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Introduction

From November through May 2005, a research team from Middle Tennessee State University (MTSU) conducted a needs assessment for the Tennessee Department of Health, Maternal and Child Health Section (TDH-MCH).  Data were obtained from a wide variety of national and state websites, survey instruments, and focus group meetings with clients of TDH-MCH programs and clinics.

All research foci were strongly influenced by 18 MCH National Performance Measures (NPMs) mandated by the U. S. Department of Health and Human Services’ Health Resources and Services Administration, and 8 MCH Tennessee Performance Measures (TPMs) developed by TDH-MCH for the period, 2000-2005.  Research was guided to a somewhat lesser extent by MCH target issues developed by Healthy People 2010 (HP2010).  

METHODOLOGY

Specifically, the MTSU research team

· Searched a wide variety of websites related to MCH issues (see Bibliography)

· Conducted a survey of professionals from MCH-related agencies located in all major areas of Tennessee; 169 professionals (50%) participated.

· Held 13, 90-minute focus group meetings with TDH-MCH clients.  These meetings were held in 12 cities.

· Gathered survey data from all of the 117 focus group participants.

Data obtained from state and national web sources permitted the team to draw performance comparisons between Tennessee and the Nation on a wide variety of MCH issues.  

The professional survey enabled us to assess the opinions of a statewide sample of MCH professionals on the following:

· The importance of each MCH issue for the community or region in which the professional’s agency was located.

· The degree to which the professional felt that a given MCH issue would be considered important to a significant number of her/his agency’s clients.

· The degree to which the professional felt that her/his agency was “doing a good job” in addressing the MCH issue in question.

· Whether or not the MCH professional felt that her/his agency should address this issue, if it was not being addressed at the present time.

The survey distributed to focus group participants permitted us to

· Discover the extent to which agency clients utilized 63 MCH services.

· Assess clients’ opinions about the overall availability and quality of MCH services provided by the State of Tennessee.  

The 90-minute focus group sessions enabled us to gain an in-depth perspective (through qualitative data) on participants’

· Positive experiences with MCH services;

· Negative experiences with MCH services;

· Ability to procure needed MCH services, and coping strategies for situations in which services could not be procured;

· Views on which MCH services should be given priority status;

· Opinions concerning the improvement of MCH services. 

Study Limitations – What We Could Not Do

The seven-month time period allocated for this project did not permit assessment of capacity, such as the geographic availability and distribution of MCH services.  Nor could we take on the task of assessing the comprehensiveness and quality of MCH services devoted to preventive and primary care.  Finally, assessments of existing infrastructure and coordination of state and local delivery systems were totally beyond the scope of this project.

RESULTS

Summarized in brief are highlights related to how Tennessee compares with the nation on the 18 National Performance Measures, and the state’s overall performance on the Tennessee Performance Measures (TPMs).  This summary is followed by a brief reporting of highlights related to the Professional Stakeholder Survey, the Focus Group Survey, and qualitative data obtained from participants who attended one of the 13, 90-minute focus group sessions.

Findings For the 18 NPMs – A Brief Summary

Overall, Tennessee was similar to, or outperformed, the U.S. on the following measures:

· The percentage of newborns screened and who received appropriate follow-up care.

· The percentage of children with special health care needs (CSHCN) who received coordinated, ongoing comprehensive care within a medical home.

· The percentage of CSHCN whose families had adequate public insurance to pay for needed services.

· The percentage of CSHCN whose families reported community-based service systems are organized so they can use them easily.

· The percentage of 19-35 month olds who received a full schedule of age appropriate immunizations.

· The percentage of newborns screened for hearing upon hospital discharge.

· The percentage of children with health insurance.

· The percentage of potentially Medicaid-eligible children who received a service paid by the Medicaid (TennCare) program.

· The percentage of “very low birth weight” infants delivered at Level III hospitals or subspecialty perinatal centers.

· The rate (per 100,000) of suicide deaths among youth aged 15 through 19.

Overall, Tennessee’s performance was poorer than that of the U.S. on the following measures:

· The rate of birth (per 1,000) for teenagers aged 15-17 years.

· The rate (per 100,000) of deaths to children aged 14 years and younger caused by motor vehicle crashes.

· The percentage of mothers who breastfed their infants at hospital discharge and at six months after discharge.

· The percentage of “very low birth weight” infants among all live births.

· The percentage of infants born to pregnant women who received prenatal care beginning in the first trimester.

Findings For the 8 TPMs – A Brief Summary

Overall, Tennessee’s performance was satisfactory on the following TPMs:

· After implementation of folic acid education at state, regional, and local levels, reduce the number of neural tube defects’ births.

· Reduce to no more than 4% elevated blood lead levels in children 6-72 months of age who are screened.  

· Reduce the percentage of high school students using tobacco.  

· Reduce the percentage of high school students using alcohol. 

· Reduce the incidence of maltreatment of children younger than 18 years of age.

· Increase the percentage of children with complete Early and Periodic Screening, Diagnosis, and Treatment.

Tennessee was not successful in

· Reducing the number of HIV infected infants to no more than one per year.

· Reducing the proportion of teens and young adults (ages 15-24) with Chlamydia Trachomatis infections attending family planning clinics.

Findings from the Professional Stakeholder Survey – A Brief Summary

The following MCH issues were deemed by at least 70% of 169 professionals to be highly important to the communities or regions served by their agencies:

· Newborn screening and follow-up for infant hearing and serious genetic or medical conditions.

· Early and adequate prenatal care.

· Alcohol and drug use among pregnant women.

· Young children receive full schedule of age appropriate immunizations.

· Teenage pregnancy rates.

· Dental care for children.

· Children without medical insurance.

· Maltreatment of children.

· Early, periodic, screening, diagnosis and treatment, and annual exams for all children in need.

At least 70% of professionals whose agencies dealt with these issues felt that their agencies did a good job on the following MCH issues:

· Newborn screening – hearing/genetic and medical conditions.

· Healthy full-term infants placed on their backs to sleep.

· Young children receive full schedule of age appropriate immunizations.

· Early, periodic, screening, diagnosis and treatment, and annual exams for all children in need.

· Families of CSHCN who partner in decision-making and are satisfied with services received.

· CSHCN receive coordinated, ongoing and comprehensive care within a medical home.

Less than 45% of professionals whose agencies dealt with these issues felt that their agencies did a good job on the following MCH issues:

· Unintended pregnancy for women of all ages.

· Healthy spacing of pregnancies.

· Maternal deaths due to pregnancy complications.

· Maternal illnesses from pregnancy complications.

· Attendance in childbirth education series (pregnant women and partners).

· Teenage pregnancy rate.

· Tobacco, alcohol, and drug use among youth.

· Education level of parents.

· Nutrition and obesity for children, youth, and families.

· Physical activity and fitness for children, youth, and families.

Findings from the Focus Group Survey of TDH-MCH Clients – A Brief Summary

Over 50% of the 117 focus group participants utilized the following family planning services:

· Medical examinations

· Pregnancy testing

· Lab tests

Over 50% used the following prenatal services:

· WIC referral or enrollment

· TennCare enrollment

· Pregnancy testing

· Nutrition education for pregnancy

· Prenatal care during first trimester

Over 40% used the following postnatal services:

· Medical checkups for newborn

· Medical checkups for mother

· Child immunization education

Over 50% used the following genetic/newborn screening service:

· Newborn screening for infant hearing/genetic/medical problems.

Over 40% used the following services related to child and adolescent health services:

· TennCare enrollment

· Routine immunizations for children

· Flu shots for children

Focus group participants had the following problems in accessing MCH services:

· Over 20% had problems receiving education and knowledge about services and how to get them.

· Over 20% had problems procuring insurance or being able to pay for needed services.

· 69% of the 13 Hispanics who attended a focus group session encountered language barriers and/or access to translation services.

Overall, focus group participants were satisfied with the overall availability and quality of MCH services.  However, African-American participants were less likely than non-Hispanic whites to be satisfied with the overall availability of MCH services.

Findings from Focus Group Meetings – A Brief Summary

Positive experiences included

· Being treated well

· Obtaining education and information

· Availability and quality of medical programs

· Flexibility of MCH staff and facilities

Negative experiences involved

· Long waiting times

· Being treated poorly

· Limited access to medical care and poor quality of care

· Confusion and dissatisfaction with MCH program requirements

Examples of difficulties in procuring needed services were

· Dental and eye care

· Mental health services

· Being cut from TennCare without notification

· Lack of affordable health insurance

· Affordable child care

· Rental assistance

Examples of coping strategies used when unable to procure needed services were

· Going without

· Fighting back

· Asking for financial help from family or friends

Some of the health related priority services important to participants were

· TennCare or affordable health coverage

· Family Planning

· WIC

· Prenatal care

· Immunizations and vaccinations

· HUGS, Healthy Start & other home visitor programs

· Children’s Special Services

Some of the non-health related priority services important to participants were

· Parent support and education, and community building

· Affordable child care/Head Start/Early Head Start

· Financial assistance to obtain baby items or to pay crucial bills

· Food stamps

· Mental health counseling and services

· Transportation to health appointments; the TennCare van

Some of the health related priority services important to participant communities were

· TennCare/Affordable health care coverage

· Family Planning services, some specifically for teens

· Prenatal care

Some of the non-health related priority services important to participant communities were

· Parent support and education

· Referral resource and service information and improved communication

· Affordable child care and preschool

· Mental health counseling and services

· Recreational opportunities and nutrition information for children

· Affordable housing and help with home ownership

· Assistance for the elderly

· Job-seeking and self-sufficiency programs (including Even Start and Families First)

· Language classes in Spanish and English

The remainder of this document consists of an in-depth presentation of our methodology and research findings.  

Needs Assessment Process

The original Tennessee Department of Health plan called for the Maternal and Child Health (MCH) Needs Assessment to begin on July 1, 2004.  Due to a series of delays in finalizing the contract between the State of Tennessee and Middle Tennessee State University (MTSU), research could not begin before November.  These delays required curtailing a number of the original research plans (e.g., a reduction of focus group meetings with MCH clients from 24 to 13).  

In early November, the study’s Principal Investigator and Project Coordinator met with the Director of the Tennessee Department of Health’s Maternal and Child Health Section (TDH-MCH) and members of her staff.  We agreed that the assessment would focus on National Performance Measures, Tennessee Performance Measures, questionnaire-surveys and focus group meetings relevant to Tennessee health care delivery professionals and the clients of relevant MCH agencies.  We also determined that the project would include both quantitative and qualitative analyses.

Specifically, we identified MCH-relevant national and state data sets, developed written questionnaires for health professionals identified by TDH-MCH, established a strategy for assembling focus groups consisting of MCH-care recipients residing in all major areas of Tennessee, and constructed questionnaires to be filled out by focus group members.  Where relevant, professional and client surveys contained items directly related to National and/or State Performance Measures and MCH HP2010 indicators.  Findings from these sources were presented at a statewide MCH Stakeholders Meeting on April 22, 2005.

Throughout this needs assessment process, members of the MTSU Needs Assessment team worked in close partnership with TDH-MCH.  Meetings and/or conference calls occurred on almost a monthly basis.  In addition to these exchanges of information, all MTSU study instruments, research procedures, and data sources were authorized and approved by the Director of TDH-MCH.  

TECHNICAL EXPERTISE

This MCH needs assessment was conducted by the Center for Health and Human Services at MTSU.  The study’s Principal Investigator (PI), Project Coordinator (PC), and two graduate research assistants are directly affiliated with the Center.  In order to fulfill contractual requirements for this project, the Center formed a research partnership with MTSU’s Sociology and Anthropology Department.  The Department provided the Center with part-time help from three faculty members and two graduate research assistants.  

The PI possesses a Ph.D. in Social Psychology and is a specialist in Medical Sociology.  He has published numerous articles relating to Mexican-American health and mental health issues.  He has recently conducted a mental health survey of elderly Hispanics and non-Hispanic white residents of El Paso County, Texas.  The Project Coordinator (PC) has a M.A. in Health and Human Service Administration.   She has extensive experience in MCH issues and has been directly involved in MCH needs assessment projects in Minnesota and Tennessee. She is a childbirth educator and serves on the Rutherford County Success by Six Steering Committee.  The PC also possesses broad experience in conducting focus groups and in qualitative data analysis.  Of the three Sociology faculty members, one is a demographer.  A second faculty member is a medical sociologist/gerontologist.  These two researchers possess expertise in quantitative methodology, statistical analysis, and working with large datasets.  The third faculty member is a specialist in focus group research and qualitative data analysis.  

COMMUNITY INVOLVEMENT

Given the limited time frame, we could not involve community members to the extent that we had wished.  However, we were able to garner community participation through interaction with focus group members in 12 locations, and through the sharing of research data during a day long MCH Advisory (“Stakeholder”) group meeting in Nashville.  MCH agency personnel also participated indirectly through their responses to our Professional Stakeholder Survey.  Community-level MCH staff members were involved in the selection of client-participants for each focus group meeting; findings from these meetings will be shared with the agencies in question upon approval from the MCH Director. 

CREATING A LOCAL-LEVEL PROCESS TO INFORM THE STATEWIDE ASSESSMENT, AND COORDINATION WITH OTHER SYSTEMS

After the Nashville presentation of preliminary MCH needs assessment findings, advisory group members participated in small group “roundtable” discussions in which these findings served as a springboard for recommending MCH priorities for the next five years.  This advisory group, consisting of MCH professionals throughout Tennessee, will be ongoing and serve as a continuing resource regarding MCH decisions made at TDH-MCH.

Assessment of Health Needs

INDICATORS OF NEED

The search for indicators of MCH needs was guided by the 18 National Performance Measures (Figure 1), the eight Tennessee Performance Measures (Figure 2), and the Healthy People 2010 MCH indicators (Figure 3), in consultation with the Director and staff of TDH-MCH.  These three sources along with suggestions provided by TDH-MCH staff, provided the overall framework for online data searches, the construction of survey instruments, and focus group discussion questions

DATA COLLECTION AND ANALYSIS

Process

Data collection included the use of MCH-related websites, the development and distribution of a Professional Stakeholder Survey, the construction of a brief survey for focus group participants, and the formulation of a standard set of open-ended questions to be asked at each 90-minute focus group session.  The Bibliography, web site list, and copies of the survey instruments and focus group questions are attached at the end of this report.  As noted above, all data gathering, survey instrument development, and focus group information gathering was directly tied to the National and State MCH Performance Measures, and, to a somewhat lesser extent, HP 2010 MCH-related outcomes.  The entire data-gathering process was also profoundly influenced by information obtained in meetings with TDH-MCH staff members.  It should be noted that every aspect of the research process (including researcher qualifications, sampling techniques, study instruments, face-to-face encounters in focus group meetings, and confidentiality issues) were reviewed and approved by MTSU’s Internal Review Board.  

Data Gathering – Quantitative Data

The research team simultaneously conducted a multifaceted approach to data gathering.  Two Sociology team members and a graduate research assistant searched a number of national and state websites deemed relevant to the 18 National and eight State Performance Measures (Figures 1 and 2), and to HP 2010 (Figure 3).  The PI and PC developed two survey instruments; a Professional Stakeholders Survey and a questionnaire for focus group participants.  An open-ended questionnaire to be used in focus group sessions also was prepared.

Preexisting Data Sources

A number of website sources played a crucial part of our performance measure comparisons between Tennessee and the nation.  Data gleaned from these sources are presented, in conjunction with our own survey findings, as we address Tennessee’s MCH health care performance.

Figure 1. National Performance Measures

1. The percentage who are screened and confirmed with conditions mandated by their State-sponsored newborn programs (e.g., phenylketonuria and hemoglobinopathies) and who receive appropriate follow up as defined by their State.  (National Newborn Screening and Genetic Resource Center)

2. The percentage of children with special health care needs age 0 to 18 years whose families partner in decision making at all levels and are satisfied with the services they receive. (CSHCN* Survey)

3. The percentage of children with special health care needs age 0 to 18 who receive coordinated, ongoing, comprehensive care within a medical home. (CSHCN Survey)

4. The percentage of children with special health care needs age 0 to 18 whose families have adequate private and/or public insurance to pay for the services they need.  (CSHCN Survey)

5. The percentage of children with special health care needs age 0 to 18 whose families report the community-based service systems are organized so they can use them easily. (CSHCN Survey)

6. The percentage of youth with special health care needs who received the services necessary to make transition to all aspects of adult life. (CSHCN Survey)

7. The percentage of 19 to 35 month olds who have received full schedule of age appropriate immunizations against Measles, Mumps, Rubella, Polio, Diphtheria, Tetanus, Pertussis, Haemophilus Influenza, and Hepatitis B.

8. The rate of birth (per 1,000) for teenagers aged 15 through 17 years.

9. The percentage of third grade children who have received protective sealants on at least one permanent molar tooth.

10. The rate of deaths to children aged 14 years and younger caused by motor vehicle crashes per 100,000 children.

11. The percentage of mothers who breastfeed their infants at hospital discharge.

12. The percentage of newborns who have been screened for hearing before hospital discharge.

13. The percentage of children without health insurance.

14. The percentage of potentially Medicaid-eligible children who have received a service paid by the Medicaid Program.

15. The percentage of very low birth weight (VLBW) infants among all live births.

16. The rate (per 100,000) of suicide deaths among youths aged 15 through 19.

17. The percentage of VLBW infants delivered at facilities for high-risk deliveries and neonates.

18. The percentage of infants born to women receiving prenatal care beginning in the first trimester.

*Children With Special Health Care Needs
Figure 2. Tennessee Performance Measures

1. After implementation of folic acid education at state, regional, and local levels, reduce number of neural tube defects births.

2. Reduce to no more than four % elevated blood lead levels in children 6-72 months of age who are screened.

3. Reduce percentage of high school students using tobacco (cigarettes and smokeless).

4. Reduce percentage of high school students using alcohol.

5. Reduce incidence of maltreatment of children younger than 18 (physical, sexual, emotional abuse, and neglect) to rate no more than eight per 1,000.

6. Reduce number of HIV infected infants to no more than one per year.

7. Increase percentage of children with complete Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) annual examinations by three % each year.

