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I.

Overview of Racial and Ethnic Disparity Focused on By Project

The focus of this Federal Healthy Start Project, the Gadsden Woman to Woman Project
(GWWP) is Gadsden County, Florida, which is comprised of rural, underserved communities.
As the only Florida County with a majority of Black residents (57%), it offers a unique
environment in which to explore issues of racial disparity.
This report describes a community continuing to struggle, but it also describes a community
which has managed, with the help of the Federal Healthy Start funding, to begin to improve
health outcomes. This is a huge feat for a Southern rural town where political power rests largely
with African American residents and the economic centers of power are held largely by White
residents. After testing a number of interventions and learning to work together, the project is
witnessing improvements in both systems and outcomes.
Based on the initial community needs assessment, the project’s focus was primarily on the
reduction of infant mortality rates among Blacks in Gadsden County. Using three year rolling
averages, the accepted statistical tool used to assess trends in small counties, the 1996-98 infant
mortality rate was 11.8 per 1000 live births rising to 17.7 for 1997-99. For Blacks, the 1996-98
infant mortality rate was 16.1 rising to 22.7 in 1997-99. For Whites, the 1996-98 rate was 4.1
infant deaths per 1000 live births rising to 7.8 for 1997-99. From 1999-01, which served as the
baseline for the 2001-05 project period, the Black infant mortality rate was 21.0 compared to
10.9 for Whites, highlighting a significant disparity. Baselines for low birth weight and very low
birth weight outcomes for Blacks were twice that of Whites.
II.
Project Implementation
Identify how your Healthy Start Project implemented each service and system intervention
The Gadsden Woman to Woman Project’s (GWWP) main focus has been improving the system
of health care, especially targeting a predominantly rural African American population which has
had persistently higher rates of poor birth outcomes than their white counterparts both in the
county and in the state. The project has provided comprehensive case management and family
health education and support services to pregnant women and families with infants to age one.
The GWWP in Gadsden County has partnered with three other programs to provide case
management to many families in the high risk target population. Collaborating programs include
the State Healthy Start Program operated out of the Gadsden County Public Health Unit; Early
Head Start (funded by ACYF), and Healthy Families (a state program for families at high risk for
abuse). The GWWP community consortium decided the Federal efforts needed to have a shared
mission with its partners of reaching all high risk pregnant women and infants with a seamless
system of care. The GWWP has worked hard to build trust across these programs and to knit a
service fabric which celebrates the strengths of each and objectifies decision-making. It is
difficult to describe with the justified poignancy, the ongoing struggles and successes
encountered along the way, therefore below are only the highlights and critical factors
encountered.
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As illuminated above in the data, the project’s efforts began to see some major successes in
2002-2004. Critical to achieving these results and sustainability for the future were the
following tools the GWWP consistently used while delivering all core services -- (a) organizing
and collaboratively planning with consumers, community and state level entities; (b) gathering
data and assisting the community in objectively using data for decision making (especially in the
arenas of strategic planning, identification, evaluation and outcome measurement); (c) listening
to and investing in community members, personnel and nontraditional groups that have the trust
of and passionate concern for the welfare of consumers; and (d) developing and celebrating the
expertise of indigenous personnel (including consumers) and infrastructures.
Service 1: Outreach and Client Recruitment
A. Outreach and Client Recruitment Service Approach:
The GWWP Consortium and the project partners decided their goal should be to build an
outreach and client recruitment project that could identify and successfully recruit all high
risk pregnant women and infants in need of services. The Florida Healthy Start program has
required risk criteria to identify all high risk pregnant women and infants; this was therefore
the most logical means for identification of most pregnant women at risk. The GCHD was a
critical partner because it performed the risk assessment for approximately 70% of pregnant
women in the county. Other risk assessments are performed by area obstetricians who are
required to send the assessment to the County Health Department for follow-up. While the
procedures would seem to reach all those in need of services, numerous gaps were evident.
Social marketing studies and analysis of provider data by the GWWP revealed the following:
a severe lack of funds and staff, a high rate of high risk women choosing to not receive
services and many missing appointments, lack of services to identify women who come in
late for prenatal care, inability to identify and serve those at risk for a future high risk
pregnancy with interconceptional care; consumer perceptions of services as inaccessible and
unfriendly (long waiting times, limited public transportation, poor treatment by providers).
Therefore, the GWWP developed (with input from the Consortium and partners) a number
of strategies to improve outreach and recruitment which included: 1) improved staffing levels
at the County Health Department; 2) ongoing data analysis and surveys of high risk
consumers on consumers perceptions, numbers offered services, numbers volunteering to
participate, and numbers actually receiving services; 3) using this data for strategic planning
and problem solving on outreach and recruitment with staff, partners and the Consortium; 4)
hiring a staff person to provide training and assistance in outreach and recruitment; 5)
engaging the faith community and the trusted “women of the church” in a project called
MotherCare Network to assist in outreach; 6) ongoing collaboration and communication
with law enforcement and emergency personnel to spread the message with high risk
populations they encounter (e.g., domestic violence); 7) ongoing communication and
collaboration with other partners including the school system, county public health
department sites, obstetrical service providers, the Closing the Gap projects recently started
in Gadsden County to address other racial/ethnic health concerns, and the Part C early
intervention agency in the targeted community; 8) direct door-to-door case finding and
word-of-mouth, posters in public buildings, advertisements in local newspapers, Healthy
2
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Start’s staff presence at the County Health Department clinics, and information booths at
health fairs and other community events. Word-of-mouth has been a successful method of
recruitment in the small rural neighborhoods served by the program, as families who received
services and had positive experiences through the Healthy Start program tend to recommend
the program to friends and other family members. A priority for the project’s case
management model has been to recruit expectant women at 20 weeks or less in pregnancy to
provide Healthy Start core services of outreach, case management and health education
throughout Gadsden County.
B. Outreach and Recruitment components:
The GWWP’s most important outreach is conducted by the project’s Family Health
Advocates (FHA). These women are indigenous to the communities in Gadsden and are
therefore familiar with community gathering places and with community folks. The Family
Health Advocates (project staff) go into the community and recruit consumers into the Peer
Support Group Network, through door to door canvassing and recruitment at community
gathering places such as grocery stores, businesses, churches, and community events. Clients
are recruited into the Peer Support Group Network and are actively referred to the Gadsden
County Health Department (GCHD) for case management services. If a woman is pregnant
or just delivered a baby, the Family Health Advocates in most cases know the family and can
contact them about how to access Healthy Start services and the importance of prenatal and
preventative well woman care. A potential participant is given contact information with
appropriate education material concerning risks factors for prematurity if they are pregnant
and materials related to interconceptional care. They are referred and encouraged to join a
Peer Support Group. Enrollment for prenatal case management is conducted following the
project’s case-finding efforts by FHAs. Contact by GCHD case managers; enrollment for
interconceptional care coordination and peer support groups are accomplished by the
project’s own staff, the interconceptional care coordinator and the FHAs.
C. Resources or Events that either facilitated or detracted from Outreach and Client
recruitment:
The data had indicated a lack of trust by clients in service providers and a high rate of
decisions to not use offered services was a serious challenge to improving outcomes.
Therefore it was felt this must be dealt with at the front end through outreach and
recruitment. African American churches offer a unique opportunity for outreach in hard to
reach neighborhoods and in building trust. Successfully piloted in 5 churches, the
MotherCare Network was found to be successful in assisting the project address issues of
racial disparity in infant mortality, public information and client education. For this reason, it
will be continued with an expanded network of churches in communities throughout the
county targeting African American pregnant and post partum women who are at risk for poor
health and birth outcomes. Mothers of the Church are Grandmothers, mothers, and other
identified community role models who are an essential and respected leadership structure
within the faith community.
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Service 2: Case Management
A. Case Management approach:
Because there are four case management programs (GWWP), State Health Start through the
GCHD, Early Head Start, and Healthy Families, it was essential to develop protocols that
would ensure the greatest efficiency and coverage of high risk pregnant women and infants.
The four programs work well together through the coordinated triage system set up over the
past two years by this federal Healthy Start grantee. It was felt by the community, the
Healthy Start Consortium as well as the programs themselves, that fully integrating the
GWWP activities with those of the state would result in a seamless system of care for all
pregnant women and their infants in Gadsden County. In addition, the paraprofessional
model of lay family health advocates who are not trained as “paraprofessional case
managers” per se, but are very successful in linking consumers to critical services. These
Family Health Advocates are lay workers who come from the community and are often
trusted with information that professionals often are not. Below is just one example of how
lay worker staff have learned about a crisis for a client and assisted them.
“Tonji has a daughter 13 years old, who was raped by her 17 year old
boyfriend and was being severely abused by him. With help from her FHA
the family was linked with domestic violence services. There were a lot of
obstacles but with lots of support the family never gave up and this man is
now serving a prison sentence. These cases and many others have given the
project and its staff the credibility and the trust critical to a successful
program.”
Ms. Arrie Battle, Director Community Services. Note. Participant names are fictitious for confidentiality.

In spite of some overwhelming odds, young participants in domestic violence situations have
been linked to services with dramatic improvements in their lives. Clients who face
conditions that overwhelm them have difficult making healthcare appointments or practices a
priority. The project therefore has placed great trust in its paraprofessional-professional
partnership. This in turn builds community respect for its work.
B. Case Management components:
The GWWP directly operated the case management component that provides 45 enrollment
slots. The GWWP operates side by side with the three other case management programs in
the county: (1) Early Head Start, funded by ACYF, which serves 68 families; (2) Healthy
Families Gadsden, funded by state tobacco revenues, which serves 90 families; and (3) the
state Healthy Start program, funded by state and federal appropriations, which serves all
remaining pregnant and parenting women and children through age one.
Prenatal and infant case management service estimates- the Gadsden County Heath
Department’s Healthy Start program (project subcontractor) has 2 nurse case managers with
a caseload of 45-55 clients. One Direct Service Aide (DSA) is assisting with this caseload.
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The team has one vacant DSA position open at this time. Each DSA is expected to carry a
caseload of about 45-55 clients.
High-risk pregnant women and high-risk infants are prioritized and identified from Florida’s
Healthy Start Prenatal and Infant Risk Screening process, based upon a number of risk
factors including pregnancy history, history of substance abuse, serious child health
problems, or a combination of these or related factors. Additional considerations include
educational level of the mother and stability of the family structure. However, because a
black infant born in Gadsden County is almost four times more likely to die before his first
birthday than his white counterpart (average 1996-98), the project prioritizes services to
African American expectant families and those with high-risk infants to age two.
Women whose income is under the federal poverty level are eligible for case management
services through the Early Head Start program. Women at risk for abuse and neglect are
eligible for intensive home visiting under the Healthy Families Gadsden program. All
remaining families (approximately 600) are served through, Gadsden Healthy Start.
Eligibility criteria are flexible enough to enroll most medically and psychosocially at-risk
pregnant women. The project has strived to ensure that selection of families is fair and
equitable and reaches those families most in need. Eligible families are served with equal
commitment, regardless of race, nationality, color, or creed.
C. Case Management resources or events that either facilitated or detracted from
successful initiation and implementation:
Previously, case management programs such as Healthy Start, Early Head Start, and Healthy
Families Gadsden operated in Gadsden relatively independently. To increase the quality and
quantity of risk appropriate care, the GWWP has taken the leadership in building a
coordinated system responsive to the needs of high-risk families. Triaging has enhanced the
ability of case managers to provide risk appropriate care and enabling them to focus on those
participants most in need. Monthly meetings include all case management/home visiting
providers in the Collaborative Management Team assure to the extent feasible a seamless
system of care and has allowed focusing on referral patterns, tracking, monitoring and system
improvement. Subcontracting with the GCHD and co-location of GWWP case management
staff with that of GCHD allowed the illumination of case management issues that needed to
be addressed such as: missed appointments, lack of follow-up when appointments were
missed, and the addressing of other critical client needs such as housing, domestic violence,
jobs and education.
The Family Health Advocates (FHAs ) while not case managers are encouraged to maintain a
relationship that is similar to a friend who has learned how to “navigate the system”. In
many cases, the FHAs have provided informal linkages to services and are an important link
for the professional case managers and the clients. For example there are waiting lists for
subsidized housing but through informal social networks, the FHAs have been able to secure
temporary housing for many families. Preliminary data indicate that the informal social
networks established for such things as housing, food, clothing, diapers, transportation,
domestic violence services, legal aid, education, and jobs have had a significant impact
during the current project period affecting the lowest 3 year average infant mortality rate for
African Americans in Gadsden in 7 years (21.0 in 1999-01 to 12.7 in 2001-03).
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Service 3: Health Education and Training
A. Health Education and Training Approach:
Because social marketing data had revealed a lack of trust in the local providers and poor
health outcomes in numerous areas that affect birth and infancy, it was decided that a
community health practices curriculum and strategy was needed. Besides utilizing the
traditional health fairs and events approach, the project implemented a nontraditional
approach -- Peer Support Groups throughout Gadsden. The education materials for the
groups were developed in the 2001-05 project period and have been refined over time
through ongoing evaluation and input from the Consortium, consumers, and the FHAs.
Because of the importance of lay family health advocates in conveying health practice
knowledge, a great deal of staff time was devoted to training the highly successful these
paraprofessionals and the “women of the church” who participated in weekly training on
topics related to health risk factors and attend a variety of health conferences at least
annually. They also receive critical training around confidentiality.
B. Education and Training Components and Resources:
Staff training and education
The Project has extensive protocols for ongoing training and supervision for outreach
workers. At least 4 hours of in-service training in health education and promotion, facilitation
techniques, outreach, community resources, diversity and cultural sensitivity, confidentiality
and documentation are offered biweekly.
Client education and training
In order to reach those most at risk with services, the GWWP successfully implemented Peer
Support Groups throughout Gadsden. The groups met weekly and focus on providing
information, education and support during the prenatal and postpartum period for African
American women who are either pregnant or have a child under the age of two. These
groups are a local neighborhood distribution network for health promotion and disease
prevention programs and information on accessing the health care delivery system. FHAs
were responsible for conducting the education component through peer support groups. In
the project period (2001-05), the peer support and education groups have been extremely
popular and successful. From September, 2002 to September 2004, 692 women were
enrolled in the peer support groups. Of those, 325 (47%) completed the required 5 topics to
participate in the graduation ceremonies held at the end of each series. During the peer
support groups, health education activities are focused on reducing the following risk factors
identified within the Gadsden community: (1) lack of adequate prenatal care; (2) maternal
infection, including douching and the associated risk of BV, sexually transmitted diseases,
and poor oral health; (3) poor nutrition; (4) smoking, alcohol and drug abuse; (5) chronic
stress; (6) unplanned pregnancy and (7) maternal depression. Each session is responsive to
the individual needs of the group participants.
Maternal Depression Education and Training
The Project promotes client education regarding perinatal depression using a variety of
approaches. A Project brochure on the topic was developed by the FSU Center for
6
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Prevention. Community members and professionals reviewed it through a series of focus
groups. Selected materials were printed in English and Spanish, assembled in client
information packets and distributed to clients. Brochures are in client information packets.
Family Health Advocates (FHAs) provide outreach education regarding signs of depression
to the women in the Peer Support Group Network, including the prenatal and
interconceptional groups. Finally, community providers who have participated in the
Project’s trainings in 2004 and 2005 have learned about perinatal depression and how to talk
with their clients about depression. They share their knowledge with clients through
individual and group client contacts and through the development and dissemination of
culturally sensitive materials at community venues such as health fairs and health/social
service agencies.
Community education and training
The project’s newsletter was distributed countywide in health, social services organizations
and community gathering places. The quarterly newsletter features articles about infant
mortality, contributing risk factors, Peer Support Group activities, parenting tips, and other
useful information. The project has created community maternal and child health fact sheets
to disseminate to the peer support groups and the community at large. A countywide
awareness campaign, featuring radio, TV, and newspaper spots, was conducted during the
current grant cycle and focused on infant mortality, prenatal care, preterm delivery and
recruitment for the Peer Support Group Network. The project staffed health fairs and
community events located through out the Gadsden communities. More than 7,000
individuals per year have attended the health fairs with thousands of brochures, pamphlets
and fliers distributed with targeted health messages.
C. Education and Training resources or events that facilitated or detracted from successful
initiation and implementation:
The education materials developed by the project for the Family Health Advocates (FHAs)
and their continual refinement and improvement were critical to the GWWP's success.
Because “success breeds success”, these materials and briefing sheets were also used in
various community wide education campaigns. The education materials for the groups were
developed in the 2001-05 project period and have been refined over time through ongoing
evaluation and input from the Consortium, consumers, and the FHAs. Analysis of pre-post
tests of knowledge, attitude, and behavior for the 2 cohort groups in 2003-05 demonstrate
significant improvements in a majority of topic areas covering the primary risk factors
associated with prematurity and infant mortality in the Gadsden community. In particular,
knowledge and behavior related to maternal infection including the practice of douching have
improved significantly (p<.01) and knowledge about the importance of prenatal care and
nutrition. In addition, focus group data indicate that women, as a result of their participation
in the peer support groups, have successfully advocated for improved doctor/patient
communication and services.
“Their self esteem has improved greatly. You can see little changes in the
way they dress and carry themselves in public” “One little girl in the
juvenile justice system, we gave her some clothes and worked with her and
7
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she hasn’t had any more charges against her”. “Kiki, who was a high risk
pregnancy, had a healthy baby girl and returned to school at the community
college”. Jera completed her GED and went on to the local vocational school.
One young woman with several children, who completed a group in 2002 called
recently to say, “Ms. Battle, I’m still workin’ and I’m not pregnant”.
Ms. Arrie Battle, Director Community Services. Note. Participant names are fictitious for confidentiality.

