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I. Overview of Racial and Ethnic Disparity Focused on by the Project
As with other major cities in the United States, Columbus, Ohio data reveal racial
disparities in reproductive health outcomes. As noted below, these disparities persist.

Franklin County Infant Mortality Rate by Race
1990 – 1999
Year
1990

Black
16.4

White
9.4

Total
10.8

1991
1992

15.5
15.7

7.6
8

9.3
9.4

1993
1994

15.9
14.5

7.4
7

9
8.6

1995
1996

15.8
18.5

8.4
7.8

10.2
10.2

1997
1998

14.8
15.9

7
6.6

8.5
8.7

1999

19.3

7.1

9.6

Infant Mortality Rate – deaths per 1000 live births
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In addition, we found that in particular neighborhoods, rates of Infant Mortality and other
reproductive health outcomes revealed even greater discrepancies. Following are data
from the three neighborhoods that were the focus of our Caring for 2 Project – Near East,
Near South and South Linden..
The Near East is a predominantly African American – 87% according to the 1990
Census. In addition, for the years 1994-96, 14.3% of births were low birth weight, 28%
of women had inadequate prenatal care and 28% of women smoked during pregnancy.
Forty seven per cent of people in the Near East lived below the Federal poverty area.
Below are the rates of infant and fetal deaths for Near East residents.