8. Reduce proportion of teens and young adults (ages 15-24) with Chlamydia Trachmomatis infections attending family planning clinics

Figure 3.  Healthy People 2010 MCH Indicators
1. HP 2010 16-1
Reduce fetal and infant deaths
2. HP 2010 16-2
Reduce the rate of child deaths

3. HP 2010 16-3
Reduce the rate of adolescent and young adult deaths

4. HP 2010 16-4
Reduce maternal deaths

5. HP 2010 16-5
Reduce maternal illness and complications due to pregnancy

6. HP 2010 16-6
Increase the proportion of pregnant women who receive early and adequate prenatal care

7. HP 2010 16-7
Increase the proportion of pregnant women who attend a series of prepared childbirth classes

8. HP 2010 16-8
Increase the proportion of very low birth weight (VLBW) infants born at level III hospitals or subspecialty perinatal centers

9. HP 2010 16-9
Reduce cesarean births among low-risk women

10. HP 2010 16-10
Reduce low birth weight (LBW) and very low birth weight

11. HP 2010 16-11
Reduce preterm births

12. HP 2010 16-12
Pregnant women gain a healthy amount of weight during pregnancy

13. HP 2010 16-13
Increase the percentage of healthy full-term infants who are put down to sleep on their backs

14. HP 2010 16-14
Reduce the occurrence of developmental disability

15. HP 2010 16-15
Reduce the occurrence of spina bifida and other neural tube defects

16. HP 2010 16-16
Increase the proportion of pregnancies begun with an optimum folic acid level

17. HP 2010 16-17
Increase abstinence from alcohol, cigarettes, and illicit drugs among pregnant women

18. HP 2010 16-18
Reduce the occurrence of Fetal Alcohol Syndrome

19. HP 2010 16-19
Increase the proportion of mothers who breastfeed their babies

20. HP 2010 16-20
Ensure appropriate newborn bloodspot screening, follow-up testing, and referral to services

21. HP 2010 16-21
Reduce hospitalization for life-threatening sepsis among children aged 4 years and under with sickling hemoglobinopathies

22. HP 2010 16-22
Increase the proportion of children with special health care needs who have access to a medical home

23. HP 2010 16-23
Increase the proportion of territories and states that have service systems for children with special health care needs

The Professional Stakeholder Survey

A statewide list of 329 MCH professionals was obtained from TDH-MCH.  These professionals represented the TDH and other public agencies as well as various private health and social service organizations.  Upon completion and final endorsement of the MCH Professional Survey by the TDH-MCH, this 58-question instrument was mailed or emailed to all 329 professionals, along with a motivational letter signed by the Director of Maternal and Child Health.  Of these 329 professionals, 169 (50%) returned completed questionnaires.
These 169 MCH professionals represented the following agencies:

· Tennessee Department of Health – 66%

· Private health care agencies – 13%

· Head Start – 8%

· Tennessee Department of Children’s Services – 6%

· Tennessee Department of Education – 4%

· Private social service agencies or organizations – 2%

· Tennessee Commission on Children and Youth – .5%

· Tennessee Department of Mental Health – .5%

Survey respondents also represented a variety of professional positions:

· Executive or program director – 28%

· Social worker – 21%

· Categorized as: “coordinator: client services or educator” – 17%

· Nurse – 16%

· Categorized as: “coordinator: manager” – 9%

· Clinician (other than nurse or social worker) – 9%

The small size of many of these agencies dictated that great care be taken to maintain respondent anonymity.  For example, respondent’s name, gender, and racial classification were excluded as questionnaire items.  However, it was impossible to exclude all potential respondent identifiers.  For example, respondents were asked to identify the county in which their agency was located, the department or organization in which they worked, and whether they served as an administrator or manager versus providing direct service to clients.  Respondents were also asked to provide their specific job titles. 

Forty-seven MCH issues were included on the Professional Stakeholder Survey.  These issues were strongly influenced by the national and state performance measures, and the HP 2010 outcomes.  Respondents were asked to “check” one or more of five “boxes,” shown in Figure 4, related to each of the 47 issues.
Figure 4.  Professional Stakeholder Survey – Issue Responses
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· Box “A” was checked if respondent felt that the issue in question was highly important to her/his agency’s community or region.

· Box “B” was checked if respondent felt that the issue would be considered highly important by a significant number of her/his clients.

· Box “C” was checked if respondent’s agency currently addressed this issue.

· Box “D” was checked if respondent’s agency did a good job in addressing the issue.

· Box “E” was checked if respondent’s agency did not address the issue, but, in her/his opinion, should address the issue.  

In order to further address the salience of these 47 issues, each respondent was asked five questions shown below.  (These appear as questions 48-52 on the Professional Stakeholder Survey, located at the back of this report.)

1. “Looking over the list of issues you marked HIGHLY IMPORTANT to… COMMUNITY OR REGION, determine… the three issues you consider… MOST IMPORTANT.”

2. “Looking over the list of issues you marked HIGHLY IMPORTANT to a SIGNIFICANT NUMBER OF YOUR CLIENTS, determine… the three issues you think your clients would consider… MOST IMPORTANT.”    

3. “Looking over the list of issues you identified as CURRENTLY BEING ADDRESSED BY YOUR AGENCY, determine… the three issues you consider…  MOST IMPORTANT.” 

4. “Looking over the list of issues you identified that your AGENCY DOES A GOOD JOB ADDRESSING, determine… the three issues you consider… MOST IMPORTANT.” 

5. “Looking over the list of issues you identified that SHOULD BE ADDRESSED BY YOUR AGENCY but ARE NOT ADDRESSED AT THIS TIME, determine… the three issues you consider… MOST IMPORTANT.” 

Focus Groups: Selecting Locations and Client Participants

Thirteen focus groups were held in 12 locations throughout Tennessee.  Two groups were held in Clarksville in order to meet with both English- and Spanish-speaking participants.  Group locations were discussed in consultation with MCH staff, which determined the final meeting locations.

One hundred seventeen people participated in the focus group discussions.  All participants were using at least one health department service or had used at least one service within the last 6 months.  Participants were at least 18 years of age and were either pregnant women or parents of young children.  Staff from the Central Office of MCH provided local contact names and phone numbers at each of the focus group sites.  Most individuals were employees of a county or regional health department, but a few were affiliated with Head Start or private not-for-profit groups.  In our initial conversations with these local contacts we explained the purpose of the study, described the type of focus group participant with whom we wanted to speak, and requested help in recruiting participants and identifying meeting locations.  Most meetings were held in health department facilities but a public library, birthing center, and community center also were utilized.  All participants were given a $25 gift certificate and a meal; those who required it received reimbursement assistance for babysitting and transportation.  

Table 1 depicts city and county locations, and the number of participants for each of the 13 focus groups.

According to TDH-MCH, six Tennessee counties are considered “urban.”  They are Davidson, Hamilton, Knox, Madison, Shelby, and Sullivan.  Tennessee’s remaining 89 counties are defined by TDH-MCH as “rural.”  By this definition, 44% of our focus group participants received services located in Tennessee’s urban counties.  

Regarding ethnic diversity, the 117 focus group participants constitute an ethnically diverse sample: 

· 42% were African American

· 43% were non-Hispanic white

· 11% were Hispanic

· 1% were Asian, and 

· 3% were of another race/ethnicity.
However, it should be noted that not all focus groups were racially heterogeneous.  For example, Brownsville and Memphis focus group members were 100% and 94% African American; Cookeville and Johnson City participants were 100% and 90% non-Hispanic white. Ages of participants ranged from 18-56 with a mean age of 30.  It should also be noted that 96% of our 117 participants were female.  

Table 1.  Tennessee MCH Focus Groups: Locations and Number of Participants

	County
	City
	Number of Participants

	Davidson
	Nashville
	7

	Hamilton
	Chattanooga
	9

	Haywood
	Brownsville
	11

	Knox
	Knoxville
	11

	Madison
	Jackson
	9

	Maury
	Columbia
	5

	Montgomery
	Clarksville*
	10

	Obion
	Union City
	8

	Putnam
	Cookeville
	11

	Rutherford
	Murfreesboro
	10

	Shelby
	Memphis
	16

	Washington
	Johnson City
	10

	Total Number of Participants 
	117

	*2 groups - 1 English and 1 Spanish speakers


Figures 5 and 6 summarize two important socioeconomic status dimensions of the focus group participant sample.

In annual household income, 31% of focus group participants live in households making less than $5,000 a year.  Another 41% earn less than $20,000.  More than 85% of participants reside in households with annual incomes of less than $30,000 per year.  Educationally, 26% of our participants do not hold a high school degree or GED equivalent, 32% are high school graduates and 38% have at least some college training.  The average number of children younger than 18 years of age who live at home is 2.12.  

A note of caution:  Although our focus group participants represent Tennessee’s regional, rural-urban, and ethnic variability, Focus Group Survey data presented below should not be taken as statistically representative of statewide participants in programs under review.  Time did not permit even the most cursory form of mechanical sampling for either focus group locations or agency client-participants.  On the other hand, strong response patterns can be observed both in responses to the Focus Group survey and in focus group discussions.  These response patterns tend to be maintained across regional, racial, and rural-urban boundaries.  It is the research team’s opinion that these response patterns are meaningful sources of input for the TDH-MCH’s formulation of its five-year action plan.

Figure 5.  MCH Focus Group Participants: Annual Income (N = 117)
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Figure 6.  MCH Focus Group Participants: Education (N = 117)
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The Focus Group Participant Survey
Focus group participants were provided with a box meal at the beginning of each focus group session.  Prior to the start of each meeting, participants were handed an informed consent form.  This form was read orally to participants by the focus group leader (or read orally in Spanish by a translator).  All participants attending the 13 focus groups agreed to conditions summarized in the informed consent document, signed their consent forms, and remained throughout the 90-minute focus group meeting.  Each participant was also asked to complete a 16-question Focus Group Survey  prior to the formal beginning of the focus group discussion.  English and Spanish versions of these documents were readily available at all focus group meetings, along with bilingual (Spanish-English) translators at meetings attended by Hispanic participants.
The Focus Group Survey contained several demographic measures and a sizable number of issue-related questions.  Demographic variables included participant’s (1) county of residence, (2) age, (3) sex, (4) household size, (5) degree of formal education, (6) race or ethnicity, and (7) annual household income.  MCH service-related questions directed participants to check all of the listed MCH services that either they or their children had ever received.  The series of MCH services were listed under the following four broad categories:

1. Women’s Health

· Family Planning

· Prenatal Care

· Postnatal Care

2. Child and Adolescent Health

3. Genetic and Newborn Screening

4. Adolescent Sexuality Education or Family Planning

The Focus Group questionnaire concluded with three questions that measure satisfaction and/or problems encountered with MCH services.  The first question asked, “Which of the following have been problematic for you or your family in receiving needed services?” 

· Transportation and location of services

· Language barriers and access to translation services

· Services available at varied times of day

· Education or knowledge about services and how to access them

· Insurance or ability to pay for services

The final two questions requested that respondents rate the “overall availability” of needed services, and the “overall quality” of services received.  Each of these questions was answered through a five-item, Likert-type response set.

Data Gathering – Qualitative Data

Qualitative data were gathered at 13 focus group sessions, conducted at 12 county-city sites.  The 117 focus group participants represented MCH regional and county-level agencies located in all major areas of Tennessee.  Rural and urban regions were selected within each of three grand regions – West, Middle, and East Tennessee.  Local MCH staff determined specific locations for the 13 focus group meetings.  Focus group sessions were led by either the MTSU Project Coordinator or a Sociology Department faculty member.  Each of these team members possess expertise in conducting focus group sessions.  A broad set of open-ended questions was asked at all sessions, and special care was made to solicit input from each focus group participant.   
NATIONAL PERFORMANCE MEASURES – ANALYSIS AND RESULTS

The following analysis will address the National Performance Measures.  Pre-existing national and/or state data will be summarized, and where relevant, will be enhanced with findings from the Professional Stakeholder Survey, the Focus Group Survey, and with information gleaned from focus group discussions.  

Eighteen National Performance Measures (NPMs) have been prescribed by the Health Resources and Services Administration (HRSA) as vital indicators of a state’s overall maternal and child health.  Although each state is given a certain amount of leeway in setting target goals for each NPM, all 18 must be addressed in the state’s five-year needs assessment plan.      

NPM  #1. Percentage of Newborns Screened/Confirmed with Condition(s) Mandated by State-Sponsored Newborn Screening Programs and Who Receive Appropriate Follow Up as Defined by State

Tennessee has out performed the U.S. in screening, confirming, and treating newborns.

· 100% of Tennessee’s newborns are screened for Phenylketonuria (PKU), Congenital Hypothyroidism, Galactosemia, Sickle-Cell Disease, and Congenital Adrenal Hyperplasia. 

· 100% of confirmed cases for all these diseases received treatment.

· For the nation, only in the case of Congenital Hypothyroidism does the United States match Tennessee’s 100% rate for screening and treatment of those diagnosed.  The national percentage for PKU screening is 99%, and only 97% of confirmed cases are treated.  For Galactosemia and Sickle Cell Disease the national infant screening percentages are 99% and 98%; and, for both diseases, the percentage of confirmed cases treated is 99%. 

Related Findings From the Professional Stakeholder Survey

According to the Professional Stakeholder Survey, 77% of respondents agreed that newborn screening and follow-up for infant hearing and serious genetic/medical conditions is highly important to their community or region.  However, only 46% felt that this issue would be considered highly important to a significant number of their clients.  

NPM #2. Percentage of Children with Special Health Care Needs (CSHCN) Age 0-18 Years Whose Families Partner in Decision Making at All Levels and Are Satisfied with Services Received

Currently, Vanderbilt University is conducting a statewide Family Voices Survey in order to address this issue.  These data were not available in time for this report; data should be available within the next several months.  

The team did find related data from the National Survey of Children with Special Healthcare Needs, which noted the following:  

· 14% of Tennessee’s children and youth (aged 0 through 17) are classifiable as Children and Youth with Special Health Care Needs (CYSHCN).  The national percentage of CYSHCN is 13%.

· For Tennessee, and for the nation as a whole, neither poverty nor race/ethnicity has a sizable effect on prevalence of CYSHCN.  However, it should be noted the rate of CYSHCN for Tennessee residents living below the poverty line (16%) is two percentage points higher than it is for their national counterparts.

· The prevalence of CYSHCN for Hispanics is six percentage points lower than the percentage (14%) for non-Hispanic white residents of both Tennessee and the nation. 

· Taken as a whole, the CYSHCN percentage for Tennessee residents is either equal to, or slightly lower than, national prevalence findings for this health category. 

· For both age and sex, Tennessee’s CYSHCN prevalence percentages are higher than those for the nation.  Overall, children aged six through 17 have a higher prevalence of CYSHCN than do their younger counterparts; females are less likely to be classified as CYSHCN than are males.  

Related Findings From the Professional Stakeholder Survey

Tennessee MCH professionals were asked to what extent they felt that NPM #2 was highly important to either their community/region or to a significant number of their clients.  Forty-seven percent perceived this issue to be highly important to their community, and 43% felt that a significant number of their clients would find this NPM highly important as well.  

NPM #3. Percentage of Children with Special Health Care Needs, Age 0-18 Years, Who Receive Coordinated, Ongoing Comprehensive Care Within a Medical Home

According to data from the NSCSHCN:

· 19% of Tennessee’s CYSHCN families and 22% in the U.S. have problems getting needed specialty care.

· 11% of Tennessee’s CYSHCN families and 11% in the U.S. do not have a personal doctor or nurse.

· 8% of Tennessee’s CHSHCN families and 9% in the U.S. rely on hospital emergency rooms for basic medical needs because they lack a stable health care source.

· 31% of Tennessee’s CYSHCN and 34% in the U.S. are without family-centered care.

Thus, existing data indicate that, in comparison to the nation, Tennessee’s performance on this issue is slightly better.  As is the case of data for NPM #2, this issue will be further addressed in the statewide Family Voices Survey.  

Related Findings From the Professional Stakeholder Survey

Findings from our Professional Stakeholder Survey reveal that 47% of the 169 MCH professionals believe that NPM #3 is highly important to their communities/regions; 43% believe that this issue is also highly important to a significant number of their clients.  

NPM #4. Percentage of Children with Special Health Care Needs, Age 0-18 Years, Whose Families Have Adequate Private and/or Public Insurance to Pay for Needed Services

Due at least partly to Tennessee’s TennCare program, a relatively high proportion of the state’s CYSHCN families have health insurance.  Data from the NSCSHCN indicate that:

· 3% of the State’s CYSHCN families are “currently” uninsured: the national percentage is 5%.

· 8% of Tennessee’s CYSHCN families were without health insurance at some point during the year prior to the survey; the national percentage is 12%.

· Possession of adequate coverage is another matter:  38% of the State’s CYSHCN families are insured but with inadequate coverage; the national percentage is 34%.  

In terms of financial hardship and quality of life for CYSHCN families, the national picture tends to be somewhat brighter than that for Tennessee.  According to the NSCSHCN:

· 12% of Tennessee’s CYSHCN families and 11% nationally pay $1,000 or more in medical expenses per year.  

· 24% of Tennessee’s CYSHCN families and 21% nationally experienced financial problems because of their child’s health needs.

· 17% of Tennessee’s CYSHCN families and 14% nationally spend 11 or more hours per week providing and/or coordinating health care for their child.

· 29% of Tennessee’s CYSHCN families and 30% nationally were forced to cut back on work or to stop working all together, because of a child’s special health care needs.

Related Findings From the Professional Stakeholder Survey and Focus Group Survey

Surprisingly, possession of health insurance for CSHCN families was considered highly important to their communities or region by only 44% of the MCH professionals; 47% felt this issue to be important to a significant number of their clients.  This finding might be explainable by the fact that few professionals in our survey work exclusively with CSHCN families.

At every focus group meeting, participants identified possession of TennCare or affordable health insurance as a high priority for their families and for other members of their communities.

“For instance, my son has a special bed because he has seizures so bad.  He has to sleep in it because it is totally enclosed.  That bed was $10,000.  Had it not been for TennCare paying for that, God only knows what would have happened to my baby…Who can buy a bed for $10,000?  I sure couldn’t have.”  Cookeville focus group participant and parent of child with special health care needs
NPM #5. Percentage of Children with Special Health Care Needs, Age 0-18 Years, Whose Families Report Community-Based Service Systems are Organized So They Can Use Them Easily

According to the NSCSHCN:

· 16% of Tennessee’s CYSHCN families and 18% nationally have one or more unmet need(s) for a specific health care service.

· 22% of Tennessee’s families and 23% nationally did not receive all needed respite care, genetic counseling, and/or mental health services.

· 19% of Tennessee’s CYSHCN families and 22% nationally had problems procuring needed specialty care.

· 11% of Tennessee and national CYSHCN families did not have a personal doctor or nurse.

