and, with assistance from PREL (Pacific Resource Education Laboratory), a session for all project staff was held in 2003 on Marshallese maternal and child health practices.
IV.
Project Accomplishments

Please see Attachment A.
Technical assistance

On a quarterly basis the Project Coordinator has the opportunity to attend the statewide Oahu based Perinatal Advocacy Network (PAN) Meeting which precedes the Perinatal Support Services (PSS) Provider Meeting held.  Since 1996, PAN has served as a grassroots advocacy organization and provides this support for the PSS providers. PAN meetings provide the Project Coordinator with access to perinatal health training (e.g. substance use during pregnancy); increased knowledge of related resources (e.g. perinatal smoking cessation trainings); and, increased awareness of advocacy and legislative issues (e.g. presumptive eligibility for pregnant women, dental services for pregnant women). During the PSS Provider Meeting, the Project Coordinator meets with 9 other statewide perinatal support service sites. All sites report on related issues and offer insight into creative methods for outreach and recruitment, health education (participant and population focused), and case management (risk assessment). 
V.
Project Impact

A.
Systems of Care
Collaboration

Both BIC and LAC memberships include maternal and child health providers and organizations. These meetings provide opportunities to improve agency collaboration to meet target population needs.  Community-based health education events have been the primary outcome of the BIC and LAC collaborations.  
For example, during 2003 and 2004, the Kona LAC coordinated the Healthy and Hapai Event.  This event brought together consortium participation from a myriad of agencies who subsequently strengthened program collaborations including, but not limited to: Baby Safe (referral source for pretreatment services for pregnant substance abusing women); Healthy Start YWCA and Healthy Start with Family Support Services of West Hawai’i (referral source for home visitation participants  at risk of child abuse and neglect); Pulama I Na Keiki with Alu Like Program (referral source for parent infant education program for Native Hawaiians); and, the Hilo Salvation Army (with an interim home for runaways) who often refer their high risk teens to Project for pregnancy tests. 
During 2004, the Mental Health Subcommittee, an extension of the BIC and its partnerships, is completing mental health provider resource mapping to develop and disseminate a provider guide to assist with this referral need.  It will be noted which mental health service providers also have a background in cultural methods.

System Integration 
○ The Kona LAC became part of a prior effort in development of a multi-agency referral form to expedite agency collaboration for participant referrals subsequently accepted and used by social service providers. 
○ The Honoka’a LAC and Project staff developed a working relationship with an OB/GYN practicing in this area resulting in Project staff stationed twice weekly at this office to meet with current and potential participants. 
○ At the North Hawai’i Women’s Center the Project staff developed a relationship with Center staff (some who participate on the Kona LAC) and this resulted in staff meeting with participants at this site. 
Key Relationships – Health and Social Service Agencies
○ Hilo Medical Center (the largest hospital on the Big Island) has been a sponsor of manpower for many Project events for the Hilo area. Hilo Medical Center has provided use of its video-conferencing center for all quarterly BIC and LAC meetings.  The Hilo Medical Center Nurse Manager serves as the BIC chair and an active member of the BIC Mental Health Subcommittee.  
○ During 2000 to 2001, the Neighborhood Place of Puna (YWCA outreach and child welfare diversion program) became another Project partner by serving on Hilo LAC while Project participants served on this partner’s quarterly roundtable meetings.  This organization has been able to obtain back to school supplies for Project participant families.  The Ka’u LAC facilitated the involvement of a Ka’u High School Parent and Community Networking Representative who then took a leadership role planning for the Family Fun Day and involving high school students in this event. 
○ Since 1999, the University of Hilo selects each spring semester two senior bachelors of nursing students enrolled in a community-based leadership program to work on a “community lab experience” with the Project, serving as a preceptor. In 2002 students developed a Marshallese poster consulting with a cultural academic organization (PREL) to assist with interpretation and cultural concepts. The students presented the poster to a Marshallese church group who reviewed the concepts and pictures prior to printing. The poster includes a message on the importance of first trimester care and is used in health fairs to recruit Marshallese women into Project Services. At these activities the Marshallese women often congregate around the posters written in their language with pictures of women from their culture.  This provides an opportunity to converse with them about Project services and maternal and child health issues.