The Near South in Columbus is a large area with 41% of the population of minority race.
African Americans account for 48% of the births in this high poverty area. Nearly 13%
of the births during 1994-96 were low birth weight, 32% of mothers smoked during
pregnancy and 23% of moms had inadequate prenatal care. Below are the rates of infant
mortality and fetal deaths for Near South residents.
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The final neighborhood our project focused on was South Linden. South Linden,
according to the 1990 Census, was 88% African American. For the 1994-96 births, 14%
were low birth weight, 26% of women smoked during pregnancy and 28% had
inadequate prenatal care. Below are the rates of infant mortality and fetal deaths for the
South Linden neighborhood.
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Our original letter of intent on March 23, 2000 indicated the following data by indicator
which met the Federal Healthy Start Eligibility levels:
Indicator
Project Area rates
Eligibility Factor level
1995-97 % births to teens < 11.8%
5.1%
18
1995-97 % LBW births
12.6%
7.4%
1996-97 post neonatal MR
6.8 deaths / 1000 live births 2.6 deaths / 1000 live births
1995-97 IMR
18.9 deaths /1000 live births 11.1 deaths/1000 live births
II. Project Implementation
The Caring for 2 Project was designed and implemented based on the requirements of the
Guidance at that time. As such, we developed the program around the two required
“models” of Consortium and Care Coordination and Case Management (CC/CM).
Embedded within the CC/CM model was outreach and health education for participants.
The original project did not include specific services or plans related to Interconceptual
Services or Perinatal Depression screenings. As these emphases were introduced by
MCHB, we began to incorporate these services toward the end of our project.
Outreach and Client Recruitment
A. Our approach to recruiting clients was to think about ways to involve both the
residents of and the service providers in the community. For that reason, we
chose to work with the project area’s settlement houses. The settlement houses
are visible, trusted institutions within the community in Columbus. During the
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first year planning phase of the project, we learned that this approach would yield
the best results.
B. Successful recruitment of clients was based on several major initiatives. First,
developing eligibility criteria and working with project area service providers
through the Consortium and one-on-visits about the project. Second, our
community based care coordinators were hired by neighborhood settlement
houses and were members of that community. Therefore, they functioned as
known ambassadors within the community for recruiting clients. Third, we
developed an Intake phone line, so there was one number that clients or providers
could call for information. This number was included on all Caring for 2
materials and was widely distributed. One of the things we observed and learned
was that early in the project, the community based care coordinators had more
time for outreach activities. However, as caseloads built, their attention needed to
be on the families being served. As their ability to conduct outreach declined, we
needed to work more with other community agencies in recruiting clients to
maintain case loads. Another change we made in the project was to increase the
skill level required for the person answering the hotline. This position was
upgraded to an Administrative Assistant. This was necessary in order to have a
first line staff person who could respond knowledgeably to the complex needs
presented by callers.
C. One of the most successful events we held in conjunction with the Consortium
was a neighborhood canvassing and education event. The purpose of the event
was to train resident canvassers who would inform pregnant women, children and
families on how to access needed services. With additional funding through a
HRSA CAP grant, Caring for 2 trained 152 community residents who went door
to door to 1400 households in the project area. A total of 539 households were
referred to Caring for 2 and the Columbus Health Department for follow-up of
needs identified during the canvassing.
Care Coordination and Case Management(CC/CM)
A. Our choice for a model of CC/CM would be to use indigenous community care
coordinators (CCCs). The CCCs would be closely supervised by a Social
Worker. These CCCs would meet with families at least monthly through
pregnancy and the first year of life. This model had shown great promise. In
particular, these CCCs were well received by community members – their
neighbors. Intensive training was put in place and the project adopted the home
visiting curriculum developed by Florida State University.
B. The primary resources needed for this intervention was funding for staff. There
were many lessons learned during the project and some unanticipated changes.
Originally, we were going to contract with our Columbus based FQHCs for this
service. However, after award of the project, the FQHCs were unable to take this
on due to a major expansion initiative. We then approached the Settlement
Houses located in the project area. This turned out to be an excellent result.
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These settlement houses are well known and visible in the community. This was
certainly a plus. However, we also learned that as the responsible entity, we
needed to have more built in accountabilities with contractors. Also, we learned
what strengths our settlement houses have and what is the best way to partner. In
our new project, we have redesigned the relationship and scope of responsibilities
with the settlement houses. It was a challenge for them to hire and supervise the
actual care coordinators and provide the needed data and reports. The settlement
house supervisor was pulled in many directions not related to Caring for 2. An
important lesson learned was to develop mutual strength based partnerships, have
clear and concise contract language and close contract monitoring.
C. Our CC/CM services were enhanced by the addition of a Public Health Nurse
(PHN) to the team. The PHN visited all patients and was an invaluable consultant
for the CCCs. The women and children served in our project often had serious
health issues. Although they were connected to health care providers, the
presence of the CCCs and PHN in the home assisted families in accessing care
and assuring they were getting there. In addition, while some women were
calling providers about problems and being put off, the presence of our PHN and
her call to the medical provider resulted in the women getting important, and in
one case, life saving care.
Health Education and Training
A. The project thought about and planned for health education and training from
three perspectives. First participant needs to be addressed by the care
coordinators during home visits; second, project area resident needs in terms of
understanding Infant Mortality and its’ contributing factors, the availability and
need for services; and finally, training for health and social service providers.
B. We found the training through the Florida State Curriculum and the related
materials are an excellent resource for participant ongoing health education. The
community training and canvassing event was the most successful project area
resident trainings. In addition, we hosted a very successful community baby
shower that served 81 participants. Throughout the project, Caring for 2, often in
partnership with the Council on Healthy Mothers and Babies (formerly the
Franklin County Leadership Council to Reduce Infant Mortality), provided
trainings for health and social service providers. During the project period, about
500 health and social services received training and nearly 50% received either
Registered Nurse or Social Work CEUs. The most significant accomplishment
we had for participant related education and training involved our local TANF /
Medicaid agency – rankling County Department of Jobs and Family Services.
The CF2 Project Director worked with the agency to establish that participation in
Caring for 2 home visits or educational events would be considered as part of the
“work” requirements for women receiving TANF.
C. For the community resident training, the additional monies from the HRSA CAP
grant assisted us in implementing this project. These funds provided a trainer and
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stipends for the community residents. Another important resource was the fact
that the Columbus Health Department was able to provide the CEUs for the
service provider training events. Another important community training event
planned by the Consortium and resourced by the MCHB through Technical
Assistance funds was the two day Substance Abuse training led by Dr. Ira
Chasnoff. On June 12 and 13, 2003. This event was co-sponsored by the March
of Dimes, Council on Healthy Mothers and Babies and the Ohio Hospital
Association. Over 100 participants attended this event. Out of this training, an
ongoing AOD (Alcohol and Other Drug Collaborative) was launched.
Interconceptual Care
A. It was not until the final year of the project that Interconceptual Care was
introduced as a required core service. Our planned approach was to continue with
the education and sharing of health information we provide to women about care
after / between pregnancies. We would continue to assure that women were
linked with the family planning services of their choice.
B. The Public Health Nurse and the CCCs were the staff providing the health
education and information. The Columbus Health Department was also providing
information to the community about the importance of Interconceptual Care. This
was as a result of our leading edge work with CityMatCH and CDC on
developing the Perinatal Periods of Risk (PPOR) methodology for urban
communities. The PPOR analyses revealed that in order to reduce fetal and infant
deaths, we needed to improve the health of women. We worked with the CF2
Consortium and the Council on Healthy Mothers and Babies to present the results
of the analyses and advance the importance of improving women’s heath,
particularly Interconceptual Care.
C. An incredibly important resource for us was (and is) CityMatCH. The training
and technical assistance we received helped us discover more specifically what
we needed to focus on to reduce the death of infants and improve the health of
families. In addition, we shared this information with our state health department,
who is now using the PPOR methodology to learn about improving the health of
women and children and designing programs to address those issues.
Depression Screening and Referral
A. It was not until the final year of the project that Depression Screening and
Referral was introduced as a required core service. Our plan was to have the
PHN conduct screenings using the Edinburgh tool. In addition, the CF2 Project
Director worked with the local network of mental health providers to establish
referral sources.
B.