Perhaps because of TennCare, the state’s performance on this issue is slightly better than that for the nation’s Medicaid program in general.

NPM #6. Percentage of Youth with Special Health Care Needs Who Receive Services Necessary to Make the Transition to All Aspects of Adult Life

No direct findings for this performance measure could be found.  However, information summarized under National Performance Measures #3, #4, and #5 indirectly indicate that both Tennessee and the U.S. have a long way to go before this issue is adequately addressed.  
Related Findings From the Professional Stakeholder Survey and Focus Group Participants

Almost half (48%) of the 169 MCH health care professionals in our survey felt that NPM #6 was a highly important issue to their communities and/or regions.  However, only 38% believed that this issue would be highly important to a significant number of their clients.  Again, since most of these professionals may have relatively few CYSHCN families as clients, the results may not hold a great deal of salience for them on this issue. 

Focus group members did address this issue through their desire that a number of these services be extended to youth older than 20 years of age.  

NPM #7. Percentage of 19-35 Month Olds Who Have Received a Full Schedule of Age Appropriate Immunizations Against Measles, Mumps, Rubella, Polio, Diphtheria, Tetanus, Pertussis, Haemophilus Influenza, and Hepatitis B 

According to Kids Count (2004), 81% of Tennessee’s two-year-olds were immunized in 2002, versus 79% for the nation.

Related Findings From the Professional Stakeholder Survey, the Focus Group Survey, and Focus Group Participants

Immunization was a highly important performance measure to our sample of MCH professionals; 76% agreed that a full schedule of age appropriate immunizations for young children is highly important to their communities or regions.  On the other hand, only 54% felt that this issue would be important to a significant number of their clients.

Of the 117 focus group participants, 56% have received routine immunizations for their children, and 40% have received child immunization education.  In half of our focus group meetings, participants affirmed that the ability to procure age appropriate immunizations was highly important to them and to their communities.  

NPM #8. The Rate of Birth (per 1,000) for Teenagers Aged 15-17 Years

The HP 2010 target rate is 43 per 1,000 births.  Data from HP 2010 and Critical Health Objectives for Adolescents and Young Adults indicate that, between 1996 and 2002, teenage birth rates for both Tennessee and the U.S. plummeted.  In 1993, Tennessee’s adolescent birth rate was 39 per 1,000 for young women aged 15-17 years.  By 2002, the rate decreased to 30 per 1,000 births, a decrease of 23%.  For the U.S., the birth rate for this age group dropped 24%, from 33 per 1,000 births in 1996 to 29 per 1,000 in 2002.  Both Tennessee and the U.S. have surpassed the HP2010 target rate of 43 births per 1,000.  

For Tennessee young women aged 10-17 years, a 37% decrease in the birth rate (per 1,000) was observed between 1993 and 2002.  During this period, African Americans in this age cohort experienced a 44% decrease in birth rate.  The corresponding decline among non-Hispanic whites was 36%.

Related Findings From the Professional Stakeholder Survey and the Focus Group Survey

The importance of this issue for the 169 professional stakeholders is evidenced by the fact that 73% agreed that the teenage pregnancy rate is highly important to their communities or regions.  However, only 39% felt that this issue would be considered highly important to a significant number of their clients.  

This is in contrast to the degree of interest in family planning and pregnancy issues discussed at focus group meetings.  Only affordable health insurance was identified as a high priority more often than family planning services, both for focus group participants and their communities. 

A significant percentage of our participants had obtained adolescent sexuality services such as contraceptive supplies (20%), parenting education (22%), and a pregnancy prevention program (16%).  

“…We need to start in the home because a lot of parents don’t want to talk to their kids about sex and telling them what sex is and what sort of things that are going on because they are afraid that if they tell the kids what’s really going on then their kids are going to go out and do it.  When if you are telling your kids the truth then they are more likely not to do it and more likely to stay away from it.  My parents never taught me about sex.”  Johnson City focus group participant

“We need a male role model, somebody who will talk to our [young] men.”  Brownsville focus group participant
NPM #9. Percentage of Third Grade Children Who Have Received Protective Sealants on at Least One Permanent Molar Tooth 

The HP 2010 goal for this NPM is 70%.  According to the National Center for Chronic Disease Prevention and Health Promotion, 40,788 of Tennessee’s children received dental sealants in 2004.  In a personal communication, Dr. Suzanne Hubbard, Director of Oral Health Services for TDH, stated that, of 745 eligible K-8 schools, students in 381 of these received dental screenings in 2004.  In order for a school to be eligible for this program 50% or more of its student population must be entitled to receive either free or reduced-priced lunches.  The K-8 students in 328 eligible schools received full, comprehensive preventive dental services.  Each student in these 328 schools was provided with a parental consent form that authorized the TDH to provide the child with a protective dental sealant.  Approximately 50% of the children returned signed parental consent forms.  Of these, 70% received protective dental sealants.  The decision to provide, or not to provide, a protective sealant is made by the dentist.  

“They’ve got a really great dental program here, I think that it’s great how they go into the schools and then also how they do dental work and dental screenings.”  Johnson City focus group participant
Information on the percentage of Tennessee’s third grade students receiving dental screening in 1997 comes from Brumley and Gillcrist (1999).  These authors present survey data suggesting that 22% of eight-year-old children in Tennessee received protective dental sealants in 1997.  The HP 2000 goal for third graders was 50%.

Related findings from the Professional Stakeholder Survey and Focus Group Meetings
Seventy percent of our MCH professional stakeholders said that child dental care was highly important to their communities or regions; only 46% thought that this issue would be highly important to a significant number of their clients. 

The issue of dental care did arise at focus group meetings.  However, parents primarily voiced frustration at the lack of resources devoted to adult care.  TennCare provides dental care resources for children, but not to adult clients.  This reality was seen as posing financial hardship on families who qualify for TennCare.

Clearly, dental screening and the application of protective sealants is an issue on which Tennessee could show improvement.  Strategies must be developed to increase the number of schools participating in dental screening programs, and to increase the percentage of parents willing to sign consent forms related to the procurement of dental sealants for their children.

NPM #10. The Rate of Deaths to Children Aged 14 Years and Younger Caused by Motor Vehicle Crashes per 100,000 Children 

Table 2 summarizes state and national motor vehicle crash induced death rates per 100,000 for children aged 14 years and younger.  According to a tip sheet developed by the East Tennessee Children’s Hospital entitled, “Tennessee Child Passenger Safety Law,” Tennessee’s child fatality rate in car crashes is 50% higher than the nation’s rate.  In 2000, the U.S. rate was 4.3, as compared to the Tennessee rate of 6.0.  In 2002, the death rates had declined to 3.9 for the U.S. and 5.3 for Tennessee. Although reductions have occurred in Tennessee’s child death rates due to vehicular crashes between 2000 and 2003, the Tennessee rate remains well above the national average. It should be noted that the 2003 rate shown for Tennessee in Table 2 is an estimate that has not yet been verified.  

Table 2.  Death Rates (Per 100,000) for Children Aged 14 Years and Younger Caused by Motor Vehicle Crashes – Tennessee and the U.S.*

	Year
	Tennessee 

(Rate per 100,000)
	U.S.

(Rate per 100,000)

	2003
	4.5**
	N/A

	2002
	5.3
	3.9

	2001
	5.0
	4.1

	2000
	6.0
	4.3




*
Office of Statistics and Programming, National Center for Injury Prevention and Control.



**
2003 Estimation: Death Certificate Data (Tennessee Resident Data) Tennessee Department of Health.

These findings are also in line with youth deaths associated with motor vehicle crashes.  In 2001, the rate of deaths to Tennessee youth (ages 15-24) caused by motor vehicle crashes was 42 per 100,000.  The corresponding national rate, in 1999, was 26 per 100,000.  Thus, Tennessee has a great deal of work to do in bringing its motor vehicular death rates in line with the nation’s.

Related Findings From the Professional Stakeholder Survey and Focus Group Survey

The Professional Stakeholder Survey did not include a question that specifically addressed this issue.  However, the survey did address child and youth deaths generically.  Of the 169 survey respondents, 58% indicated that child and youth death rates constituted a highly important issue for their communities or regions; only 27% felt that this issue was highly important to their clients.

Findings from the Focus Group Survey indicated that 13% of our focus group respondents had participated in injury prevention and safety education.

NPM #11. Percentage of Mothers Who Breastfeed Their Infants at Hospital Discharge

In 2002, the Ross Laboratories National Survey indicated that:

· 70% of U.S. infants and 61% of Tennessee infants were breastfeeding upon hospital discharge.

· At six months, only 33% nationally and 23% in Tennessee were still breastfeeding their babies.

Among WIC mothers in 2002:

· 59% of mothers nationally and 48% of Tennessee mothers were breastfeeding their infants upon hospital discharge.

· At six months, only 22% nationally and 14% in Tennessee were still breastfeeding their babies.

The HP2010 target rate is 75% breastfeeding at hospital discharge and 50% breastfeeding at 6 months.  Both Tennessee and the U.S. have a great deal of work to do to improve performance on this measure.  

Healthy People 2010 provides national data by race/ethnicity but we could not find these data for Tennessee.  National breastfeeding rates in 2004 were as follows:

· African American – 54% at hospital discharge; 19% at six months

· Hispanic – 71% at hospital discharge; 33% at six months

· Non-Hispanic white – 73% at hospital discharge; 36% at six months

Related Findings From the Professional Stakeholder Survey and Focus Group Survey

Relatively speaking, this issue was not highly important for the 169 MCH professionals responding to the Stakeholder Survey.  Only 44% felt that breastfeeding rates were highly important to their communities or regions, and only 29% felt that this issue was highly important to a significant number of their clients.  This finding is interesting because it has been well established that breastfeeding gives babies a better start in life than does formula feeding.  It builds up immunities in babies, promotes better mother-child bonding, and is especially important nutritionally to low birth weight infants.  Nevertheless, less than half of our Professional Stakeholder Survey respondents saw breastfeeding as highly salient to their communities and/or regions.   

However, a perhaps surprising percentage – 41% – of our focus group participants actually received breastfeeding information from state-supported MCH services and several focus group participants discussed its being important to them.

“And the lady at the WIC department she looked at me and she said, ‘do you mean that you’re still nursing this other child?’ and she was very abrupt and she thought that I should just quit right then and I said, ‘well everything that I’ve learned and read about it said that it’s supply and demand and my body is fully capable of doing it.  And I eat well’, and I didn’t see anything wrong with it…but she scolded me pretty good.”  Jackson focus group participant

NPM #12. Percentage of Newborns Who Have Been Screened for Hearing Upon Hospital Discharge
The National Center for Hearing Assessment & Management asserts that, as of January 2004, 90% of Tennessee’s newborns were screened for hearing.  According to the World Council on Hearing Health, this 90% figure equals the nation’s.  This finding represents a 65% increase nationally over the past five years.  In fact, in 1999, only 25% of U.S. newborns were screened for hearing loss or function.  

Related Findings From the Professional Stakeholder Survey and Focus Group Survey

As noted for the first National Performance Measure, 77% of respondents to the Stakeholder Survey agreed that newborn screening, including hearing screening, constitutes an issue that is highly important to their communities or regions; 46% felt that newborn screening would be highly important to a significant number of their clients as well.

NPM #13. Percentage of Children Without Health Insurance

The U.S. MCH Bureau’s American Academy of Pediatrics estimates that in 2001: 

· 7% of Tennessee’s children were uninsured; the corresponding percentage for the nation is 12%. 

· Perhaps because of TennCare, the state’s percentage of uninsured children compares quite favorably to the nation’s.

· 30% of Tennessee’s children are enrolled in the Medicaid/SCHIP (TennCare) program; the national Medicaid/SCHIP enrollee percentage is 21%.

· 64% of Tennessee children have private or employer-based insurance, compared with 68% for the U.S.

NPM #14.  Percentage of Potentially Medicaid-Eligible Children Who Have Received a Service Paid by the Medicaid Program

According to Kids Count (2002), 100% of all persons determined eligible for TennCare Medicaid are served by this program.  Eligible children include:

· Children receiving Families First cash assistance

· Temporary Assistance to Needy Families

· Children whose families meet the “Poverty Level Income Standard”

· Children receiving Special Supplemental Security Income

In 2001, 45% of all TennCare enrollees were children.  The change from Medicaid to TennCare resulted in improved care for Tennessee’s children from low income families.  For example, in 2001, only 9% of children enrolled in TennCare saw a physician “only rarely,” down from 15% under Medicaid in 1993.  Tennessee’s 8% rate of uninsured children was the lowest in the nation in 2002. 

Related Findings From the Focus Group Survey and Focus Group meetings

Sixty percent of focus group members were enrolled in TennCare.  Nearly all focus group participants reported that TennCare and/or affordable health care was a high priority for both their families and their communities.

Although TennCare is under strain and litigation, the percentage of children insured under this program should not be affected.  For Tennessee’s children, TennCare should remain one of the strongest public health care insurance programs in the U.S.  

NPM #15. Percentage of Very Low Birth Weight (<1500 Grams or <3.31 Pounds) Infants Among All Live Births
According to the TDH, of the 78,871 live births in 2003, 2% could be characterized as “very low” birth weight (VLBW) infants.  Of the state’s 60,630 non-Hispanic white live births, 1% were VLBW babies.  The percentage of VLBW babies among Tennessee’s 16,160 African-American live births in 2003 was 3%.  The HP2010 target percentage is 0.9%.  

Table 3 shows comparative Tennessee and U.S. percentages of VLBW infants by racial/ethnic category for 1998 and 2002.  Tennessee’s VLBW percentages are not strikingly different from those of the nation taken as a whole.

Table 3.  Percentages of Very Low Birth Weight (VLBW) Infants by Race/Ethnicity for Tennessee and the U.S. in 1998 and 2002

	Ethnicity of Infant
	Tennessee 

%

VLBW Infants
	U.S.

% VLBW Infants

	
	1998
	2002
	1998
	2002

	African American
	3.3
	3.3
	3.1
	3.1

	Hispanic
	1.0*
	0.6
	1.1
	1.2

	Non-Hispanic White
	1.2
	1.3
	1.1
	1.2





* Data from 1999

The Tennessee percentage of VLBW births for male infants slightly exceeded that for female infants.  This male-female difference also existed for the U.S. in 1998, but not in 2002 (see Table 4).  

Table 4.  Percentages of Very Low Birth Weight (VLBW) Infants by Sex for Tennessee and the U.S. in 1998 and 2002

	Sex of Infant
	Tennessee

% VLBW Infants
	U.S.

% VLBW Infants

	
	1998
	2002
	1998
	2002

	Female 
	1.8
	1.7
	1.4
	1.5

	Male
	1.6
	1.8
	1.5
	1.5


To summarize, with the exception of Hispanics, Tennessee’s percentage of VLBW infants tends to be slightly higher than that for the nation.  This comparative difference holds true for African American and non-Hispanic white infants and for female and male infants as well.

Related Findings From the Professional Stakeholder Survey
Sixty-nine percent of the 169 Professional Stakeholder Survey respondents agreed that the VLBW infant issue was highly important to their communities or regions; 41% also felt that this issue was highly important to a significant number of their clients.  

NPM #16.  Rate (Per 100,000) of Suicide Deaths Among Youth Aged 15 Through 19

Tennessee’s 2001 suicide rate for adolescents aged 15-19 (per 100,000) was approximately one percentage point higher than that for the United States.  According to the National Adolescent Health Information Center, the suicide rate was 9 per 100,000 among 15-19 year olds; the corresponding rate for the U.S. was 8 per 100,000.

Tennessee’s youth death rates from accidents, homicides, and suicides combined are clearly higher than those for the nation.

· Tennessee lost 80 teens per every 100,000 to one of these three causes of death in 1996; the corresponding national rate was 60 per 100,000. 

· By 2001, youth death rates were significantly reduced for both Tennessee – 65 per 100,000 – and the nation – 50 per 100,000.  Tennessee’s rates have decreased but more improvement in Tennessee’s adolescent death rate is needed.

Other related data, gleaned from the TDH, Office of Policy, Planning and Assessment, Division of Health Statistics indicate the following:

· Tennessee’s African American teen (ages 10-19) suicide rate was 0.6 in 2003, down from 3.7 in 2000.

· Tennessee’s non-Hispanic white teen suicide rate was 4.8 in 2003, down from 6.6 in 2000.

NPM #17. Percentage of Very Low Birth Weight (VLBW) Infants Delivered at Facilities for High-Risk Deliveries and Neonates
Table 5 shows the percentage of VLBW infants, by racial classification, delivered at Level III hospitals in Tennessee from 1999 through 2003.  According to Tennessee data, 80% of Tennessee’s VLBW infants were delivered at Level III hospitals in 1999.  This percentage declined and then stabilized at around 74% beginning in 2001.  Tennessee’s 2003 target percentage was 80%.  Even with this overall percentage decline in VLBW infants delivered in Tennessee’s Level III hospitals, the state’s performance on this issue is similar to that of the U.S. as a whole.

Table 5.  Percentage of VLBW Infants Delivered at Level III Hospitals in Tennessee by Year and Racial Classification*

	Race
	1999

%
	2000

%
	2001

%
	2002

%
	2003

%

	African American
	85.1
	82.5
	75.7
	77.2
	N/A

	Non-Hispanic White
	76.4
	75.1
	73.9
	70.9
	N/A

	Total
	79.7
	78.0
	74.5
	73.9
	74.8


*
1999-2002 data: http://www.schsr.unc.edu/data/Rndmu/TablesE.xls.  


2003 data: https://performance.hrsa.gov/mchb/mchreports/Search/core/coresch01p_result.asp
According to HP2010, 73% of the Nation’s very low birth weight infants were delivered at Level III hospitals or subspecialty perinatal centers during 1996-1997; the HP2010 target for this performance measure is 90%.  

Breaking down these percentages by race, African American VLBW infants are significantly more likely than are their non-Hispanic white counterparts to have been born in Level III hospitals.  For example, in 2002, 77% of the state’s African-American VLBW infants were delivered at Level III hospitals; the non-Hispanic white percentage was 71%.  Nevertheless, the percentage of VLBW infants delivered at Level III hospitals has significantly declined for both racial groups, and Tennessee’s performance on this issue needs to be improved.

NPM #18. Percentage of Infants Born to Pregnant Women Receiving Prenatal Care Beginning in the First Trimester
Martin et al. (2003) assert that 82% of Tennessee mothers began prenatal care during the first trimester.  The national rate in 2002 was 84%.  The HP2010 target is 90%.