Project staff has also developed key relationships including: 
○ North Hawai’i project staff partnering with an OB/GYN to establish a satellite Project office.  This resulted in staff being able to see potential and enrolled participants more readily. 
○ A West Hawai’i staff outreach worker from Mexico who spoke Spanish was instrumental in engaging by “word of mouth” newly immigrated Hispanic population into Project services. This staff also assisted other agencies in locating and developing Spanish resources to serve this target population.
Key Relationships – Consumers and the Community 
○  A Marshallese Community Leader was contracted for outreach and translation services as a “neighborhood woman”.  This resulted in Project access to this new group of immigrants within Ka’u and Kona. The personal satisfaction of the Marshallese Community Leader within this position resulted in two additional Marshallese women assisting (initially as volunteers) and then becoming contracted to provide Project translation and outreach services. 
○  A Hawaiian woman, initially a Project participant, subsequently became an active Hilo LAC member.  In this role she took leadership for planning the East Hawai’i Healthy and Hapai Events.  Eventually she became a contracted “neighborhood woman” assisting with outreach and translation services to Hawaiian and other target populations.

Impact on comprehensiveness of services 
Eligibility
Project eligibility requirements include being pregnant and having a risk factor for a poor pregnancy outcome (medical and psycho-social risks). Priority target groups are Hawaiian, Filipina, Pacific Islander (e.g. Marshallese and others), Hispanic women, and adolescents. However, any pregnant women with high risk factors would be eligible for Project services.  
Barriers to access and service utilization
Having State offices operational from 7:45 a.m. to 4:30 p.m. made it essential to provide Project services which were in partnership and community-based.  
To assess community awareness of Project services, the Project contracted with Ka’u Rural Community Health Association to conduct focus groups island wide from November 2002 to February 2003.  Eight community focus groups were held, two in Ka’u and Hilo, and one each in Pahoa, Laupahoehoe, Waimea, and Kona.  There were a total of 75 participants including ethnic groups representing Filipino, Hawaiian, Samoan, Marshallese, Portuguese, Japanese, and Caucasian. Three of the focus groups were held in the high schools and included a variety of youth from: pregnant teen program, risk and adjudicated services such as residential homes, and other youth including those in student government. 
Participants engaged in a culturally appropriate dialogue where personal and community values were shared.  A Project presentation on perinatal care followed. During this portion of the focus group, it became evident there was a need for increased awareness of the Project particularly in the Ka’u area.  In addition to focused Ka’u efforts, there was an increase in activities to contact organizations in the targeted communities, share services, and develop new relationships.  

Care coordination 
Project staff participated in, and called for, case conferences with other agencies to plan for participant continuity of care and ensure referrals were made.
Efficiency of agency records systems and sharing of data across providers
The Project had participant consent forms as part of the enrollment process.   These forms informed participants that Project data was being collected and would be released in aggregate. Participants also signed these forms prior to completion of a request for referral. Many of the referrals were completed by phone with the participant present.

Enhancing client participation in evaluation of service provision with Provider responsibility in maintaining client participation in the system and provider sensitivity to cultural, linguistic, and gender (especially male) needs of the community
The Project almost met its case management objective to retain clients from first trimester to two years after birth. The goal was 85% and the objective was 82% (See Attachment A).  
The Project is responsible for being culturally sensitive in service provision, including language and gender needs of the community.  Cultural and linguistic support was provided through the “neighborhood women” who frequently began as volunteers and some subsequently were contracted for services.  The Project has offered training to providers on cultural sensitivity.

During 2004 there was a Hilo training entitled “Making Room for Daddy” to encourage programs to include males in their activities.  There were 100 participants and approximately one-third of them were males.
During 2000, focus groups were held and some were specifically designed for men in all Project geographical sites. Project case managers have found the most effective engagement format for male involvement is asking participants to bring their partners when they receive services.  The Project also developed a contract for a five session course in Kona on Hawaiian ways to facilitate interpersonal communication among couples and with their children. During 2004, the Project also partnered with Hui Malama which had hired men from various target groups to complete sessions for males (women were also invited) and the Project encouraged their participants to attend this evening stew dinner.  The Project has offered trainings to selected partners on Pacific Island culture and customs. The Project will need to continue to assess with its BIC, LAC, and stakeholders, other venues to promote male involvement.
Consumer participation in developing assessment and intervention 
mechanisms  
When service protocols were developed there was input by the BIC, LAC, and “neighborhood women” to assure the wording and information were appropriate to target populations being served.  Focus group feedback also assisted with assessing development of tools or reexamining those which had been developed in serving the target populations.

