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Introduction to MomsFirst
MomsFirst is a home visitation program that helps mothers succeed during and after pregnancy. It
was established in 1991 as the City's Healthy Family/Healthy Start program and is funded by
Healthy Start, Cuyahoga County Invest in Children, First Year Cleveland, and the City of Cleveland
General Fund. There are 8 MomsFirst Neighborhood Outreach Sites with 30 Community Health
Workers and 8 Case Managers who service pregnant women and teens in the city of Cleveland.
Women or teens that have experienced a pregnancy loss, are incarcerated, reside in shelters, or are
enrolled in an inpatient chemical dependency treatment program are also served by the program.
MomsFirst services are provided from the prenatal period (child still in the womb) until the child's
second birthday. The primary goals of the MomsFirst project are to reduce the number of African
American families who experience the death of a baby before their first birthday and to improve
birth outcomes for all families.
A live born baby that dies before 365 days of life is an infant mortality. Infant mortality rates reflect
how well a community takes care of the most vulnerable among them. It is considered a sensitive
index for the health of a community. An infant mortality rate (!MR) is calculated by dividing the
number of infant deaths in a community by the number of live births. This result is multiplied by
1,000 and represents the number of infant deaths per 1,000 live births. One of the criteria in the
most recent Maternal and Child Health Bureau, Healthy Start grant application of 2013 required
communities to have an infant mortality rate of 9.9 infant deaths or more per 1,000 live births and
20 or more infant deaths over the last three years for the targeted population; the population we
serve fits this criteria.
The three year !MR for Cleveland, 2013 - 2015, was 12.18 infant deaths per 1,000 live births.
However, we see a large disparity between African American and White IMRs with a White !MR of
8.95 infant deaths per 1,000 live births compared to the African American !MR of 14.66. These
health disparities are the result of powerful, complex relationships that exist between health and
biology, genetics and individual behavior, and between health and health services, socioeconomic
status, the physical environment, discrimination, racism, literacy levels, and legislative policies.
MomsFirst worked with 1,709 Cleveland families to provide guidance, peer-to-peer education, and
referrals to outside community agencies in 2016. Of those participants, 56% were less than 25years-old. Among all participants, 81% identified as African American and 93% identified as non-
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Hispanic. Of participants 18-years-old and older, fifty-six percent (56%) had obtained a high school
diploma, GED, or post-secondary education. At enrollment, most participants were not in school
(65%), and not working (72%). Most had never been married (89%), although nearly two-thirds
had a partner. Of those participants with a partner, 63% reported that the partner was the
biological father. Most participants stated that the biological father was involved in the pregnancy
financially (53%) and emotionally (63%). At enrollment, 55% of participants reported that they
were not using contraception. Among those who were using contraception, the most common
contraception method reported was condoms (12%). Prior experience with sexual assault and
domestic violence was reported by 10% and 6% of participants, respectively. Current experience
with sexual assault or domestic violence was reported by 4% of participants. These types of
violence are commonly under-reported.
This report examines the progress of the MomsFirst Project (MFP) in achieving 2016 objectives
with these participants, which are at high risk of a poor birth outcome. The significant local and
national challenges of race-related differences in birth outcomes are also presented along with
ways MomsFirst collaborated with other organizations in providing services and combating infant
mortality in 2016.

Healthy Start 3.0 Approaches

5. Increase Accountability
through Quality
Improvement,
Performance Monitoring,
and Evaluation

Figure 1. Healthy
Start 3.0 Five Pillars

Healthy Start was enacted in 1991 by the Maternal and Child Health Bureau to address and reduce
disparities in infant mortality experienced in high risk communities across the United States. In its
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25th year of existence, Healthy Start currently funds 100 organizations in 37 states and the District
of Columbia; MomsFirst is one of these organizations. The current 2014-2019 grant cycle
introduced the Healthy Start 3.0 five pillar approaches (Figure 1). These evidence-based
approaches are linked to improving poor birth outcomes and reducing infant mortality.
Healthy Start 3.0 included three levels of funding with increased responsibilities at each level. The
Level 1 funding awards of up to $750,000 per year are expected to impact the health of women,
infants, children, and their families at the individual level. The Level 2 funding awards of up to $1.2
million annually expand beyond Level 1 with enhanced services for wider, community level effects.
The leadership and mentoring Level 3 grantee award of up to $2,000,000 annually is to serve as the
backbone for the establishment of collaborative networks. Level 3 grantees are a resource site for
state, regional, and national action in support of other Healthy Start grantees and organizations
working to improve perinatal outcomes through program and policy development. The Cleveland
MomsFirst Project is a Level 3.0 grantee and started its third year of a five year federal grant in
2016.

Collective Impact
A major focus of 2016 was collective impact. Collective impact is the result of having many
organizations agree to solve a problem using a common agenda, aligned effort, and common
measures of success. 1 As a Level 3 grantee, MomsFirst is responsible for providing leadership in
community engagement through the formal development of a Community Action Network (CAN).