Broken down by race/ethnicity, Tennessee’s percentage of “prenatal care beginning first trimester” lagged the nation’s in 2002; this difference was especially pronounced for Tennessee’s Hispanic population (see Table 6).

Table 6.  Percentage of Infants Born in 2002 to Pregnant Women Receiving Prenatal Care Beginning in First Trimester by Race/Ethnicity

	Race/Ethnicity
	Tennessee

%
	U.S.

%

	African American
	72
	75

	Hispanic
	59
	77

	Non-Hispanic White
	86
	85

	Total
	83
	84


Other findings regarding the adequacy of prenatal care are summarized as follows:

· Between 1998 and 2002, the percentages of pregnant women beginning prenatal care during the first trimester did not meaningfully improve for either Tennessee or for the nation. Tennessee’s overall percentage for pregnant women who began prenatal care during the first trimester was 1% higher than the nation’s in 1998 but 1% lower in 2002.  

· In Tennessee, the percentage of Hispanic women receiving first trimester prenatal care actually declined 6%, from 65% in 1998 to 59% in 2002.

A similar pattern can be seen for the “percent of live births by adequacy of prenatal care” in Tennessee between 1998 and 2002.  This measure was obtained with the Kessner Index, which classifies prenatal care by prenatal visits, gestational age, and the trimester in which care began.  Findings can be summarized as follows:

· Only 74% of Tennessee women were judged to have received “adequate” prenatal care in 2002, down from 77% in 1998.

· In 2002, 8% of Tennessee women received inadequate or no prenatal care, up from almost 7% in 1998.   

Related Findings From the Professional Stakeholder Survey, the Focus Group Survey, and Focus Group participants

Seventy-five percent of Professional Stakeholder participants felt that early and adequate prenatal care was highly important to their communities or regions but only 48% agreed that a significant number of their clients would consider this issue highly important.  In actuality, 51% of focus group participants took advantage of prenatal care services during their first trimester of pregnancy; 33% participated in educational classes concerning the prevention of premature births.  In more than half of the focus group meetings, participants identified good prenatal care as a priority for themselves and their families.

THE 2000 TENNESSEE PERFORMANCE MEASURES – ANALYSIS AND RESULTS

Our analysis continues with a discussion of Tennessee’s MCH performance measures (TPMs), developed by TDH-MCH in 2000.  As was the case with the MCH National Performance Measures, relevant state and national data are summarized, including data from HP2010.  Where relevant, data obtained from the Professional Stakeholder Survey, Focus Group Survey, and focus group meetings will be included.  

In 2000, the Tennessee Department of Health identified eight performance measures that the state would address during the subsequent five-year period.  Outcomes related to these performance measures constitute a crucial element of TDH-MCH’s future planning process.  The Tennessee performance measure outcomes are especially relevant to TDH-MCH as it develops new Tennessee MCH performance measures to be addressed during 2005-2010.  

TPM #1. After Implementation of Folic Acid Education at State, Regional, and Local Levels, Reduce the Number of Neural Tube Defects Births

Between 2000 and 2002:

· Tennessee experienced 25 cases of Anencephaly; a rate of 1 per 10,000 births; this rate equaled the nation’s.

· 74 cases of Spina Bifida were diagnosed in Tennessee during this time period, a rate of 3 per 10,000 births as compared with 2 per 10,000 in the U.S.

· 26 cases (1 case per 10,000) of Encephalocele occurred in Tennessee between 2000 and 2002.

· The HP2010 target rate for neural tube defects is 3 per 10,000 births. 

Related Findings From the Professional Stakeholder and Focus Group Survey
This issue was moderately important to MCH professionals who responded to the Professional Stakeholder Survey; 43% agreed that the existence of neural tube defects among infants constituted a highly important issue for their communities or regions; 34% felt the issue would be considered highly important by a significant number of their clients.  Among focus group participants, 37% received educational programs focusing on the importance of folic acid in the diets of pregnant women.

TPM #2. Reduce to No More Than 4% Elevated Blood Lead Levels in Children 6-72 Months of Age Who are Screened

Tennessee appears to be achieving this objective.  Screenings conducted during 2001 and 2002 found that only 1% of Tennessee’s children had elevated blood lead levels; the percentage of children with elevated levels for the nation as a whole was 3% in 2001.  

Related Findings From the Professional Stakeholder Survey and the Focus Group Survey

Forty-six percent of the 169 MCH professionals felt that addressing elevated blood lead levels in children was of high importance to their communities or regions but only 30% agreed that this issue would be highly important to a significant number of their clients.  Approximately 29% of the 117 focus group participants received lead poisoning education and another 8% had their homes inspected for lead.   

TPM #3. Reduce the Percentage of High School Students Using Tobacco (Cigarettes and Smokeless)
Data suggest some degree for optimism for a downward trend in tobacco use among Tennessee’s high school student population.  According to Tennessee’s Youth Risk Behavior Surveys for 1999 and 2003:

· Each tobacco use indicator showed a marked decrease in percentage of use over this five-year period.  This downward trend also exists for the nation.  

· The percentage of Tennessee’s high school student population smoking one or more cigarettes during the 30 day period prior to interview decreased from 38% in 1999 to 28% in 2003.

· The percentage of high school students who had smoked at least one cigarette 20 or more days of that 30 day period decreased from 20% in 1999 to 15% in 2003.

· The percentages of high school students reporting that they “ever smoked daily” decreased from 28% in 1999 to 20% in 2003.

· Use of smokeless tobacco also decreased, but only slightly.

While state rates have declined, Tennessee’s high school student tobacco use percentages still lead the nation as a whole by 5% on each of the above-listed indicators.  However, in 2003, 5% of Tennessee’s high school students reported smoking “10 or more cigarettes on days they smoke.”  For this indicator, Tennessee high school students were quite close to their counterparts across the nation; the national percentage was 3%. 

Related Findings From the Professional Stakeholder and Focus Group Survey
Utilization of tobacco and alcohol were included together as one of the 47 issues listed in the Professional Stakeholder Survey.  Sixty-six percent of the stakeholders felt this issue was highly important to their communities or regions and 31% believed that a significant number of their clients would find youth tobacco and alcohol use highly important as well.  Among our focus group participants, 10% had participated in a youth alcohol/tobacco/drug prevention program 

TPM #4. Reduce the Percentage of High School Students Using Alcohol
According to the Youth Risk Behavior Survey, alcohol use among Tennessee’s high school students appears to be decreasing, though not at the rate seen for tobacco.  

· In 1999, 45% of Tennessee’s high school students reported taking one or more drinks during the 30 day period prior to interview; by 2003 this percentage had decreased to 41%. 

· In 1999, 28% of students reported taking five or more drinks at one time during the “last 30 days.”  By 2003, the Tennessee student rate had decreased by only two percentage points to 26%.

On a brighter note, Tennessee high school students’ alcohol use tended to be slightly lower than the nation’s.

· In 2003, 41% of Tennessee students and 45% of U.S. students reported drinking one or more drinks during the “last 30 days.”

· In 2003, 26% of Tennessee students and 28% of U.S. students reported drinking five or more drinks at one time during the last 30 days. 

TPM #5. Reduce the Incidence of Maltreatment of Children Younger than 18 (Physical, Sexual, Emotional Abuse, and Neglect) to a Rate No More than 8 Per 1,000

According to Kids Count data, Tennessee has met, and even exceeded, its target rate.  In 1999, Tennessee’s abuse and neglect rate was 8 per 1,000 children; by 2003 the rate had declined to 4 per 1,000.  By comparison, the U.S. rate in both 1999 and 2003 was 12 per 1,000.

Reporting validity is always open to question on this highly charged issue.  However, keeping this caveat in mind, Tennessee’s rate of abuse and neglect has consistently outperformed the nation as a whole. 

Related Findings From the Professional Stakeholder and Focus Group Survey

Maltreatment of children represented a salient issue to our professional stakeholders, with 71% indicating that maltreatment of children constituted an issue that was highly important to their communities or regions; 38% felt that this issue would be highly important to a significant number of their clients as well.  According to focus group survey findings, 7% of the 117 participants had participated in child abuse counseling. 

TPM #6. Reduce the Number of HIV Infected Infants to No More Than One Per Year

TDH-MCH has not achieved this objective.  In 1999, 3 HIV infected infants were born in Tennessee.   In 2003, 5 infants were infected with HIV.  

Related Findings From the Professional Stakeholder and Focus Group Survey
Of Professional Stakeholder Survey respondents, 55% viewed this issue as highly important to their communities or regions; 30% felt that the problem of HIV-infected infants would also be highly important to a significant number of their clients.  Three percent of the 117 focus group participants had taken part in a program regarding care for HIV-infected infants.  

TPM #7.  Increase the Percentage of Children With Complete Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) Annual Examinations by 3% Each Year

EPSDT is Medicaid’s comprehensive and preventive child health program for individuals under 21 years of age.  This periodic screening includes vision, dental, and hearing services, whether or not such services are included as part of a state’s Medicaid plan.  According to Centers for Medicare & Medicaid Services (CMS), the EPSDT program has two interrelated components: (1) assuring the availability and accessibility of required health care resources; and (2) helping Medicaid recipients and their parents or guardians effectively use these resources.

In 1999, 271,845 total EPSDT screenings were completed according to Tennessee’s CMS annual report for that year.  Based on CMS-EPSDT program eligibility requirements, a screening ratio of 0.36 (the proportion of all persons who are eligible for screening who have actually been screened) was obtained in 1999. For 2003, 374,918 total screenings were conducted, representing a screening ratio of 0.57.  Thus, Tennessee is meeting its target goal of at least 3% annual increases in the CMS screening ratio over the past five-year period. 

Related Findings From the Professional Stakeholder and Focus Group Survey
Of Professional Stakeholder Survey respondents, 73% felt that EPSDT screening of children was highly important to their communities or regions; 53% said that this issue would be important to a significant number of their clients as well.  The availability of annual examinations was indeed important to a number of the 117 focus group participants.

· 52% received newborn screening for infant hearing/genetic/medical problems

· 39% received dental exams and cleaning

· 32% received eye exams and services

· 15% received diagnostic testing for at least one child

TPM #8. Reduce the Proportion of Teens and Young Adults (Ages 15-24) with Chlamydia Trachomatis Infections Attending Family Planning Clinics

According to the STD Surveillance System’s Chlamydia Screening Project, Tennessee’s Family Planning clinics have not experienced a reduction in the percentage of teen clients with Chlamydia Trachomatis.  During 2003, 7% of teens were treated for Chlamydia, up from 5% for both 1999 and 2002.  Nevertheless, Tennessee’s percentages for this disease are almost identical to those of the nation.  For the 3 years in question, the corresponding U.S. percentage has remained at 6%.

Related Findings From the Professional Stakeholder and Focus Group Surveys, and From Focus Group Meetings
Sexually transmitted diseases among youth was considered a highly important issue for 59% of MCH professionals; 37% also felt that a significant number of their clients would consider this a highly important issue.

Focus Group participants participated in the following adolescent sexuality education and family planning services:

· 27% annual gynecological exam 

· 20% family planning/contraception information

· 20% received contraceptive supplies 

· 16% pregnancy prevention program  

· 13% education/testing/treatment for sexually transmitted illnesses

· 9% sexual abstinence education

· 7% HIV/AIDS prevention, testing or treatment

In more than half of the focus group meetings, family planning, pregnancy and STD prevention were cited by participants as important to the participants themselves, as well as to the communities in which they lived.  

Thus, although TDH-MCH has not met its TPM #8 objective, the state is actively pursuing the reduction of sexually transmitted diseases among youth.  And, among the TDH-MCH clients attending focus group meetings, a sizable number see these issues as highly important.  In fact, a sizable number are taking advantage of these programs and services.

THE PROFESSIONAL STAKEHOLDER SURVEY – ANALYSIS AND RESULTS

This section will present data from the professional stakeholder survey.  The survey addressed four opinion topics related to each of the 47 issues presented in the survey as follows: 

Opinion Topic #1.  Does the professional consider the issue to be “highly important” to her/his agency’s community or region?

Opinion Topic #2.  Does the professional consider the issue to be “highly important” to a significant number of her/his clients?

Opinion Topic #3.  Does the professional feel that her/his agency “does a good job” in addressing the issue in question?

Opinion Topic #4.  If the professional’s agency does not address the issue in question, does s/he feel that the agency should address this issue?

Opinion Topic #1

At the end of the questionnaire’s list of 47 MCH issues, each respondent was asked to answer the following question:  “Of these 47 issues, which three are the MOST IMPORTANT to your COMMUNITY/REGION?”  Of the 169 professional respondents, 160, or 95%, answered this question. 

Little agreement could be found among the 160 professionals as to which MCH issues should be considered among the “three most important” to their communities or regions.  However, eight issues received at least 4% of the professionals’ first, second, and third choices (grouped together). 

1. Newborn screening and follow-up for infant hearing and serious genetic or medical conditions

2. Infant mortality rate

3. Early and adequate prenatal care

4. Teenage pregnancy rate

5. Children without medical insurance

6. Child physical, sexual, and emotional abuse

7. Early, periodic, screening, diagnosis & treatment (EPSDT), and annual exams for all children in need

8. Nutrition/obesity among children, youth, and families 

Another way of assessing the salience of these issues among the 169 MCH professionals who took part in our survey was to look at each of the 47 issues individually.  Twenty of these issues received high (60% or higher) endorsement by the overall sample.  In fact, 9 of the 47 MCH issues were considered by at least 70% of the 169 MCH professionals to be highly important to her/his community or region.    

1. Children without medical insurance (79%)

2. Newborn screening and follow-up for infant hearing and serious genetic or medical conditions (77%)

3. Young children receive full schedule of age appropriate immunizations (76%)

4. Early and adequate prenatal care (75%)

5. EPSDT annual exams for all children in need (73%)

6. Teenage pregnancy rate (73%)

7. Alcohol and drug use among pregnant women (71%)

8. Maltreatment of children – physical, sexual, and emotional abuse (71%)

9. Dental care for children (70%)

An additional 11 MCH issues were considered to be highly important to their communities or regions by between 60% and 69% of the 169 MCH professionals.

1. Low and very low birth weight infants (69%)

2. Unintended pregnancy – women of all ages (68%)

3. Nutrition and obesity among children, youth, and families (68%)

4. Infant mortality rate (66%)

5. Tobacco use among pregnant women (66%)

6. Tobacco, alcohol, and drug use among youth (66%)

7. Preterm birth rate – <37 weeks gestation (64%)

8. Language issues and access to translation services (63%)

9. Pregnant women or children exposed to second hand smoke (62%)

10. Consistent, stable place to live or shelter (62%)

11. Physical activity and fitness for children, youth, and families (60%)

Interestingly, none of the issues relating to families of children with special health care needs was endorsed by 60% or more of the professional respondents as being highly important to their communities or regions.  This finding is perhaps an artifact of the relatively low percentage of CSHCN families in any community; or perhaps a relatively low number of the MCH professionals who responded to the survey worked with a high percentage of SCHCN clients.

Opinion Topic #2

For Opinion Topic #2, respondents were asked, “Which three . . . [of the 47 issues cited in the Survey] … do you think are the MOST IMPORTANT to a significant number of your CLIENTS?”  Again, comparatively little agreement existed among the 153, or 91%, professionals who responded to this question.  However, seven issues did receive at least 4% of first, second, and third choices (grouped together) as highly important to a significant number of agency clients. 

1. Early and adequate prenatal care

2. Unintended pregnancy – women of all ages

3. Children without medical insurance

4. Families of CSHCN have adequate private or public insurance to pay for needed services

5. Transportation issues and proximity to services

6. Language issues and access to translation services

7. Consistent, stable place to live or shelter

It should be noted that only two of these issues (children without medical insurance and early and adequate prenatal care) were endorsed by at least 4% of professional stakeholders as “the three most important” for their communities or regions (Opinion Topic #1). 

These differences in issue selection may demonstrate that the agency professionals who responded to the Professional Stakeholder Survey are in tune with their clients.  It makes sense, for example, that clients would view transportation and language issues as important to a greater degree than would agency professionals.  The same is true for the issue, “consistent, stable place to live or shelter.”  Unintended pregnancy may constitute another intense area of concern for MCH agency clients, and their children as well. 

As we did for Opinion Topic #1, we looked at the responses of the 169 Professional Stakeholder Survey participants to each individual MCH item.  A similar analysis for Opinion Topic #1 showed that nine of the 47 MCH issues received endorsement from at least 70% of the MCH professionals.  However, for Opinion Topic #2, no issue received endorsement from more than 62% of the respondent sample.  Thus, the agency professionals who responded to our survey share relatively low agreement about this aspect of their clients’ perceptions.

Of the 47 MCH issues, 6 were thought by at least 50% of the 169 professional stakeholders to be “highly important to a significant number of their clients.” 

1. Children without medical insurance (62%)

2. Language issues and access to translation services (55%)

3. Young children receive full schedule of age appropriate immunizations (54%)

4. EPSDT annual exams for all children in need (53%)

5. Transportation issues and proximity to services (52%)

6. Consistent and stable place to live or shelter (50%)

An additional 17 MCH issues were endorsed by between 40% and 48% of the professional respondents, as being “highly important to clients.”

1. Early and adequate prenatal care (48%)

2. Families of CSHCN partner in decision-making and are satisfied with services received (48%)

3. Economic stability of the family (48%)

4. Families of CSHCN have adequate private or public insurance to pay for needed services (47%)

5. Dental care for children (46%)

6. Newborn screening and follow-up for infant hearing and serious genetic and medical conditions (46%)

7. Services available at varied times of day (46%)

8. CSHCN receive coordinated, ongoing, comprehensive care within a medical home (43%)

9. Unintended pregnancy for women of all ages (43%)

10. Families of CSHCN report community-based services are organized and can be used easily (43%)

11. Nutrition and obesity among children, youth, and families (42%)

12. Low and very low birth weight babies (41%)

13. Tobacco use among pregnant women (41%)

14. Healthy, full term infants placed on their backs to sleep (40%)

15. Alcohol and drug use among pregnant women (40%)

16. Pregnant women and children exposed to second hand smoke (40%)

17. Occurrence of developmental disabilities among children (40%)

Not surprisingly, the 7 items that were considered by 4% or more of our professional respondents to be one of the three most important MCH issues for a significant number of their clients also appear on the subsequent lists of MCH issues.  Of these 7 issues, only 4 were endorsed by 50% or more of our professional respondents when analyzed individually:

1. Children without medical insurance (62%) 

2. Language issues and access to translation services (55%)

3. Transportation issues and proximity to services (52%)

4. Consistent, stable place to live or shelter (50%)  

5. Early and adequate prenatal care (48%)

6. Families of CSHCN have adequate private or public insurance to pay for needed services (47%) 

7. Unintended pregnancy for women of all ages (43%)

Table 7 on the following page presents the complete list of the 47 MCH issues and the percentage of respondents who agreed that the issue was highly important to their community or region and highly important to a significant number of their clients.