In addition, the project’s social marketing campaign to promote health
messages and educational materials developed a popular and successful logo
and name. The Family Health Advocate Project adopted the name –
“Gadsden Woman to Woman”. It is now used by the project and the logo is
used on materials and incentive items, and on shirts worn by the community health
facilitators.
Service 4: Interconceptional Care
A. Interconceptional Care Approach:
The GWWP conducted a Perinatal Periods of Risk Analysis (PPOR) in 2000-2001 that
indicated improved maternal health would likely be the most effective intervention point to
improve the disparity in fetal and infant deaths in Gadsden. The GWWP also found a lack of
interconceptional health care services in Gadsden. Prematurity was found to account for the
largest racial disparity in feto-infant deaths (9.1 feto-infant deaths per 1,000 black live births
and fetal deaths compared to 3.7 for white). In addition, a number of other indicators related
to poor birth outcomes pointed to the importance of focusing on maternal health such as:
high rates of sexually transmitted diseases, poor nutrition, anemia, obesity, stress, domestic
violence, unplanned pregnancies, spacing between pregnancies and genitourinary infections.
Therefore the project added education materials to its services to pregnant women and
training to all of the staff on interconceptional health care. The project developed curriculum
hand outs, educated the consortium and public on the identified need for interconceptional
care in Gadsden and sought Federal and other sources of support to expand the successful
GWWP Family Health Advocate model to assist in services for interconceptional care. The
approved continuation grant will focus on interconceptional health care.
B. Components of Interconceptional Care:
Interconceptional health care services take the form of a medical home for each woman and
includes family planning services and basic primary and preventive health care and
education. The project’s interconceptional care coordination model program, a pilot project
which began in 2004, using paraprofessional Family Health Advocates (FHAs) is supervised
by a Licensed Clinical Social Worker (LCSW). Enrollment for interconceptional care
coordination and peer support groups are accomplished by the project’s own staff, the
interconceptional care coordinator and the FHAs. The Interconceptional Peer Support Group
sessions, referred to as “Body, Mind, and Soul” begins with internal determinants of health,
emotional and biologic then broadens into family and community impact on health. The
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series continually focuses on assisting consumers and their families in accessing primary,
preventive care services. The interconceptional care coordination model is in the
development stages. This new and expanded service will be developed over the next grant
period with input from the community consortium, consumers, and local providers of care,
including the Gadsden County Health Department. These services, while not currently
funded through state or federal dollars to the same extent as prenatal services, are now being
identified as essential services for success in Gadsden. It is the intent of the applicant to
continue to provide advocacy efforts to this end. In addition, women enrolled prenatally in
the GWWP receive education on interconceptional issues and care. Sixty-one percent (61 %)
of the Project participants enrolled during their 1st trimester, 43% in the 2nd trimester, and
5% in the 3rd trimester. The GCHD’s family planning program is large. They served 1,161
women from October 2003- September 2004. Other medical practices in Gadsden also
provide family planning and well woman care. Family planning services are covered by
Medicaid for women who had a Medicaid paid birth.
C. Interconceptional Care Resources or Events either Facilitated or Detracted from
Successful Initiation and Implementation:
Access to services and payment mechanisms for interconceptional care are scarce. There
were and continue to be no specific services that focus on interconceptional women.
Available services are fragmented or non-existent. No case management services exist
specifically for women who are between pregnancies or who have experienced the death of a
child either through fetal demise or in the 1st year of life. Post Partum follow up for women
is spotty. A “family planning waiver” may cover women for up to 2 years providing she
follows through with the proper paperwork in a timely fashion. This is a problem that needs
to be addressed, since the GWWP social marketing study found that many women felt their
post partum appointment to be unnecessary and they found it even more difficult to travel to
out of county appointments with a new baby. Because the GWWP found great success with
interconceptional health services delivered through the network of Peer Support Groups, the
GWWP will expand this concept initiated in the pilot study. It is expected to assist in
changing behaviors through greater understanding of the impact of a women’s health on a
later birth. It is also expected to improve compliance with post partum appointments through
a client’s personal advocacy for self.
Service 5: Depression Screening and Referral
A. Depression Screening and Referral Approach:
Maternal Depression was found to be a significant issue for Gadsden County and the project
sought to develop greater knowledge, educate providers, and develop culturally friendly
materials in order to improve identification, screening and referral to services. The project
has also utilized the Family Health Advocate program to improve recognition, identification
and community education of the problem within the target population.
B. Depression Screening and Referral Components:

9
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Pregnant and postpartum women are offered several opportunities for depression screening
by the GCHD. Screening is available during routine visits in 3 programs housed at GCHD.
The Presumptive Eligibility for Pregnant Women (PEPW) Interviewing Clerk and the
Women Infants and Children’s Pro (WIC) Nutritionist or Lactation Consultant offer
depression screenings, and the bilingual-Spanish Social Work Services Program Consultant
offers screenings to clients who speak Spanish. Clients of the PEPW, WIC and the Gadsden
County Healthy Start Program have the opportunity to complete the EPDS screen during
their pregnancy and during the postpartum period. Healthy Start Senior Community Health
Nurses offer depression screenings to women during home visits.
The screening form is available in English and Spanish and the GCHD has several staff
members who provide Spanish translations. The purpose of the screening questionnaire and
the process are described to the client by the “screener”. If she agrees to complete the
screening, the client is given the screening form and an envelope. The client is then
instructed to complete the screen, place the completed screen in the envelope, seal the
envelope and return it to the “screener”. The GCHD Social Worker, an employee of the
state’s Healthy Start program, immediately reviews, checks and documents scores of all
screens received. She then contacts only those women that have scores positive for
depression. All screens and records of results are maintained in a locked file cabinet. The
screening process is reviewed on a regular basis to ensure its effectiveness. The service is
part of the state’s Healthy Start system. The project provides further clinical assessment and
diagnosis to clients through 2 “ports of entry” into the program - completion of a positive
Edinburgh screen or a direct referral made to the program by a community provider based on
the use of another screening tool or their clinical judgment.
During the grant period (2001-2005) the GWWP, the FSU Center for Health Equity, has
coordinated with the companion HRSA depression grant at FSU CPEIP to provide
depression screening, assessment and treatment services to Gadsden women in the perinatal
period. The GWWP has provided ongoing referral to depression services, and the two
projects have worked closely to assure appropriate training is available to the county’s home
visitors and community workers. In 2004, for instance, the projects designed and
implemented a suicide prevention protocol for use by the county’s home visitors. In the 1st 3
quarters of 2004 (1/01/04 - 9/30/04), 212 women were screened with the EPDS tool. Of
those, 57 (27%) exhibited positive screens and all were offered treatment. An additional 32
women were referred for services. During that period, the LCSW provided a total of 545
counseling sessions, with 347 (64%) of them occurred in clients' homes, and 198 of them
occurred in her office at the Health Department. An additional 683 phone contacts were
made with clients over this time period. The LCSW provided counseling to a total of 58
women, with her caseload typically between 25 and 30.
The HRSA Depression Grant provided funds for Florida State University Center for
Prevention and Early Intervention Policy (FSU-CPEIP) to contract with the Gadsden County
Health Department (GCHD) to establish a computerized record keeping system for this core
service. By adding the important client screening, contact, and treatment variables as local
codes, the GCHD and the Project were able to directly enter information that can be readily
retrieved and summarized. The system was developed to ensure confidentiality while
10
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providing necessary aggregate data. When a client does not follow through with treatment,
the GCHD Social Worker, the GCHD Healthy Start Prenatal Care Coordinator, or the
Project’s Interconceptional Care Coordinator follow-up making a series of supportive phone
calls to encourage the client to reschedule the appointment and to offer additional support. If
the client clearly is not interested in continuing to pursue treatment services, the client is
informed that she may resume services in the future if the need arises and encouraged to join
one of the Peer Support Groups.
In 2004, the collaborating FSU Center for Prevention Prenatal Depression Project contracted
with a psychiatric nurse practitioner that is able to prescribe and monitor medication for
clients who are interested in pursuing this treatment option. The ARNPs came to the GCHD
twice a month to meet with clients who were referred to them through the Project’s LCSW.
C. Depression Screening and Referral resources or events that either facilitated or
detracted from successful initiation and implementation:
As the population of Hispanic women has increased, the GCHD hired a bilingual-Spanish
speaking social worker in 2004 that has assisted the Project in the screening process.
Additionally, all client education materials, promotional materials, and consent forms
became available in English and Spanish. The collaborative partnership with the FSU Center
for Prevention has been very important to the maternal depression component. The
computerized record keeping system for this core service has improved collaboration,
efficiency, and confidentiality and client services. The enhancement in services of a
psychiatric nurse practitioner proved to be substantially beneficial to clients as it eliminated
costly and stressful transportation to psychiatric services outside of the community in
Tallahassee. The Perinatal Depression Grant provided funding for the LCSW and psychiatric
nurse practitioner; both services provided much needed treatment. Since funding for all
HRSA Perinatal Depression Grants was not available past May 2005, the applicant has
worked diligently with the GCHD and other partners to identify other sources of funding to
address this important service.
Service 6: Local Health System Action Plan
A. Local Health System Action Plan Approach:
All counties in Florida are required to have a local systems action plan in place. The MCH
part of the plan is required to be developed and implemented either by the local Healthy Start
Coalition or, in the absence of a coalition, as is the case in Gadsden, by the local county
health department (CHD). A new Gadsden Health Council applied to become the local state
Healthy Start Coalition thereby integrating the MCH local health planning with the overall
health planning functions. The GWWP has therefore worked tirelessly with the GCHD and
the new Gadsden Health Council to improve local planning with an eye toward future
sustainability. The GWWP Consortium advocated for the MCH issues it has been working
with and provided the essential ingredient of community input. The county is designated as a
11
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health manpower shortage area and the GWWP, GCHD, Early Head Start and Health
Families collaborative partnership proved to be an important model for the community in
other aspects of service integration and local health planning.
B. Local Health System Action Planning Components:
The Gadsden Federal Health Start project provided data for analysis of system services and
outcomes, participated in identifying the barriers, and worked with the GCHD, the new local
Gadsden Health Council and agency partners to develop a plan for bringing the Gadsden
Healthy Start Coalition back to the community. The Project Director attends the monthly
Health Council meetings and has been a committee member of the Council. The GWWP
Consortium is regarded as the local organization with the expertise to develop a local
perinatal action plan and serves as a committee to the Health Council to develop and carry
out the plan. The existing state funded Florida Healthy Start program, administered through
the local Gadsden County Health Department (GCHD), provides a comprehensive set of
services including clinical prenatal care, prenatal and infant risk screening, referral,
assessment, case management, and education for at risk pregnant women and infants to age 1
year. Of approximately 700 births per year in Gadsden, an average 66% of pregnant women
and 21% of infants, mostly African American, are identified annually through screening as
being “at risk” for poor birth and/or health outcomes and therefore eligible for the Florida
Healthy Start program. The major goals for the project are incorporated into the local health
plan. The goals are to (1) reduce the African American infant mortality rate, fetal death rate,
low birth weight, and preterm births; (2) promote longer interconceptional intervals and
preventive health behaviors; (3) assure a medical home for women and children; (4) promote
and enhance the development of at risk children, and (5) be an active partner in the local
perinatal system of care. To accomplish these goals, the project will continue a primary
partnership with the Gadsden County Health Department to intensify and expand its core
services of outreach, case management, health education, and screening for perinatal
depression for pregnant women and infants up to age 1 year. The Gadsden County plan was
approved by the Title V office.
C. Local Health System Action Plan resources or events that either facilitated or detracted
from successful initiation and implementation:
The former Gadsden Healthy Start Coalition, one of 32 coalitions in Florida funded to
provide community oversight of all local MCH programs, was de-funded by the state in
2000. The GCHD took over its functions, but because the GCHD is responsible for the entire
range of public health issues in the county a void was produced in perinatal planning.
Therefore, the Federal Healthy Start Consortium became the critical community input and
decision making entity on perinatal health filling that void. The community was also
concerned that the five County Health Planning Council, which previously covered Gadsden,
was not able to meet the county’s planning needs. A separate Gadsden County Health
Council was funded and became the logical place for the GWWP to educate on perinatal
health. In 2005, the Project and Consortium assisted the Council in attaining the state
Healthy Start Coalition designation and it was decided that the project’s Consortium will also
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serve as a subcommittee of the Council, as the State Healthy Start Coalition thereby fully
integrating the county’s planning for perinatal health care.
Service 7: Consortium
A. Consortium Approach:
The Project has a very active and involved community-based consortium that addresses
maternal and child health issues. The Consortium was established at the initiation of the
Healthy Start grant cycle in 2001. It is a full-fledged community-based Consortium.
B. Consortium Components:
The GWWP Consortium roster currently has 61 members currently representing the
categories listed in the following table.
Percent
16
12
20
42
10
0

Member Category
•
•
•
•
•
•
•

Public: state or local government agencies or organizations
Community-based organizations
Private agencies or organizations
(not community-based)
Providers contracting with Healthy Start’s other providers
Program Participants/Consumers
Other – please specify

The racial/ethnic breakdown of the GWWP Consortium is 69% African American, 30%
White, and 1% Hispanic. To help ensure that the membership on the consortium is culturally
representative for providers and consumers, the Consortium has put in place a membership
committee to oversee the recruitment and retention of consortium members. The GWWP
Consortium meets monthly and provides direct input to the project through its subcommittee
structure. Most notably, the Collaborative Management Team (CMT) brings together all
service providers to address system issues for maternal and child health. This committee has
been very successful in identifying common barriers and possible solutions. In addition to its
advisory capacity, the Consortium membership is invited to help plan and attend all public
events/activities of the project. About 90 % of the GWWP Consortium is currently active
(Active is defined as attending at least 50 percent of meetings of the full consortium).
Consumers are an integral part of the planning and activities of the Project, through their
involvement with the Consortium and through other project strategies to obtain input and
feedback that enhance the ability to reach project goals.
C. Consortium resources or events that either facilitated or detracted from successful
initiation and implementation:
Consumers are encouraged to participate not only in general consortium meetings, but in
subcommittees that address the core strategies of education, case management and outreach
and in the review of evaluations and data information. While continued participation is
difficult to maintain, the Project recognizes consumer input is important and seeks active
involvement through focus groups, interviews with participants, and a twice a year
community survey. This has proved to be very important. Project personnel are recruited
from the community, particularly the family health advocate (FHA) positions which, by
13
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definition, are filled by members of the target population. The FHAs employed by the
GWWP are members of the target audience. FHAs live in the communities of Gadsden and
are the friends, family and neighbors of women intended to benefit from the project. To
facilitate participation of consumers on the consortium, the FHAs identify and encourage
consumer participations, providing transportation to meetings and act as a support advocating
for the consumer at meetings. An incentive program rewards consortium participation, food
is provided at every meeting, and all meetings are open to the public.
Service 8: Collaboration and Coordination with State Title V and other Agencies
A. Collaboration and Coordination with State Title V and other Agencies Approach:
Collaboration at the local level has been essential and occurs not only through Consortium
activities, but through the collaborative provision of services and referrals coordinated
through this project. A Collaborative Management Team (CMT), established by the GWWP
is a subcommittee of the Consortium. The CMT has been effective in coordinating local
planning, effectively working with the Title V state office, outreach activities and addressing
disparity issues related to access and utilization by identifying service gaps and improving
referral mechanisms and service protocols. Due to the lack of services in this small rural,
poor community, the Gadsden Federal project has collaborated with a wide-range of
community agencies and local and state policy makers to improve health resources for the
area. The project’s evaluation and data skills have been very important for local grant
writing, preparing briefing papers for policy makers and engaging disparate parts of the
community to become involved.
B. Collaboration and Coordination with State Title V and other Agencies Components:
One of the best ways to describe the important role and components of agency collaboration
that have been woven together is to view the provider mix which the project has worked with
on a daily basis throughout the 2001-2005 period. The tables below list Gadsden providers
of services, their provider mix and client capacity and the social service delivery system for
maternal and child health.
Gadsden County Providers of Services and Client Capacity
Provider
Tallahassee Memorial
Hospital Clinic Quincy

Tallahassee Memorial
Hospital Clinic Havana
Gadsden Medical Center

Gadsden Health
Department
Gadsden Community
Hospital
Private Practice MDs

Staff Levels

Client Capacity

Prenatal
Care
No

Pediatric
Yes

Family
Planning
Yes

3 Family Practice MDs
1 Pediatrician
1 DO
3 ARNPs
1 MD

1280 contacts /week

150 contacts/week

No

Yes

Yes

2 Gen Practice MDs
1 ARNP
0.40 Pediatrician
3 ARNP

544 contacts/week

No

Yes

Yes

400 contacts/week

Yes

No

Yes

2 Family Practice MDs 1 DO
(all affiliates)
1 ARNP
2 MDs

640 contacts/week

No

Yes

Yes

150 contacts/week

No

Yes

Yes
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Gadsden Healthy Start Maternal Social Service Delivery System
Administrative Agency

Program

Services Offered

Gadsden County Health
Department

Healthy Start

FSU Center for Health
Equity

Gadsden Woman
to Woman

Gadsden Cooperative
Extension

Family &
Consumer
Services
Early Head Start

Nutrition, parenting, housing
and Resource Management

Brehon

Healthy Families
Gadsden

Panhandle Area
Education Consortium
(PAEC)

Migrant
Education
Program

Intensive in-home case
management.
Prevention not intervention
School registration Translation
referrals to other agencies
Also provides food and
clothing when available

Diamond Academy

Even Start

Redeemed, Inc

Substance Abuse
Counseling/
Support

FSU Center for
Prevention

Care Coordination Childbirth
Education
Nutritional Education
Psychosocial Counsel
Breastfeeding Support
Parenting Education
Smoking Cessation
Perinatal Education and
Support Services

Intensive home visiting services
and center based
developmental child care
services

Parenting education, health
education and GED
preparation
Pregnant/Parenting women
counseling and support after
prison release

Staffing

# of Clients

2 Nurse Care Coordinators
1 Social Worker
1 Paraprofessional
1 Nurse Program Coordinator

225 current
unlimited
maximum
required by
statute to
serve anyone

1 Supervisor/Family Health
Advoc. (FHA)
4 Group Facilitators/FHA
1 Extension Agent
2 Home Visitors

96 current
120 maximum

3 Home Visitors
1 Home Visitor Supervisor
1 Parent Services Coordinator
1 Health Coordinator
1 Infant Toddler Specialist
5 Home Visitors
1 Home Visitor Supervisor
1 Family Assessment Worker
1 Project Administrator
2 Area coordinators
3 Data Managers
Recruiters vary by season
3 full time (during season)
3 part time (out of season)
2 teachers
2 child care providers