MomsFirst Collaborations and Collective Impacts
MomsFirst has partnered with a number of different state, regional, and local organizations to
combat infant mortality (Figure 2). These collaborations have led to leveraging funds, expansion of
resources, and greater efforts in working to reduce poor birth outcomes. MomsFirst is the City of
Cleveland Department of Public Health's Healthy Start grantee and provided the foundation for the
current Healthy Start Community Action Network (CAN). The CAN brings a cross sector of
individuals and organizations together; in this case, to focus on reducing disparities in perinatal
outcomes through information sharing, collaboration, and linkages. The Cleveland-Cuyahoga
County Partnership to Improve Birth Outcomes was started in 2014 and serves as the MomsFirst
CAN with 60 organizations committed to improving birth outcomes. This partnership developed
1

Kania J and Kramer M. Collective Impact. Stanford Social Innovation Review. 2011; 60.
http://ssir.org/images/articles/2011 WI Feature Kania.pdf
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out of the state-wide effort to reduce infant mortality by the Ohio Department of Health, the Ohio
Equity Institute (OEl)2.

Figure 2. MomsFirst
Highlighted
Collaborations

Invest in Children, a regional leader in early childhood services, has collaborated with MomsFirst
since 2006. Invest in Children is a community-wide partnership of public and private agencies
working together to increase the development and impact of early childhood services regionally.
The financial support of Invest in Children of over $4.7 million dollars in the past eleven years has
allowed MomsFirst to expand capacity and reach increasing numbers of high risk mothers during
the prenatal period.
The Cleveland Regional Perinatal Network (CRPN) joined MomsFirst in working to ensure a
coordinated system of perinatal care in northeastern Ohio. CRPN has taken the lead in training our
Case Managers and Community Health Workers on Perinatal Depression screenings and building
awareness of perinatal depression among medical professionals. CRPN has expanded their role to
address and train direct service staff in addressing toxic stress, intimate partner violence, and
substance abuse among participants.

2

http://www.odh.ohio.gov/OEI
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Other collaborations include the Case Western Reserve University (CWRU) Center on Urban
Poverty and Community Development at the Jack, Joseph, and Morton Mandel School of Applied
Sciences, Healthy Cleveland Initiative (HCI), and Health Improvement Partnership - Cuyahoga
County (HIP-C). CWRU aids with MomsFirst local evaluation activities, along with presenting
findings, and improving program operations and outcomes. HCI and HIP-C are both place-based
health initiatives that work with MomsFirst to address the social determinants of health to
influence infant mortality.

MomsFirst State, Regional, and Local Efforts
Due to MomsFirst collaborations with numerous organizations mentioned above, the Project was
able to accomplish a number of different activities in 2016 (Figure 3).

QIPLN

CPL

OEI - CCP

Metro
Health

OCPIM
Figure 3. MomsFirst
Highlighted Impacts

FYC

As part of OEI's three year agenda, the Cleveland-Cuyahoga Partnership (CCP) chose two strategies,
an upstream and a downstream approach to improve birth outcomes. The upstream strategy to
influence future pregnancies was family planning using a method known as Long Acting Reversible
Contraception (LARC). LARCs include several intrauterine devices (IUDs) and subdermal implants.
LARCs have emerged as the most effective form of reversible contraception available because they
last for several years, are well liked by users, and are cost effective. 3 The goal when making a family
planning choice is to complete the process of educating the patient about LARCs, and provide same
3

Stoddard, A; McNicholas, C: Peiper, J.F. (2011). "Efficacy and Safety of Long-Acting Reversible Contraception". Drugs 71 (8):
969-980.
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day insertion in one visit, also known as LARC 1st. LARC 1st is more effective than requiring
participants to return in two weeks, or a month when an appointment might be missed causing
further delays, or the client gets pregnant. One hundred percent of local clinics are now on track to
provide same-day insertion of LARCs by the end of 2016 calendar year.
The downstream strategy was to increase capacity for CenteringPregnancy4 to ensure that moms
receive support throughout pregnancy. CenteringPregnancy provides social support through a
group prenatal care model that provides education, support, and clinical care to between eight and
ten women at a time with a similar gestation of pregnancy. All local hospital systems are providing
evidence-based group prenatal care, a 200% increase since last year, and 2 out of 3 local Federally
Qualified Health Centers (FQHCs) are providing CenteringPregnancy. Locally, Centering is now the
standard of care.
MomsFirst also partners with First Year Cleveland (FYC), an effort that brings together major
hospital systems and philanthropic organizations across Cleveland and Cuyahoga County. In the
spring of 2016, the City and County came together under the umbrella of FYC to submit a proposal
to fund proven strategies to reduce infant deaths through the Ohio Medicaid program. This
program provides high-risk care management benefits to all Medicaid eligible covered pregnant
women, mothers, and infants. The FYC proposal was funded for $2.9 million in June of 2016 and will
cover an expansion of CenteringPregnancy, Home Visiting programs, and local fatherhood
initiatives. MomsFirst received $472,700 of this funding and was used to hire three additional
Community Health Workers and six Community Liaisons to help with outreach and recruitment.
The Healthy Start EPIC Center facilitated a Quality Improvement Peer Learning Network (QIPLN),
of which MomsFirst was a part. Participation resulted in the creation of a tool to evaluate the
amount of reading that took place each week with children of MomsFirst participants. Along with
the tool, a handout that promotes reading to infants from birth was also developed and distributed
to participants. MomsFirst took the lead in helping the host committee of the Ohio Department of
Health and the Ohio Collaborative to Prevent Infant Morality (OCPIM) to plan the 3 rd biennial Infant
Mortality Summit December 5-6, 2016 in Cleveland. MomsFirst played an integral role in the
Summit preparation.