Staff time was the primary resource for the above activities. A major challenge
was identifying adequate referral options for women in need of services. We
did make arrangements with the centralized intake agency for referrals.
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However, mental health system capacity for women uninsured or on Medicaid is
not adequate.
C.

We could have addressed this service better with more training for all CF2 staff
and for other community providers of MCH services. In addition, we needed to
understand better the resources available for women in need of depression care
services and medications.

Local Health System Action Plan
A. The Columbus Health Department (CHD), as the Caring for 2 (CF2) grantee, was
and is) a leader or active participant in workgroups, councils, consortia addressing
both local and state perinatal systems of care. Our approach was to continue with
these groups, enlist some of these members to work on the Caring for 2 Consortia
and bring CF2 identified issues and concerns to these other groups.
B. Throughout the project, the CF2 Project Directors, the Principal Investigator and
other members of the CF2 leadership team worked with numerous groups to
address perinatal system issues. Early in the project, there was substantial work
with the local Medicaid Advisory Council. However, as “mandated managed
care” came and went, this group disbanded. Primary work continued throughout
with the Council on Healthy Mothers and Babies. In partnership, we have worked
to address the issue of adequate access to prenatal care in this community. This
has remained a difficult issue to address and resolve. CF2 and the CHD actively
participated in the National Practice Collaborative for the Perinatal Periods of
Risk (PPOR). We made many presentations on PPOR and as a result, increased
the interest in addressing women’s health / Interconceptual health and worked
with the Ohio Department of Health (ODH) to make PPOR a primary way to
understand and address infant mortality in Ohio. As a result of the PPOR
approach, the ODH completely reorganized the role and responsibilities of the
Regional Perinatal Centers.
C. In terms of addressing prenatal care capacity, there were budget decisions and
issues that resulted in decreasing number of appointments for un, under-insured
and Medicaid eligible women. Below is a summary put together by the CHD for
the Council (Council on Healthy Mothers and Babies) describing the situation,
this was shared in newsletters and at meetings to address the issue:
Prenatal Care Capacity – What is the issue?
Access to and utilization of prenatal care (PNC) is key for improving outcomes of
pregnancy and women’s health. PNC, particularly for poor women, is often their entry /
re-entry into the health care system. Prenatal care capacity, access and utilization
continues to be a challenge in Columbus / Franklin County. Here is what the data tell us:
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•
•