34 current
36 maximum

unknown

78 current
90 maximum
unknown

120 current

1 Director
volunteers

Collaboration also occurred with the county’s law enforcement and emergency personnel to
spread the message and provide referrals, targeting African American pregnant women and
women in the interconceptional period who are at risk for poor health and birth outcomes and
domestic violence. The state Title V director has attended or requested staff to attend many
of the local consortium meetings, local health council meetings and has worked closely with
the project. Through collaboration with the Title V office, the local Health System Action
Plan is linked with the Florida Title V Maternal and Child Health Block Grant, the Gadsden
Healthy Start Service Delivery Plan, and the Federal Healthy Start Plan. The project’s
Director has been a member of the statewide committee for the MCH Title V needs
assessment and Block Grant Plan, collaborating on the goals of examining the underlying
causes of racial disparities in birth outcomes, decreasing rates of infant mortality and
morbidity, teen pregnancy prevention, and late entry into prenatal car, and promotion of state
campaigns for SCHIP and Back to Sleep. Additionally, the Project has prominent statewide
visibility for expertise in racial and ethnic disparities in maternal and child health.
The CMT, a subcommittee of the project’s community consortium, maintains a membership
that includes the local provider of Title V, Title X and Title XXI services (the Gadsden
County Health Department), the county’s Early Head Start provider, and the county’s
Healthy Families provider, and private providers of care and vocal informal key community
leaders. The CMT meets monthly at a minimum, and has been successful in cementing
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collaborative relationships. It has and provided a venue for examining barriers to care and
solutions to systems challenges. In addition, the project works closely with the state’s Title V
office to provide technical assistance to the county’s providers of care for maximum impact
of state and local funding, and to provide training for the county’s key leaders on issues of
maternal and infant health. The state Title V Director is recognized as an innovative leader in
building a strong infrastructure and service delivery system for maternal and child health
services in the state of Florida.
The GWWP provides close collaboration and service coordination with a wide variety of
other community entities, service providers, hospitals, health centers, schools/universities,
churches, community-based and minority organizations anticipated to implement the project.
The GWWP participated in the Panhandle Fetal and Infant Mortality Review (FIMR) Project
(a 5-county project), Healthy Start Prenatal and Infant Screening, MCH Research Forum, the
Florida Lead Advisory Committee, the March of Dimes Prematurity Council Advisory
Committee, and several statewide initiatives that address health disparities. The project
participates on these statewide initiatives and collaborative activities to strengthen the
project’s abilities to provide services at the local level. More examples of statewide and local
collaboration to improve perinatal health in Gadsden through collaborative ventures to secure
funding are included below in the sustainability section of this impact report.
B. Collaboration and Coordination with State Title V and Other Agencies Resources or
Events That Either Facilitated or Detracted From Successful Initiation And
Implementation:
The local Gadsden County Health Department GCHD is a subcontractor for the provision of
case management services. This relationship coupled with the fact that the GCHD received
responsibility for state Healthy Start activities when the coalition was de-funded in 2000
required collaboration to maintain community input. The project’s consortium became more
important to planning. The project director of the GWWP, Dr. Maurine Jones, previously
worked in the Title V office as an evaluator and is familiar with Title V policies, state
personnel and best practices. This has been an important asset for the project in assisting the
County overcome major obstacles and strained relations with the Title V office such as the
loss of its state Healthy Start Coalition in 2000. The project provided data and technical
assistance to the Consortium group working to reestablish a state designated Healthy Start
Coalition in Gadsden. Another example of good collaboration through the project’s use of
data to improve systems occurred when the GWWP identified a system weakness - contact
rates for prenatal case management had not been ideal, with the subcontractor falling below
expectations in the implementation of the outreach strategy. This was determined through
monitoring by the QI/QA staff and a corrective action was designed and implemented.
Service 9: Sustainability
A. Sustainability Approach:
The Gadsden Federal Healthy Start’s sustainability approach has been visionary but also
aware of the struggling realities present within a small, rural, Southern, impoverished and
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predominantly African American population which has had a history of few health care
services, poor outcomes, as well as cultural and political instability. Even with all of these
challenges, Gadsden has much strength including many strong and dedicated local and state
agencies and community members willing to work hard on its problems. The project’s major
approaches for sustainability have included: (1) Close partnerships/collaborations and
subcontracts with local community agencies such as the Gadsden County Health Department,
Early Head Start and Healthy Families which allows for ongoing and realistic sustainability
planning and identification of resources; (2) Assisting in building a sound MCH fiscal
infrastructure to continue entrenching and transferring effective programs into the
community for sustainability (e.g., education of community on gaps, grant writing,
collaborating for efficient use of resources). (3) advocacy with and inclusion of policy
makers in planning in order to improve awareness and gather their ideas and assistance in
removing service gaps; (4) Utilizing and developing the indigenous staff and expertise within
local agencies; (5) Use of objective data for ongoing planning and evaluation; (6) Marshaling
the expertise and services of local universities, and other institutions including the state to
partner with the local Gadsden community and (7) Building consumer ability to advocate for
themselves, improve health behaviors thereby lessening the need for services. If the public
expects quality services regardless of race, culture, economic status or educational level,
agencies and the policy makers will also.
B. Components of Sustainability with State Title V and Other Agencies:
Sustainability activities have been imbued throughout the project processes and activities.
Many of these have been covered above especially in the Health Education and Training and
the Collaboration and Coordination sections. Highlights for each component are listed
below.
Outreach and Client Recruitment Sustainability - The Gadsden County Woman to Woman
project has developed and continues to develop indigenous community members in
neighborhoods and in the faith community who have learned how to connect potential clients
to the local services they need. GWWP has developed a good working relationship through
the consortium and the GCHD. The MotherCare Network enhances the ability to provide a
sustainable infrastructure of community health initiatives that must accompany the
educational interventions targeting risk factors within the context of cultural norms of
African American women. The pre-service and ongoing training in health advocacy, health
education and promotion, outreach, community resources, cultural sensitivity, and
confidentiality have been critical contributing to an infrastructure within the church
community which has the tools necessary to continue its community service efforts to reduce
infant mortality.
Case Management Sustainability -- Though funds for case management are to be
significantly decreased in the future subcontract with the GCHD, the close partnership with
the GCHD has led to a feeling of ownership and the will to maintain the level of case
management services. All of the partners are working together to assure this. By providing
the Consortium and primary partners assistance in the use of health data for planning,
decision making, and quality assurance/improvement a number of efficiencies are available
that were not previously. A triaging mechanism to assign clients, utilizes the GCHD client
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data system to track services, eliminate duplicate efforts, allow appropriately follow-up and
increased numbers of clients served with the same numbers of staff.
Health Education and Training Sustainability and Interconceptional Care sustainability The model which respectfully married the wisdom of participants, the local “lay” staff and
church community with health care professionals has begun to create not only a culturally
appropriate educationally relevant intervention, but has extended health care knowledge into
the lay community, and expanded the service structure through a voluntary network. With
new funds to focus on interconceptional care these skills will be expanded into this domain
through the entire Gadsden County.
Depression Screening and Referral Sustainability – Between 2001-2005, the HRSA
Depression Grant provided funds for Florida State University Center for Prevention and
Early Intervention Policy (FSU-CPEIP) to contract with the Gadsden County Health
Department (GCHD) to establish a computerized record keeping system for this core service.
This helpful data system will continue assisting the GCHD after the Federal program is no
longer available. The GCHD has found the mental health social worker service funded
through the Federal grant to be necessary and is determined to keep these services for its
clients to the extent feasible by resources. In collaboration with the GWWP, the Gadsden
County Health Department (GCHD) has agreed to incorporate depression screening into
ongoing intake in PEPW, WIC and Florida’s Healthy Start Program that provides prenatal
case management services. The GWWP and GCHD continue to seek new funds for this
service.
Consortium Sustainability - By assisting the Gadsden Health Council and the local
community in its application to the Florida Department of Health for the state-supported and
sanctioned Healthy Start Coalition, the Federal Project’s Consortium structure and efforts to
broaden community involvement will be funded, embraced and continued. Florida’s own
Healthy Start system provides for community-based oversight of local MCH spending of
state-appropriated dollars, local planning for MCH, risk screening for all of Florida’s
pregnant women and newborns, and leveled risk-appropriate case management and ancillary
services.
Ongoing System Improvement sustainability - The Collaborative Management Team (CMT)
as a subcommittee of the GWWP Consortium includes the local provider of Title V, Title X
and Title XXI services , GCHD, the county’s Early Head Start provider, and the county’s
Healthy Families provider, and private providers of care and vocal informal key community
leaders. This tool of collaboration has resulted in direct assistance by the state Title V
program in securing local funding grants and other resources such as a special analysis (e.g.,
a PPOR to develop the Local MCH Health Action Plan).
The grantee, the FSU Center for Health Equity, has worked closely with the State Title V
office, local providers and the community to explore and design a state-of-the-art
Comprehensive Health and Education Center. This concept has been embraced by the
providers and community alike. The grantee is facilitating development of this concept, and
has received seed money from HRSA’s Office of Rural Health to further explore the
consumer perceptions, barriers to care, and readiness to embrace a comprehensive approach
to maternal and child health and social service provision. Partners in this endeavor include
the local county health department, the local hospital, the Gadsden County School System,
the regional office of the Boy’s and Girl’s Club, the Florida State University School of Social
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Work and the Florida A&M University Department of Education (the state’s only
Historically Black University).
A new tri-university initiative has recently been funded—a pilot study for the intensive
evaluation of the community health advocate model, a project recently funded by the
National Institute of Health’s National Center on Minority Health and Health Disparities, in
conjunction with the FSU Center for Health Equity, Florida A & M University (Florida’s
only Historically Black University) and Harvard University. The FSU Center for Health
Equity was awarded a “Closing the Gap” grant from the Florida Department of Health,
through the Office of Minority Health following the recommendations of the Title V MCH
Office and the Office of Chronic Disease. The new initiative will augment the current
GWWP by providing services to complete the continuum of care by moving efforts to
improve birth outcomes from service focus on prenatal care to inter-conceptional care
through the improvement of maternal health and wellness. The project will include “hands
on” activity groups around issues of chronic disease prevention with a focus on nutrition,
physical activity and obesity reduction. As a collaborative project with the Gadsden County
Hospital and the Health Department’s Chronic Disease and Health Promotion and Education
Program, this project is an excellent example of the Center’s collaborative relationships to
improve birth outcomes in Gadsden.
C. Resources Or Events That Either Facilitated Or Detracted From Successful Initiation
And Implementation Of Sustainability With State Title V And Other Agencies:
The FSU Center for Health Equity’s directors have a proven track record of successful
procurement of grants and contracts. This is demonstrated by the Center’s receipt of
collaborative federal grants and state contracts for MCH services in Gadsden during the
current grant cycle and has been an important asset for sustainability. It has also created a
mission for the Center and FSU of service to the GADSDEN community in MCH and
disparity. The FSU administration has provided the expertise of its development officers to
the Center to provide technical assistance in the design of a strategic plan for philanthropic
giving in Gadsden for the purpose of health and social service provision. The administration
of the Center and of Florida State University is committed to sustaining and strengthening
efforts to improve and increase services for women and children in Gadsden, and is prepared
to use all available resources to further this commitment. While major responsibilities for
sustainability will be vested in the Gadsden County Woman to Woman Consortium, active
involvement on the part of the larger community and its leadership is critical to long term
change and improved health outcomes. The GWWP has actively sought involvement in the
larger community leadership structure. In order to bring additional resources to the issue of
infant mortality, the Project worked closely with the newly emerging county health care
leadership groups. The new structure, a Gadsden Local Health Planning Council, includes
state and local community entities, and assist brings decision makers to the table to
encourage coordinated service delivery through interagency agreements, shared funding, and
policies that encourage shared services. Through this improved networking and formalized
problem solving approach, system barriers are effectively identified and addressed, and
collaborative efforts for funding priority health issues like infant mortality become a reality,
providing solid ground for sustainability efforts.
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In addition to these ongoing efforts, the FSU Center for Health Equity leadership continues
to actively seek funding for several initiatives which will provide additional services to
improve the health of Gadsden residents, including this project’s target population. Initiatives
are being pursued for interconceptional care and for comprehensive health and education
services for women and children, including oral health care services. While the outcome of
these efforts are not known, it is the intent of the Center to pursue issues of interconceptional
health in Gadsden; maternal health has been identified as a key component in infant mortality
through the Perinatal Periods of Risk model in Gadsden.
Though the GCHD with the help of the Federal project will be able to serve the majority of
women with Mental Health services, and deliver about 70% of the prenatal services in
Gadsden, discontinuation of the grant will leave a significant gap in services to women in the
perinatal period. A workgroup was formed and a series of meetings held to address
continuing perinatal depression service provision. The applicant will continue to lead this
workgroup to identify resources for ongoing in-county services. Resources under review
include alternative funding sources such as grant programs and improved reimbursement
mechanisms across services and within Gadsden County Health Department; and
collaboration with state policymakers to assure available/accessible services.
D.

For consortium, please address the following additional elements:
1. Highlight how the Consortium was established and identify any barriers that
emerged in its establishment and how they were addressed.
In 1999 Gadsden County participated in a REACH planning grant from the CDC, awarded to
the Florida Dept of Health and a consortium of Gadsden County community service
agencies. Initially, it was planned for the REACH Task Force to serve as the Gadsden
Healthy Start Consortium responsible for overall coordination of community goals for
maternal and child health. However, the Florida Department of Health did not receive Phase
II funding intended to fund REACH activities. In the latter part of 2001, meetings were held
with the remaining REACH Task Force members and other community partners. Through
those meetings, the community group re-organized as a Community Council (Consortium)
for the Gadsden Woman to Woman Federal Healthy Start Project. A sub committee was
formed for the development of Bylaws. The committee received information and training
about the drafting of Bylaws, including purpose, committee structure, membership and
sample bylaws. Members were presented with a series of questions to consider as the bylaws
were being developed, to assist with the process of making decisions about issues to be
addressed in the Bylaws. The bylaws were reviewed for approval in 2002 and officers were
elected.
The process of rebuilding this project’s grass-roots Consortium began in the early fall of
2002. To increase membership and participation, several meetings were held with key
community leaders. This has been a slow and thoughtful process in order to assure success.
Late 2002 saw the formulation of list of potential members, and a first full meeting of the
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Consortium took place in early 2003. This Consortium is composed of health service
providers and community members, with participation by consumers of project services.
2.

Briefly describe the working structure of the Consortium which was in place for the
majority of the implementation, its composition by race, gender and types of
representation (consumer, provider, government, or other). Also, please describe
the size of the consortium. Listing the percent of active participants.

The GWWP Consortium meets monthly. The Consortium provides direct input to the project
through its subcommittee structure. Most notably, the Collaborative Management Team
brings together all service providers to address system issues for maternal and child health.
This committee has been very successful in identifying common barriers and possible
solutions, and will be continued into the new grant cycle along with the Membership,
Education/Public Awareness and Outreach committees. In addition to its advisory capacity,
the consortium membership is invited to help plan and attend all public events/activities of
the project; these will include presentations to the Gadsden Health Council, the Gadsden
County Commission, health fairs in all 5 districts, MotherCare Network events (the project’s
faith-based initiative). In addition, consortium leadership is aware of issues related to
program management, data collection, monitoring and evaluation, public education and the
barriers/systems involved in continuity of care issues in Gadsden.
The GWWP Consortium roster currently has 61 members currently representing the
categories listed in the following table. About 90 % of the GWWP Consortium is currently
active (Active is defined as attending at least 50 percent of meetings of the full consortium).
This is expected to continue into the new grant period.
Percent Member Category
• Public: state or local government agencies or organizations
16
• Community-based organizations
12
• Private agencies or organizations (not community-based)
20
• Providers contracting with Healthy Start’s other providers
42
• Program Participants/Consumers
10
• Other – please specify