4

https://www.centeringhealthcare.org/what-we-do/centering-pregnancy
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Lastly, MomsFirst has partnered with a number of other organizations including MetroHealth
Medical Center and the Cleveland Public Library (CPL). MetroHealth has been in collaboration with
MomsFirst to develop a pilot Nurse/Family Partnership (NFP) model to reduce infant mortality.
The pilot began in 2016 through a grant from Mt. Sinai Foundation and Sisters of Charity
Foundation. This funding is being used to deploy a total of five Nurse Practitioners to implement
the model in Cleveland. The Cleveland Public Library partnered with MomsFirst to enhance
progress on the benchmark performance measures of increasing the proportion of Healthy Start
participants that read daily to a Healthy Start child between the ages of 0-24 months. In 2016, the
Community Health Workers were trained by CPL staff and other literacy professionals on the
importance of early literacy. MomsFirst received 5,000 children's books from the Cleveland Kids'
Food Bank to distribute to all MomsFirst sites at an April kick-off event.

Racial Disparities in Infant Mortality
Infant mortality continues to be an issue in the nation; however, one phenomenon we have not
been able to overcome is the racial disparity in infant mortality. Figure 4 presents infant mortality
rates for the United States, Ohio, Cuyahoga and other like counties in Ohio; each geographical
region shows the African American IMR as at least two times higher than the White IMR.
Figure 4
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Disparity in Cleveland
Cleveland mirrors the large racial disparity in infant mortality as the region, state, and nation. To
illustrate this disparity, Figure 5 presents the !MR for the City of Cleveland from 2000 through
20165. The highest IMRs are for African Americans at the top of the figure, depicted with the red
line. The lowest IMRs are for Whites, depicted with the blue line. The gap between the red and blue
lines represents the disparity in infant mortality.
Figure 5

The Racial Disparity in Infant Mortality, Cleveland5
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Differences in the number of births between African American and White women living in the City
of Cleveland, as well as a decreasing number of births for both racial groups, are presented in
Figure 6. In 2016, Cuyahoga County was home to 23% (5,709 /24,476) of African American births in
Ohio while Cleveland was home to 13% (3,154/24,476) of the African American births in Ohio; yet,
more African American babies are dying than White babies.

5

Cleveland data for 2014, 2015, and 2016 are preliminary and subject to change.
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Figure 6

Cleveland Births with Trend Lines, 2000 - 2016 African American and White
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Understanding the Racial Disparity of Infant Mortality

Social Determinants of Health
Population Health
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Environment

Health
Care

Environmental quality
Built environment
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Income
Family/social support
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Access to care
Quality of care
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Health
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Source: Authors' analysis and adaption from the University of Wisconsin
Population Health lnstitute's County Hea/tli Rankings model Q2010,
httpJ/www.countyhealthrankings.org/about-project/background

Figure 7a: Social Determinants ofHealth

Social determinants of health play a
large role in infant mortality (Figure 7a).
The

World

Health

Organization

definition6 is widely used, including by
the Centers for Disease Control and
Prevention7 •
"The social determinants of health are
the conditions in which people are born,
grow, live, work and age, including the
health system. These circumstances are
shaped by the distribution of money,

power and resources at global, national and local levels. The social determinants of health are
mostly responsible for health inequities - the unfair and avoidable differences in health status seen
within and between countries."
6

7

http://www.who.int/social determinants/en/
http://www.cdc.gov/socialdeterminants/
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Figure 7b: Social Determinants ofHealth Tree
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an adverse effect on health outcomes;
and especially infant mortality (Figure
7b).

Life Course Perspective is another approach in explaining racial disparities in birth outcomes.
While risk factors during pregnancy are important and highly scrutinized, their context within the
life-course may be equally or more important. It is unlikely that new risk behaviors develop during
the
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MomsFirst Local Evaluation Report

10

during sensitive development periods that mitigate risk factors and positively influence one's
health8 (Figure 8).
The MomsFirst Project has been addressing most of these issues with participants for many years.
Just a few areas where MomsFirst provides assistance are; peer-to-peer education and referrals on
smoking cessation, education preparation, and job skills readiness. For example, a pregnant woman
needs to have her housing issue handled before she is interested in hearing about prenatal care.
The potential for improving the health of neighborhoods is found when communities take action to
address the inequities in the roots of the tree. MomsFirst has always provided support to address
these issues by providing referrals and linkages to needed services and resources such as
transportation and education.