•

•

•

•

In 2002, 88% of women entered care in the first trimester, however while 91% of
White women entered early, only 79% of African American and 81% of Hispanic
women entered early;
The Council on Healthy Mothers and Babies has conducted wait time surveys for
first PNC appointments for several years. The goal is that pregnant women will
get an appointment within 7 days. In the survey conducted June 2005, wait times
averaged 16 days. In this survey, 5 of the 17 sites (30%) were not scheduling.
Columbus Health Department’s (CHD) Perinatal Period of Risk (PPOR) analyses
identify that Inadequate prenatal care is a statistically significant risk factor for
VLBW births for African Americans and for excess death rates for post neo-natal
deaths;
The Council’s Pregnancy Care Connection (PCC) workgroup assessed PNC first
appointment slot capacity. In May 2003, there were 1,516 slots; in April 2004,
there were 1,041, and in April 2005, 879 slots an overall decrease of 42%%.
Reasons include the following:
1. Columbus Health Department closed a site in FY 04 and reduced
physician hours in FY 05 due to a steady loss of State grant funds (27% in
the last 5 years) and decreasing Medicaid revenues due to serving
ineligible women;
2. Neighborhood health centers reduced slots due to funding losses resulting
in consolidation of sites and fewer PNC service hours;
3. Hospitals reduced slots due to reduction in availability of Residents due to
changes in the number of hours they can work;
All sites are serving more women who do not speak English. This results in
increased un-reimbursed costs for Interpreters and a decrease in the number of
women who can be scheduled due to needing more time with each patient for
interpretation;
Broader, overarching concerns are the liability issues / malpractice costs for
Obstetricians and Family Practitioners providing OB. These issues are resulting
in fewer OB providers and future Residents.
As a result of this challenging issue, the Council convened a work group to create
Pregnancy Care Connection (PCC). PCC is a single phone line that women can
call to make an appointment at hospitals, health centers or health department
prenatal care clinics. Caring for 2 worked with ODH to obtain funds through the
HRSA CAP grant to finance the feasibility study and to implement PCC. This
was accomplished and the PCC line opened August 2003. This is an incredible
collaboration among hospitals, health centers, health department and the Council.
Effective June 2005, PCC had scheduled first prenatal care appointments for
3,457 women!