0

The racial/ethnic breakdown of the GWWP Consortium is 69% African American, 30%
White, and 1% Hispanic. To help ensure that the membership on the consortium is culturally
representative for providers and consumers, the Consortium has put in place a membership
committee to oversee the recruitment and retention of consortium members. This committee
is a recent addition to the subcommittee structure of the Consortium. Thus far, the
consortium has relied on recruitment through current members and staff efforts to encourage
consumers to participate in consortium meetings
The Project Consortium includes representatives of providers of services (the Gadsden
County Health Department, Gadsden Community Hospital, Quincy Family Medicine, Big
Bend Black Nurses Association, Gadsden Medical Center, and Big Bend Rural Health
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Network), community organizations and groups (such as 100 Black Men and 100 Black
Women, Community Education & Empowerment Agency, Gadsden Neighbors &
Partnership, Inc., City of Quincy, Men of Action, Department of Children & Families, Men
under Construction, Gadsden Arms Tenant's Association, Investing in our Youth), local
business, religious organizations and consumers of services. Each of the project staff who
serve as Community Health Facilitators is asked to bring one to two consumers to each
meeting. Consortium members were chosen based on their intimate knowledge of the
community and their expertise in providing guidance regarding development of strategies to
meet the community’s needed. In addition, our Consortium has strong ties with the
leadership of Florida’s Healthy Start. These efforts provide additional coordination across
state agencies, increase the visibility of the federal Healthy Start project and support the
state’s efforts to improve statewide maternal and child heath. A roster of the Gadsden
Woman to Woman Consortium is found in Attachment in Appendix C.
3. Describe the activities this collaborative has utilized to assess ongoing needs;
identity resources; establish priorities for allocation of resources; and monitor
implementation. Describe your relationship with other consortia/collaborative
serving the same population.
The Project Consortium has been involved in numerous activities focused on eliminating
disparities in prenatal health in the project area. Consortium members were involved in
holding town meetings, participating in 13 focus groups and conducting a door-to-door
campaign to survey 467 county residents. The findings were utilized in (1) the development
of this grant proposal; (2) to help select and prioritize the primary cause of death
(prematurity); (3) ensure the allocation of funds to ensure all fetal and infant deaths in
Gadsden County are subjected to FIMR review; (4) start a dialogue with the faith
community in the county to inform them of this issue and gain their commitment to
addressing it; and (5) pursue additional funding to increase the availability of
interconceptional care.
Collaborative relationships have been forged with Gadsden Community Health Center, a
federally qualified community health center service the project area; the Gadsden School
System, Head Start, Early Head Start, American Red Cross, American Cancer Society,
Gadsden Community Hospital, Investing in Our Youth, Brehon Institute, Children’s Medical
Services, Gadsden County Library, Refuge House, Gadsden County Extension Office,
Immunization Coalition.
4. Describe the community’s major strengths which have enhanced consortium
development.
Much progress has been made in the re-organization of the Consortium to include active
participation by system-level change agents (through the Gadsden Shared Services Network)
and by grass-roots community members through the reconstitution of the Consortium. The
careful groundwork has been laid for a successful kickoff and effective involvement of the
Consortium.
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Several community partners have come together through the Community Council and
expressed an interest in developing an Alliance that focuses on improving the health and
well-being of all Gadsden County residents. The purpose of this Alliance is to provide input
and assistance to programs that address health issues in Gadsden County. The goal of the
Alliance is to improve the health of the whole community.
5. Describe any weaknesses and/or barriers which had to be addressed in order for the
consortium to be moved forward.
Although the Gadsden Healthy Start project has been operating continuously in Gadsden
County since 1995, this project is now under new leadership. During the transition period of
June 1 through September 15, 2002, a realignment of the project’s Consortium was initiated.
The appointment of a new Project Director, the review of the role, responsibility and
composition of the project’s consortium was initiated to assure true community input. The
management structure is now entirely community based, most project staff area residents of
Gadsden County and the majority are strong community advocates. All Community Health
Facilitators hired by the Project live and work in Gadsden County. The value of this
community base in staffing and management ahs already proven itself.
The project feels the effects many barriers to care and service; the most prominent barriers
are:
• Community resources are scarce. The county lacks any preconceptional and
interconceptional services, making it difficult to address some of the key contributing
factors in infant mortality. Resident perceptions of available local services are poor. Incounty health care services are scarce, and in-county delivery services are nonexistent.
• Attendance by key members is sometimes irregular. As in most small rural counties,
Gadsden’s small cluster of health care professionals and key leaders are called to the
table repeatedly for meetings. The sheer number of issues and meetings sometimes means
that conflicting schedules and agendas preclude attendance at all meetings.
• Competing agendas of member organizations or unstable relationships among members.
Resources are scarce in Gadsden. Many community-based nonprofit organizations
compete for funds. There is a small but fairly vocal group whose agenda is not consistent
with the goals of the consortium or community needs. Members are sometimes unwilling
to share information or make community empowered decisions due to competing
agendas.
There is recent recognition by key community leaders that the health of residents is poor,
bringing issues of chronic illness, health disparities and access to care to the forefront of
county discussions and providing a strong base for continued support and involvement in
consortium activities. The state’s Title V office is involved and interested in the attention to
new perinatal systems in Gadsden. The GWWP has earned considerable trust in the
community, and worked diligently with consumers and providers to identify solutions to
barriers to care. Competing agendas of consortium members are seen to decrease as a
cohesive approach to solving community health problems is beginning to emerge
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6. Discuss what activities/strategies were employed to increase resident and consumer
participation. How did these change over time?
During the first six months of Year 01, much effort was expended in involving consumers in
all aspects of the project; (1) Consumers participated on the evaluation sub-committee of the
Community Council; (2) Consumers participated in the development of the Healthy ‘Gossip
photo novellas; (3) Each Community Health Facilitator was asked to bring one to two
consumers to each meeting; (4) Healthy Start consumers attended a Pastor Summit held in
February, 2002, designed to bring together faith and community leaders in an effort to foster
community development and empowerment; (5) Consumers attended a variety of
community and church-related events throughout the County.
Consumers are an integral part of the planning and activities of the Project, through their
involvement with the Consortium and through other project strategies to obtain input and
feedback that enhance the ability to reach project goals. Consumers are encouraged to
participate not only in general consortium meetings, but in subcommittees that address the
core strategies of education, case management and outreach and in the review of evaluations
and data information. While continued participation is difficult to maintain, the Project
recognizes consumer input is important and seeks active involvement through focus groups,
interviews with participants, and a twice a year community survey. Project personnel are
recruited from the community, particularly the family health advocate (FHA) positions
which, by definition, are filled by members of the target population. The FHAs employed by
the GWWP are members of the target audience. FHAs live in the communities of Gadsden
and are the friends, family and neighbors of women intended to benefit from the project. To
facilitate participation of consumers on the consortium, the FHAs identify and encourage
consumer participations, providing transportation to meetings and acting as a support in the
advocacy of the consumer at meetings. An incentive program rewards consortium
participation, food is provided at every meeting, and all meetings are open to the public.
While consumers do not tend to have a significant role in budget and finance, they do have
significant impact on communication and media efforts, and on assessing scope and
effectiveness of services.
7. How did you obtain consumer input in the decision-making process?
From development of program strategies at inception, to the hiring of target-group
community members as the project’s community health facilitators, to the recent
reestablishment of a truly community-based Community Consortium, the Gadsden Woman
to Woman Project has its roots in community action planning and community involvement.
An impressive cadre of committed individuals, mostly consumers and well-informed citizens,
has come together to address the county’s perinatal health issues. Consumer participation in
Consortium activities was initially slow, but over the past 3 months, attendance has
improved; Community Health Facilitators are encouraged to bring at least one consumer to
the Community Council meeting, and the Community Council is co-chaired by a consumer.
The federal Healthy Start project is committed to improving the ability of families to identify
their own strengths, needs, interest, and to providing a wide range of opportunities to
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participate in decision-making about the project. The project is fortunate to have access to
this committed, articulate group of community and consumer representatives and is
committed to ensuring that project area consumers continue to actively participate in
Community Council meetings.
8. How did you utilize the suggestions made by the consumers?
Consumers participating on the evaluation sub-committee of the Community Council
reviewed the draft community survey and provided input prior to dissemination. The project
will provide funding for training of consumers as well as technical assistance to potential
community leaders in order to increase awareness of and commitment to addressing prenatal
health issues. The project’s approach to consumer training embraces the premise that this not
only increase parenting skills, and improves their ability to offer important input, but that can
be helpful to motivate parents to continuing their own education.
E.

Sustainability, please address the following additional elements:
1. Describe your efforts with managed care organizations and third party billing.
The project does not currently provide direct services eligible for billable third party
reimbursement such as Medicaid or private health insurance. However, in order to maximize
the impact of our project’s Healthy Start grant funds, the project works closely with the
Gadsden County Health Department, a subcontractor that provides reimbursable direct client
services (the County’s primary provider for prenatal care) to examine the current system of
care, gaps in services and economies of scale in the provision of health care related services
for mothers and infants. The Project has hired a QI/QA Coordinator to assist the GCHD in
identifying improved systems in order to increase service reimbursement dollars. A
collaborative review of the health departments service reimbursement coding and strategies
to improve client contact rates; an overall budget analysis is currently underway at the
request of the health department is underway, with an eye towards improving reimbursement
rates and identifying funds to improve services and access to care in the community. The
project works closely with other area providers to eliminate duplication of services and to
improve collaborative efforts to bring more funding and services into the county. These
efforts will continue into the new grant period.
2. Describe major factors associated with the identification and development of
resources to continue key components of your interventions without HD funding.
The project will continue to work collaboratively with state and local government funding
agencies in examining the perinatal system of care in Gadsden and in actively designing and
participating in comprehensive referral systems. The project established the Collaborative
Management Team (CMT) as a subcommittee of the project’s community consortium. This
very active subcommittee maintains a membership that includes the local provider of Title V,
Title X and Title XXI services (the Gadsden County Health Department), the county’s Early
Head Start provider, and the county’s Healthy Families provider, and private providers of
care and vocal informal key community leaders. The CMT meets monthly at a minimum, and
25

Federal Healthy Start Impact Report
Gadsden Woman to Woman Project (GWWP): Eliminating Disparities in Perinatal Health
Florida State University, Center for Health Equity

has been successful in cementing collaborative relationships and providing a venue for
examining barriers to care and solutions to systems challenges. In addition, the project works
closely with the state’s Title V office to provide technical assistance to the county’s providers
of care for maximum impact of state and local funding, and to provide training for the
county’s key leaders on issues of maternal and infant health. The project’s Family Health
Advocates actively facilitate referral and entry to care for clients to services funded with
these state and local dollars. As the Center looks towards the creation of a comprehensive
health and education center for women and children in Gadsden, the Center, and the project,
will examine federal, state, and local funding sources and a mix of reimbursable services,
particularly in interconceptional care and oral health, in concert with its community partners.
The collaboration will continue into the new funding cycle.
Funding awarded in 2002 through the Office of Minority Health provided an additional
$145,000 annually for three years for outreach and education. An additional program for
Gadsden County residents has been funded through the state’s Office of Equal Opportunity
and Minority Health, a Closing the Gap Initiative for $225,000 in FY 2005-2006; this project
focuses on women’s health during the interconceptional period. A statewide grant from the
Florida Department of Health allows the Center to coordinate the Florida Outreach Childbirth
Education Program (FOCEP) throughout the state; this project trains paraprofessionals to
become childbirth educators in a program that also addresses family literacy. Although a
statewide initiative, the Center is particularly concerned that the FOCEP project is brought to
Gadsden County.
In addition to these ongoing efforts, the leadership of the FSU Center for Health Equity is
actively seeking funding for several initiatives which will provide additional services to
improve the health of Gadsden County residents, including this project’s target population.
The applicant, in concert with community leaders and current providers, is exploring new
funding relations—from untapped sources such as local business and civic leaders,
philanthropic individuals, private foundations and formerly untouched federal sources—to
create a new model for comprehensive health in rural counties. The applicant has received
funding from the HRSA Office of Rural Health for initial investigation. This effort will
continue into the new grant period.
3. Describe whether or not you were able to overcome any barriers or to decrease their
negative impact.
The FSU Center for Health Equity and its directors have been involved in the Gadsden
community for over 6 years, working with the Gadsden community to address health
disparities on a CDC REACH grant and in programming goals within the 2001-2005 HRSA
Healthy Start grant cycle. With an office located in the heart of the county seat of Quincy, the
Center has worked hard to improve birth outcomes with innovative community-driven
programming. During the 2001-2005 grant cycle, the accomplishments of the consortium
have been wide reaching in addressing not only services and awareness of issues related to
infant mortality, but also issues of health outcomes and healthcare services.
• Increased awareness of infant mortality in the community.
• Increased service capacity in the community.
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Increased integration of services. Most notable has been the coalescence of services
around maternal and child health within the coalition’s subcommittee for
Collaborative Management. This subcommittee of primarily providers and some
consumers examines system issues and works collaboratively to address gaps and
problems related to access and referral between providers. In addition, the project’s
staff and consortium members have been key leaders in spearheading the county’s
examination of health outcomes, health care access and health disparities,
contributing significantly to a county needs assessment.
Created sustainable partnerships among member agencies. While competing agendas
sometimes preclude partnerships among some member agencies, the consortium has
encouraged the formation of some very effective partnerships. New partnerships with
the faith community, the school system and community-based organizations have
fostered increased understanding of interrelated interests.
Influenced policy affecting access to care. The project’s staff and consortium have
been involved in the formation and participation on several newly formed committees
that are beginning to address health status, health outcomes and health care access
issues on a county level for the first time. These committees are county-wide and
have commanded the attention of state and federal leaders
Enhanced the ability of Healthy Start to address disparities in accessing and utilizing
health services. The Consortium has been a viable venue for increasing awareness of
disparities and the gaps in services and access to services. The collaborative
management team, a subcommittee of the consortium, has been especially effective in
addressing the disparity issue related to access and utilization through the
identification of service gaps and the improvement of referral mechanisms, service
protocol, and collaboration.
Increased consumer participation in Healthy Start decision making services. Increased
participation of consumers in consortium meetings translates into improved
communication and understanding of contributing risk factors on a community-wide
basis.
Exploration of future sustainability through funding of a Florida Healthy Start
Coalition. The Project leadership is assisting the community in exploring the
opportunity to make application to the Florida Department of Health to become the
state-supported and sanctioned Healthy Start Coalition. Florida’s own Healthy Start
system provides for community-based oversight of local MCH spending of stateappropriated dollars, local planning for MCH, risk screening for all of Florida’s
pregnant women and newborns, and leveled risk-appropriate case management and
ancillary services.

III. Project Management and Governance
A. Briefly describe the structure of the project management which was in place for the
majority of the project’s implementation.
Project administration falls within the Florida State University (FSU) Center for Health
Equity, located administratively under the College of Social Work. Florida State University
is the fiscal agent for the project. The second largest of Florida’s nine state universities,
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Florida State University has strong systems, policies and procedures for managing funds,
equipment and personnel and a history of sound fiscal management. The University is
experienced in processing and managing both contracts and grants from a variety of external
agencies and organizations.
The FSU Center for Health Equity follows the administrative and fiscal protocols of Florida
State University. FSU has automated mechanisms for payroll, purchasing and accounting.
The University participates in the automated state accounting system, FLAIR.
Encumbrances and expenditures are electronically posted within 24 hours, allowing close
monitoring of expenditures. The University has an experienced team of accountants and
auditors to ensure prudent fiscal management. An experienced Coordinator of Accounting,
familiar with the FSU systems and protocols, was hired in November, 2002.
Project management is lead by the Project Director, and augmented by the Director of
Training and Programs, and the Project Manager.
B. Describe any resources available to the project which proved to be essential for
fiscal and program management.
Resources that were essential for successful program implementation included a high level of
community involvement, strong collaborative relationships, and the hiring of competent staff.
Both fiscal and program management depend on these resources for continuation of a
successful project. The addition of other program dollars from both the state and NIH
provided additional pool of staff expertise and programming options for clients.
The most essential resource for fiscal and program management is the hiring of competent,
reliable and dedicated staff.
C. What changes in management and governance occurred over time and what
prompted these changes?
Project Central Office: The Gadsden Federal Healthy Start Project experienced a transition
period at the beginning of Year 2, from June 1, 2002, through September 30, 2002. This
period saw a change in the project’s Principal Investigator and the careful review of project
budget and activities by both the grantee and the local community to assure effective
restructuring and implementation of the project.
In order to better serve the community and meet the needs of the project, the FSU Center for
Health Equity opened a satellite office in Gadsden County’s county seat of Quincy, Florida,
in November, 2002. This office houses the Project Director, the Community Services
Coordinator, and the community health facilitators, and is the center for the project’s
community activities. Project staff worked with the appropriate offices within the University
to negotiate and execute leases for the office space and copier services as well as through the
Office of Telecommunications and local service providers to set up the phone systems and
accomplish internet connectivity.
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Key Staff Changes
Project Director (University Principal Investigator): Following a transition period of
review, Maurine Jones, PhD, was appointed Project Director in September of 2002. In
collaboration with the Community Council, Dr. Jones provides overall direction and
oversight to the Project, and assures that Florida State University meets all obligations to
HRSA, that reports are submitted in a timely manner, and that the project follows FSU
policies and protocols related to project implementation, personnel, and financial
accounting. Dr. Jones also acts as the Director of Research and Evaluation, and provides
oversight and leadership for the project, serves as the primary source of technical
assistance, consultation, and training for project staff, and supervises the Project Manager.
As the project’s Evaluator, she directs all evaluation activities, including design and
implementation of data collection and analysis strategies, analysis of public health trends
related to infant mortality through the Fetal and Infant Mortality Review, analysis of racial
disparity in infant mortality in the project area, and a study of the long term outcomes of
women and infants enrolled in this project. She evaluates progress towards meeting project
objectives. Dr. Jones is also the Director of the FSU Center for Health Equity.
Business Manager: In November, 2002, Arshad Javed was hired as the
project’s Business Manager (University Title: Coordinator of Accounting). The
Business Manager assures that personnel and fiscal procedures are
implemented in accordance with grant regulations and FSU policies and
procedures. The Business Manager acts as liaison to the University Office of
Contracts and Grants; prepares grant budgets and amendments; drafts
subcontracts for trainers; approves subcontract invoices for payment; designs
and maintains internal accounting systems; and monitors project expenditures.
The Business Manager provides assistance with the development of budgets for
the purpose of seeking additional funding towards the project’s goals and
activities. Community Services Coordinator: Arrie Battle was hired in September 2002
as the project’s Community Services Coordinator. Ms. Battle is a respected community
leader and offers the project entrée into the target area’s neediest communities as well as
excellent networking with other community leaders and service organizations. Ms. Battle
acts as assistant in the day-to-day operations of the project, working directly with the
Community Health Facilitators to coordinate activities and assure timely completion of all
required project implementation and data forms, timesheets, and travel reimbursement
forms as well as facilitating the purchase and disbursement of program supplies and
incentives. Community Health Facilitators: Following the transition period, the four
positions for Community Health Facilitators were increased from part-time positions
without benefits to full-time positions with benefits. This increase in time translates to a
needed increase in Peer Support Groups and in outreach and case-finding services in the
community while working closely with the Gadsden County Health Department and home
visitors from other community programs such as Early Head Start and Healthy Families.
As lay Outreach Workers, the Community Health Facilitators identify, recruit and retain
pregnant and parenting women and their infants into the comprehensive system of care in
Gadsden County. They are also responsible for recruitment of participants and facilitation
of the Peer Support Groups.
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Several subcontracts were outlined following the transitional period review. These
include: 1) Gadsden County Health Department, the location where the core services of
case management are provided, through a contractual arrangement that currently
coordinates the state Healthy Start program. Utilizing a combination of state and federal
Healthy Start funds, case Management services are provided by nurses, social workers and
paraprofessionals. 2) Capital Area Healthy Start; under this contract, staff from the
Capital Area Healthy Start Association abstract and summarize all fetal and infant deaths
in Gadsden County, conduct maternal interview, present their findings to a technical
review committee, summarize the committee’s recommendations, complete minimal data
sets, and provide electronic copies.
D. Describe what process had to be developed to assure the appropriate distribution of
funds and what happened with the process over time.
Coordination of program, fiscal and evaluation staff is through ongoing oversight by the
project management/Center directors. Monitoring of fiscal services and contracts is at the
Center leadership level, with Center Directors working within the University guidelines to
award and monitor subcontracts. Ongoing joint meetings of key staff assure responsible and
effective program and fiscal monitoring. Staff meetings in which all staff participate occur
biweekly to keep all staff abreast of administrative and program issues and changes.
Administrative and fiscal monitoring involves the Center’s directors and Coordinator of
Accounting who, in turn, work with the University’s fiscal department.
The Center is well versed in management and oversight of grants and contract funds. To date,
the Center has been the recipient of over $4.57 million in state and federal funds. In just over
four years of operation, projects have been funded by HRSA (MCH Bureau and the Office of
Rural Health), the Office of Minority Health, The National Institute of Health (through a
contract with the Florida A & M University), The Florida Department of Health (through the
Office of Equal Opportunity and Minority Health and the Office of Chronic Disease) and the
Florida Agency for Health Care Administration. Project administration and oversight is
within the Florida State University (FSU) Center for Health Equity, located administratively
within the FSU School of Social Work
The FSU Center for Health Equity follows the administrative and fiscal protocols of Florida
State University. FSU has automated mechanisms for payroll, purchasing and accounting.
The University participates in the automated state accounting system, FLAIR.
Encumbrances and expenditures are electronically posted within 24 hours, allowing close
monitoring of expenditures. The University has an experienced team of accountants and
auditors to ensure prudent fiscal management. An experienced Coordinator of Accounting,
familiar with the FSU systems and protocols, was hired in November, 2002.
E. As the project moved forward with implementation, what additional (non-HS)
resources obtained for quality assurance, program monitoring, service utilization,
and technical assistance became important especially as contractors were funded or
additional staff members were hired?
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To date, the Center has been the recipient of over $4.57 million in state and federal funds. In
just under four years of operation, projects have been funded by HRSA (MCH Bureau and
the Office of Rural Health), the Office of Minority Health, The National Institute of Health
(through a contract with the Florida A & M University), and The Florida Department of
Health (through the Office of Equal Opportunity and Minority Health).
Center projects focus on maternal and child health and chronic disease, particularly related to
women’s health in the interconceptional period. The current HRSA grant was funded in
2001; a companion federal grant focusing on infant mortality and health disparity was funded
concurrently by the Office of Minority Health. In 2003 an NIH-funded contract with Florida
A & M University was awarded to develop/provide in-depth evaluation of the peer Family
Health Advocate model. The Center was awarded state funds 2 separate times to provide
technical assistance and evaluation services to community based programs for Closing the
Gap projects (2001, 52 projects statewide) and Chronic Disease Health Promotion and
Education Projects (2003 ongoing, 36 projects statewide). A recently awarded Closing the
Gap service grant focuses on to reducing maternal risks through programming in nutrition
and physical education in Gadsden. The state also funds the Center through a state-wide
train-the-trainer initiative in family-literacy based childbirth education.
F. To what extent was cultural competence of contractors and of project staff an issue?
If cultural competence was an issue, how was it addressed and were any noticeable
benefits realized?
The project leadership has worked diligently to incorporate cultural competence elements
into the center administration and the grant. With a mission focused on eliminating
disparities in health, the center works continuously towards equity, justice and cultural/ethnic
diversity in workplace policies, subcontracting practices and in dealings within the
community. Personnel hired are culturally representative of the community served, and,
when possible, are residents of the communities targeted by grant activities. While the center
follows the state university guidelines regarding equal opportunity and employment, the next
grant period will see establishment of a rigorous and formal center policy regarding cultural
competence and diversity in hiring and subcontracting.
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IV.