Demographics and Target Area of MomsFirst Participants
The target area for the Cleveland MomsFirst Project is the entire City of Cleveland. When enrolled in
MomsFirst, a woman must be pregnant (or experienced a recent loss) and at high risk for a poor
birth outcome based upon the Risk Assessment Instrument. Some of the highest risk participants
are recruited from high schools and jails. MomsFirst has an adolescent component that works with
high schools and parents to ensure very young women have a healthy pregnancy and baby, as well
as make successful plans for the future. The jail component serves incarcerated pregnant women.
These women and families have increased complexity and health risks for themselves and their
pregnancies such as re-integrating into their communities and staying in school. Our participants
have exacerbated circumstances compared to the general Cleveland, Cuyahoga County, and Ohio
populations.
A demographic breakdown for the region is presented in Table 1. The population figures from the
U.S. Census9 for Cleveland reported 396,815 residents as of 2010; predominantly African American
53% and White 37%, with other racial groups at 10% (see Table 1). Hispanic ethnicity was
reported by ten percent of residents.
Table 1 also presents race/ethnicity data for MomsFirst participants from 2012 through 2016.
From 2012 to 2016, more than 80% of participants identified as African American. Historical racial

8

Lu MC, Halton N, Racial and Ethnic Disparities in Birth Outcomes: A Life-Course Perspective: Maternal and Child Health
Journal, Vol. 7, No. 1, March 2003
9
US Census Bureau, Population Estimates Program. 2010 Population estimates. Cleveland city, OH
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disparities in perinatal outcomes are addressed by MomsFirst through a concerted effort toward
enrolling African American women living in neighborhoods with consistently poor birth outcomes.
Table 1

Population
African
American
White
Other
Ethnicity
Hispanic

Regional Demographics Compared to MomsFirst Participants
Cuyahoga
County
U.S. Census
Popn.Est.
2010

U.S. Census
Popn.Est.
2010

2012

2013

2014

2015

2016

1,280,122

396,815

2,042

1,955

1,920

1,823

1,709

30%
64%
6%

53%
37%
10%

83%
8%
5%

82%
8%
5%

83%
7%
9%

83%
8%
8%

81%
9%
10%

5%

10%

7%

7%

7%

7%

7%

Cleveland

MomsFirst

Data housed in the ChildHood Integrated Longitudinal Data (CHILD) System at the Center on Urban
Poverty and Community Development, Jack, Joseph and Morton Mandel School of Applied Social
Sciences, Case Western Reserve University (Poverty Center), were used to conduct a regional
comparison of served women to other City of Cleveland and County residents (see Tables 2-4). The
tables use three years of combined data, 2013 - 2015, from MomsFirst participants, other women
who resided in Cleveland at the time of their baby's birth but were not enrolled in the program, and
residents of Cuyahoga County for comparison.
Table 2 illustrates that, in comparison to unserved residents of Cleveland and Cuyahoga County, the
MomsFirst program serves proportionately more families that are dealing with circumstances that
place them at higher risk for a poor birth outcome. For example, 23% of babies born to MomsFirst
participants had teenage mothers compared to 11% of babies in the City of Cleveland and 7% in
Cuyahoga County. In addition, fewer MomsFirst participants received adequate prenatal care. As
illustrated by the percentages of participants receiving public assistance benefits in the first year of
their child's life (including food and cash assistance), the MomsFirst Program serves
proportionately more families living in poverty. Compared to other City and County residents,
families served by MomsFirst are also more likely to be involved with child welfare. Lead levels are
similar across all three groups. Table 2 confirms that the MomsFirst program serves a high risk
clientele.
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Table 2
Profile of 2013-2015 Births to MomsFirst Participants compared to Other Cleveland
and Cuyahoga County Residents
MomsFirst
10

% Teen Births, mother's age 15 - 19
% of Mothers over age 18 without H.S. diploma
% Mothers w/ adequate prenatal care (Kessner
lndex) 13
% Children in households receiving food
assistance within 12 months after birth
% Children in households receiving cash
assistance within 12 months after birth
% Children with any report of abuse/neglect by
age 1, including substantiated and
unsubstantiated
% Children with a substantiated or indicated
report of abuse/neglect by age 1
% Children with an open child welfare case (at
least 30 days) before age 1
% elevated blood lead level (>=Smg/dl) by age 1
% any confirmed non-zero blood lead level by
age 1

Other
Cleveland11

Cuyahoga
County12

23%
32%

11%
22%

7%
12%

45%

50%

60%

90%

73%

48%

38%

21%

13%

20%

13%

8%

7%

4%

2%

30%

19%

11%

<1%

<1%

<1%

5%

5%

5%

Table 3 below highlights two important services received by young children and their families.
MomsFirst families are more connected to supportive services than unserved families in the City of
Cleveland and Cuyahoga County. For example, 22% of MomsFirst families received a Newborn
Home Visit compared to 13% of Cleveland residents and 8% of County residents. Similarly, 35% of
MomsFirst participants were receiving publicly funded child care in the first year of their child's life
compared to only 23% of Cleveland residents and 15% of County residents.