Opinion Topic #3

In Opinion Topic #3, each professional was asked whether her/his agency “DOES A GOOD JOB” in addressing one or more of the 47 MCH issues.  Responses to this question were considered only if the professional had indicated that her/his agency currently addresses the issue in question.  As described below, for only six issues did 70% or more of the relevant agency professionals say that their agencies “did a good job.”  Findings for Opinion Topic #3 are presented below by survey item number, along with the “N” – representing the number of professionals whose agencies currently address the issue in question – and “%” – representing the percentage of these professionals who feel that their agency is doing a good job on that issue.

1. (Survey #21).  Young children receive full schedule of age appropriate immunizations (N = 132; 83%)

2. (Survey #16).  Healthy full-term infants placed on their backs to sleep (N = 117; 74%) 

3. (Survey #33).  Families of CSHCN who partner in decision-making and are satisfied with services received (N = 99; 74%)

4. (Survey #34).  CSHCN receive coordinated/ongoing/comprehensive care within a medical home (N = 89; 74%)

5. (Survey # 1).  Newborn screening and follow-up for hearing/genetic and medical conditions (N = 113; 72%)

6. (Survey #30).  Early, periodic screening/diagnosis/treatment/annual exams for all children in need (N = 130; 72%) 

Table 7.  Percentage of Professionals Agreeing that Issue is “Highly Important” to Community or Region and to a Significant Number of Their Clients (N = 169)

	Issue
	Highly Important To Community/ Region

%
	Highly Important To Significant # Clients

%

	1. Newborn screening and follow-up for infant hearing and serious genetic/medical conditions
	77
	46

	2. Breastfeeding rates
	44
	29

	3. Infant mortality rates
	66
	37

	4. Low and very low birth weight babies
	69
	41

	5. Early and adequate prenatal care
	75
	48

	6. Neural tube defects among infants
	43
	34

	7. HIV-infected infants
	55
	30

	8. Unintended pregnancy – women all ages
	68
	43

	9. Health spacing of pregnancy
	41
	32

	10. Maternal death due to pregnancy complications
	43
	26

	11. Maternal illness due to pregnancy complications
	41
	29

	12. Attendance by pregnant women and partners in childbirth education series
	38
	30

	13. Rate of cesarean births for low risk women
	31
	21

	14. Preterm birth rates (<37 weeks gestation)
	64
	41

	15. Appropriate weight gain among pregnant women during their pregnancies
	42
	38

	16. Healthy, full term infants placed on backs to sleep
	57
	40

	17. Tobacco use among pregnant women
	66
	41

	18. Alcohol/drug use among pregnant women
	71
	40

	19. Fetal alcohol syndrome
	53
	35

	20. Pregnant women/children exposed to second hand smoke
	62
	40

	21. Young children receive full schedule of age appropriate immunizations
	76
	54

	22. Teenage pregnancy rate
	73
	39

	23. Dental care for children
	70
	46

	24. Child and youth death rates
	58
	27

	25. Adolescent deaths due to suicide
	52
	28

	26. Children without medical insurance
	79
	62

	27. Children with elevated blood lead levels
	46
	30

	28. Tobacco, alcohol, drug use among youth 
	66
	31

	29. Maltreatment of children (physical, sexual, and emotional abuse)
	71
	38

	30. EPSDT* annual exams for all children in need
	73
	53

	31. Sexually transmitted diseases among youth
	59
	37

	32. Occurrence of developmental disabilities among children
	59
	40

	33. Families of CSHCN** partner in decision-making and satisfied with services received among children
	47
	48

	34. CSHCN receive coordinated, ongoing, comprehensive care within medical home
	47
	43

	35. Families of CSHCN have adequate private or public insurance to pay needed services
	44
	47

	36. Families of CSHCN report community-based services organized, & can be used easily
	41
	43

	37. Youth with special health care needs receive necessary services to make transition to all aspects of adult life
	48
	38

	38. Transportation issues/proximity to services
	53
	52

	39. Language issues/access translation services
	63
	55

	40. Services available at varied times of day
	50
	46

	41. Education level of parents
	52
	30

	42. Education level: success of children/youth
	54
	37

	43. Nutrition & obesity among children, youth, and families
	68
	42

	44. Physical activity and fitness for children, youth, and families
	60
	36

	45. Injury prevention and safety
	54
	34

	46. Consistent, stable place to live/shelter
	62
	50

	47. Economic stability of family
	57
	48



*
Early, Periodic, Screening, Diagnosis & Treatment


**
Children with Special Health Care Needs

For an additional 18 MCH issues, between 50% and 69% of professional respondents gave their agencies a “good job” endorsement, as listed below:  

1. (Survey  #35).  Families of CSHCN have adequate private or public insurance to pay for needed services (N = 83; 66%)

2. (Survey  #2).  Breastfeeding rates (N = 111; 63%)

3. (Survey  #17).  Tobacco use among pregnant women (N = 111; 63%)

4. (Survey  #20).  Pregnant women and children exposed to second-hand smoke (N = 94; 62%)

5. (Survey  #31).  Sexually transmitted diseases among youth (N = 93; 61%)

6. (Survey  #5).  Early and adequate prenatal care (N = 110; 61%)

7. (Survey  #23).  Dental care for children (N = 119; 60%) 

8. (Survey  #32).  Occurrence of developmental disabilities among children (N = 105; 60%)

9. (Survey  #36).  Families of CSHCN report that community-based service systems are organized and easily accessed (N = 71; 58%)

10. (Survey  #27).  Children with elevated blood lead levels (N = 113; 56%) 

11. (Survey  #15).  Appropriate weight gain among pregnant women (N = 83; 55%) 

12. (Survey  #39).  Language issues and access to translation services (N = 119; 55%)

13. (Survey  #40).  Services available at varied times of day (N = 91; 55%) 

14. (Survey  #18).  Alcohol/illicit drug use during pregnancy (N = 104; 54%)

15. (Survey  #37).  Youth with special health care needs receive services to make transition to all aspects of adult life (N = 73; 52%)

16. (Survey  #42).  Education level/success of children/youth (N 65; 52%) 

17. (Survey  #29).  Physical/sexual/emotional abuse of children (N = 88; 50%)

18. (Survey  #45).  Injury prevention and safety (N = 98; 50%)

Thus, for 24 of the 47 MCH issues listed on the Professional Stakeholder Survey, at least 50% of respondents feel that their agencies “do a good job” in addressing the issue.

We now turn to MCH issues for which less than 50% of relevant agency professionals feel that their agencies “do a good job.”  This category represents a vital component of our MCH needs assessment research in that it is the professionals themselves who feel that their agencies should be doing a better job in addressing the issues listed below.  

1. (Survey #6).  Neural tube defects among infants (N = 76; 49%) 

2. (Survey #19).  Fetal alcohol syndrome (N = 67; 49%) 

3. (Survey #38).  Transportation issues and proximity to services (N = 65; 48%)

4. (Survey #46).  Consistent and stable place to live or shelter (N = 66; 47%) 

5. (Survey #4).  Low/very low birth weight babies (N = 92; 47%) 

6. (Survey #26).  Children without medical insurance (N = 39; 46%) 

7. (Survey #47).  Economic stability of the family (N = 52; 46%) 

8. (Survey #25).  Adolescent deaths by suicide (N = 39; 46%) 

9. (Survey #24).  Child and youth death rates (N = 71; 46%) 

10. (Survey #13).  Rate of cesarean births for low risk women (N = 28; 46%)

11. (Survey #3).  Infant mortality rate (N = 95; 45%)

12. (Survey #7).  HIV-infected infants (N = 65; 45%)

13. (Survey #14).  Preterm birth rate – <37 weeks gestation (N = 66; 45%)

14. (Survey # 28).  Tobacco, alcohol, and drug use among youth (N = 70; 44%) 

15. (Survey #9).  Healthy spacing of pregnancies (N = 73; 44%)

16. (Survey #22).  Teenage pregnancy rate (N = 93; 43%) 

17. (Survey #43).  Nutrition and obesity among children, youth, and families (113; 43%) 

18. (Survey #80).  Unintended pregnancy for women of all ages (N = 91; 43%) 

19. (Survey #44).  Physical activity and fitness for children, youth, and families (N = 72; 40%)

20. (Survey #11).  Maternal illnesses from pregnancy complications (N = 56; 39%)

21. (Survey #12).  Attendance in childbirth education series – pregnant women and partners (N = 51; 39%)

22. (Survey #41).  Education level of parents (N = 64; 39%) 

23. (Survey #10).  Maternal deaths due to pregnancy complications (N = 43; 37%)

Less than half of the professionals whose agencies deal with these 23 MCH issues feel that their agency is “doing a good job” in attempting to ameliorate the problem area in question.  We suggest that these issues, plus those in the above listing that garnered less than 60% of MCH professional endorsement, should be explored further for future MCH planning.

Opinion Topic #4

In order to garner information for Opinion Topic #4, each professional survey respondent was requested, for all 47 MCH issues, to “check Box (E) if your agency DOESN’T ADDRESS this issue BUT SHOULD.”  Perhaps not surprisingly, agency professionals appear to be relatively content with the current mission of their MCH agencies.  Only for “maternal deaths due to pregnancy complications” and “adolescent deaths by suicide” did even 30% and 32% of relevant agency professionals suggest that their agencies take on these problems.  Other issues garnering between 20% and 29% professional stakeholder endorsement in this regard are listed below, along with the N (representing the number of professionals whose agencies DO NOT deal with this issue) and the percentage (representing those professionals who feel that their agencies SHOULD DEAL with this issue):

1. (Survey #44).  Physical activity and fitness for children, youth, and families (N = 97; 29%)

2. (Survey #12).  Attendance in a childbirth education series – pregnant women and their partners (N = 118; 25%)

3. (Survey #41).  Education level of parents (N = 105; 25%)

4. (Survey #13).  Rate of cesarean births for low risk women (N = 144; 24%)

5. (Survey #19).  Fetal alcohol syndrome (N = 102; 24%)

6. (Survey #9).  Healthy spacing of pregnancies (N = 96; 22%)

7. (Survey #39).  Language issues and access to translation services (N = 50; 22%)

8. (Survey #40).  Services available at varied times of day (N = 78; 22%) 

9. (Survey #14).  Preterm birth rate – <37 weeks gestation (N = 103; 20%)

10. (Survey #18).  Alcohol and illicit drug use during pregnancy (N = 65; 20%)

11. (Survey #20).  Pregnant women, children exposed to second hand smoke (N = 75; 20%)

12. (Survey #29).  Physical/sexual/emotional abuse of children (N = 81; 20%) 

13. (Survey #38).  Transportation issues and proximity to services (N = 78; 20%)

A number of professionals viewed the above-cited MCH issues as so important that they should be addressed by their MCH agencies.  Thus, these findings may be relevant to TDH-MCH’s future planning.

THE FOCUS GROUP SURVEY – ANALYSIS AND RESULTS

As previously noted, 117 clients of TDH-MCH agencies participated in focus group sessions directed by the MTSU research team.  These 13, 90-minute sessions were held at 12 locations in each major area of Tennessee.  Attendance ranged from 5 to 16 participants, with an average of 10 participants per group.  Of all participants, 42% were African American, 43% were non-Hispanic white, 11% were Hispanic, and 4% were classified as Asian or “other.”  Participants were overwhelmingly female (96%).  Ages ranged from 18 to 56; the mean age was 30.  

Prior to each meeting, participants were asked to sign an informed consent form and to complete the Focus Group Survey.  Participants referred to their survey responses throughout the meeting.  After answering a number of demographic questions, participants were asked to “Check any of the following Maternal and Child Health Services you or your children have ever received.”  The 63 services were divided into “Women’s Health,” “Child and Adolescent Health,” “Genetic and Newborn Screening,” and “Adolescent Sexuality Education or Family Planning.”   The Women’s Health category was further subdivided into “Family Planning,” “Prenatal Care,” and “Postnatal Care.”  Each service category and subcategory contained an open-ended “other” response line in which the participants could add relevant MCH services to those not included in the questionnaire.  

As noted above, all focus group participants were selected by professionals associated with agencies for which these meetings were held.  Thus, the extent to which participants utilized various services might be somewhat inflated in comparison with a participant pool selected by a more randomized selection procedure.  Nevertheless, no sign of positive bias was encountered at focus group meetings.  Participant comments ranged from laudatory to highly critical.  

Utilization of MCH Women’s Health Services
Focus Group Survey findings will begin with “Women’s Health.”  As noted above, this broad MCH category was subdivided into three sub-categories.

Family Planning Services

Of the six family planning services listed in the survey, three had been utilized by over 50% of focus group participants – medical examinations, pregnancy testing, and laboratory tests.  Education and counseling for family planning was utilized by 38% of participants, and contraceptive supplies were obtained by 44%.  Treatment for sexually transmitted illnesses was obtained by 7% of participants.  

Prenatal Services

Nineteen services were listed under “Prenatal Services.”  Of these, five had been utilized by more than 50% of focus group participants – pregnancy testing, TennCare enrollment, WIC referral or enrollment, nutrition education for pregnancy, and prenatal care during the first trimester of pregnancy.

Three services had been used by between 40% and 49% of the 117 participants – weight gain education during pregnancy, breastfeeding information, and education concerning the dangers of second hand smoke during pregnancy.

An additional five prenatal services had been utilized by between 30% and 39% of focus group participants – pregnancy and childbirth education classes, folic acid education for pregnancy, routine medical examinations by a physician, education concerning the prevention of premature birth, and parenting education.  The complete list of services and the percentage of participants using them are as follows: 

1. WIC referral or enrollment (80%)
2. TennCare enrollment (60%)
3. Pregnancy testing (56%)
4. Nutrition education for pregnancy (51%)
5. Prenatal care during first trimester (51%)
6. Education regarding the dangers of second-hand smoke during pregnancy (43%)
7. Weight gain education during pregnancy (42%)
8. Breastfeeding information (41%)
9. Folic acid education for pregnancy (37%)
10. Pregnancy and birth education classes (37%)
11. Routine medical exams by a physician (37%)
12. Parenting education (35%)

13. Premature birth prevention education (33%)
14. Cesarean birth (29%)
15. Care for gestational diabetes, high blood pressure, or other illness in pregnancy (23%)
16. Alcohol and drug education for pregnant women (20%)

17. Obstetric medicine and management referral (20%)
18. Smoking cessation program for pregnant women who smoke (13%)

19. Routine medical exams by a midwife (8%)
Postnatal Services

Nine services were listed under postnatal services.  Of these, only two (medical checkups for mother and medical checkups for newborn) had been utilized by more than 50% of focus group respondents.  

Child immunization education was used by 40% of focus group participants, 34% received breastfeeding counseling, 27% received education on SIDS, and 28% received parenting education.  The complete list of postnatal services includes the following:

1. Medical checkups for newborn (65%)

2. Medical checkups for mother (61%)

3. Child immunization education (40%)

4. Breastfeeding counseling and assistance (34%)

5. Parenting education (28%)

6. Sudden Infant Death Syndrome (SIDS) education (27%)

7. Care for low birth weight infant (17%)

8. Information regarding the healthy spacing of children (11%)

9. Care for HIV-infected infants (3%)

Utilization of Genetic and Newborn Screening Services
Four services were listed under this heading.  Newborn screening for infant hearing/genetic/medical problems was utilized by 52% of focus group participants.  No other service was utilized by more than 15% of the 117 focus group members.

1. Newborn screening for infant hearing/genetic/medical problems (52%)

2. Diagnostic testing (15%)

3. Other genetic screening (13%)

4. Counseling for individuals at risk for genetic disorders (8%)

Utilization of Child and Adolescent Health Services

Seventeen services were listed under this heading.  TennCare enrollment and routine immunizations for children were utilized by more than 50% of focus group participants; flu shots for children were used by slightly over 40%.  Three additional services were utilized by between 30% and 39% of participants – routine medical services, dental exams and cleanings, and eye examinations and related services.

1. TennCare enrollment (64%)

2. Routine immunizations for children (56%)

3. Flu shots for children (42%)

4. Dental exams and cleaning (39%)

5. Routine medical services (39%)

6. Eye exams and services (32%)

7. Lead poisoning treatment and education (29%)

8. Children’s Special Services (23%)

9. Healthy Start Program (20%)

10. Nutrition and obesity prevention and physical education (20%)

11. Parents Encouraging Parents (15%)

12. Injury prevention and safety education (13%)

13. Youth prevention program – tobacco, alcohol, and drugs (10%)

14. Childhood diabetes education and services (8%)

15. Home lead inspection and risk assessment (8%)

16. Counseling: sexual, physical, and/or emotional abuse (7%)

17. Child counseling: emotional and life transition problems (5%)

Utilization of Adolescent Sexuality Education and Family Planning Services

Eight services were listed under this category; none was used by more than 27% of focus group participants.  Services receiving between 20% and 27% utilization were “family planning and contraception information,” “annual gynecological examinations,” “receiving contraceptive supplies,” and “parenting education.”

1. Annual gynecological examination (27%)

2. Parenting education (22%)

3. Contraceptive supplies (20%)

4. Family planning and contraception information (20%)

5. Pregnancy prevention program (16%)

6. Education, testing, and/or treatment of sexually transmitted illnesses (13%)

7. Abstinence education (9%)

8. HIV/AIDS prevention, testing or treatment (7%)

Problems Experienced by Focus Group Participants in Accessing MCH Services

After assessing MCH service utilization patterns among the 117 focus group participants, the survey instrument posed questions relating to potential problems that participants may have experienced in accessing MCH services.  Table 8 summarizes the percentage of participants who have experienced one or more of these problem areas. 

Table 8.  Percentage of Focus Group Participants Who Experienced the Following Problems in Accessing MCH Services. (N = 117)

	Access Problems Associated with Service
	%

Experiencing Problem

	Transportation and location of services
	15

	Language barriers/access to translation services
	10

	Hispanic participants who report language barriers
	69

	Education and knowledge about services and how to get them
	24

	Insurance or ability to pay for services
	34

	Services available at varied times of day
	13


Overall Satisfaction with Availability of MCH Services

Of the 117 focus group participants, 111, or 95%, responded to the following question: “Overall, how would you rate the availability of services that you need?”  Responses ranged from “very poor” to “very good” and are summarized in Table 9.