Project Accomplishments

A. Case Management
Prenatal, infant, and interconceptional case management services were subcontracted for with the Gadsden County Health
Department. As the lead agency for the Florida Healthy Start program in Gadsden, the health department already has a
comprehensive, ongoing care coordination program model that includes screening, assessment of need, and services. The Federal
Healthy Start contract provided an opportunity to enhance this existing program and ultimately improve the implementation of the
program which is an integral part of the local MCH system of care. There were a number of barriers to improving the existing MCH
program, particularly resistance to change. The state program, which was implemented in Gadsden in 1991, had never fully
implemented the program as it was designed. The health department had a difficult time moving from a clinic based public health
program to one that is community based. As a result, many of the guidelines for effective processing of patients through the system
had not been fully or effectively implemented. Through continued efforts on the part of the Federal Healthy Start administration and
staff over the project period, the MCH program has made significant improvements that have resulted in significant increases in the
number of clients served and the number of services delivered to case managed pregnant women and infants.
The weakest component of the local MCH program continues to be interconceptional care. While care coordination of infants is
considerably improved as well as prenatal care coordination, the Florida Healthy Start program does not serve interceptional women
as a target group addressing specific risk factors around maternal health. For example, if a woman experiences a fetal loss, she is no
longer eligible for the state program. Now that the prenatal and infant program have improved significantly the new Federal Healthy
Start project period will focus care coordination on interconceptional case management including risk appropriate referrals from the
local MCH program as well as other MCH programs in the system of care.
Project Period
Objectives
By 6/01/05, reduce the percent of
singleton LBW births to case
managed black women (CMBW)
to less than 9.72%.

Strategies and Activities
Strategy: Case Management (CM) through screening, risk
assessment and risk-appropriate care including referral,
monitoring, facilitation and follow up on utilization of
needed services. (Unless otherwise indicated Case
managers are responsible).

Accomplishments
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Activities:
1. Meet with private and public health care providers in the
project area to identify community resources.
(Project Management Team, Staff 12/01).

2. Work with CHD to revise risk assessment care protocol
with leveling system for CM services based on Florida HS
Guidelines (Project Coordinator, CHD staff 10/01).
3. Recruit through the community 5 new case managers,
(Project Coordinator, Partners 11/01)
4. Provide training to all new & existing HS case managers
based on a training plan (Project Trainer, 01/02).
5. Enroll pregnant women within 5 days of receipt of a HS
Screen or referral. (Central Registration, Ongoing).
6. Provide home visits based on need according to the
Healthy Start leveling system (quarterly, monthly or
biweekly) from the prenatal period until child is 2 years old.
(Case managers, Ongoing).
7. Use curriculum to help meet program goals & objectives.
(Case Managers).
8. Ensure that HS pregnant women are linked to a PNC
provider & understand the importance of PNC. (Case
managers, Ongoing).
9. Ensure that enrolled pregnant women receive education
on healthy behaviors, avoiding risky behaviors,
breastfeeding, fetal development & the benefits of spacing.
(Case Managers, Ongoing).
10. Ensure access to WIC or other nutritional counseling.
(Case Managers, Ongoing).
11. Provide in-home nursing consultation and pregnancy

1. Accomplished and
ongoing; monthly
collaborative
management team
meetings include area
providers.
2. Accomplished and
ongoing.
3. Accomplished and
ongoing.
4. Accomplished and
ongoing.
5. 101 Black women were
enrolled in HS case
management.
6. Accomplished and
ongoing.
7.

8. Ongoing; 101 black
women received a total
of 2,071 services.
9. Accomplished and
ongoing.
10. Accomplished and
ongoing
11. Ongoing Florida Healthy
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testing as needed. (Nurses, Ongoing).
12. Refer women identified with high stress or depression
utilizing the Tell Us About Yourself Self Assessment for
mental health services. (Case managers, MH Counselor,
Ongoing).
13. Provide intensive supervision for case managers. (Project
Supervisors, Ongoing).
14. Conduct multidisciplinary staff meetings on the progress of
HS families. (Project Supervisors, Ongoing).
15. Enhance the quality of CM services provided through
regular training sessions focused on specific training
needs identified through staff surveys & reflective
supervision (Project Trainer, Ongoing).
16. Provide opportunities for staff to participate in local, state
& national conferences. (Project Manager, Management
Team, Ongoing).
17. Identify individual and system barriers to accessing
prenatal care and HS services and collaborate with local
partners through the Consortium to resolve issues.
(Project Coordinator, Consumers, Staff, Ongoing).
18. Provide referral to support services such as transportation
and child care to enable participants to complete prenatal
visits. (Case Managers, Ongoing).
19. Establish joint staff training opportunities with other county
case managers under the CHD Healthy Start Umbrella.
(Project Trainer, Ongoing).
20. Use the state-wide HCMS for common data reporting to
provide frequent & systematic feedback from supervisors
to each case manager, and ultimately quality
improvement. (Project Manager, Evaluators, Ongoing).
21. Conduct annual performance appraisals using information

Start standards and
guidelines accomplished
12. Ongoing through
Gadsden County Health
Dept and CMT.
13. Ongoing case reviews
and CMT meetings.
14. Regular in-service
training through health
department.
15. Ongoing training of Subcontracted case
management coordinator
and staff as part of
QI/QA component of
sub-contract agreement.
16. Ongoing participation in
local, state, and national
grantee conferences.
17. Ongoing through CMT,
Consortium and local
Health Council
18. Accomplished and
ongoing through referral
networks.
19. Accomplished and
ongoing
20. SQL queries developed
in conjunction with Title V
office and local CHD;
ongoing training in use of
reports.
21. Accomplished through
sub-contract as part of
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from observations of home visits, family interactions,
community representatives and peers. (Project
Supervisors, Ongoing).
22. Provide home visits based on need according to the HS
leveling system (quarterly, monthly or biweekly) until child
is 2 years old. (Case managers, Ongoing).
23. Use the Partners for a Healthy Baby curriculum with all
families to help meet program goals and objectives. (Case
managers, Ongoing)
24. Ensure that enrolled children are linked to a pediatric
provider (Case managers, Ongoing).
25. Follow-up to ensure that all children are current well baby
visits & Immunizations (Case managers, nurses,
Ongoing).
26. Conduct regular developmental assessments on HS
children (4,8,18 mths). (Case managers, nurses,
Ongoing).
27. Ensure that mothers of HS children receive education on
healthy behaviors during the first 2 years of life, avoiding
risky behaviors ,breastfeeding, child development &
benefits of spacing births. (Case managers, Ongoing).

QI/QA.
22. Accomplished and
ongoing as part of
subcontract.
23. Ongoing through state
HS case management
subcontract
24. Ongoing through state
HS case management
subcontract
25. Ongoing through state
HS case management
subcontract
26. Ongoing through state
HS case management
subcontract

27. Ongoing through state
HS case management
subcontract

28. Ensure access to WIC or other nutritional counseling
(Case managers, Ongoing).

28. Ongoing through state
HS case management
subcontract

29. Provide health and safety education aimed at prevention

29. Ongoing through state
HS case management
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of child abuse and neglect and reduction of accidents and
injuries (Case managers, Ongoing).

30. Conduct quarterly multidisciplinary staff meetings on the
progress of HS families. (Project Supervisors, Ongoing).

31. Identify individual & system barriers to accessing well child
and HS services and collaborate with local partners
through the Consortium to resolve issues. (Project
Coordinator, Consumers, Staff, Ongoing).
32. Provide referral to support services such as transportation
and child care to enable participants to complete well child
visits. (Case managers, Ongoing).
33. Provide intensive supervision for case managers. (Project
Supervisors, Ongoing).
34. Enhance the quality of CM services provided through
regular training sessions focused on specific training
needs identified through surveys, observations and
reflective supervision. (Project Supervisors, Ongoing).
35. Provide opportunities for staff to participate in local, state
& national conferences. (Project Manager, Ongoing).
36. Establish joint staff training opportunities with other county
case managers under PCHD Healthy Start Umbrella
(Project Trainer, Ongoing).
37. Use existing state-wide HCMS for common data reporting
to provide frequent, and systematic feedback from
supervisors to each case manager, and ultimately quality
improvement. (Project Manager, MCH Epidemiologist,
Ongoing).
38. Conduct annual performance appraisals using information
from observations of home visits, family interactions,

subcontract
30. Accomplished and
ongoing through monthly
CMT meetings and interagency care coord
meetings.
31. Accomplished and
ongoing through monthly
CMT meetings and interagency care coord
meetings.
32. Ongoing through state
HS case management
subcontract
33. Ongoing through state
HS case management
subcontract
34. Ongoing through state
HS case management
subcontract
35. Ongoing participation in
local, state, and national
grantee conferences.
36. Accomplished and
ongoing
37. Accomplished and
ongoing
38. Accomplished and
ongoing as part of case
management subcontract
39. Accomplished and
ongoing as part of case
management subcontract
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community representatives and peers (Project
Supervisors, Ongoing).
By 6/01/05, the percent of Level III
CMBW who receive family
planning services at postpartum
visit will be 5% over baseline
each year.

Strategy: Interconceptional Case Management (Unless
otherwise stated, the case manager is responsible).
Activities:
1. Provide home visits based on need according to the HS
leveling system. (quarterly, monthly or biweekly) until child
is 2 years old. (Case managers, Ongoing).
2. Use the Partners for a Healthy Mother curriculum (being
developed) to help families meet program goals &
objectives. (Case managers, Ongoing).
3. Ensure that enrolled mothers are linked to a medical
home. (Case managers, Ongoing).

4. Refer enrolled mothers for postpartum care and ensure
they receive care within 8 weeks of birth.
(Case managers, Ongoing).

5. Ensure that mothers of enrolled infants receive education
on avoidance of risk taking behavior, breastfeeding, infant
development, and the desirability of spacing births. (Case
managers, Ongoing).
6. Refer participants for family planning services and ensure
they follow-up on needed appointments.
(Case managers, Ongoing).

This indicator is currently
under development.
1. Provided through GCHD
contract only for those
cases that were Level 3
during the prenatal
period who continue to
be at risk
2. Provided through GCHD
contract.
3. Provided through GCHD
contract and through
project Peer Support
Group Health Advocates
4. Partially accomplished
through GCHD
subcontract; many do not
return to CHD for post
partum care but return to
OB office; stats not
monitored for private
provider post partum
services.
5. Provided through GCHD
contract.
6. Provided through GCHD
contract.
7. Provided through GCHD
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7. Ensure access to WIC for breast feeding mothers or
nutritional counseling. (Case managers, Ongoing).
8. Ensure that enrolled mothers receive at least one
comprehensive primary/preventive health care visit before
closure at child’s second birthday.
(Case managers, Ongoing).

contract.
8. Not accomplished; new
interconceptional
program will assure this
objective in the new
project period 2005-09

B. Outreach
Outreach strategies focused on recruitment, and most importantly on improving case finding, and community collaboration. The
project formed a collaborative team of home visiting and other MCH provider directors which focused on improving the system of
care through better outreach, referral, and follow up mechanisms. This team, referred to as the Collaborative Management Team
(CMT) has successfully collaborated to improve the system of care in these areas. Case finding was conducted with a collaborative
effort that included use of the project’s peer support group facilitators, now referred to as family health advocates. Case finding lists
were generated by the health department of women and infants whom they were unable to locate. As a result the “unable to locate”
cases were decreased significantly over time ultimately improving the number of clients served and the number of services delivered
to pregnant women and infants. In addition, a network of churches was coordinated to recruit families into care. The MotherCare
Network was started with a small amount of seed money in the second year of the project and while there is no longer any funding
available the network now includes over 10 churches of volunteers who focus efforts on improving infant birth and health outcomes.
Project Period
Objectives
Outreach-related Project
Objectives:
By 6/01/05, 100% of HS
Eligible black pregnant
women (BPW) will
consent to participate in
HS at the time of prenatal

Strategies and Activities
Strategy: Aggressive case finding of pregnant women in the
first trimester.
Activities:
1. Develop Protocol for outreach activities with input from Task
Force (Project Manager/Consortium, 12/01)
2. Establish collaborative relationships with community
organizations such as area churches, neighborhood centers,
and housing projects to provide office space for outreach
workers. (Project Manager, 12/01)

Accomplishments
All Baselines Established.
1. Accomplished.
2. Office space secured thru
rental agreement 12/03.
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screen.

By 6/01/05, 100% of HS
Eligible BPW requiring an
initial contact will receive
a contact.
Baseline: 101 of 268
(37.68%) HS Eligible BPW
who consented to
participate in HS at the
prenatal screen received an
initial contact in 2002.
(Source: Gadsden County
Health Department HCMS).
By 6/01/05, 100% of the
parents of HS Eligible
Black Infants will consent
to their infants’
participation in HS at the
time of infant screen.
Baseline: 109 of 113
(96.46%) of parents of HS
Eligible Black Infants
consent to their infants’
participation in HS at the

3. Recruit through the Task Force, 8 community members to serve
as outreach workers, placing six at neighborhood housing
projects and 2 in local churches. (Project Manager, Partners,
12/01)
4. Provide initial 4 week training program to outreach workers
including 5 to act as substitute workers when turnover occurs
(Project Manager, 01/02)
5. Conducting door-to-door canvassing of the target area for
referral and follow-up regarding prenatal care as part of the
outreach protocol (Outreach Team, 12/01)
6. Conduct clinic-based pregnancy testing and case-finding
through new and existing providers (testing site staff, Ongoing).
7. Complete Florida’s Healthy Start prenatal risk screen on all
pregnant women identified and send to CHD (PNC Providers,
Ongoing).
8. Provide quarterly outreach reports to summarize outreach
activities accomplished. (Project Manager, Ongoing).
9. Conduct quarterly health fairs in local neighborhoods. (Project
Manager, Partners, Ongoing)
10. Establish bi-weekly case conferences with Healthy Start case
managers and community outreach and education coordinators
to review outreach activities, data collection updates, referral
patterns, and plan future activities. (Project Manager, Ongoing)
11. Provide on-going training for outreach and case management
staff focused on specific training needs identified through
surveys, observation and reflective supervision. (Project Trainer
12. Provide opportunities for staff to participate in local, state
&national training conferences. (Project Manager, Ongoing).
13. Use existing Healthy Start Statewide System (HCMS) for
common data reporting and continuous feedback to improve the
system as necessary.
(Project Manager, Evaluation Team, Ongoing)
14. Conduct annual performance appraisals utilizing information
form observations of peer support group meetings, interactions

3. Accomplished. Four full-time
Community Health Facilitators
hired; groups and outreach at
the neighborhood level.
4. Accomplished and ongoing.
5. Accomplished and ongoing.
6. Accomplished and ongoing.
7. Accomplished and ongoing.
8. Accomplished and ongoing.
9. Accomplished and ongoing.
15 community health fairs held
in reporting period.
10.