10

Based on 1,960 live births in 2013-2015, whose family received at least one visit from MomsFirst and whose case was open
at the time of birth, and who were included in the ChildHood Integrated Longitudinal Data (CHILD) System. Birth statistics are
based on 1,905 of these children who had matching birth certificate data. Those not matched to birth certificate data may
have been non-Cuyahoga County residents at the time of birth, or born outside of Ohio, or had missing or inaccurate
identifying information such as child's name or date of birth, making matching more difficult.
11
Based on 15,489 Cleveland resident births in 2013-2015, matched to CHILD, and not included among the MomsFirst births
in column 1.
12
Based on 44,756 Cuyahoga County resident births in 2013-2015, matched to CHILD.
13 Adequate prenatal care is determined using the Kessner Index, which defines adequate prenatal care as
beginning in the 1st trimester and the total number of additional visits must meet or exceed that which would be
expected for the child's gestational age.
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Table3

Profile on the use of Public Services to Young Children & Their Families
MomsFirst

% receiving Newborn Home Visit14
% receiving publicly funded child care in first 12
months after birth

Other
Cleveland

Cuyahoga
County

22%

13%

8%

35%

23%

15%

Lastly, Table 4 compares birth outcomes between these three groups. By actively seeking out and
working with high risk women who are predisposed toward a poor birth outcome, higher rates of
infant mortality and low birth weight are expected among MomsFirst participants compared to
other groups. However, the percent of women delivering low birth weight and premature low birth
weight babies is the same for the MomsFirst population and other unserved residents of Cleveland.
Compared to other pregnant women in Cleveland, however, approximately 5% fewer MomsFirst
participants had a healthy birth. The healthy births indicator has stringent criteria, as referenced in
the footnote, with more MomsFirst babies falling short on this measure.
Table4

Birth Outcomes

Child & Birth Outcomes
% low birth weightls
% premature low weight births 16
% healthy births17

MomsFirst
14%
9%
39%

Other
Cleveland
14%
9%
44%

Cuyahoga
County
11%
7%
53%

14

Newborn Home Visit data provided to the Center on Urban Poverty & Community Development at Case Western
Reserve University by Cuyahoga County Board of Health; the home visit was conducted by a registered nurse.
15
Birth weight< 2500 grams.
16
Less than 37 weeks gestation and birth weight<2500 grams.
17
st
Healthy Birth is defined as: 5 minute Apgar of 9 or 10, receipt of prenatal care in 1 trimester, gestational age
>=37 weeks and birth weight >=2500 grams. Source: National Center for Health Statistics (1999)
Data Sources:
Birth and Lead data provided by Ohio Department of Health. This should not be considered an endorsement of this
study or these conclusions by the OOH. Food Assistance, Cash Assistance, and Publicly-Funded Child Care data
provided by Cuyahoga County Jobs and Family Services. Newborn Home Visiting data provided by Cuyahoga
County Board of Health. Child Maltreatment data provided by Cuyahoga County Division of Children and Family
Services.
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MomsFirst 2016 Objectives
•

To achieve an infant mortality rate among participants of 6.0 infant deaths per 1,000 live
births by December 31, 2016

•

To achieve a percent of low birth weight, less than 2500 grams, of 11.0% of all live singleton
births

•

To achieve a percent of very low birth weight, less than 1500 grams, of 1.7% of all live
singleton births

MomsFirst programmatic participant data are used to examine program processes. Vital statistics
birth certificate and infant death data obtained from the Ohio Department of Health are used to
evaluate outcomes. Outcome data are compared to the annual performance objectives to assess
yearly achievement. Infant mortality rates and low birth weight are calculated for various levels of
geography to examine trends in birth outcomes.

2016 Findings
Process Measures
In 2016, MomsFirst served a total of 1,709 women and their families. Thirty-two percent of women
were recruited through outreach activities while another 22% were self-referred. Just over 60% of
women served (n=l,033) were pregnant in 2016. The remaining 676 women had delivered their
babies prior to 2016 and were still engaged with the program. Of the pregnant women served,
nearly one quarter were teenagers and 86.9% were living below the federal poverty line. There
were a total of 689 births to program participants in 2016.
The Maternal and Child Health Bureau specifies 15 performance measures to monitor progress on
all federally funded Healthy Start programs. Table 5 presents the six performance measures that
reflect process level metrics. The data are self-reported, collected by the Community Health
Worker. As shown in Table 5, improvements were made in three areas: 1) the percent of women
receiving ongoing primary and preventative care, 2) the percent of women with a completed
referral among women with at least one referral, and 3) the percent of all referrals that were
completed. There was a slight decline in the percent of children with a medical home and the
percent of women receiving prenatal care beginning in the first trimester. The percent of women
who reported smoking at least once in the last three months of pregnancy increased by 2.8%.
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Table 5

Federal Performance Measures: Process

Performance Measure
% of children 0-18 with a medical home
% of women receiving ongoing primary and preventative care
% of women with a completed referral
% of all referrals that are completed
% of women receiving prenatal care beginning in first trimester
% of women who smoke in last three months of pregnancy