Table 9.  “Overall, How Would You Rate the Availability of Services that You Need?” (N = 111)

	Response Category
	%

Response

	Very Good
	35

	Good
	26

	Average
	33

	Poor
	5

	Very Poor
	1


The 111 participants who responded to this question appear to be relatively satisfied with the availability of MCH-related services in Tennessee.  Sixty-one percent feel that service availability is at least “good,” as opposed to the 6% who feel that service availability is poor.  However, the 33% who rated the availability of MCH services as “average” suggest that improvements in overall MCH service availability could be made.

Overall Satisfaction with the Quality of MCH Services Received
The final question on the Focus Group survey form asked, “Overall, how would you rate the quality of services that you have received?”  Responses to this question are summarized in Table 10.  

Table 10.  “Overall, How Would You Rate the Quality of Services that You Have Received?” 

(N = 112)

	Response Category
	%

Response

	Very High Quality
	23

	High Quality
	36

	Average Quality
	38

	Low Quality
	3

	Very Low Quality
	0


None of the 112 respondents felt that MCH services were of “very low quality,” and only 3% felt them to be of “low quality.”  On the other hand, 59% believed MCH services to be of at least “high quality.”  Thus, participants appear to possess a favorable attitude towards state-provided MCH services.  Nevertheless, the 38% of focus group participants who basically define state MCH services as “average” would suggest that further overall improvements could be made.  

The Role of Race/Ethnicity in MCH Service Utilization 
Simple Chi-squared tests were run for all 63 MCH services listed on the Focus Group Survey by participant’s race (African American vs. non-Hispanic white).  As noted earlier, 49 (42%) of the 117 focus group participants were African American; 51 (43%) were non-Hispanic-white.  The 13 Hispanic participants were excluded from this analysis because of their small numerical representation.  We did note earlier, however, that of these 13 Hispanic participants, 69% cited language and limited access to translation services as a barrier to obtaining medical care.  Again, because of the nature of this research project, probability level for statistical significance was set at p <0.10, two tailed. 

Significantly Different African American vs. non-Hispanic White Utilization Patterns for 11 Services  

These differences in service utilization percentages are summarized in Table 11 on the following page.  For such MCH services as folic acid education, routine exams during pregnancy, breastfeeding counseling and assistance, child immunization education, utilization of Children’s Special Services, and child immunizations, African American focus group participants are underrepresented in their percentage of utilization.  On the other hand, for Parents Encouraging Parents, child abuse counseling, education/testing or treatment for sexually transmitted illnesses, HIV prevention/treatment, and parenting education, it is non-Hispanic whites who are underrepresented.

Understanding the reason behind the disparity of service utilization is beyond the scope of this study.  However, the researchers strongly suggest that TDH-MCH investigate the determinants of this racial/ethnic disparity in type of MCH service utilized. 

Table 11.  MCH Service Utilization Patterns by Respondent’s Ethnic Classification

	Type of Service
	% Use

African American
	% Use

Non-Hispanic White

	Prenatal Care: Folic Acid education for pregnancy
	24
	43

	Prenatal Care: Routine exams during pregnancy
	47
	65

	Postnatal Care: Breastfeeding counseling/assistance
	24
	41

	Postnatal care: Child immunization education
	33
	55

	Child/Adolescent Health: Children’s Special Services
	16
	31

	Child/Adolescent Health: Parents Encouraging Parents
	22
	8

	Child/Adolescent Health: Child immunizations
	49
	69

	Child Abuse Counseling
	12
	2

	Adolescent Sexuality/Education/Family Planning: Education, testing or treatment for sexually transmitted illnesses 
	22
	0

	Adolescent Sexuality/Education/Family Planning: HIV prevention/treatment
	12
	2

	Adolescent Sexuality/Education/Family Planning: Parenting education
	37
	8


Race/Ethnicity and Overall Satisfaction with the Availability MCH Services

No significant racial/ethnic differences were found in opinions concerning the “overall quality” of MCH services. However, statistically significant inter-group differences did exist concerning the “overall availability” of these services.  Although both African-American and non-Hispanic white respondents tended to positively evaluate the overall availability of services received, non-Hispanic whites were significantly more likely to hold this positive opinion (see Table 12).  In fact, the Goodman and Kruskal’s (1954) gamma value of 0.49 can be interpreted to mean that 49% of the variation in participants’ opinions concerning the availability of MCH services received is explained by having knowledge of respondent’s racial classification (African American vs. non-Hispanic white).  This finding suggests the need for further study.

Table 12.  African American vs. Non-Hispanic White Response to the Question, “Overall, How Would You Rate the Availability of Services that You Need?” (N = 95)*

	Racial/Ethnic Group
	% 

Very Good
	% 

Good
	%

Average
	%

Poor
	%

Very Poor

	African American
	24
	23
	49
	2
	2

	Non-Hispanic White
	52
	23
	23
	2
	0


*N African American = 47; N Non-Hispanic White = 48

 Gamma = 0.49
The Role of Rural vs. Urban Location in MCH Service Utilization 
One hundred and eight of the 117 focus group participants could be unequivocally classified as “rural” (N = 38) or “urban” (N = 70) based on how TDH classifies Tennessee’s 95 counties.  Only 4 of the 63 MCH services listed on the Focus Group Survey showed significant rural-urban differences in utilization patterns.  These differences are summarized in Table 13.  
Table 13.  MCH Service Utilization Patterns by Respondent’s Rural vs. Urban Location

	Type of Service
	% Use

Rural
	% Use

Urban

	Family Planning: Pregnancy Testing
	50
	68

	Family Planning: Education and Counseling
	27
	50

	Prenatal Care: Cesarean Birth
	36
	18

	Child/Adolescent Health Services: Emotional Counseling
	1
	10


As shown in Table 13, 36% of rural focus group participants were significantly more likely, than their urban counterparts, to have delivered their infants by cesarean section.  On the other hand, urban participants were significantly more likely to take part in family planning services, such as pregnancy testing and education and counseling.  Urban participants were also more likely to have taken advantage of emotional counseling services, under the heading Child and Adolescent Health. TDH-MCH may want to look into factors that may be influencing these disparities.

Rural vs. Urban Location and Overall Satisfaction with the Quality of MCH Services

No statistically significant differences were found between rural and urban participants concerning their “overall satisfaction” with the availability of MCH services.  However, with regard to “overall quality” of these services, a significant difference does exist.  Although both groupings tended to positively evaluate the overall quality of MCH services, rural participants are more favorable in their opinions (see Table 14).  The Goodman and Kruskal’s gamma of -0.21 can be interpreted such that 21% of the variation in opinions concerning the overall quality of MCH services can be attributed to the rural vs. urban locations of the 104 focus group participants.  Although statistically significant, the degree of explained association is not particularly strong.  Thus, this finding may not be particularly salient.

Table 14.  Rural vs. Urban Response to the Question, “Overall, How Would You Rate the Quality of Services that You Need?” (N = 104)*

	Participant’s Location
	%

Very High Quality
	%

High Quality
	%

Average

Quality
	%

Low Quality
	%

Very Low Quality

	Rural
	24
	44
	31
	1
	0

	Urban
	22
	22
	50
	6
	0


*
N Rural = 68; N Urban = 36


Gamma = -0.21

FOCUS GROUP MEETINGS

“When you go in there and they greet you with a smile, and they’re asking questions and trying to help you through it… they try to understand you and talk at your level and everything.  That is what makes a positive experience I think.”  Jackson participant

“See, a lot of programs out there that people don’t know [about] and your workers don’t tell you so if you don’t know you’ll never know.  There needs to be more information as to where you get this stuff.”  Memphis participant
“The problem is that in the past, people cared but people don’t care anymore.”  Johnson City participant
Focus Group Locations

Thirteen focus groups were held in 12 locations throughout Tennessee.  Two groups were held in Clarksville in order to meet with both English- and Spanish-speaking participants.  Group locations were discussed in consultation with MCH staff, which determined the final meeting locations.  Meetings were held in the following cities and towns:

West Tennessee

· Brownsville

· Jackson

· Memphis

· Union City

Middle Tennessee

· Clarksville

· Columbia

· Murfreesboro

· Nashville

East Tennessee

· Chattanooga

· Cookeville

· Johnson City

· Knoxville
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A map of Tennessee is presented in Figure 7; blackened counties represent those areas where focus groups were conducted.  

Figure 7. Focus Group Meeting Locations Throughout Tennessee

Focus Group Participants

One hundred seventeen people participated in the focus group discussions.  All participants were using at least one health department service or had used at least one service within the last 6 months.  Participants were at least 18 years of age and were either pregnant women or parents of young children.  Staff from the Central Office of MCH provided local contact names and phone numbers at each of the focus group sites.  Most individuals were employees of a county or regional health department but a few were affiliated with Head Start or private not-for-profit groups.  In our initial conversations with these local contacts we explained the purpose of the study, described the type of focus group participant with whom we wanted to speak, and requested help in recruiting participants and identifying meeting locations.  Most meetings were held in health department facilities; however, a public library, birthing center, and community center also were utilized.  All participants were given a $25 gift certificate and a meal; those who required it received reimbursement assistance for babysitting and transportation.  

Focus Group Forms and Questions

At the start of each meeting, participants were given an informed consent form to sign.  Informed consent was also discussed verbally prior to each meeting.  In addition, participants were asked to complete a survey that asked demographic and service use questions.  Focus group survey results have been described previously.  To facilitate focus group discussions, participants in each group were asked the same eight questions, listed in Figure 8 below.  Their responses are described below and focus on the following:

· Positive experiences

· Negative experiences

· Services needed but not available

· Priority services for focus group participants and their families

· Priority services for participants’ communities

FOCUS GROUP DATA – ANALYSIS AND RESULTS

Positive Experiences

Participants described a wide variety of positive experiences, most of which fell into one of the following four broad categories:

1. Being Treated Well

2. Obtaining Education and Information

3. Medical/Program Quality and Availability

4. Flexibility of Staff and/or Facility

Being Treated Well

Participants appreciated it when health department staff was friendly, helpful, kind, and respectful, especially if this treatment was shown to their children.

Figure 8.  Focus Group Questions

1. For our first question, please take a look at the list of services you received when you first arrived.  I’d like to go around the room and ask each person to identify 1-2 services they use right now or have used in the last 6 months.   Follow-up, once everyone has offered something, have any of you used other services that haven’t been discussed or listed yet?  List from group should be written down on an easel sheet as folks are listing them.
2. Think back to the last time you needed services for yourself or your family and had a good experience.  These services could be a Department of Health program such as those we just discussed, or it might be something routine like a doctor’s visit.  Think about how pleased you were with the service.  What made it a positive experience?

3. Now I’d like you to think back to the last time you needed services and had a negative experience.  What made it a bad experience?  What might have made it better? 

4. Please think about a recent situation in which you needed some kind of service or assistance for yourself or for a family member and couldn’t get the help you needed.  What was the service?  Was it for yourself, for your child or for another family member?  Why wasn’t the service available?  How did you handle the situation when you couldn’t get what you needed?  

5. I’d like to talk about how important these services are to you.  Look at the list of services you developed earlier in our meeting.  Of all the services you currently use or have used in the past, which are most important to you or your family?  Please explain.

6. Now, thinking about the assistance you mentioned you needed but couldn’t obtain or wasn’t available to you or your family, which of these would be most helpful to you now?  Please explain.  

7. We’ve talked a lot about the services you or your family has used and also about assistance you have wanted or needed but could not obtain.  I’d like to shift gears a bit and give you an opportunity to think about these services as they relate to your communities.  We hear stories in the news about changes in TennCare and about the lack of funds for many health and social services programs.  If you were in charge of maternal and child health services in your community, to what programs would you give top priority?

8. Is there anything else you’d like to tell us?

“The nurses were very warm.  They were friendly to my children.  My children could see it.  You can’t put on being warm.  [The nurse said to my daughter] I want you to calm down for me because I don’t want to stick [the needle] in the wrong way.  She just started to talk to her, and I just felt so relaxed because it helped me help my child, and the nurse could go ahead and do what she needed to do.”  Memphis parent

“Everything [with Project HUGS] has been pretty great… I mean one thing I think I like so much about her (home visitor) is that when you come out to my home, I want you to make yourself feel like you’re at home.  And she’s very friendly, you know, with me and my husband and even the baby.  She just loves to pick the baby up and hold her and play with her and boo coo and go on, you know.”  Chattanooga parent
“They are able to receive interpreter services and so that helps them… feel that it is not so intimidating and somebody is able to interpret for them so that they understand.”  Interpreter for Clarksville parent

“It’s not like walking into a clinic, it’s like they’re just so friendly.  It’s like walking into a neighbor’s house.”  Union City participant

Obtaining Education and Information

Focus group participants described many instances when they were pleased with the education and information they received from staff.  In some cases, positive experiences were related to the hands-on and practical education they received on a wide variety of maternal and child health issues.  Other information pertained to learning about services that were available and how clients might access them.  

“[My baby] had low birth weight and everything.  He is a baby that basically stays sick. …LeBonheur is my next home.  [The nurse said], ‘you can get through it.’  I said I can’t because you are not used to messing with a child’s stomach having a feeding tube put in.  She said, ‘do you rather for the tube to be in his nose? …We’re going to teach you how to feed him through his stomach.’  So I basically got through it.  I know how to put medication in his formula and measure his formula and everything… I couldn’t have done it without them.”  Memphis parent

“Well, since I use the CSS, I have wonderful caseworkers and they make all the appointments for the clinic visits.  And they get the referrals.  I don’t have to call the doctor’s office up and say hey, we need a referral to this doctor.  They take care of all that.”  Chattanooga participant
“I can honestly say if it wasn’t for them (TEIS), I would be a nut ball, because I would have had no idea where to start, where to go, who else to contact.  …They are compassionate, they are very caring people.”  Cookeville parent
“After I had my baby, I had considered doing breastfeeding but the problem was that… I was shy about pulling out my breast and, um he was beginning to get hungry when it was time for him to get his check-up.  And they (the nurses) made me feel really comfortable… they gave me the privacy I needed.  And you know, after that, it made me feel real good, you know, they coached me through it.”  Jackson parent
Medical/Program Quality and Availability

In most focus group meetings, participants described receiving what they considered to be quality care from clinicians, home visitors, and health department staff.  Several individuals expressed their appreciation of the services they received and gratitude that they are eligible for free or low cost health care services and programs.

“We had a particularly good experience when our daughter needed stitches and the staff was just amazing and she was, at the time I believe she was four and she… actually lay on this table and they sat and asked her to look for pictures. …And every single minute of our time during that was handled very well.  And she came out of there without screaming and yelling. …The experience was traumatic but the stitches were a breeze.”  Knoxville parent

“WIC… at Woodbine (clinic), the lady nurse, she was a breastfeeding person there.  I found her to be very helpful… if you are breastfeeding they give you a really good pump… [It is] free if you are still breastfeeding.”  Nashville participant

“[My doctor] is not in a rush.  He says, ‘we got all day.  You got any concerns… I told you everything you need to know, now what do I need to know?’  Memphis participant

“Now Dr. XX caught my daughter’s illness.  She had to have a kidney-bladder operation, and we wouldn’t have known it if he wasn’t paying attention to what was going on with her.  I mean I could of lost her.  I mean she was in stage 2 and the highest you can go is 4 and then you have to have a kidney transplant.”  Cookeville parent

“She [HUGS home visitor] comes to your house and boy!  When they come to my house, my kids be so hung up with [her] that I got about 30-45 minutes to myself to just sit down and have a cup of coffee.”  Columbia parent
Flexibility of Staff and/or Facility

Health department and other staff who knew their clients and did what they could to be flexible in providing services were highly appreciated by participants.

“I think too that when you make an appointment with them, they let you know what you need to bring instead of going up there and being all off-guard and everything. …and if I forget [something] they say ‘well, you were supposed to bring this, do you want to run home and get it and come back?’ you know, and you don’t lose your appointment.  They’ll let you do that.”  Union City participant

Regarding Quick WIC – “You go to a room upstairs, you don’t have to wait in that gigantic line, they put us at a table like this and talk about, really informative information, about nutrition.  Take time to answer any of your questions.  You get your vouchers in a circle and you are out of there in like 20 minutes, 30 max.”  Knoxville parent

“When we had medicines and TennCare didn’t want to pay for it the health department helped us to get money from TennCare. Yeah, that’s it; they work their butt off here.”  Johnson City participant
“I had a time when I had nursing babies that weren’t gaining weight well, which is typically how it happens with all my children.  But at the South Clinic they just worked me in for like a… weight check… and even though we have a regular doctor they were able to just come in and let me weigh the babies to see if they were making some progress.”  Knoxville parent
Negative Experiences

While participants were able to describe many positive experiences with health department and related services and programs, it was generally easier for them to discuss negative encounters.  As with the positive incidents, most negative experiences fell into four main categories, as follows:

1. Long Waiting Times

2. Being Treated Poorly

3. Medical Care Access and Quality

4. Confusion and Dissatisfaction With Program Rules and Requirements

Long Waiting Times

Many participants shared stories of waiting up to 5 hours for services, even when they had appointments.

“I was here 3 hours before anyone spoke to me… to check me in or to sign me in or anything.  So I was here a total of 5 hours. …In my mind I am thinking, ‘am I in the right place, did I come on the right day?’  [Staff] weren’t trying to be rude to people, it’s just the system was not working.”  Knoxville participant

“…The bureaucracy, you are going back and forth, back and forth, it’s like, okay, when you ask me all of these questions… you took our income, then you bring me to a different person to ask me some other dumb questions, then you have me sit and wait, and then it’s just all this back and forth and back and forth, why don’t they have one person do everything? …Then, when you are at the end, then you have to wait for someone to print out your coupons, and it’s time consuming.  And they assume that you have time for this, they assume that you do, because I guess if you are on WIC then you have time.”  Nashville participant

“This time of year I don’t want my toddler around 40 other toddlers waiting in a waiting room.  I mean, during the middle of flu season I don’t really… how long can you keep them from touching the same toys and… germs.”  Knoxville parent
Being Treated Poorly
While participants shared many experiences of how they were treated well by public sector staff, they also talked about a great many negative encounters.  In these cases, participants felt staff demeanor was rude, dismissive, intrusive, or judgmental.

