


Meet your presenters!

Rachel Freedman, MPH:

* Simmons University - B.S in Public Health
* Tufts University School of Medicine, Population Health Promotion - MPH
* Former Full-Time Doula and Nanny

* Program Associate: Office of MaineCare Services - Transforming Maternal Health (TMaH)

Model

Deidra (Clermont) Alexander, MPH

® Towson University - B.S in Health Education and Promotion / Community Health
®Boston University School of Public Health - MPH in Epidemiology & Biostatistics / Maternal & Child Health

® Research Assistant: Center for Black Maternal Health and Reproductive Justice at Tufts University School of
Medicine

® Former Birth Doula: Accompany Doula Care

® Former Regional Epidemiologist: Metro Public Health Collaborative (MPHC) 2
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Agenda

e \Welcome

e Health Disparities Analysis + Tools for Assessment
e Collaboration & Advocacy Strategies

e Case Study: North Shore Mothers Visiting Program
e Next Steps & Call to Action

e Q&A + Discussion



lcebreaker

Raise your hand if your
department/agency currently
has a maternal, child and
family health initiative!



Purpose/lImpact

Purpose: Empower local health departments to
strengthen maternal and child health (MCH)
programs through practical tools, data-driven
strategies, and evidence-based frameworks for Sl
program design and implementation. W3

Foundational Public Health Services

Foundational

Areas
Impact: B s i ki
® Builds local capacity to identify and address
. agn Assessment CP::;::': iy Eaui Organizational
MCH dlSparltleS. (F:c:::::,db?;it?::l & Surveillance Developrr:‘eiﬁt quity COgmpetenciesl
® Promotes data-informed, equitable cevsopmen Gruomonce | preportanets | commuricaton
decision-making.
® Enhances cross-sector partnerships and E Q U 1 T
sustainability.

® Supports innovation through real-world



Slido Activity

, _ Slido Code:
What's a maternal, child 3949613

or family health issue ~ (fido-com
your community faces
the most?




MCH Guide Overview

Advocacy and
Outreach
Strategies

Health Disparities Tools for Collaboration

Analysis Assessment Framework

Program
Implementation Case Study Resources
Checklist

Needs Assessment

Checklist




Health Disparities Analysis

® Health disparities are preventable

gaps in health outcomes caused by

systemic inequities.

®* Most affected: racial/ethnic minorities,

low-income, and rural populations.
® MCH disparities include higher

maternal and infant mortality and low

birth weight.

® Limited prenatal and pediatric care

HOW SOCIAL DETERMINANTS OF HEALTH
AIFFECT MATERNAL
AND CHILD HEALTH OUTCOMES

Linguage,
literacy, high
school graduation

ey bl HEALTH CARE
- :2 Aﬁ.}: ||,|L ! ACCESS & QUALITY

Insurance coverage

SOCIALE |

| "QOMMUNITY \ OUTCOMES provider availability'

CONTEXT quality of care

Social support,

dtscrlmln“‘._ /" NEIGHBORHOOD &
A BUILTENVIRONMENT

Housing, transportation,

safety
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Social Determinants of Health (SDoH)

. Neighborhood
Economic : : Community, Safety,
Stability and Physical Education P Semdll  Health Care System
Environment
, Social Integration
Employment Housing Limey PSP Health Coverage
- Language :
Income transportation : Food Security Community Prowc‘!\er : :r;iarmacy
Parks Early Childhood Engagement vailability
Expenses S Education Access to Aacaas i
Debt A s Vocational | Healthy Options Stress Linguistically And
Medical Bills Walkability Training WEWU;:DM C:It;reasllg O;:gzlrog:raete
Zip Code/ : lence/T
S rt Higher
IR Geography Education Polic:l"lgl':l;sﬂca Quality of Care

Health and Wel-Being:
Mortality, Morbidity, Life Expectancy, Health Care Expenditures, Health Status, Functional Limitations KFF

Source: KFF’s Racial Equity and Health Data Dashboard



Slido Activity

_ Slido Code:
Where do you retrieve  ,,...4

data for maternal, S:::om)

child, or family health -

needs?



Sources of MCH Data

* Vital Statistics: Birth & death certificates offer core data on birth weight, gestational age, and maternal
mortality.

* PRAMS (CDC Survey): Tracks maternal behaviors and experiences before, during, and after
pregnancy—ideal for identifying risk factors.