2014

76.1
80.3
69.9
79.5
78.7
7.9

2015

83.1
81.5
72.0
75.7
79.3
12.9

2016

80.4
92.0
93.6
84.7
77.4
15.7

An internal measure tracked by MomsFirst and Cuyahoga County's Office of Early Childhood/Invest
in Children is the percentage of participants that were active a year or more after enrollment. This
measure reflects continuity of care and longevity in the Project. Participants that enrolled in 2016
were separated by the quarter they established a relationship with MomsFirst. Each group was
then compared to the corresponding quarter of 2017 (and all subsequent quarters) to see if they
were still active with MomsFirst at least one year later. The quarterly enrollments in 2016 ranged
from a low of 135 in the 1st quarter to a high of 193 in the 2rd quarter. The first three quarters had
approximately half of participants receiving services at least a year later (range of 48% to 51%).
When this report was written, 4th quarter data from 2017 were not yet complete. The average
retention rate for the first three quarters of 2016 was 50%, significantly higher than the annual
average from 2015 of 40%. Annual retention rates in previous years are as follows: 2014 - 48%,
2013 - 50%, 2012- 44%, 2011- 34%, 2010- 35%.
Longer exposure to the support of MomsFirst creates an increased opportunity to mitigate negative
health factors and reinforce positive health factors affecting participant families. As described by
the Social Determinants of Health and Life Course Perspective, MomsFirst assists families in
addressing the circumstances in which they grow, live, work, and age. Families with longer
exposure to the lessons of women, infants, men's, and preconception health are more likely to
improve the health of their communities.
The federal Healthy Start program also requires sites to monitor and report on progress related to
benchmarks for the five approaches (improving women's health, promoting quality service,
strengthening family resilience, achieving collective impact, increasing accountability). Table 6
below presents 2015 and 2016 data to demonstrate yearly change as well as the 2016 goals that
MomsFirst established. MomsFirst met 10 benchmark goals in 2016. Of the five benchmarks that
were missed, program data from 2016 illustrates an improvement from 2015 figures in three cases.
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Table 6

Annual Benchmark Progress

Benchmark
Increase the proportion of participants
with health insurance
Increase proportion of well woman
visits among participants
Increase the proportion of participants
who receive a postpartum visit
Increase the proportion of women,
infants, and children who have a medical
home
Increase the proportion of participants
who have a documented reproductive
life plan
Increase the proportion of infants who
are ever breastfed or fed breast milk
Increase the proportion of infants who
are breastfed or fed breast milk at6
months
Increase the percent of prenatal
participants that abstain from smoking
cigarettes in their third trimester
Reduce the proportion of pregnancies
conceived within18 months of a
previous birth
Increase the proportion of well child
visits for child participants
Increase the% of women participants
screened for clinical depression
Increase the proportion of participants
who receive intimate partner violence
screening
Increase the proportion of women
participants that report father and/or
partner involvement during pregnancy
Increase the proportion of women
participants that report father and/or
partner involvement with child <24
months
Increase the proportion of child
participants age6-23 months who are
read to3 or more times per week18

2016
Goal
90%

2015

2016

95.7%

96.3%

40%

17.5%

60.3%

90%

58.0%

68.8%

80%

81.2%

90.2%

75%

98.0%

98.8%

65%

29.0%

62.1%

35%

3.5%

31.2%

65%

89.6%

84.2%

45%

44.0%

36.8%

80%

76%

84.8%

86%

80%

86.3%

40%

100%

91.3%

75%

89%

65.2%

65%

84%

62.9%

25%

6.2%

55.8%

18

The change in percentage due to change in calculation definition and MomsFirst established networks. In 2015,
calculation based on participants that read daily to a child. In 2016, calculation was based on receiving a referral
for literacy education. MomsFirst also developed a partnership with Cleveland Kids' Book Bank; this also
contributed to a higher percentage.
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Outcome Measures
The primary outcomes of MomsFirst concern birth variables including the percent of babies born
prematurely and at very low and low birth weights and the number of infant mortality events.
Table 7 below presents data on the outcome performance measures for the past two years.
Table 7

Federal Performance Measures: Outcomes

Performance Measure
% of women with adequate prenatal care (Kotelchuck Index)
% of very low birth weight live births ( < 1500 grams)
% of live singleton low birth weight births ( < 2500 grams)
Infant Mortality Rate (!MR) per 1,000 live births for all participants
!MR per 1,000 live births for participants who received a home visit
after the birth of their baby
Neonatal mortality rate per 1,000 live births
Post neonatal mortality rate per 1,000 live births
Perinatal mortality rate per 1,000 live births plus fetal deaths
% of women who breastfed their infant at 6 months of age
*Note. These two performance measures were not calculated in 2015.