A Symptom of Distress Tool was developed for non-English speaking women.  This has been utilized to assist the Project staff in determining the level of distress/depression of a participant.  Consumers assisted in translating the tool into three Filipino dialects (Illocano, Tagalog, and Visayan), Marshallese and Spanish as well as assisting in providing related jargon and labels for staff to use in kuka kuka. 
B. 
Impact to the Community

Residents’ knowledge of resource/service availability 
From 2002-2004, the Project has been engaged in annual fair events with other MCH and social service agencies.  All agencies completed an event form describing the type of interactive booth activities they would present to increase community residents knowledge of social service resources. In South Hawai’i, events were held where the target populations spent time such as the local market and school. The Project staff has also met with a variety of social service and community-based organizations including those which are faith and culturally based to share information on its resources and opportunities for partnership.
Consumer participation in establishing or changing standards 
Throughout the Project, consumers participated in advocacy and support services through a variety of venues including, but not limited to: BIC, LAC, and volunteer or contracted “neighborhood women” all providing input into protocols and other culturally supportive service delivery needs; focus groups to support ongoing assessment of needs and service delivery; community-based provider contracts for culturally based interventions (Ho’oponopono, and other group sessions).  A Hilo and Kona LAC member each became outreach contract hires.  The Hispanic (Kona) outreach worker also provided translation services.  Based on experiences with the Project, both women attended Doula Training, one became a Doula/childbirth educator, and the other is providing these services to West Hawai’i women.
Community experience in working with divergent opinions
The Consortium and the LAC all had a diverse group of individuals, agencies and organizations participating in its activities.  Members may have had varying opinions but were focused on addressing the target populations and community needs. Having 4 LAC supported a uniform approach in decision making and related activities. During 2002 island wide leadership and facilitation trainings provided to BIC, LAC and other community-based entities supported collaboration for perinatal health issues.
Creation of jobs within the community. 
Prior to grant implementation, the position of a cultural “neighborhood woman” as defined by this grant had been nonexistent.  Using prior Malama Na Wahine Hapai Project and Mai Ka Poli (MOD) community engagement experiences, the Project began to design this position to serve as a culturally competent resource in outreach and recruitment, health education and case management for targeted populations.  This resulted in the Project’s ability to continue recruiting, training and contracting for jobs with other “neighborhood women” to provide this essential Project service. 

C.  
Impact on the State  
The Project works closely with the East (YWCA of Hawai’i Island) and West (Family Support Service of West Hawai’i) Healthy Start State funded contracts serving participant’s island wide.  The Project will make referrals to these Healthy Start Programs when high risk child abuse and neglect follow-up is required. 
A detailed discussion of the Project relationship with Title V and other State programs is provided in Collaboration and Coordination with Title V and Other Agencies.  As Title V has oversight of the Maternal and Child Health Block Grant and the Healthy Start Disparities Grant, this HS implementation will continue to be linked with the Title V needs assessment priorities and related actions for improvement in maternal and child health performance measures.  The Title V agency has continued to provide to Project staff technical assistance both internally and in relationship to the essential public health functions for assessment, policy development and assurance. This has included attendance in the Family Health Services Division larger coordinated meetings, video-conference trainings and at the Annual MCHB meeting and trainings.  During 2004, this meeting focused on “Evidence Based Practice and Partnership Building”. The Project provided a presentation on its Consortium and related partnerships that led to actions such as, “Making Room for Daddy Training”, and 2 Big Island Teen “Dive and Jive” Conferences during 2002 and 2003. 
The Project completes an insurance assessment for the participant and their children and will make referral to the Department of Human Services and related entities for resources such as SCHIP.  The Bay Clinic had a SCHIP outreach worker who had worked closely with the Project for referrals. The Project’s East and West Offices are located in the same building as the Title V Children with Special Needs and Early Intervention Services.  Referrals are made to these programs as needed and case management meetings are held as required to support participant needs. The Title V Division has the Women and Infant Child (WIC) as one of its Branches and most Project participants are eligible for services with referrals routinely made to this program to support outcomes including good nutrition.  The Title V MCHB has oversight for the two Baby S.A.F.E. Programs (East and West sites) on the Big Island and the “MothersCare” (phone line and website) and “Parentline” (phone line) both statewide systems offering support to pregnant women before, during and after pregnancy.  The Project coordinates with the Baby Safe Programs when pregnant women have been identified early on to need educational and pretreatment services.  The Project has also worked closely with the DOE teachers for the pregnant and parenting teen programs including a teen conference.  These teens who become participants are provided support to reduce incidence of a repeat pregnancy and other needs they are experiencing.