“The caseworker [was] very rude.  When I called her, she lied to me.  I thought both kids were on TennCare.  She acted like it was an inconvenience to have to do the extra work.  She never called me back.  I had to stay on and on to her.  Then she called me back and both kids were on TennCare.  About 4 months ago, they got sick.  We went to the doctor and only one was on TennCare.  So I called back and she has not called back yet.  They are very rude.”  Union City parent
“And I think the attitude [is] that since you are here asking for help, you can wait.  There’s that power.”  --Nashville participant

“We don’t get to ask them how much do you get a month… and when do you go to school or you sit at home… what do you do… but they can ask us everything in the book.”  Murfreesboro participant

“I’m not going to say it’s a racial thing cause it could not be.  I think it’s a money thing.”  Memphis participant
“She [DHS worker] said, ‘why don’t I get my tubes tied, they would pay for it.’ …I was like, ‘you got all this money to tie them tubes but you ain’t got no money to get any food for these two little kids right here.’”  Columbia parent
Medical Care Access and Quality

Again, while many participants had positive things to say about the quality of care they received, many others described situations in which they received poor medical care.  They were also concerned about the limited access they had to certain medical services.

“… I found out one day I was pregnant, the next day I was hurting.  I went to the emergency room on a Sunday, the ER doctor told me that I was still pregnant but he told me to go to my regular doctor the next day.  So I go to the doctor the next day, he told me I needed a D&C that I had lost it (the pregnancy), well see the hospital told me they couldn’t do a D&C because I was still pregnant… moving me back and forward, my tube ruptured… I had to have one of my [fallopian] tubes removed because the doctor… wasn’t on staff to help me. …They never gave me an ultrasound… or nothing to actually see, you know, where the baby was.  And I was like 7 weeks and my tube just busted open.”  Brownsville participant
“[My son] had to get re-circumcised.  I took him to a specialist and the doctor told me that the nurse wasn’t supposed to pull his private parts back like that.  She yanked it back so much he had to have surgery.”  Union City parent

“They said that my placenta wasn’t working and I was trying for a vaginal birth and they gave me a stress test, his heart rate would never peak, so they said that the placenta was bad [and they needed to do a cesarean delivery].  The odd thing is that they sent the placenta out for testing and it came back normal. …I think these doctors just like to do c-sections… It’s definitely more money.”  Nashville participant
“The closing of the different [satellite] WIC offices is terrible.  There is no parking here (at the central office), it takes forever, when you call for appointments you talk to 18 different people, they wind up taking your name and calling you back… it’s horrible.”  Knoxville participant

“I will break that doctor’s neck if I ever get a hold of him. …My son was having trouble walking; scoliosis runs in my husband’s family.  My son was four at the time and should have been walking on his feet but was walking on his toes.  The doctor said there was nothing wrong with him.  His hipbone was coming out of his skin, now you tell me there is nothing wrong with him.  I went to a different doctor who had to do surgery, break both of his hips and [he] had braces and casts from his hips to his feet for almost a year and now he is wearing braces and will have to for the rest of his life.  But if they [had] caught it when he was younger, things would have been different.”  Johnson City parent
“They only do WIC 2 times a week at the health department and my baby [has] been having to switch to different milk (formula) because she keeps spitting it up real bad… she got put on the cans that are about $25 a can and I had to buy 2 cans before I could ever even go get my WIC.”  Jackson participant
Confusion and Dissatisfaction with Program Requirements

Many participants expressed confusion about, and dissatisfaction with, eligibility rules and program requirements.  These experiences include what focus group members perceived as a lack of knowledge by program staff, staff misleading participants about program requirements, and a feeling that some rules seem arbitrary, in part because staff do not explain decisions made regarding program eligibility or covered services.

“…Whoever signs the [WIC] voucher that’s the person who has to get the voucher.  One time I (husband) was trying to get the milk but it was in her (wife’s) name so they wouldn’t let me get it.  And he (baby) needed it and I said you can call her, that’s my wife you can call her and they said ‘No, it’s her name on it so she has to sign for it’ like I stole it. …and you can’t sign it at home and give it to your husband [to use at the store] because they don’t let you… you have to sign it at the store, in front of the cashier.”  Union City parents
“They [TennCare] dropped me because I got a 50 cent raise at work.”  Johnson City participant

“When I was going to have my baby I applied for TennCare… [the staff person said] that she would have it taken care of within 10 days but I keep on getting medical bills and medical bills… even though I’ve talked with [TennCare] again and they assured me that they would resolve it, it still has not been resolved.” Chattanooga participant

“You know, another thing… you’ll qualify for some things but not others… and the other things that you’re not qualified for are the ones you really need… like you can get WIC but can’t get food stamps.” Cookeville parent
Cannot Get Needed Services

Participants identified multiple services that they have needed but were unable to obtain for themselves or their families.  These are presented in Figure 9 below.  Please note that participants also described some of these issues as priority services for their families or communities.

Figure 9. Services Needed in Last Six Months but Could Not Obtain

	1. Dental care 

2. Eye care/Optometrist

3. Mental health services

4. Need to learn more about available services & eligibility, even providers need this

5. TennCare concerns – for example

· Being cut from the program with no advance warning

· Being told family was eligible and then waiting weeks or months to get official notification

· Participants dropped from TennCare due to $.50/hour wage increase

6. Job offers health insurance but premiums are too expensive so has to go without coverage

7. Food/milk/formula, some run out of WIC vouchers too quickly

8. Child was not born in U.S. and is not able to get health care; one child needs surgery badly but cannot get it and parents cannot afford it

9. Prescriptions too expensive, cannot afford them

10. One group discussed using home remedies and medication not prescribed for them because they have no insurance or access to medical care.

11. Not enough childbirth education and breastfeeding support outside of hospitals

12. Transportation to health department and other needed services

13. Went to another state to find appropriate school for special needs child because the school in her community could not provide education needed for child

14. Affordable child care

15. Rental assistance




Focus group participants who needed a service and couldn’t get it reacted in several different ways.  In some cases they were able to help themselves.

“I save $30 in food stamps so I can go get [milk after WIC runs out].  I only get $135 [in food stamps] but I make sure I save for her milk.”  Union City parent
Those who were unable to help themselves either 

· Did Without a Needed Service

· Fought Back or Pushed to Get a Service

· Asked for Financial Help

Did Without a Needed Service

Participants who said they went without needed services generally either felt powerless to change the situation or they consciously chose to do without a service because the rules and requirements for obtaining the service were too stringent or personally intrusive.

“She was missing one paper and she couldn’t get any services at all.  So she has had to return… to come back here over and over again and that is really hard.  She has four kids so it’s hard for her to get all those kids here or find care for them over and over again and then they just disqualify her.” Interpreter for Knoxville parent

“Cause if you have a job, the insurance [is] so high on your job you can’t afford no insurance and stuff so you just hope that you don’t get sick.”  Brownsville participant
From a father talking about his son who was born outside the U.S. and cannot get TennCare or other medical assistance…  “It’s real hard because your like, ‘what should I do now?’ …his spine is bending this way… and the doctors [say it is] dangerous cause he’s bending this way… if he doesn’t have the surgery, I think he’s going to have big problems… I would call it an emergency… but they (TennCare) don’t see it as an emergency and that is the only way he can apply for TennCare is if it was an emergency.”  Chattanooga parent
Fought Back or Pushed to Get a Service

There were participants who refused to accept the fact that they couldn’t receive a needed service.  This was especially true if the service or medical need was for their child(ren).  In other cases, participants described talking with one supervisor and another until they were able to get a more favorable response, or at least a more complete and satisfying explanation as to why they couldn’t receive a service.

“My daughter uses the behavioral services from TennCare and she recently got cut off… It made me want to …talk to different people, ask them questions why.  And I continued that thought that they would put me back on.  But if I hadn’t pursued that, they wouldn’t [have] put [her] back on… I had to continue to talk, to find out why.  You know how they’ll put you off… I continued this for three weeks and I come to find that I received a call from Nashville stating that she was back on TennCare but they could never tell me why she was cut off.”  Brownsville parent

“When we ask for it ourselves, we get no help.  But when they (TEIS) help us, they get it done for us.”  Cookeville parent
“I feel bad for the people that don’t have the time or the gumption to fight for it.”  Columbia participant
Asked for Financial Help

Most participants who needed a service and couldn’t get it said that not having the money to pay for the care was the reason they couldn’t get it.  Many folks described asking family and friends for financial help.  Some also went to churches or emergency financial assistance programs for help.  One parent admitted that she stole food for her child.

“One point I stole my son some food…because she (caseworker) says ‘I can’t give [you] food stamps’ and she turned my case off.” Murfreesboro parent

“Where do you go and get help? You can only ask your family so many times.”  Jackson participant

“I had to pawn my TV which only [was worth] 20 bucks, that was not enough for anything. …I borrowed money from family members, went to churches, had to get someone to take me to the churches to pick it up, that’s basically what I did.”  Murfreesboro participant

Participants’ Priority Services

“This health care is really important to me.  I mean we have four kids and my husband and myself.  And I just think like everybody… please I just don’t want us to be one of the people that are cut.” Knoxville parent

Focus group participants identified 11 health related and 10 non-health department related priority services for themselves and their families.  The most important priority was TennCare or affordable health care coverage.  Family planning, WIC, prenatal care, immunization programs, and home visitor programs were mentioned in at least half of all focus group meetings.  Table 15 below lists all health related services mentioned as priorities for focus group participants and their families.  Table 16 on the following page provides the list of important non-health department related services.

“They need some kind of prevention that’s open… I worked with children at Youth Town.  We had the health department come out and show the most grotesque pictures that they had of STDs.  You know it’s a scare tactic, but this is reality.  And I think if they could see what they refused to look at when they’re engaging, you know, it’ll help stop some pregnancies [and diseases].”  Jackson participant
“WIC is wonderful when you supplement from your other grocery bill… those WIC receipts sometimes can be $25 to $30 worth of groceries that you have for your family.”  Jackson parent
Table 15. Health Priorities for Focus Group Participants and Their Families

	Participant Health Priorities
	# Groups

	· TennCare or affordable health coverage
	11

	· Family planning
	8

	· WIC
	7

	· Prenatal care
	7

	· Immunizations/vaccinations
	6

	· HUGS, Healthy Start & other home visitor programs
	6

	· Children’s Special Services
	5

	· Dental care
	4

	· Childbirth and/or breastfeeding education
	3

	· Eye care
	3

	· Health Department in general
	3


Table 16. Non-Health Department Related Priorities for Focus Group Participants and Their Families
	Participant Non-Health Priorities
	# Groups

	· Parent support and education/Community building
	5

	· Affordable child care/Head Start/Early Head Start
	4

	· Financial assistance to obtain baby items or pay crucial bills
	3

	· Food stamps
	3

	· Mental health counseling/ services
	3

	· Transportation to health appointments; TennCare van
	3

	· Recreational opportunities/ nutrition information (obesity prevention) for children
	2

	· Affordable housing
	1

	· Even Start and Families First
	1

	· Tennessee Early Intervention System (TEIS)
	1


“[The home visitor] program is a very good program because my husband works all the time and I was going through postpartum depression you know where you don’t want to do anything, you don’t want to take care of your kid, plus I was in a car accident when I was 5 months pregnant and had to go through so many surgeries that I didn’t bond with my child at all… They come into your home and give you a sense of reason for wanting to bond with your child.  And then they not only help your child, they help you too.  They want you to feel… you are not worthless, you are not nothing, and they just make you feel like a person.”  Cookeville participant

“I mean, they give us the pamphlets and stuff with Healthy Start (for parenting and birthing education), you know, but getting us together with demonstrations would be better.”

“My health care worker said she would show me changing the diapers, baby washing, and all that stuff… they already have the dolls, why not do it together in a class.”  Clarksville participants

Community Priority Services

“Well another thing that would be inexpensive for the government, like if everybody needs a break, why couldn’t they train the mothers to come in and say OK, this day is my turn to watch so many children while ya’ll go and do your grocery shopping or do that.  You know, just coordinate where we can help each other instead of the state saying here, let’s pay for you to go here.”  Cookeville participant
Participants were also asked to think about the places in which they live and work and identify the services they felt were most important to their communities.  TennCare or affordable health care coverage was again chosen most often as an important health related service and was cited in 10 focus groups.  The non-health department related priority service mentioned most often was parent support and education, cited by 9 groups.  All of the health related services and several of the non-health department related services identified as community priorities were also chosen as important to participants and their families.  In many group discussions, the lines were blurred between what was important to individual participant families and what was important to their communities.  It is likely that services such as prenatal care, home visiting programs, Children’s Special Services, and WIC were not mentioned more often as community priorities because they had already been well discussed as individual priorities.  Likewise, many issues mentioned as community priorities were also considered by participants to be important to their families, particularly among the non-health department related services.  Table 17 below lists all health related services mentioned as community priorities; Table 18 on the following page provides the list of important non-health department related services.

Table 17. Health Priorities for Communities 

	Community Health Priorities
	# Groups

	· TennCare or affordable health coverage
	10

	· Family planning/some specifically for teens
	5

	· Prenatal care
	2

	· Childbirth education (non-hospital)/more birthing options covered by insurance
	1

	· Children’s Special Services
	1

	· HUGS, & other home visitor programs
	1

	· Immunization/vaccinations
	1

	· WIC
	1


“So I think we want to make sure that we remind ourselves that TennCare is valuable… that program is crucially important.”  Memphis participant
 “We need somewhere where young people can go and know that they can get contraceptives.  I mean that’s a big thing in the community.” Chattanooga participant

“I think once you have your children, when you’re off of WIC, you’re not breastfeeding, then us grownups, we’re just out there.  So I think it would be good [to have] nutrition for us, the mothers that need to have energy and keep up with all these kids and do things.  It would be beneficial to them because they’re going to have to take care of their health if they’re going to raise their children.”  Jackson parent
“Support really, because information, you know, we can go to a breastfeeding class and that can be helpful, but there has to be support.  I mean a stranger showing me how to nurse a doll does not teach me how to breastfeed, [what’s needed is] a caring mother who knows what she is doing and can say, you are going to be okay, and it is alright if you want to scream and cry for a couple of minutes.”  Nashville parent
Table 18. Non-Health Department Related Priorities for Communities
	Community

Non-Health Priorities
	# Groups

	· Parent support and education/Community building
	9

	· Referral resource/service information/improve communication
	6

	· Affordable child care/Head Start/preschool
	5

	· Mental health counseling/ services
	5

	· Recreational opportunities and nutrition information for children
	5

	· Affordable housing/help with home ownership
	4

	· Assistance for the elderly
	3

	· Job seeking, self-sufficiency programs (such as Even Start & Families First)
	3

	· Language classes in Spanish and English
	3

	· Health Department services in general
	2

	· Emergency financial help
	2

	· More bilingual health care staff
	2

	· More physicians: specialists for special needs children & those willing to take TennCare
	2

	· Safe shelters for moms and children/education about domestic violence
	2

	· Better support for stay at home parents
	1

	· DHS Services in general
	1

	· Establish voucher system; families could use for varied health services
	1

	· Food stamps
	1

	· Go after people who don’t pay child support
	1

	· Helping the disabled
	1


“My thing is I really don’t know what all the services the health department offers.  You know, if I knew more about the services I might call them or whatever but I actually don’t know what all they offer.”  Jackson participant
“I got 3 kids but I think ya’ll need to make them do something ‘bout the childcare man.  It is entirely too high.”  Columbia parent
“I had serious baby blues… A lot of women, in fact, if it wasn’t for my mother and the women around me that had had postpartum depression… and I ended up delivering with an OB and having a c-section and he spoke to me about it, but it was only because I was brave enough to say something about it.  I mean a lot of women are not brave enough to say… the day that I had her I was crying.  …And you don’t want to talk about it because you feel like you are stupid or something, because everyone else is happy but you, at least that is the way that I feel about it.”  Nashville participant
“We need something kids can go to… and they can have a little fun… There’s not really anything in Brownsville.  There are no activities, no movie theater, no skating rink, or nothing for our kids… only place where our kids can hang is on the corner.”  Brownsville parent

“They barely have playgrounds … where you can go and play with your kids.”  “There is nothing.  You can’t take your kids… well let’s go to the fun center… ‘Where is that mom?’…You drive for 3 hours and by the time you get there, you’re tired and you can’t stay long.  You want to get home before the sun goes down because the kids got to go to bed.  There is nothing to do here.”  “Why can’t we volunteer [to] work at a place like that (community or recreation center) for us?”  Union City parents
Additional Comments

Several participants talked about being grateful for the services they had received and indicated that they needed to take responsibility for their families and to improve their personal situations.  They also expressed frustration with some of the guidelines that made it difficult for them to become less dependent on various forms of public assistance.

“And another thing, we don’t need to get upset all the time… We have to look at their (public sector) side too.  It’s not all about us because we cannot get this help. You know what I’m saying. We have to do something for ourselves too.  Just don’t put the blame on everybody out there because I do it sometimes too and I have to stop and think about what I need to do.”  Brownsville parent
“Welfare, they are only concerned about your having your GED or your high school diploma.  They don’t care about you attending college.”  Memphis participant
“I really do think that moms nowadays have to really look out and find friends at church, friends in the community, that when you’re in a pinch and you need childcare you’ve got somebody you can trade off with because you can’t afford that amount for childcare and just for emotional support. I don’t think we can look at the health department for that.”  Columbia participant

“My husband gets paid today but we owe a $300 bill and I have to buy groceries and I am not eligible for food stamps, with six people in my house I am still not eligible for food stamps because he makes too much money.  He makes $7 an hour and helps raise four kids.  He works 90 hours a week, just to get by.  I don’t see my husband.”  Johnson City
“…Everybody needs to try to work – group says ‘amen.’ – I mean I’m sick.    I have high blood pressure, blocked arteries, and a handicapped child, but I work part-time.”  Memphis participant
Several focus group participants discussed creating some sort of ongoing parent education and support groups in their community.  In part, they wanted to be able to get specific health and behavioral information that would be useful to them as parents.  

“All I do is yell and scream at them [children].  And I don’t have nobody to teach me the right method of how to handle things.”  Union City parent

But beyond more educational and coaching types of services, the parents we spoke with craved opportunities to spend time with other parents, helping one another out and getting support from one another.  They talked about being able to meet for education or support while their children were taking advantage of some recreational activity, getting exercise and possibly learning about nutrition.  Affordable or free recreational activities for children were most often discussed at focus group meetings held in rural counties.