1.9
16.4
8.6

2016
60.5
2.2
16.1
7.3

*

5.4

7.2
1.4
7.2
8.6

4.4
2.9
5.8
8.5

2015

*

In 2016, there were five infant deaths (out of 689 births) among MomsFirst participants.
Prematurity was the primary cause of death in three of cases. The estimated gestational age was
less than 25 weeks in all three cases. The fourth case was born at 39 weeks gestation and died
within the second month of life; cause of death was undetermined, but likely sleep related. The fifth
case died from pneumonia at 27 weeks gestation after one day of life.
While the one year infant mortality rate for all served participants decreased from 8.6 in 2015 to
7.3 in 2016 (see Table 7), MomsFirst did not meet the !MR Performance Objective of 6.0. For
comparison, however, in the City of Cleveland, where participants live, the !MR in 2016 for
unserved births was 10.2 and 15.6 in 2015; both rates are significantly higher than the MomsFirst
rate. The !MR for participants who received a visit after the birth of their babies was 5.4. The
difference in IMRs between 7.3 and 5.4 reflects participants' varying levels of engagement in the
program. The !MR of 7.3 includes all women who received at least one home visit whereas the !MR
of 5.4 includes only those women who were engaged with the program post-delivery. Both the
neonatal and the perinatal IMRs decreased in 2016.
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A small change in the number of infant deaths in a relatively small population can produce large
changes in IMR (refer to Data Sources and Limitations Section for further explanation). This is the
case within MomsFirst, where the average annual number of births in the last five years was just
over 700 and the number of infant deaths averaged 4.8. The actual number of infant deaths per year
is presented in Table 8 to further illustrate the relationship to the rates over time.
Table 8

IMR
(Infant
Deaths/
Live
Births*

!MR with Births and Deaths among MomsFirst Participants

2007
2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 Through
2016

14.9

5.3

8.5

2.6

1.3

6.2

5.6

5.9

8.6

7.25

6.96

8

2

1

5

4

4

6

5

58

944

761

772

803

712

675

695

689

8328

1,000)

Number
of Infant 17
6
Deaths
1143 1134
Births

As illustrated in Table 8 above, the !MR for MomsFirst participants was at its highest in 2007 with a
rate of 14.9. There was a considerable decline to an IMR of 1.3 in 2011. The MomsFirst !MR has
remained relatively constant since 2012 hovering between 5.6 and 8.6. Testing the precision of the
2016 rate finds a 95% CI: (0.9, 13.6). This is considered a wide range of values and poor predictor
for future expectations. The precision for the combined rate was much better at 95% CI: (5.2, 8.8).
This measure more accurately describes the success of the MomsFirst Project.
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Birth Outcomes: Regional Comparison
MomsFirst is represented in Figure 9 by the heavy solid purple line with triangle data points.
Cleveland is represented by the heavy solid green line with square symbols at the data points. The
MomsFirst rates reflect birth outcomes exclusively for participants.
The fluctuation seen in the MomsFirst data points are the result of having the smallest number of
births in this comparison. In figure 9, MomsFirst averages about 700 births annually, Cleveland
5,000, Cuyahoga County 15,000, and over 100,000 in Ohio. As the number of births in the
denominator increases, variation from one year to the next goes down. Infant mortality for Ohio
and Cuyahoga County show little change from 2007 through 2016. Cleveland consistently has the
highest rates, but all four populations saw a decline from 2015 to 2016.

Figure 9

Regional Infant Mortality Rates, 2007 -2016
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The percent of low birth weight babies declined slightly from 2015 to 2016, but unfortunately, the
program did not meet the performance objectives for low birth weight and very low birth weight
deliveries. Figure 10 below presents the percent of low birth weight and very low birth weight
deliveries from 2007 to 2016. The three year trend of increasing low birth weight births (from
2013 to 2015) appears to have plateaued in 2016, but remains high compared to previous years.
Figure 10

Percent of low Birth Weight and Very low Birth Weight

Low and Very Low Birth Weights
MomsFirst Participants
DLBW IIIVLBW

18.0%

16.4%

16.0%

12.0%

14.4%

13.6%

14.0%
11.4%

10.9%

12.2%

11.5%

16.1%

12.2%
9.3%

10.0%
8.0%
6.0%
4.0%
2.0%
0.0%

1.5%

I

2007

2.0%

I

2008

1.8%

2009

2.2%

I

2010

1.6%

I

2011

•

1.1%
2012

1.4%
2013

2.2%

• I I
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The blue dashed line in Figure 11 displays little change from beginning to end (2007 to 2016),
representing the percent of low birth weight births in Cuyahoga County. The Cleveland line, in
green with square data points, and the MomsFirst line, in purple with triangle data points have
fluctuated throughout this timeframe. Cleveland's low birth weight rate has been relatively
constant since 2010 in the 13% range. The MomsFirst line had two years that come very close to
the rates in Ohio, 2010 and 2012, but increased from 2012 to 2015. In 2016, the percent of low
birth weight babies born to MomsFirst participants declined slightly from 16.4% to 16.1%.
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Figure 11

Low Birth Weight
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The scale in Figure 12 is in half percent increments as seen on the left side from 0% to 4%. The
small scale is used to show slight changes from one year to the next. Similar to low birth weight in
Figure 11, there has been very little movement in very low birth weight at the county level,
suggesting there has been little progress in reducing this rate in the ten years presented.
Cleveland's very low birth rates ranged from 2.7% to 3.4% and are the highest in the Figure. The
Moms First rates fluctuated between 1.0% and 2.2% with increases in the last three years.
Figure 12

Very Low Birth Weight
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Very low birth weight is associated with a short gestation of 30 weeks or less. There is a very small
opportunity for any intervention to be effective. Short gestation interrupts the complete
development of organs and systems, which makes prematurity the leading cause of infant death as
well as lifetime disabilities. The Centers for Disease Control and Prevention has noted that a fetus is
most susceptible to developing problems in the first four to ten weeks after conception.
Implementing interventions that improve the Social Determinants of Health and Life Course
Perspective for families in Ohio presents a great opportunity for increasing healthy birth weights.