 Hospital Discharge Data: Reveals trends in delivery complications, ER visits, and postpartum
readmissions.

e WIC & Medicaid Claims: Highlights care access, nutrition support, and service use in low-income
populations.

e Community Health Needs Assessments (CHNA): Combine data and community input to identify
service gaps.

* GIS Mapping Tools: Visualize disparities geographically—e.g., maternal care or food deserts by ZIP
code.

* Local Surveys/Focus Groups: Add context and lived experience to quantitative data.



Tools for
Assessment



Tools For Assessment

CHNAs/CHIAs identify local gaps, guide resources, and shape MCH programs.

Data sources: surveys, vital records, hospita
SNAP.

Maternal focus: prenatal/postpartum care, complications, mental health, mortality.
Infant/child focus: vaccinations, breastfeeding, care access, mortality.

Assess SDOH: transportation, housing, food, insurance, cultural competence.
Use disaggregated data to reveal hidden disparities.

Asset mapping highlights community strengths for action.




Asset Mapping

®Asset Mapping identifies and visualizes existing resources,
services, and strengths in a community.

®Helps stakeholders:

O Understand current resources

O Find collaboration opportunities

O Mobilize underused assets

O Build on strengths—not just deficits
® Methods

O Surveys & community input — Ask residents about trusted
resources

O Stakeholder interviews — Engage providers & MCH leaders

O A1 N N T T T

TYPES OF MCH ASSETS

HEALTHCARE COMMUNITY
Hospitals, GROUPS

Community health MCH Non-profits,
centers, Clinics, food/diaper banks

Midwives, Doulas, TYPES OF et

Lectation consultants
= MCH

ASSETS PUBLIC HEALTH
\ AND SOCIAL
SERVICES

WIC, SNAP
Housing assistance,
transportation aids etc
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Collaboration
Framework



Collaboration Framework

®*MAPP = Mobilizing for Action Through Planning and

Partnerships (NACCHO)

®*A community-driven strategic planning process
designed to advance health equity

®* Emphasizes:
O Inclusive stakeholder engagement
O Policy, systems, and environmental change
O Alignment of local resources

®*Why Use MAPP?

O Guides development of community health needs

assessments (CHNA) & improvement plans

HOW DOES MAPP SUPPORT
MCH COLLABORATION?

COMMUNITY EDUCATION COMMUNITY
HEALTH NEEDS HEALTH
ASSESSEMENT IMPROVEMENT

H?cl);; ;?‘egﬂfy MAPP PLAN (CHIP)

Helps to guide
disparities, SUPPORT thegevelogpmrt

MCH

STAKEHOLDER COLLABORATION £ UTillizes quialit-

ative quantitative
E';g::u(;i?egm data to inform

community o/ SUSTAINABILITY N Pronies

Focuses on efforts
to create long-
lasting improvements
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Advocacy and
Outreach
Strategies



Advocacy and Outreach Strategies

AWARENESS

ADV%CACY
OUTREACH

EDUCATION ENGAGEMENT

 SUPPORT

® Community Forums & Listening Sessions —

Elevate community voices and build trust.

® Partner with Trusted Leaders — Doulas, CHWS,
faith leaders, and parent advocates.

® Accessible Outreach Materials — Multilingual,
culturally tailored, clear design.

® Use Digital Platforms — Social media campaigns,

text alerts, and email newsletters.

® Promote Civic Engagement — Town halls,

19



Case Study



Case Study: North Shore Mother Visiting
Program (NSMVP)

Key Components:

® 90-minute visit by a nurse
® Maternal & infant health assessments

® Mental health screening (EPDS, anxiety

tools)

® Breastfeeding & nutrition support
® Infant CPR & immunizations (Tdap, flu)
® Referrals to WIC, housing, El, and more

® Follow-up call 2—3 weeks post-visit

Successes:

® Universal access = reduced
stigma
® Strong community trust & high

engagement

® Robust referral network

® Positive family feedback

Challenges:

® Limited to one visit
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Next Steps & Call to Action

® Strengthen Partnerships — Start small with cross-sector collaboration.

® Disseminate and Use the Toolkit — Customize the checklists and templates for your

LHD.

® Elevate Equity — Embed culturally competent practices at every stage.

® Leverage Existing Programs — Integrate MCH into health fairs, clinics, and

screenings.



Thank You So Much!
Any Questions?

rachelmaroldfreedman@gmail.com

deidra.clermont31@gmail.com