“If we have something more recreational for the smaller kids and the teenagers, then more parents can get out and they can have recreation also, and that will be helping out a lot of parents.”  Brownsville participant
Many participants continued talking to one another after the focus group meetings were over.  They shared information about services they had used, helpful clinicians and health department staff, and where to go or with whom to talk to get important information.  There appears to be a real need to develop community-building activities and help parents establish their own support networks.  The Health Department may want to consider, perhaps through its home visitor programs, working with other agencies such as the Department of Human Services and the Department of Children’s Services to assist parents in creating community networks.

Final Thoughts

Summarized in this report are results from the maternal and child health needs assessment conducted from November 2004 through May 2005.  Quantitative methodologies were employed to gather findings from preexisting national and state data sets, to obtain attitudes and opinions from agency professionals about MCH programs and agency performance, and to assess service utilization patterns of MCH clients.  In-depth focus group meetings were held with MCH clients located throughout Tennessee in order to ascertain their assessment of existing services, as well as their suggestions for improving the current system.

Successful and less than successful TDH-MCH performances have been clearly elucidated for NPMs and TPMs.  The 47 issues listed on the Professional Stakeholder Survey have been described for the 169 MCH professionals who returned the questionnaire.  Also summarized were MCH service utilization patterns for 117 MCH clients, along with their opinions concerning a wide variety of the state’s MCH services and programs.  

We noted earlier that lack of time and budgetary considerations precluded us from accessing the overall capacity of the Tennessee Department of Health’s MCH programs.  Capacity must be addressed by TDH-MCH.  Specifically, an ongoing study must address the availability of the following:

· Direct health care services

· Enabling services

· Population-based services

· Infrastructure-building services

We have touched on these issues from the points of view of agency professionals and MCH clients via the survey and focus group findings.  However, these issues must be evaluated “from the inside” through interactive meetings among personnel located in the Central Office in Nashville and in county/regional offices; and “from the outside” through interactive meetings between statewide TDH-MCH staff and personnel from local/regional private and public agencies.

An ongoing MCH advisory-stakeholder committee that suggests knowledge-gathering priorities and sets specific time frames for meeting these priorities should guide this evaluative component.  Similar advisory-stakeholder committees should be developed for regional MCH-care delivery systems across the state.  These committees should be continuously active.  

Above all, knowledge-gathering and program evaluation should be ongoing.  TDH-MCH will now begin its task of putting the needs assessment findings to practical use.  A new list of priority Tennessee Performance Measures will be developed for 2005-2010, and strategies will be developed for putting these priorities into practice.  These practices and their outcomes must be continually evaluated.  We suggest that this evaluative practice include the following:

1. Regularly scheduled meetings should be held between the statewide and regional advisory committees and relevant personnel from TDH-MCH.  Strongly considered at each of these meetings should be the overall ease with which state, regional, and local public-private agency partnerships are working to ameliorate the relevant 5-year TDH-MCH priorities or performance measures.  

2. At the beginning of each year, “kick-off” meetings should be held among statewide and local/regional TDH-MCH personnel to reaffirm 2005-2010 MCH priorities and practices, the specific performance strategies to be employed, and the MCH outcomes to be evaluated.

3. Outcome measures should be clearly developed for each of the state’s 5-year MCH priorities.  

4. We also recommend developing statewide targets for the 18 mandated National Performance Measures.

5. Towards the end of each year, focus group-type meetings should be held among local, regional, and statewide MCH agency professionals to discuss the extent to which progress has been made in ameliorating 5-year MCH priorities.

6. Towards the end of each year, focus group meetings should be conducted with MCH agency clients in order to gather their input concerning the efficacy of agency practices.

Information gathered from these sources should enable TDH-MCH to continuously fine-tune its strategies and performances.  It will also lay a strong foundation for preparing subsequent 5-year Needs Assessments and state measures of performance.
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National and State of Tennessee Websites of Interest

· Annie E. Casey Foundation. Kids count Data Book

http://www.aecf.org/kidscount/databook/
· Child Health USA 2003

http://www.mchb.hrsa.gov/chusa03/pages/status_adolescents.htm
· Health Information Tennessee

http://hit.state.tn.us
· Healthy People 2010

http://www.healthypeople.gov
· Kaiser Family Foundation State Facts

http://www.statehealthfacts.org/
· March of Dimes Peristats

http://www.marchofdimes.com/peristats/
· NIDA: Drug Use During Pregnancy Survey

http://www.drugabuse.gov/NIDA_Notes/NNVol10N1/NIDASurvey.htm1

· Region IV Data Project: UNC-Chapel Hill

http://www.schsr.unc.edu/data/Rndmu/
· Ross Lab s National Survey

http://www.ross.com/images/library/BF_Trends_2002.pdf
· State and Local Area Integrated Telephone Survey (For CSHCN Data)

http://mchb.hrsa.gov/chscn/pages/appendix.htm
· Youth Risk Behavior Survey

http://www.cdc.gov/HealthyYouth/yrbs/index.htm
MATERNAL AND CHILD HEALTH NEEDS ASSESSMENT

PROFESSIONAL STAKEHOLDER SURVEY

DIRECTIONS: The following is a list of issues or concerns related to Maternal and Child Health. For each issue, please check the answer box(es) for which you think the issue is HIGHLY IMPORTANT.  You may check none of the boxes for a given issue or multiple boxes for a given issue.  For each issue, check Box (A) if YOU consider the issue to be HIGHLY IMPORTANT to either the community or region served by your agency; check Box (B) if you think that a significant number of YOUR CLIENTS would consider this issue to be HIGHLY IMPORTANT; check Box (C) if your agency CURRENTLY ADDRESSES this issue; check Box (D) if your agency DOES A GOOD JOB addressing this issue; and check Box (E) if your agency DOESN’T ADDRESS this issue BUT SHOULD.
	Issue
	(A)

Highly Important to Community or Region
	(B)

Highly Important to Significant # Clients
	(C)

Agency

Currently

Addresses

Issue
	(D)

Agency Does Good Job on Issue
	(E)

Agency Doesn’t Address but Should

	1. Newborn screening and follow-up for infant hearing and serious genetic/medical conditions
	
	
	
	
	

	2. Breastfeeding rates
	
	
	
	
	

	3. Infant mortality rate
	
	
	
	
	

	4. Low and very low birth weight babies
	
	
	
	
	

	5. Early and adequate prenatal care
	
	
	
	
	

	6. Neural tube defects among infants
	
	
	
	
	

	7. HIV-infected infants
	
	
	
	
	

	8. Unintended pregnancy – women of all ages
	
	
	
	
	

	9. Healthy spacing of pregnancies
	
	
	
	
	

	10. Maternal deaths due to pregnancy complications
	
	
	
	
	

	11. Maternal illnesses due to pregnancy complications
	
	
	
	
	

	12. Attendance by pregnant women and partners in a childbirth education series
	
	
	
	
	

	13. Rate of cesarean births among low risk women
	
	
	
	
	

	14. Preterm birth rate (before 37 weeks gestation)
	
	
	
	
	

	15. Appropriate weight gain among pregnant women during their pregnancies
	
	
	
	
	

	16. Healthy, full-term infants who are placed on their backs to sleep
	
	
	
	
	

	17. Tobacco use among pregnant women
	
	
	
	
	

	18. Alcohol and illicit drug use among pregnant women 
	
	
	
	
	

	19. Fetal alcohol syndrome
	
	
	
	
	

	20. Pregnant women and children exposed to second-hand smoke
	
	
	
	
	

	21. Young children receive full schedule of age appropriate immunizations
	
	
	
	
	

	22. Teenage pregnancy rate
	
	
	
	
	

	23. Dental care for children
	
	
	
	
	

	24. Child and youth death rates
	
	
	
	
	

	25. Adolescent deaths due to suicide
	
	
	
	
	

	26. Children without medical insurance
	
	
	
	
	

	27. Children with elevated blood lead levels
	
	
	
	
	

	28. Tobacco, alcohol, and drug use among youth
	
	
	
	
	

	29. Maltreatment of children including physical, sexual, and emotional abuse
	
	
	
	
	

	30. Early, Periodic, Screening, Diagnosis & Treatment (EPSDT) annual exams for all children in need 
	
	
	
	
	

	31. Sexually transmitted diseases among youth
	
	
	
	
	

	32. Occurrence of developmental disabilities among children
	
	
	
	
	

	33. Families of Children with Special Health Care Needs (CSHCN) partner in decision-making, satisfied with services they receive
	
	
	
	
	

	34. CSHCN receive coordinated, ongoing, comprehensive care within a medical home
	
	
	
	
	

	35. Families of CSHCN have adequate private or public insurance to pay for needed services
	
	
	
	
	

	36. Families of CSHCN report community-based service systems are organized, can be used easily
	
	
	
	
	

	37. Youth with special health care needs receive necessary services to make the transition to all aspects of adult life
	
	
	
	
	

	38. Transportation issues and proximity to services
	
	
	
	
	

	39. Language issues, access to translation services
	
	
	
	
	

	40. Services available at varied times of day
	
	
	
	
	

	41. Education level of parents
	
	
	
	
	

	42. Education level/success of children and youth
	
	
	
	
	

	43. Nutrition and obesity among children, youth, and families
	
	
	
	
	

	44. Physical activity and fitness for children, youth and families
	
	
	
	
	

	45. Injury prevention and safety
	
	
	
	
	

	46. Consistent, stable place to live/shelter
	
	
	
	
	

	47. Economic stability of family
	
	
	
	
	


48. Looking over the list of issues you marked as HIGHLY IMPORTANT to your community or region, determine, by the issues’ identifying numbers, the three issues you consider to be most important. For example, if one of your top issues is Injury Prevention and Safety, list issue #42.

Issue #1 __________
Issue #2 __________
Issue #3 __________

49. Looking over the list of issues you marked as HIGHLY IMPORTANT to a significant number of your clients, determine, by the issues’ identifying numbers, the three issues you think your clients would consider most important.

Issue #1 __________
Issue #2 __________
Issue #3 __________

50. Looking over the list of issues you identified as currently being addressed by your agency, determine, by the issues’ identifying numbers, the three issues you consider to be most important.

Issue #1 __________
Issue #2 __________
Issue #3 __________

51. Looking over the list of issues you identified that your agency does a good job addressing, determine, by the issues’ identifying numbers, the three issues you consider to be most important.

Issue #1 __________
Issue #2 __________
Issue #3 __________

52. Looking over the list of issues you identified that should be addressed by your agency but are not addressed at this time, determine, by the issues’ identifying numbers, the three issues you consider to be most important.

Issue #1 __________
Issue #2 __________
Issue #3 __________

53. If you wish to say more about any of your responses, or if there are other issues of interest to you, your clients, or your agency, tell us about them here. (Please be as specific as possible to help us with data coding. Feel free to use the back of this page if you need more room.)
54. In what department or organization do you work?

(
Council on Developmental Disabilities

(
Department of Children’s Services

· Department of Education

· Department of Health

(
Department of Human Services

(
Department of Mental Health/ Developmental Disabilities

(
Division of Mental Retardation

· Tennessee Commission on Children and Youth

· Private health related agency/organization (please specify) 


· Private social services related agency/organization (please specify) 


· Other (please specify) 


55. On what Advisory Group(s) do you serve?

· None

· Child Fatality Advisory Committee

· Children’s Special Services Advisory Committee

· Genetics Advisory Committee

· Perinatal Advisory Committee

· Women’s Health Advisory Committee

· Other (please specify) 


56. In what county of Tennessee is your agency/organization located? 


57. In what capacity do you work most of the time?

· Administrator or manager

· Direct service with clients

· Other (please specify) 


58. What is your specific job title (for example: Nurse, Social Worker, Program Director) 


Thank you for your time in completing this questionnaire

Location: ___________________________________________________               Date: ____________________

Focus Group Information Form

Tennessee Maternal and Child Health Needs Assessment
Please take a moment to fill out this form on your background and use of services.  All information will be grouped and reported anonymously, DO NOT WRITE YOUR NAME ON THIS PAGE.  Thank You!

BACKGROUND INFORMATION

1. County of Residence:


2. Age: _______________       3.   Sex     F    M 
4. Number of persons living in your household (write in
number in each age group): 

· Children under 6 years of age:


· Children ages 6-11:


· Children ages 12-17:


· Adults (ages 18 and older): 


5. What is the highest level of education you

       completed? 

· Elementary school

· Some high school                            

· Graduated high school or GED

· Some college

· Graduated 4-year college


· Graduate education after college

· Graduate degree 

6. Race/ethnicity (check all that apply):

· Black or African American 

· Native American  

· Asian or Pacific Islander 

· White/Caucasian 

· Hispanic

· Other (please specify):

7. In which of these groups did your total household income from all sources fall last year--before taxes that is?  Just check the range that comes closest to your total household income for last year (2004).

	YEARLY INCOME
	MONTHLY INCOME

	     Under $4,999
	$       0 to  $ 416 

	     $ 5,000 to $ 9,999
	$    417 to $ 833 

	     $10,000 to $14,999
	$    834 to $1,249

	     $15,000 to $19,999
	$ 1,250 to $1,666

	     $20,000 to $29,999
	$ 1,667 to $2,499

	     $30,000 to $39,999
	$ 2,500 to $3,333

	     $40,000 to $49,999
	$ 3,334 to $4,165

	     above $50,000
	$ 4,166 or above 



USE OF SERVICES

Check all of the following Maternal and Child Health Services and experiences you or your children have ever received:

8-10.  Women's Health

8. Family Planning




· Pregnancy testing



· Education and counseling



· Medical examinations



· Lab tests



· Contraceptive supplies



· Treatment for sexually transmitted illnesses                  

· Other (please specify):


9. Prenatal Care (prior to birth)
· Pregnancy testing

· Pregnancy and childbirth education classes

· TennCare enrollment

· WIC referral or enrollment (nutrition/food    program for Women, Infants, and Children)

· Obstetric medical management referral (you were assigned to a physician/clinic)

· Nutrition education for pregnancy 

· Folic acid education for pregnancy

· Routine medical exams for pregnancy with doctor

· Routine medical exams for pregnancy with midwife

· Education regarding appropriate weight gain in

pregnancy

· Education to prevent premature birth of baby 

· Prenatal care beginning in the first trimester of pregnancy

· Care for gestational diabetes, high blood pressure or other illness in pregnancy

· Breastfeeding education

· Cesarean birth

· Education about second hand smoke exposure for pregnant women and children

· Smoking cessation program for pregnant       women who smoke

· Education about or treatment for drug use or alcohol use during pregnancy

· Parenting education

· Other (please specify):


10. Postnatal Care (after birth of newborn)
· For mother, medical check-ups

· For newborn, medical check-ups

· Breastfeeding counseling/assistance

· Care for low birth weight infant

· SIDS education (sudden infant death syndrome)

· Care for HIV-infected infants

· Education for full schedule for age appropriate child immunizations

· Information on healthy spacing of children

· Parenting education

· Other (please specify):


11.  Genetic And Newborn Screening Services

· Newborn screening for infant hearing, genetic, or medical problems

· Other genetic screening services

· Diagnostic testing

· Counseling services for individuals at risk for genetic disorders                  

· Other (please specify):


12.  Child And Adolescent Health Services

· TennCare enrollment 
· Children's Special Services (for children with disabilities, chronic illnesses or special healthcare needs)

· Routine medical services

· Parents Encouraging Parents program (for parents of children with special healthcare needs)

· Lead poisoning testing, treatment, or education

· Home lead inspection and/or risk assessment

· Tennessee Healthy Start program or other home visiting program 

· Routine immunizations for child(ren)

· Flu shots for child(ren)

· Dental exams, cleanings, services

· Eye exams, services

· Nutrition, obesity prevention, and physical education    

· Childhood diabetes education and services

· Counseling for children with emotional or life transition problems

· Counseling for sexual, physical, or emotional abuse

· Program to prevent use of tobacco, alcohol, and drugs among youth

· Injury prevention and safety education  

· Other (please specify):



13.  Adolescent Sexuality Education and Family Planning Services

· Abstinence education

· Family planning and contraception information

· Annual gynecological examination

· Education, testing or treatment for sexually transmitted illnesses  
· HIV/AIDS prevention, testing, or treatment

· Contraceptive supplies

· Parenting education

· Pregnancy prevention program

· Other (please specify):


SATISFACTION WITH SERVICES

14. Have any of the following been problems for you or your family in receiving needed services? (Check all that apply):
· Transportation and location of services

· Language barriers, access to translation services

· Services available at varied times of day

· Education or knowledge about services and how to get them

· Insurance or ability to pay for services

· Other (please specify): ___________________

_________________________________________

15. Overall, how would you rate the availability of services that you need?

· Very poor     

· Poor     

· Average   

· Good           

· Very good

16. Overall, how would you rate the quality of services that you have received?
· Very low quality                 

· Low quality   

· Average quality    

· High quality    

· Very high quality
Please return your completed form

 in the envelope provided.  

Thank you!
Focus Group Questions for MCH Needs Assessment

1. For our first question, please take a look at the list of services you received when you first arrived.  I’d like to go around the room and ask each person to identify 1-2 services they use right now or have used in the last 6 months.  Follow-up, once everyone has offered something, have any of you used other services that haven’t been discussed or listed yet?  List from group should be written down on an easel sheet as folks are listing them.
2. Think back to the last time you needed services for yourself or your family and had a good experience.  These services could be a Department of Health program such as those we just discussed, or it might be something routine like a doctor’s visit.  Think about how pleased you were with the service.  What made it a positive experience?

3. Now I’d like you to think back to the last time you needed services and had a negative experience.  What made it a bad experience?  What might have made it better?

4. Please think about a recent situation in which you needed some kind of service or assistance for yourself or for a family member and couldn’t get the help you needed.  What was the service?  Was it for yourself, for your child or for another family member?  Why wasn’t the service available?  How did you handle the situation when you couldn’t get what you needed?

5. I’d like to talk about how important these services are to you.  Look at the list of services you developed earlier in our meeting.  Of all the services you currently use or have used in the past, which are most important to you or your family?  Please explain.

6. Now, thinking about the assistance you mentioned you needed but couldn’t obtain or wasn’t available to you of your family, which of these would be most helpful to you now?  Please explain.

7. We’ve talked a lot about the services you or your family has used and also about assistance you have wanted or needed but could not obtain.  I’d like to shift gears a bit and give you an opportunity to think about these services as they relate to your communities.  We hear stories in the news about changes in TennCare and about the lack of funds for many health and social se4rvices programs.  If you were in charge of maternal and child health services in your community, to what programs would you give top priority?

8. Is there anything else you’d like to tell us?

Prepared January 18, 2005
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