Impacts
•

81 % of families served were African American.

•

Ten year combined !MR of 6.96 infant deaths per 1,000 live births lower than Cleveland,
Cuyahoga County, and Ohio.

•

Eleven years of significant financial support from Invest in Children.

•

25 th year as a federal Healthy Start site to reduce racial disparities in birth outcomes.

•

State-wide, the Ohio Equity Institute is increasing awareness around infant mortality and
the racial disparity associated with it.

•

Ohio Equity Institute interventions are fully implemented and inspiring others across the
state.

•

LARC 1st available in all six regional family planning clinics.

•

Group prenatal care is the standard of care at local hospital systems, University Hospital,
Cleveland Clinic, and MetroHealth.

•

Health Mobile initiative (aka "Mom Mobile") provided services to nearly 2,000 visitors and
administered: 73 pregnancy tests, 311 physicals, 323 vision tests, 108 flu shots, 262
immunizations, 437 blood pressure checks, 39 lead tests, 280 STD tests, 231 HIV tests, and
distributed 12,000 condoms.

•

MomsFirst raised community awareness by celebrating National Infant Mortality
Awareness month in September 2016 with a well-attended Baby Buggy Walk

•

MomsFirst participants are engaged in Neighborhood Consortia and teens are involved in
Peer Advisory Groups at 8 Cleveland Metropolitan School District (CMSD) high schools.

•

Hosted the State-wide Infant Mortality Summit in Cleveland to bring awareness to the
community about infant mortality
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Data Sources and Limitations
In 2016, we saw a decrease in the number of women in the MomsFirst population compared to
previous years (Table 1). The decrease is due to a number of changes that occurred in 2015-2016.
The program had some staff turnover causing gaps in workers having full caseloads consistently.
The program also lowered the minimum caseload from 38 to 35 which contributed to the decrease
in women participants. Lastly, population and birth decline during this time period in the city
contributed as well.
The MomsFirst objectives were set to challenge the Project, and to be realistically achievable,
within the scope of the project. Vital statistics, such as infant mortality and low birth weight,
naturally fluctuate from one year to the next due to the size of the population being studied. The
rates generated from vital statistics data are considered estimates for the true rates in the
population. These rates are subject to random error or the chance that unknown factors influence
the numbers used in the rates. For example, over or under counting of infant deaths or births due to
chance would greatly influence the rates. The potential for random error is related to the amount of
data available. Smaller groups are subject to much higher random error than larger groups. This is
relevant to MomsFirst due to the relatively small number of births studied each year. The reliability
of small group rates can be improved by combining several years of data which increases the
stability of the reported estimate. A confidence interval can test the reliability of the estimates. A
narrow confidence interval indicates greater reliability while a larger interval indicates that the
estimate may be inaccurate, or reflect wide variation, compared to the actual rate in the population.
The MomsFirst data may have limitations due to errors in self-report by participants, errors in
documentation by staff, and missing data. MomsFirst has several quality assurance procedures in
place to insure the validity of the data. The contractual agreements with community agencies
include the data collection protocols and mandated services for participants. Another important
component is the internet based data system that stores the participant information. This system
has proven its reliability and met expectations for user friendliness, real time reporting capabilities
to all users, and data analysis.
The relatively large amount of data MomsFirst gathers by 30 Community Health Workers
necessitates an active quality assurance process. Quality assurance is a dynamic process with large
and small adjustments over the course of a calendar year. Changes in policy, practice, and
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personnel, are addressed through two functions of quality assurance; training and monitoring. New
staff are trained on the perinatal health curriculum (Partners for a Healthy Baby, Florida State
University), the referral process, data collection, and using the data system. Follow-up trainings on
standard practices or changes in policy occur at individual community agencies and at the monthly
Administrative Management Group meetings. For monitoring of actual performance, quality
assurance reviews are conducted at each community partner agency four times a year: twice by the
MomsFirst Administrative office and twice by each agency. The reviews become an opportunity to
provide technical assistance on standard practices.
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Mission Statement
To implement an integrated, comprehensive, neighborhood-based, indigenous outreach
program which includes: case finding, care coordination, health education, and disease
prevention by fostering personal empowerment of individuals and families.

Cleveland Department of Public Health
We are committed to improving the quality of life in the City of Cleveland
by promoting healthy be havior, protecting the environment, preventing disease,
and making the city a healthy place to live, work, and visit.

MomsfirSt

Cle ve land Department of Public Health
75 Erieview Plaza
Cleveland, Ohio 44114-1839
(216) 664-4194
http://www.momsfirst.org

"Supported in part by project H49MC00082 from the Department of Health and Human Services,
Heal th Resources and Services Administration, Maternal and Child Health Bureau
(Title V, Social Security Administration)"