11. Accomplished and ongoing.
Inter-program training with
case managers and CHFs.
12. Accomplished and ongoing
(Nat’l HMHB, several state and
local conferences)
13. Accomplished and ongoing.

14. Under development.
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time of the infant screen in
2002 (Source: Gadsden
Health Department HCMS).

with families, community representatives and peers.

By 6/01/05, 100% of HS
Eligible Black Infants
requiring an initial contact
will receive a contact.
Baseline: 54 of 109 (49.5%)
of HS Eligible Black Infants
requiring an initial contact
received a contact in 2002
(Source: Gadsden Health
Department HCMS).

C. Health Education
The education component of the project is and continues to include as a primary strategy the use of peer support groups. Peer support
groups were strongly recommended by the community as a needed service to support and educate women who were at risk for poor
birth outcomes. These groups have proved to be a significant factor in building trust within the community for the project. The
groups have been extremely popular among consumers as well as providers not only in health but in education as well. Many of the
local schools have requested a peer support group. The peer support groups have also demonstrated significant results in knowledge,
attitudes, and behaviors related to risk factors for poor birth outcomes. With more than 100 women on average “graduating” from the
groups per year, the impact of this strategy continues to make this a powerful tool. In addition, the use of peers as facilitators of the
groups proved to be a powerful strategy. Many of the women who attended the groups began to request individual assistance from
their group facilitators. As a result, the program was expanded to include the use of the facilitators as extenders to case management.
It became apparent that there was in fact a fairly strong informal network of services that could only be provided by the peer
facilitators, unlike those offered as part of a more traditional case management model, particularly for housing. Many women who
had never before felt safe asking for help, sought help for domestic violence from their facilitators who linked them up with local law
enforcement and domestic violence resources.
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Project Period
Objectives

Strategies and Activities

Health Education-related
Project Objectives:

Strategy: Peer support groups & health ed. classes.
Activities:

By 6/01/05, participants in
the Peer Support Groups
will increase their
knowledge about the
impact of risky behaviors
such as douching,
smoking, poor nutrition,
etc., by at least 20% from
baseline each year.
Baseline: Baseline
individually determined
through pretest.
By 6/01/05, participants in
Peer Support Groups who
demonstrate a change in
behavior as measured by
a behavior survey related
to douching, nutrition,
smoking, alcohol, etc.,
will increase by at least
10% from baseline.
Baseline: Baseline
individually determined
through pretest.

1. Develop protocol for peer support group activities. (Project
Manager, Health Ed. Coordinator, 12/01)
2. Establish collaborative funding relationships with community
organizations such as area churches, neighborhood centers
and housing projects to provide office space for peer support
group meetings. (Project Manager12/01)
3. Recruit indigenous community leaders and transition the
Community Education Coordinator and Health Promoters to
serve as peer support group leaders located in neighborhood
sites and to coordinate community education activities.
(Health Ed. Coordinator, Partners, 12/01)
4. Provide ongoing training in health ed. & facilitation techniques
to peer support group leaders and peer support group leader
volunteers. (Project Trainer, Ongoing).
5. Recruit peer support group members (participants) through
existing case managers, the childbirth educator, and through
networking with existing programs in the community. (Health
Ed. Coordinator, Outreach and Health Ed. Staff, Case
managers, Ongoing).

6. Conduct biweekly peer support groups located in 6 community
sites for at least 3 to 10 pregnant women and/or those with a
child under 2 years old attending at least 3 or more groups.
(Health Promoters, Ongoing).

Accomplishments

1. Accomplished.
2. Accomplished. Weekly
groups held in churches,
homes, neighborhoods
and community centers.
3. Accomplished. 4 fulltime community health
facilitators facilitate 2
groups each week;
sessions held in
reporting period.
4. Accomplished and
ongoing. 2-4 hours of
training held weekly on
risk related topics and
group related issues.
5. Accomplished and
ongoing. pregnant and
parenting women
participated in groups;
referrals through
established networking
protocol.
6. Accomplished and
ongoing. 10 groups held
weekly.
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7. Educate pregnant and parenting women about the dangers of
smoking, alcohol, tobacco use, douching, STDs, poor
nutrition, chronic stress and oral health (Health Promoters,
Nurses, Case managers, Ongoing).

7. Accomplished and
ongoing. Groups held on
nutrition, maternal
infection (including
douching, BV and STDs),
stress, self advocacy and
self esteem, prenatal
care, family planning,

8. Conduct a series of empowerment and self esteem training
modules to model how to advocate for themselves and their
children at home, work, school or at providers’ offices. (Health
Promoters, Ongoing).

8. Initiated and ongoing.
PSGs covered two
sessions on self
advocacy and self
esteem. CHFs trained in
as client advocates and
increased emphasis on
self advocacy.

9. Partner with families to set and achieve their educational &
economic goals by linking them with services such as
vocational training, GDE, ABE, post secondary ed. and job
search. (Health Ed. Coordinator, Case managers, Ongoing).

9. Accomplished and
ongoing through
established referral
network with community
resources.

10. Identify community resources available for job training and
vocational education. (Health Ed. Staff, Case Managers,
Project Manager, Ongoing).

10. Accomplished and
ongoing; continue to
increase referral sources.

11. Disseminate newsletters with educational topics related to
interconceptional health and preventive health behaviors.
(Outreach and Health Ed. Staff, Case managers, Partners,
Ongoing).

11. Initiated and ongoing.
Well woman care
covered in group
sessions; increased
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emphasis in next
reporting period on
interconceptional health.
12. Use existing and develop as needed pre-post testing of health
education knowledge during training sessions. (Health Ed.
Coordinator, Ongoing).

12. Accomplished and
ongoing. Survey of
group participants at
initial group session and
again at end of series.

13. Refer pregnant women & mothers who smoke to community
cessation classes or to specialized peer support groups.
(Health Promoters, Case managers, Ongoing).

13. Accomplished and
ongoing. Referred to
Gadsden CHD.

14. Refer pregnant substance abusing women to the treatment
(Case managers, Ongoing).

14. Accomplished and
ongoing through close
collaboration with state
Healthy Start program
case managers.

15. Coordinate and refer pregnant women to area childbirth
education classes provided in neighborhood centers or
hospitals (Project Manager, Health Ed. Coordinator, Case
managers, Outreach/Health Educators, Ongoing).

15. Accomplished and
ongoing through work
with state Healthy Start
program case managers.

16. Coordinate and refer parenting women identified as needing
parenting ed. classes to classes in neighborhood centers
(Health Ed. Coordinator, Ongoing).

16. Accomplished and
ongoing through referral
agreement with Gadsden
County Extension Office.

17. Design educational/promotional activities in collaboration with
consortium, and peer support group members (Health Ed.
Coordinator, Ongoing).

17. Initiated and ongoing.
Activities redesigned in
reporting period by PSG
facilitators; reviewed and
updated with assistance
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from Consortium
subcommittee and group
participants.

By 6/01/05 100% of
providers who attended
education meetings will
demonstrate knowledge
of risks associated with
prematurity in Black
women by at least 20%
from baseline.
Baseline: No baseline

18. Conduct monthly case conferences with Director of Training,
Community Services Coordinator and CHFs to plan Outreach
and Health Education activities (Comm. Ed. Coordinator,
Outreach/Health Promoters, Ongoing).

18. Accomplished through
ongoing meetings.

19. Conduct quarterly multidisciplinary staffing meetings on the
progress of all participating families (Project Staff, Ongoing).

19. Initiated through ongoing
collaborative
management team
meetings of all county
programs and periodic
meetings with all case
managers and CHFs.

20. Develop guidelines for data collection, (e.g., pre-post testing,
satisfaction survey) and a database regarding the work
accomplished by each peer support group leader and
outcomes for each peer support group member (Project
Evaluation Team 12/01).

20. Accomplished and
ongoing.

Strategy: Cultural competency training for area providers.
Activities:

This indicator is currently
under development.

1. Select potential trainers from the project area to attend cultural
competency train-the-trainer training sponsored with Florida
Federal HS partnership funds for 99/00 to be held in July 2001.
(Project Manager).
2. Develop and implement educational activities in the project area
aimed at health department and private providers including
clinical and support staff on the principles and practice of cultural
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exists.

By 6/01/05, increase by
10% each year, the
number of consumers
attending at least 3
consortia activities per
year.
Baseline: 6 consumers
attended 3 or more
consortia activities in 2002
(Source: Consortium
Database).

competence (Health Ed. Coordinator, Project Trainer, Ongoing).

Strategy: Recruit, train and retain consumers to serve on the
Consortium in order to participate in decision-making.
Activities:
1. Implement an incentive system to reward consumers
attending scheduled Consortium meetings. (Project
Coordinator, Ongoing).
2. Develop and implement an ongoing system for regular
communication and feedback with project participants
including focus groups, annual consumer satisfaction and
other surveys.
(Project Coordinator, Ongoing).
3. Convene monthly Consortium meetings and obtain formal
approval on all major decisions. (Project Coordinator,
Ongoing).
4. Develop a training plan focused on the specific training needs
of the Consortium’s consumers identified through surveys and
observations.
(Project Coordinator, Ongoing).
5. Provide opportunities for consumers to participate in local,
state and national training conferences.
(Project Coordinator, Ongoing).

Baseline established.
1. Incentive plan
established and
implemented.
2. Accomplished.

3. Accomplished and
ongoing.
4. Accomplished and
ongoing.

5. Community members
attended annual HRSA
meetings in Washington
DC, participated in local
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meetings and trainings,
attended state
conference.
By 6/01/05, the percent of
women of childbearing
age who report receiving
insensitive care will be
reduced by a least 10%
from baseline.
Baseline: Sixty-nine
percent (69%) of black
women of childbearing age
responded on the
Community Health Survey
that they were always
treated with respect when
they go to the office of their
doctor or nurse in 2002.
(Source: Community Health
Survey Database).
By 6/01/05 Train at least
24 provider practices
serving African American
participants in culturally
sensitive health care.
Baseline: No baseline
exists.

Strategy: Design and conduct a provider education program for
physicians, midwives, and nurse practitioners.
Activities:

This indicator is currently
under development.

1. Distribute summaries of American College of Obstetrics &
Gynecology (ACOG) guidelines for BV screening and treatment.
(Health Ed. Coordinator, Project Director, PATRICA Coordinator,
Ongoing).
2. Develop and disseminate culturally appropriate provider
education pamphlets on the increased risks of prematurity in
Black women. (Health Ed. Coordinator, Project Director,
Management Team, Project Director, Ongoing).
3. Develop and implement bimonthly educational activities at
medical and hospital staff meetings, grand rounds, and residency
lectures in the project area about the increased risks of
prematurity in Black women due to the higher incidence of BV
infection and douching, the importance of screening for
periodontal disease and anemia and their association with
prematurity. (Health Ed. Coordinator, Ongoing).
4. Provide educational activities on the Back to Sleep Campaign and
the Risks of Second Hand Smoking and Asthma (Health Ed.
Coordinator, Ongoing).
5. Establish a speaker’s bureau, and professional peer education to
heighten awareness about the increased risks of prematurity in
Black women.
(Health Ed. Coordinator, Ongoing).
Strategy: Fetal and Infant Mortality Review.
Activities:

Baseline established.
1. Accomplished and
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By 6/01/05, all black fetal
and infant deaths in the
project area will undergo
review by FIMR technical
review committee.
Baseline: 9 of 18 (50%)
black fetal and infant deaths
in Gadsden County were
presented to the technical
review committee in 1999
(Source: FIMR Data report).

1. Collect information about perinatal deaths from VS,
newspapers & other sources. (FIMR Coordinator, Ongoing).
2. Abstract & summarize available medical records for perinatal
deaths reviewed. (FIMR Coordinator, Ongoing).
3. Conduct maternal interviews for 100% of FIMR cases
reviewed by the technical review team.(FIMR Coordinator,
Ongoing).
4. Offer and provide bereavement support when requested.
(FIMR Coordinator, Ongoing).

5. Complete minimum data set for fetal & infant deaths according
to DOH protocol. (FIMR Coordinator, Ongoing).
6. Present all cases to the Technical Review Committee. (FIMR
Coordinator, Ongoing).
7. Analyze data in minimum data set to identify trends in
underlying causes of death and validate the findings. (FIMR
Coordinator, Ongoing).
8. De-identify info. Shared with consumers & providers to protect
the privacy of families, medical staff & service facilities. (FIMR
Coordinator, Ongoing).
9. Present FIMR findings to the Community Action Group and
project Consortium. (FIMR Coordinator, Ongoing).

ongoing. I
2. Included in FIMR
contract.
3. Included in FIMR
contract.
4. Referrals ongoing to
HRSA depression grant;
inter-agency training and
protocol accomplished.
5. Included in FIMR
contract.
6. Included in FIMR
contract.
7. Included in FIMR
contract.
8. Included in FIMR
contract.
9. Under review for
Gadsden specific
content.
10. Ongoing.

10. Formulate and implement recommended interventions to
address the issues identified by the review team. (FIMR
Coordinator, Ongoing).
11. Provide technical assistance and training to 11 other FIMR
projects statewide.

11. Not part of the FHS
contract, but carried out
by FIMR contracted
service provider.
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V. Project Impact
A. Systems of Care:
The Project Director’s role has focused primarily on building and enhancing collaborative
relationships among community organizations and services in maternal and child health in
Gadsden County. Gadsden County’s MCH system of care has experienced a rich history
that includes a variety of successes and failures over the last decade.
Florida has a statewide MCH program, also called Healthy Start, that includes a
comprehensive set of services that begins with screening all pregnant women and infants for
risk factors, assessing for needs, and providing risk appropriate care that includes clinical and
wrap around services for those who are identified as being at risk for poor birth and infant
health outcomes. The Florida Healthy Start program also includes mandated local MCH
Healthy Start Coalitions that, when approved by the state’s Department of Health, have
authority over state dollars allocated to each county for maternal and child health services.
In Gadsden County the local coalition which had been approved and funded in 1993 was
defunded for poor performance in 1999. While the Gadsden Coalition for Healthy Babies
was moderately successful in its attempts to oversee the development and implementation of
the Florida Healthy Start Program, it experienced a number of obstacles that ultimately
resulted in the state withdrawing its approval status as a coalition as well as withdrawal of the
state legislated coalition funding.
The Federal Healthy Start Program has focused its work with the local health council,
organizations/agencies and MCH programs to improve the network of care to impact better
birth outcomes. This focus on collaborative interaction has resulted in improved MCH
program collaboration, significant improvement in the infant mortality rates (xxxx ), and in
the recent approval by the Title V Office of the proposal written by the FSU Center for
Health Equity for a new Gadsden County Healthy Start Coalition. The new Healthy Start
Coalition which will receive $150,000 annually from the Florida Legislature for ongoing
MCH planning and will begin operation sometime in November of 2005.
1 and 2. Approaches & Structured Changes.
The approaches utilized to enhance community collaboration included the formation of a
team of MCH program directors, called the Collaborative Management Team, that focused
specifically on system issues related to service delivery to increase services and decrease
duplication and lack of coordination (e.g., improved referral policies and procedures). The
primary focus of the CMT review was the state Healthy Start program in Gadsden,
administered by the local health department. A subcontract for case management services
has been key to the improvement of the program and the enhancement of case management
services. While the subcontract started at over $100,000 dollars in the first year, it has over
the project period been reduced to $30,000 as the improvements in the system have been
incorporated and sustained with state service dollars. Those improvements included
improved procedures for initial contact of at risk consumers, improved application of
assessment leveling and delivery of risk appropriate care coordination services, improved
case finding, improved use of staffing, improved coding of services, a better understanding
48