The Project understands that having multiple Title V and State agency resources is important in providing access to a variety of service levels for its target populations needs. Title V also assists in promoting a public health focus and related technical support for Project operations.  
D. 
Local Government Role

The MCHB has taken a leadership role with in-kind administrative and fiscal support and Project technical assistance.  The State hiring procedures had allowed for staff to be hired through an exempt status.  However, the HDOH is requiring that all exempt positions be created to civil service positions with more stringent specifications and the possibility of lower salaries.   This should not be an issue as during 2006 the primary positions for grant implementation will be sought through community-based provider contracts.  Community-based agencies will have more flexibility in hiring and employing staff that meet the Project qualifications, have agency visions and missions in place to serve the Projects targeted populations in culturally appropriate ways, and have community-based service delivery operations in place.

E. 
Lessons Learned
A summary of lessons learned (some described in more detail above) include the importance of:
○ 
Maintaining a Consortium which is representative and will serve as a knowledgeable voice for the community and targeted populations. This includes having additional consortium groups if needed to meet a variety of geographical area and target group needs.

○   
Coordinating with other community-based partnerships to ensure the delivery of culturally based services for target populations.

○  
Coordinating case management services for teens through the school-based pregnant and parenting teen programs (GRADS) is an effective strategy.  However, school-based counselors and stakeholders should be engaged to assess how to outreach and case manage school-aged youth no longer attending school when they become pregnant or are parents.

○  
Providing pregnancy testing can be beneficial as a resource for entry (outreach and recruitment) into first trimester care and relationship building which subsequently provided the opportunity for ongoing case management.

	 
	Total NOT Served
	Total PG Tests Done
	Honokaa Not Served
	PG Tests Done
	Ka'u Not Served
	PG Tests Done
	Keawe Not Served
	PG Tests Done
	Kona Not Served
	PG Tests Done

	2004
	286
	133
	34
	11
	12
	2
	158
	97    (61%)
	82
	23

	2003
	276
	136
	42
	14
	0
	0
	162
	103    (64%)
	72
	19

	2002
	318
	150
	57
	12
	1
	0
	160
	122    (76%)
	100
	16

	2001
	139
	51
	19
	4
	0
	0
	73
	40    (55%)
	47
	7


Data Source:  MAHP 1
○   
Engaging “neighborhood women” as key service providers who can assist with outreach and recruitment, health education, case management and be valuable resources in translation, understanding cultural issues and reaching hard to reach populations.

○   Maintaining evaluation component(s) which are doable and ongoing administrative support to monitor measurements are in place and being implemented.

VI. 
Local Evaluation


See Attachment B.
VII.  
Fetal and Infant Mortality Review (FIMR) 

The State of Hawai’i does not have a FIMR Program.  However, since 1996, the State 

has had a Child Death Review Program and in 2004 became one of five states selected by the Centers for Disease Control and Prevention to be part of the State Infant Mortality Collaborative (SIM).  The Child Death Review Program has Child Death Review Teams in each County. In Hawai’i County (Big Island) both the Project Coordinator and Quality Assurance Nurse has been part of this Team.  The Team has met to review deaths of children and infants on the Big Island for the years 2000-2004.  This includes making recommendations related to each death which are then provided to the MCHB overseeing this Program.  The Big Island Team has decided to complete follow-up on recommendations that can be implemented locally.
Data obtained from the Child Death Review Program is also beginning to target areas of disparity in infant, child, and adolescent deaths.  This data is utilized to identify training needs in the prevention of future child deaths for the population.  Not only will this be used to identify change needed for overall system response, it also identified partners necessary for the system changes.  For example, community training on Safe Sleep practices has been provided as a follow-up to CDR findings.  The Big Island will be engaged in actions related to overall recommended outcomes. The Project Coordinator also serves as a SIM Home Team Representative attending these phone conferences.  There is interest in the Big Islands infant mortality rates and confounding factors (e.g. age, race/ethnicity, income, access to care etc.) that could contribute to this outcome.  This has been discussed in more detail in “C. Collaboration and Coordination with Title V and Other Agencies”.


VIII.  
Products

The most recently produced products have been attached to each Non-Competitive Continuation Application and are within the domain of Maternal and Child Health.  The most current Project, not previously submitted, is attached [See Attachment F].
IX.  
Project Data 

See Attachment 1 for Form 9.

See Attachment 2 for Form 5.


See Attachment 3 for Table A.


See Attachment 4 for Table B.


See Attachment 5 for Table C.


See Attachment 6 for Form 1.
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