Federal Healthy Start Impact Report
Gadsden Woman to Woman Project (GWWP): Eliminating Disparities in Perinatal Health
Florida State University, Center for Health Equity

and use of data and reporting for the purpose of program improvement, i.e., QI/QA principles
and methods. These improvements will allow the health department to demonstrate to the
newly formed Healthy Start Coalition board the significant increases in the number of clients
served and the number of services delivered per client as well as the lowest infant mortality
rates in Gadsden in the last seven years.
Another significant approach was the participation, by the Federal Healthy Start (FHS)
administration, in the local Health Council. The Gadsden Health Council is an organization,
initiated by state Representative Curtis Richardson, that includes county leaders/policy
makers in the areas of health, education, business, and government. The mission of the
Health Council is to improve the systems of care in all areas of health to decrease disparities
in health outcomes experienced by Gadsden citizens. The priority health areas included in
the Council’s Strategic Plan, written in collaboration with the FSU Center for Health Equity,
are infant mortality, diabetes, cardiovascular disease, and cancer. This key relationship with
the Gadsden Health Council has catapulted the FSU Center for Health Equity and the Federal
Healthy Start program into prominence as experts in maternal and child health and as health
planning consultants to the community.
3. Key Relationships.
While the Health Council enjoys the political clout given it by state as well as local
government, they have only begun to recognize the learning curve necessary for effective
health planning. The director of the FHS program, Dr. Maurine Jones, has been instrumental
in defining for the Council the necessary components of health planning such that the FSU
Center for Health Equity has agreed to provide training for the board of the Health Council as
well as for the new board of the Gadsden Healthy Start Coalition. This training will include
the CDC APEX model of community health planning with needs assessment, identification
of risk factors and contributing risk factors and development of data based strategies and
action plans for MCH service delivery which serves as a model for other health area
planning.
With the organization and training of the Gadsden Healthy Start Coalition, the procedures
and policies that have occurred as a result of the CMT reviews will become integrated into
the Coalition’s Service Delivery Plan. The policies and procedures, which have focused on
improving case management services and referrals for other services, continue to evolve and
improve, particularly with the new Federal Healthy Start program (2005-2009) which brings
enhanced interconceptional case management services into the MCH network of services.
Other critical relationships that have evolved include significant collaboration with the faith
based community, local government (e.g., Board of County Commissioners), and the local
school system. The Associate Director of the Center, Linda Contreras, MPH, was able to
secure seed money to start the Mother Care Network which is a volunteer organization of
church Mothers who are committed to improving health outcomes. The focus for Mother
Care has been on families and all the social determinants that families deal with that affect
their health such as stress related to socio-economics, lack of education, and lack of access to
services, among others. Mother Care currently includes 10 area churches and is growing.
They have evolved to the point where they have the beginning of a strategic plan, have begun
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to seek out training in a number of health related areas, such as bereavement, and are in the
process of looking into establishing themselves as a non-profit, 501c3.
4. Impact on Comprehensiveness of Services.
a. The contact rates for the state Healthy Start program were at a very low level when the
Federal Healthy Start project began to work with the local administrators of the program
(Gadsden Health Department (GCHD)). With the collaboration of the QI’QA consultant
with the Center, the GCHD has been able to increase the contact rate to its highest in 4 years.
b & c. Barriers to access of case management services in particular were related to high
“unable to contact” rates as well as policies for case finding that excluded working with the
WIC program. With the use of the Federal Healthy Start peer health advocates (formerly
referred to as peer support group facilitators) in case finding, the unable to locate rates drops
dramatically. The project’s staff was often able to locate women/families within one day and
get them connected with a case manager in the health department. There were some
problems that have since been resolved that involved the lack of timely contact with
consumers after the project staff located women/families. In addition, through the CMT, the
WIC program is now an integral partner in the locating of consumers for case management.
The new Director of the state Healthy Start Care Coordination has begun to work closely
with the director of the WIC program to place a case manager in the WIC office to find
women who are enrolled in Healthy Start and get them assessed in a timelier manner and into
case management to assure continuity of care. In addition the prenatal care nurses in the
health department have begun to collaborate more effectively to assure continuity of care in
terms of periodicity schedules and follow up for other services.
d. In the second year of the project, the data system within the GCHD was a focus to
improve the type of data used to inform the program for the purpose of quality improvement.
New SQL queries were written in conjunction with the Florida State Department of Health to
enhance the local data system. Reports were formatted as well to demonstrate progress in
case management. The project is in the process of revisiting the use of the new programs to
refine the reporting mechanism. The newly appointed director of case management for the
GCHD is beginning to use the reports for program improvement and will continue to work
with the Federal Healthy Start project as part of the current sub-contract to improve these
data system mechanisms as well as the revised Q/QA mechanisms implemented in years 3 &
4 of the project.
5. Impact on enhancing client participation in evaluation.
a. As a result of the CMT reviews, the GCHD Director of Nursing has played a significant
role in improving consumer friendly service provision. In addition to required client
satisfaction surveys and reports to the project as part of the subcontract, consumers began to
learn that they could demand better service from the health department. The project Peer
Support and Education Groups have been instrumental in empowering women to advocate
for themselves during their prenatal care in particular. Anecdotal data indicated that many
project participants would request better service from front desk staff at the local health
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department and demand to speak to the Director of Nursing if they did not get satisfaction.
This was approved as a means of getting satisfactory service by the Director herself, who is
committed to improving services to consumers in the clinic.
b. Consumer participation has been a true commitment of the project such that the education
component of the project was developed by the peer facilitators of the support groups. The
materials, as well as the overall project, have been evaluated by the consumers through
ongoing focus groups and interviews. The feedback from consumers has been reported to the
consortium and incorporated into revisions of the materials as well as the mechanisms for
service delivery of the education services.
B. Impact to the Community: Describe the impact the project has had on developing and
empowering the community, at a minimum in the following areas:
1. Resident’s knowledge of resources/services availability, location and how to access
these resources.
The staff have numerous contacts with key community leaders and especially with the
multitude of churches that populate the county. Project staff coordinated and/or attended
quarterly health fairs and community events. Each of these health fairs was located at the
local neighborhood level, in order to better bring health screening, resources, and health
education and information to community residents that lack transportation. Health education
information and donations from local businesses, Kid Care, the March of Dimes and others
solicited by the Community Health facilitators and the Project Director have been distributed
at these health fairs to an estimated 5000+ Gadsden citizens over the project period.
2. Consumer participation in establishing or changing standards and/or policies of
participating service providers and local governments, that affect the health or welfare
of the community, and have an impact on infant mortality reduction;
From development of program strategies at inception, to the hiring of target-group
community members as the project’s community health facilitators, to the recent
reestablishment of a truly community-based Community Consortium, the Gadsden Woman
to Woman Project has its roots in community action planning and community involvement.
An impressive cadre of committed individuals, mostly consumers and well-informed citizens,
has come together to address the county’s perinatal health issues. The project will continue
providing funding for training of consumers as well as technical assistance to potential
community leaders in order to increase awareness of and commitment to addressing prenatal
health issues. The project is fortunate to have access to this committed, articulate group of
community and consumer representatives and is committed to ensuring that project area
consumers continue to actively participate in Community Council meetings.
3. Community experience in working with divergent opinion, resolving conflicts, and
team building activities.
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The federal Healthy Start project is committed to improving the ability of families to identify
their own strengths, needs, interests, and to providing a wide range of opportunities to
participate in decision-making about the project. Consumers participated on (1) the
evaluation sub-committee of the Community Council, reviewing the draft community survey
and providing input prior to dissemination; (2) in the development of the Healthy Gossip
photo novellas; (3) as co-chair of the Community Council; (4) attended a Pastor Summit in
February 2002, designed to bring together pastors, ministers and other community leaders
from diverse parts of the County and different denominations to foster community
development and empowerment; and (5) attended a variety of community and church-related
events throughout the County.
4. Creation of jobs within the community.
During the Project Period, the Project Manager, Community Services Director and all
Community Health Facilitators hired by the Project live and work in Gadsden County.
C. Impact on the State:
Utilizing Proximity to the Capitol, Two Major Universities, And a Major Community College
to Improve Outcomes: There are numerous factors which have converged and assisted the
GWWP grantee in gathering support for the county’s MCH health care challenges. Gadsden
county is located North of and adjacent to Leon County which houses the state capitol,
Tallahassee. State agency personnel as well as legislators can visit or attend local meetings
by a car ride of approximately forty-five minutes. This proximity to state policy makers
coupled with Gadsden’s public health challenges that need addressing have made its issues
visible. It is a site to visit and learn about the success of pilot demonstrations such as the
GWWP as policy options are considered by law makers and agency heads. The local premier
public Universities, Florida State University (FSU) and Florida A& M University (FAMU), a
only historically African-American University in Florida, have each begun in the last ten
years to invest research dollars, service programs and student internships in the county
particularly in the areas of public health. Partnerships within FSU and FAMU University
include faculty within the School of Social Work, the College of Education, the Department
of Communications, the College of Medicine and the School of Nursing. The FSU Center for
Health Equity, the grantee, for this Federal Healthy Start project, has sought to garner these
strengths of proximity to collaboratively bring:
(1) state expertise and resources to the county;
(2) awareness to policy makers of the problems faced by rural communities with poor
outcomes, few services or employment options; and
(3) tools for overcoming the concomitant complex challenges faced by populations living
in severe poverty working to overcome a former legal and cultural history of state
sanctioned discrimination.
Collaboration to Garner State funds and Support for Improvements in Local Health Planning
and Designation as a State Healthy Start Coalition : The former Gadsden Healthy Start
Coalition, was one of 32 coalitions in Florida funded to provide community oversight of all
local MCH programs. It was de-funded by the state in 2000. The GWWP Consortium has
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served as a defacto Coalition providing community input and oversight to the GCHD,
GWWP and county MCH health care partners. The GWWP through collaboration with the
GCHD and the health care community has assisted in developing the County’s infrastructure
and expertise. The establishment of a GWWPP Consortium which provided defacto oversight
of county MCH services has served to provide an example for state health agencies and the
county that Gadsden has the expertise and community commitment to again provide
authority over the perinatal system in Gadsden including the ongoing development,
implementation, and monitoring of a comprehensive MCH service delivery plan.
A Health Council was formed in 2003 by State Representative Curtis Richardson to address
all critical health problems in Gadsden. A community wide health needs assessment was
conducted by the Council in 2004. The Center for Health Equity played a key role in the
needs assessment process providing all of the MCH needs assessment data. The Project
Director worked with the Council to develop a strategic plan to address identified priority
health areas including infant mortality, diabetes, cardio vascular disease, cancer, and stroke.
The Strategic Plan includes, as one of its primary issues, the disparity between white and
black infant mortality.
With the Center for Health Equity as the primary writer, an application was developed and
successfully awarded for a state funded Gadsden Healthy Start Coalition. The newly formed
coalition will include the GWWP Consortium as a subcommittee to oversee perinatal
services. These coordinated efforts between the GWWP Consortium, the Gadsden County
Health Department, the Florida Title V Office, and the Gadsden County Health Council have
been critical to improved resources and health planning in Gadsden. The Federal Healthy
Start Project interventions will continue to be part of the ongoing MCH Service Delivery
Action Plan.
State Assistance and Participation in meetings & collaboration.
The Gadsden Project works directly with the Florida Department of Health (Florida’s Title V
MCH agency) toward goals in the MCH Title V needs assessment and Block Grant Plan,
with the project’s Director, Dr. Maurine Jones, a member of the statewide committee.
Collaborative goals examining the underlying causes of racial disparities in birth outcomes,
decreasing rates of infant mortality and morbidity, teen pregnancy prevention, and late entry
into prenatal car, and promotion of state campaigns for SCHIP and Back to Sleep.
Additionally, the Project has prominent statewide visibility for expertise in racial and ethnic
disparities in maternal and child health. The project works with the statewide and local Title
V agencies to provide quality improvement in the perinatal system of care in Gadsden, and is
an active participant in the Gadsden Health Council’s 2010 Steering Committee. The State
Title V office has provided specialized data analysis reports and technical assistance. The
GWWP Consortium Community Management Team (CMT) meets monthly and is attended
by the state Title V director. The CMT has been successful in cementing collaborative
relationships and providing a venue for examining barriers to care and solutions to systems
challenges. The state’s Title V office has provided technical assistance to the county’s
providers in the areas of assuring maximum impact of state and local funding and training of
county leaders on issues of maternal and infant health.
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GWWP Personnel Experience with the State Title V Program: The Federal Healthy Start
Project Director, Dr. Maurine Jones, who previously worked with the state health office Title
V office, played a key role in the development of the state Standards and Guidelines. These
Guidelines incorporate the CDC APEX approach to service delivery planning. It includes a
needs assessment, mortality review data, vital statistics and other local data collected from
providers, consumers, community based organizations and agencies. Strategies are tied
directly to the needs, stated goals and objectives prioritized by the community. This input and
personal knowledge of Title V has been invaluable to the project.
D. Local Government Role:
The GWWP project has had involvement with local government entities (1) through
personnel who are members of the Consortium, (2) through local governmental collaborative
meetings to develop and improve maternal and child health services, and (3) by the reporting
of findings to the County Commission, School Board and other Gadsden County
governmental agencies. The GWWP Consortium which meets monthly is a venue for
providing direct input into the project, especially through its Collaborative Management
Team (CMT) subcommittee structure. In addition to its advisory capacity, the Consortium
membership is invited to help plan and attend all public events/activities of the project. These
include presentations to the Gadsden Health Council, the Gadsden County Commission,
health fairs in all 5 districts, and the MotherCare Network events (the project’s faith-based
initiative). The grantee also works closely with the local providers and the community to
explore and design a state-of-the-art Comprehensive Health and Education Center. This
concept has been embraced by the providers and community alike. The grantee is facilitating
development of this concept, and has received seed money from HRSA’s Office of Rural
Health to further explore the consumer perceptions, barriers to care, and readiness to embrace
a comprehensive approach to maternal and child health and social service provision. Partners
in this endeavor include the local county health department, the local hospital, the Gadsden
County School System, the regional office of the Boy’s and Girl’s Club, the Florida State
University School of Social Work and the Florida A&M University Department of Education
(the state’s only Historically Black University).
The current chairwoman of the Consortium, a member of the local school system
administration, has assisted in outreach and referral, and worked with the Center for Health
Equity on the development of services for mental health, adolescent pregnancy, prenatal care
and grant development. The Gadsden County Police Department and Emergency
Preparedness law enforcement personnel attend consortium meetings and regularly assist in
referrals for services as well as education of high risk families they come into contact with.
Law enforcement officers, who are members of the project’s consortium, requested the
GWWP project form a collaborative of law enforcement (city and county, sheriff and police)
and emergency medical technicians. The project has scheduled training to the City Police,
County Sheriff Office and EMT personnel. The new Gadsden Local Health Planning Council
which receives state funds to develop a health plan for the county. The GWWP has been an
important support for the Council and it board of Gadsden policy makers, and agency
leaders.
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E. Lessons Learned.
In addition to those things listed above in section IV, one of the most important lessons learned
in the process of developing and implementing a project in a small rural community is that
communities like Gadsden have begun to object to organizations like universities that come in
with grants that were gotten because of the health problems that are evident in the community
but who never really work with the community to identify and prioritize problems and solutions.
Most often a grant is written before the community is involved and so the strategies and the
budgets are already laid out. And in more cases than not, the project leaves the community in no
better shape than when it arrived.
It is the philosophy of the Center for Health Equity to continue to build and maintain a
relationship, in the broadest sense, with the community; to continue to use a participatory
approach to program planning, implementation, and evaluation that includes community leaders,
formal as well as informal, and consumers. We continue to strive to find ways, in particular, to
include the informal leaders and consumers in our efforts to improve services and service
delivery, for it is that which will finally make the most significant impact. Building trust in the
community in which you implement programs is critical and trust is only gotten through respect
and inclusion in decision making. We continue to struggle to achieve these things but we have
made significant progress over the project period and continue to do so.
VI. Local Evaluation.
HEALTHY START LOCAL EVALUATION REPORT
PROJECT NAME:
The Impact of Peer Health Advocates on Knowledge, Attitudes, and Number of Services
Received that Affect Prematurity and Infant Mortality in African Americans
TITLE OF REPORT:
Peer Health Advocacy: An Outcome Evaluation of an Intervention Model for Pregnant and
Parenting African-American Women in Rural Communities
AUTHORS:
Tiffany Sanders Baffour, PhD, Assistant Professor College of Social Work and Research
Associate, The Center for Health Equity, Florida State University and
Maurine Jones, PhD, Director, Center for Health Equity
Section I: Introduction
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This pilot study examines the impact of peer health advocates (PHA’s) upon risk factors
associated with premature birth and infant mortality through a rigorous evaluation of using a
quasi-experimental design with a treatment and comparison group. The intervention is
conducted by the Gadsden Woman to Woman project, a Federal Healthy Start project funded
through Health Resources and Services Administration (HRSA) that specifically targets AfricanAmerican women at high risk for poor birth outcomes. The intervention occurs in a twelvesession cycle of peer support groups, facilitated by peer health advocates, that focus on risk
factors associated with poor birth and health outcomes. In addition to education, the PHA’s assist
individuals in their groups with specific needs, such as housing, that very often employ informal
networks of support. The Gadsden Women to Woman Project intervention seeks to (a) increase
knowledge and decrease risky behaviors related to risk factors associated with prematurity/infant
mortality (b) increase acceptance of prenatal and infant case management services and clinical
visits and (c) provide advocacy and referral to other needed services such as domestic violence
resources, housing, food, legal services, clothing, and food, among others. PHA’s are indigenous
women who reside in Gadsden County and act as facilitators in support groups with at-risk
pregnant women. PHA’s receive training in risk factors that enable them to provide education
concerning issues such as: nutrition, douching practices, stress management, maternal infection,
periodontal disease and pre-natal care. The PHA’s are trusted members of the community and
their intervention with clients seeks to enhance the follow through of at-risk women with
traditional health care providers.
This evaluation study of the PHA intervention is a sub-contract of a larger project entitled
“FAMU (Florida Agricultural and Mechanical University) and Harvard Center for Health and
Health Care Disparities” also known as Project CHOICE (NIH prime award #5 P20 MD0050102). Project CHOICE is funded from a National Institutes of Health (NIH) Grant. The Center for
Health and Health Care Disparities seeks to use research, training, community partnerships,
coalition building and social transformation to create models for eliminating health disparities in
both rural and urban communities. CHOICE is a collaborative research and dissemination
partnership that represents an exciting opportunity to harness the strengths of two outstanding
American institutions, one an HBCU (historically black college or university) with cutting edge
health professional schools and the other an Ivy League school of public health
(http://www.projectchoice.org/index.cfm). The partnership is enhanced by their affiliation with
Florida State University’s Center for Health Equity (http://www.projectchoice.org/index.cfm)
because of the experiences of the Center in conducting both interventions and research on child
and maternal health and health disparities in the Gadsden County community.

Local Evaluation Component
The central aims of this outcome evaluation are to (1) examine the impact of the PHA
intervention on changes in knowledge, attitudes and behaviors that impact prematurity and infant
mortality of participants (2) examine the impact of the intervention on social support and stress
(3) evaluate the impact of the intervention on compliance with or acceptance of case
management services and clinic prenatal visits (4) evaluate the impact of the intervention
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regarding outcome measures not captured by quantitative measures. Pre-test and post-test data is
being utilized to evaluate study outcomes including knowledge of risk factors related to infant
mortality, acceptance of case management and health care services. Data collection for pre and
post data is ongoing. Additionally, the project seeks to evaluate the impact of participation on
stress and social support and birth outcomes. A social support/stress scale has been developed to
measure levels of stress and social support unique to rural communities. Data on birth outcomes
will be collected via a short follow-up survey with participants. Data on birth outcomes has not
been collected to this date. Focus groups have also been held to examine outcomes not captured
using quantitative measures.
In addition, the study will conduct a record review of existing case management and clinical
records. Record review includes examination of birth outcome data, level of care coordination
for mother and infant and mother’s record of prenatal care. It is anticipated that approximately
100 Healthy Start case management and clinical records will be reviewed per year. Case
management and clinical records of African American pregnant women or parenting women’s
infants, will be selected based upon a set of matched demographic criteria including: 1) a
positive Healthy Start screening score of 4 or more points or a referral for reasons other than
score, 2) assessed as moderate to high risk needing on-going case management services at a
Level II (moderate risk) or Level III (high risk) (Florida Healthy Start Standards and Guidelines
Handbook) [10].
Key Questions/Hypotheses
Research Question 1: What is the impact of the intervention on knowledge, behaviors, attitudes,
stress and social support related to risk factors of prematurity/ infant mortality1?
Research Question 2: How does intervention participation impact the acceptance of health care
and social services2?
Research Question 3: What is the impact of the intervention on maternal/child health outcomes
and premature births and infant mortality for women who were pregnant during the
intervention3?
Section II: Process

1

Risk factors include stress, poor nutrition, maternal infection, smoking, poor dental hygiene and douching
practices.
2

Enrollment in social services will be tracked through examining referrals to organizations that provide mental
health counseling, employment counseling, GED classes, support groups, housing etc.
3

Maternal and child outcomes will be measured by examining if the mother has attended her post-natal appointment
and if the baby has an identified physician and has attended his/her first doctor’s appointment
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A pre-experimental one-group pretest - posttest design has been employed that measures
knowledge, attitudes, and behaviors of high-risk African American pregnant women and mothers
of infants. The study group will include one hundred cases per year for a period of 3 years
(n=300). One sample t-tests with a significance level of alpha =.05 will be used to measure
mean differences between pre and post test scores.
The pre-post test survey measures behaviors and attitudes towards case management and prenatal
care providers and services. The instrument (see Attachment A) will also measure behaviors and
knowledge about the risk factors associated with premature births and infant mortality including
but not limited to nutrition, douching practices, dental hygiene, maternal infections, stress, and
substance abuse.
In addition, 100 Healthy Start case management and clinical records will be reviewed per year
for three years (n=300), from 2003-5 to establish a comparison group baseline of number/percent
of prenatal care appointments kept and case management services received by Healthy Start
clients. Prenatal and infant case management and clinical records for the historical comparison
and treatment groups of African American pregnant or parenting women between the ages of 1835, will be selected based upon a set of matched demographic criteria including: 1) a positive
Healthy Start screening score of 4 or more points or a referral for reasons other than score, and 2)
assessed as moderate to high risk needing on-going case management services at a Level II
(moderate risk) or Level III (high risk) (Florida Healthy Start Standards and Guidelines
Handbook) [10]. These data will be analyzed using an independent samples test of significance
(.05 alpha), comparing treatment and comparison group mean percent of prenatal care
appointments kept and percent of case management services received, as indicated by an
assessment of risk level.
To date, data has been collected on intervention participants only. The Center has recently
received approval from the University’s Human Subjects Committee to conduct the record
reviews at the Gadsden County Health Department. Data collection has begun but has not been
completed at the time of this report. The finding/discussion section will report preliminary data
collected and analyzed examining changes in knowledge and behaviors of the risk factors
associated with infant mortality for intervention participants in the experimental group (research
question 1) and data collected regarding health care services (research question 2) for only two
peer support groups. Additionally, follow-up surveys with program participants are scheduled
for data collection beginning in January 06’. Pre-post testing will also continue at that time.
Therefore, data on Research question 3 is also unavailable at this time.

Section III: Findings/Discussion
This section reports results from preliminary data. Data collection is ongoing until 2007.
Demographic Characteristics
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Fifty-four African American women completed the pre- and post-test during the report period.
From September 2004-February 2005 (5 months), forty-four participants completed the program.
The mean age was 21.7, median 20 and mode 18. The oldest participant was 37 while the
youngest was 14. 97.6% (n=41) of participants were African American, while 1 participant
(2.4%) indicated she was Hispanic. 28.6% (n=12) of participants indicated they were pregnant
during the time of the intervention while 69.0% (n=29) indicated that they had children between
the ages of 0-2. All pregnant participants indicated they were receiving pre-natal care, while
38.1% (n=16) indicated they were enrolled in the Florida State Healthy Start care coordination
program. Several participants indicated they were at high-risk. 23.8% of participants specify
they had a premature baby in the past while 11.9 (n=5) indicated they had a baby that died, while
21.9% (n=9) had a miscarriage and 1 participant (2.4%) indicated a stillbirth.
A second cohort of 24 participants completed the program in July 2005. However, 12 of those
were repeat participants from the previous session. In addition the program was shortened due to
the 2001-05 project period ending. Therefore, their data (n=12) has not been included in this
report.
Advocacy Services Received by Consumers Through the Peer Health Advocates
Health Advocacy can be defined as an approach to strengthening and empowering families and
communities so that they can foster the optimal development of women, men, and their children
(Baffour, Jones & Contreras, 2005). PHAs often speak on behalf of the disempowered or teach
women the skills they need in order to achieve change at the personal or community level.
Advocacy seeks to produce change in the family system with the goal of changing conditions
that contribute to the client’s problems or securing and protecting the existing rights or
entitlement of the client.
Services were geared not only to improving health outcomes but improve the overall well being
of the participants as well as their families. Data was collected by PHAs to ascertain the type
and number of services received by consumers (See Table 1.). PHAs made referrals most
frequently to GED programs (n=41), for housing (n=14) and to the state Healthy Start program
(n=11) for case management services. Other referrals included smoking cessation, job
training/counseling, mental health counseling, financial help, The Sickle Cell Foundation,
dentist, Early Intervention Services, and the local food bank. Focus group data from the previous
year indicated that consumers expressed some dissatisfaction with community service providers.
In this report year, PHAs collected data on consumer outcomes. Table 2 indicates outcomes in
relationship to consumer services. Only 26.8% (n=26) of participants indicated that they had
received services after being referred by a peer health advocate. Reasons for not attending
services included consumer was waiting for services, or had one or more barriers such as
transportation, scheduling conflicts, or the client was too sick to attend services. In 29.9% (n=29)
it was unknown as to why the consumer did not follow-up. In this case, it was likely that the
PHA was unable to contact the client for follow-up. Data indicates that this consumer population
is very mobile; moving frequently and changing phone numbers often making it difficult to
locate many at-risk women.
Changes in Knowledge, Attitudes and Behavior
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Pre and post test survey data is collected during the first session and again at the end of the
intervention regarding knowledge of the risk factors of infant mortality, and questions regarding
behavior related to risk factors. Maternal stress has been identified as a significant factor causing
increased risk for prematurity and low birth weight among African-American women (Hogue &
Bremmer, 2005; Copper, Godlenburg, Das, Elder, Swain, Norman, Ramsey, Cotoreneo, Collins,
Johnson). Preliminary data in Table 3 and 4 indicate that participants utilized positive ways to
lower stress in both the pre-intervention phase and at the conclusion of the intervention.
Participants showed improvement in their self-reported behaviors around douching (p<.001) as
well as knowledge about risk factors related to infant mortality.
The data show that participants increased their knowledge in two key areas: knowledge of the
symptoms of bacterial vaginosis and knowledge of baby spacing. Bacterial Vaginosis as well as
other maternal infections, left untreated can cause premature labor. Respondents increased their
correct responses on the symptoms of Bacterial Vaginosis from 60% (n=18) to 80% (n=24) (See
Table 5). Further, good pre-conceptional health and “baby spacing” is a positive step to reducing
rates of infant mortality. Optimal time for baby spacing is eighteen months to two years.
Respondents increased their knowledge concerning the optimal interval for conception from 40%
(n=12) to 76.7% (n=23) (See Table 6).
Further analyses will be conducted in the coming year.
Limitations
Several limitations result from the current impact study:
1. The pre-post test instrument has recently been modified and could potentially pose
a threat to reliability (further indexes of reliability will be conducted)
2. Selection bias poses a potential threat to the internal validity of the study. The current
research compares people who volunteer for a program (those who received peer health
advocacy and attended weekly support groups) with people who did not choose to participate
in the intervention program making the study vulnerable to selection.
3. Experimental mortality poses a threat to the internal validity of the study. Often,
participants may drop out of the treatment group. Pregnant women are particularly likely to
drop out due to poor health and the new demands of motherhood and possibly work once
they have the baby.
Section IV: Recommendation
There are no recommendations at this time.
Section V: Impact
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Changes in perinatal system, community, etc. Other than changes to the coordination/logistics of
implementing peer support groups to improve service delivery there is no impact measured or
reported at this time.
Section VI: Publications
Publications from local evaluations (See Appendix B).
Baffour, T.D. ,Jones, M.A. & L.K. Contreras. (2005). Family Health Advocacy: An
empowerment model for pregnant and parenting African-American women in
rural communities was submitted for publication to Family & Community Health
in September, 2005.
References for local evaluation:
Baffour, T.D. ,Jones, M.A. & L.K. Contreras. (2005). Family Health Advocacy: An
empowerment model for pregnant and parenting African-American women in
rural communities. Unpublished Manuscript.
Cooper, R.L, Godberg, R.L., Das, A., Elder, N, Swain, M, Norman, G., Ramsey, R.,
Cotroneo, P., Collins, B, Johnson, F., Jones, P & A. Meir (1996). A preterm prediction
study: maternal stress is associated with spontaneous preterm birth at less than thirty-five
weeks gestation. American Journal of Obstetrics and Gynecology, 175(5), 1286-1294.
Hogue, C.R.J. & D. Bremner (2005). Stress model for research into preterm delivery
among black women. American Journal of Obstetrics and Gynecology, 192, (5), 547-556.
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Table 1: Pre-Intervention
Lowering Stress
Best Ways to Lower
Stress
Drink a little beer
Smoke a cigarette
Take a walk
Talk to someone

Frequency Percent
3
6.5
3
6.5
38
82.6
37
80.4

Table 2: Post-Intervention
Lowering Stress
Best Ways to Lower
Stress
Drink a little beer
Smoke a cigarette
Take a walk
Talk to someone

Valid

Frequency Percent
0
0
0
0
43
93.5
40
87.0

Table 3. Type of Services for Referral
Frequenc
Valid
Cumulative
y
Percent
Percent
Percent
GED
41
42.3
42.3
42.3
Smoking
2
2.1
2.1
44.3
Cessation
Job
training/couns
6
6.2
6.2
50.5
eling
Counseling
8
8.2
8.2
58.8
Clothing
1
1.0
1.0
59.8
Housing
14
14.4
14.4
74.2
Healthy Start
11
11.3
11.3
85.6
financial help
1
1.0
1.0
86.6
Sickle cell
1
1.0
1.0
87.6
Foundation
Dentist
3
3.1
3.1
90.7
Early
1
1.0
1.0
91.8
Intervention/a
ssessment
Food
4
4.1
4.1
95.9
Unknown
1
1.0
1.0
96.9
Other
3
3.1
3.1
100.0
Total
97
100.0
100.0
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Table 4. Outcome of Referral Services
Frequenc
y
Valid

went for
services
unable to
contact
worker
lack of client
interest in
obtaining
services
PHA unable
to contact
client for
follow-up
client could
not attend
services due
to medical
reasons
Client moved
client waiting
services
Transportatio
n barrier
Unknown
scheduling
conflicts
Total

Percent

Valid
Percent

Cumulative
Percent

26

26.8

26.8

26.8

5

5.2

5.2

32.0

2

2.1

2.1

34.0

10

10.3

10.3

44.3

5

5.2

5.2

49.5

5

5.2

5.2

54.6

9

9.3

9.3

63.9

1

1.0

1.0

64.9

29

29.9

29.9

94.8

5

5.2

5.2

100.0

97

100.0

100.0
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Table 5
Responses to Question “Symptoms Of The Infection
Called Bacterial Vaginosis Are.”
_________________________________________
Response
n
%
_________________________________________
Pre-test
Incorrect
13
28.3
Correct
32
69.6
Post-test*
Incorrect
2
4.3
Correct
44
95.7
_________________________________________
Note. N = 46.
Pre-intervention, one response was missing.
Table 6
Responses to Question “If A Woman Just Had A Baby,
How Long Should She Wait Before She Gets Pregnant?”
______________________________________________
Response
n
%
______________________________________________
Pre-test*
Incorrect
16
34.8
Correct
29
63.0
Post-test
Incorrect
4
8.7
Correct
42
91.3
______________________________________________
Note. N = 46.
Pre-intervention, one response was missing.
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VII. Fetal and Infant Mortality Review (FIMR).
Gadsden County’s FIMR is a part of a larger FIMR project called Panhandle Fetal and Infant
Mortality Review (PFIMR). It began in 1995 as a result of the first Florida Federal Healthy Start
project called Panhandle Healthy Start. At that time, the federal Healthy Start catchment area
included six counties. These same six counties remained a part of the Panhandle FIMR process,
which continues to this day. This Federal Healthy Start project (now called Gadsden Woman to
Woman) has always participated in Panhandle FIMR and served as a catalyst for the formation
of the local FIMR in 1995. Fetal and infant mortality review in Gadsden County is included in
the PFIMR project through funding provided by the Gadsden Woman to Woman Project and
includes review of every infant and fetal death in Gadsden County.
The local Panhandle FIMR project does not include review of maternal or child deaths; Child
Death Review handles child deaths. The Florida Department of Children and Families along
with Florida’s Children’s Medical Services provide oversight for child death reviews in Florida.
Maternal deaths are rare, and as such are handled on a statewide level in Florida’s Pregnancy
Associated Mortality Review (PAMR). The Florida State Department of Health presides over
PAMR in Florida with assistance from the Centers for Disease Control.
Panhandle FIMR (PFIMR) is comprised of the Case Review Team (CRT) and the community
action team, named the Healthy Pregnancy Network. When an infant death occurs in one of the
six PFIMR counties, there is not an automatic notification to the FIMR office. The FIMR
Coordinator goes to vital statistics on a routine basis and searches for recent fetal and infant
deaths. Next, the Program Coordinator requests records from: vital statistics, the police
department, the mother’s medical records, the mother’s hospital records, the infant’s hospital
records, the infant’s medical records, any agency record such as Healthy Start or other home
visiting, case management services, social services records and any record that may bring value
to the understanding of this infant death. Two nurse abstractors then collect records for
abstracting. This often times requires that these nurse abstractors actually visit provider offices
and abstract records directly from client files. Simultaneously, the Program Coordinator, an
Accredited Clinical Social Worker and trained bereavement counselor, offers each family an
interview and bereavement services in the form of a home visit. This interview then becomes a
service in itself as the Program Coordinator assists families through their grieving. Interview
material is used as a part of the minimum data set as well as part of the case review materials.
Records abstracts and interview data are combined and at least 3-4 cases are written up each
month for an evaluation with the Case Review Team.
The Case Review Team meets once per month at a local hospital. The location was chosen to
encourage medical provider attendance. Attendance has recently increased as the Program
Coordinator has aggressively marketed the Case Review Team (CRT) meeting to Medical
Examiners, College of Medicine faculty, Nursing School faculty, midwives, doctors, hospital
staff, students, local law enforcement and a diverse and thorough representation of local service
agencies. There are representatives from each county that PFIMR serves at the table each
month. Another new trend at CRT meetings is that fetal & infant deaths are clustered around
themes for examination. For example, a CRT meeting may focus on deaths that occurred at
home. Previous meetings highlighted deaths that occurred before the first pediatric visits and
deaths that occurred in the hospital.
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During the 2-3 hour CRT meeting, the Program Coordinator and Nurse Abstractor record the
group’s recommendations. Once a year, there is a data review that consists of reviewing the
year’s recommendations and placing priorities on pressing issues. At this meeting, CRT
members also evaluate the CRT meetings and FIMR process and feedback is utilized in program
improvement.
Group recommendations discussed within the Healthy Pregnancy Network for implementation
strategies. There is not a tremendous crossover between CRT members and the Health
Pregnancy Network members, however the PFIMR Program Coordinator presides over both
groups. This community action arm of Panhandle FIMR (PFIMR) has had difficulties in the past
as far as organizing and staying focused on tasks. The responsibilities of the community action
piece had gone to the Racial Disparity Task Force (a steering committee within the parent
organization which houses PFIMR), however this task force did not share a common vision and
was not an effective community group. The PFIMR Program Coordinator re-formed the
community action group under the Healthy Pregnancy Network in Spring 2005. This Network
hosts monthly workshops on various aspects of prenatal care and the issues that impact fetal and
infant mortality (as developed by the CRT). They collect process data such as number of
attendees at workshops and number of information kits distributed. The community response has
been very positive to this change and meeting attendance has increased.
Funding for Florida’s FIMR projects has always been difficult. The state Department of Health
provides minimal funding for only a few FIMR projects statewide. PFIMR is one of those state
funded projects. PFIMR also acts as the state technical assistance provider for FIMR projects
across Florida (both funded and unfunded projects). Recently PFIMR and other federal Healthy
Start projects have collaborated on developing and implementing a new web based data
collection system called BASINET. This new data collection system is being marketed
nationally with national FIMR’s cooperation. Florida’s FIMR projects are hoping that this may
become a revenue generating enterprise for current and future FIMR projects.
PFIMR also receives minimal funds from the Leon County Health and Human Services
Partnership, which is a representation of the local United Way and Leon County service funds.
Counties that participate in the PFIMR process (Jefferson, Madison, Taylor, Leon, Wakulla and
Gadsden) all contribute toward PFIMR expenses and each county receive local data and
participate in the Case Review Team and Healthy Pregnancy Network. In Gadsden County, the
health department has historically refused to pay for PFIMR services; the Gadsden Woman to
Woman Project provides the only support in Gadsden County for PFIMR.

66