Consortium
A. The original approach was to have a county wide and project area Consortium.
The county wide approach was in partnership with the Council. The Project Area
Consortium (PAC) would involve participants, residents and local service
providers. During the planning phase, the Council was providing leadership to
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many initiatives. We felt it was important to be a major player in the Council’s
established group, yet have a Healthy Start visibility and a mechanism to involve
community members through a PAC.
B. Our Consortium had the following committees originally - Structure,
Education, Membership Recruitment, Marketing and Public Relations, Data and
Evaluation and Finance and Sustainability. During the second year of the project,
we combined the Membership and Marketing committee. During the first
meetings were monthly. We then changed to monthly Executive Committee
meetings and quarterly full PAC meetings.
C. The “Council”, a voluntary group of community “conveners,” ebbed and
flowed over the years and during 2000 and early 2001, the Council (Franklin
County Leadership Council to Reduce Infant Mortality) was close to defunct. In
late 2001 the Council re-emerged with a new name (Council on Healthy Mothers
and Babies), mission, energized leadership and in 2003 became a 501(c)3.
During that “down” time, the PAC became and remained the CF2 Consortium.
CHD/CF2 leadership worked with the Council continuously. When the new
Council emerged, CF2 worked closely and co-sponsored many education and
training events (notably the Chasnoff summit) and forums around PNC issues.
Resources that assisted us with successful Consortium activities include the
monies we received from the ODH HRSA CAP grant. With those funds, we
planed and implemented the project are neighborhood canvassing event that
trained 153 community residents who contacted over 1400 households. Also we
used these funds to finance the Council’s feasibility study and first year
implementation of Pregnancy Care Connection – the single phone line that
schedules first prenatal care appointments with hospitals, health centers or the
health department. A continual challenge for the project was meaningfully
engaging program participants in the Consortium. We did have a couple of
steadfast community residents who regularly participated. Program participants
did participate in Consortium sponsored education sessions, but not frequently or
regularly in governance/administrative meetings. We found that participants and
residents responded better to being involved in events rather than ongoing
meetings.
Collaboration and Coordination with State Title V and other Agencies
A. The Columbus Health Department (CHD) and Caring for 2 (CF2) leadership
began this project and continues to have strong and effective partnerships and
relationships with our Title V agency and other agencies / initiatives. The
approach was to continue this work with the overall intent of improving perinatal
systems of care. An additional strategy was to have a partnership among the
ODH and both the Cleveland and Columbus Healthy Start Projects. The
Cleveland HS Project received some Technical Assistance funds which we used
to work on issues together.
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B. We worked successfully with our Title V agency in the following issues /
initiatives: exploring obtaining Medicaid Administrative Match funds for case
management activities; advancing the PPOR methodology for understanding and
addressing fetal / infant mortality; working as part of a collaborative standardizing
training for community based care coordinators; partnering on the HRSA CAP
grant to fund the Pregnancy Care Connection feasibility study and first year
implementation and funding our Caring for 2 Neighborhood Canvassing activity;
introducing the Florida State curriculum to ODH and ODH in turn offering the
training to ODH projects funded in Ohio providing Federal Healthy Start like case
management services. In addition, ODH staff participated on our Consortium and
in community efforts, notably efforts focusing on increasing prenatal care
capacity.
C. In terms of resources, the HRSA CAP grant funds enabled Caring for 2 to
conduct a very successful project area Neighborhood Canvassing activity and
provide the Council on Healthy Mothers and Babies with the funds to plan for and
implement Pregnancy Care Connection. In terms of Medicaid Administrative
Claiming (MAC), even though we have been working on this for YEARS, our
State Medicaid agency has been very slow in moving it forward. ODH continues
to pursue. Another consideration is that for staff totally funded by Federal funds,
they are ineligible to participate in MAC. The State Medicaid agency is not at all
interested in pursing a Targeted Case Management or billing codes for care
coordination / case management primarily because of the need for State Medicaid
dollars for match. With MAC, local funds or State revenue dollars are used to
pull down Federal dollars.
Sustainability
A. Our plan for sustainability for case management services focused on
identifying private and other funders and pursuing Medicaid strategies.
Sustainability ideas for projects related to our local health system action plan were
focused on grant opportunities and through collaboration and partnerships of
participating agencies.
B. In partnership with ODH, we have been working on Medicaid strategies. The
primary one was MAC. Through the Cleveland Healthy Start Project’s receipt of
Technical Assistance funds, we were able to bring a national expert to Ohio to
help us craft our plan for the State Medicaid agency. We (ODH and partners) also
responded to a Medicaid RFP for providing case management services for
pregnant women and children which was not accepted. We have been in active
conversations with our Medicaid agency for over 5 years, and do not have a
system in place yet. We have also applied for grants to continue the services. We
spent a year in negotiations with a local foundation. At the end of that time, the
proposal was not accepted. The primary reason why was, “If this work is so
important to government, government should fund it.” This seems to be
becoming a more common theme. We have been successful in providing funding
for some of the local health system initiatives – notably, for Pregnancy Care
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Connection. This has resulted in a much easier way for women to access prenatal
care in our community and we consider this our most significant, successful
contribution to improving the perinatal health system in our community.
C. The continued slowness of our Medicaid agency in establishing MAC in Ohio
has been a major set back. For the Columbus Health Department, revenue we
would generate from this activity would help us expand care coordination / case
management services. This is a long and frustrating process for all of us.
II. D. Additional Consortium questions
1. Our original plan was to have two entities functioning as the Consortia. For
overall system considerations, we planned to work with the Franklin County
Leadership Council to Reduce Infant Mortality (Council). We would also
establish a Project Area Consortium (PAC) that would include program
participants, community residents, local health and social service providers
and CF2 leadership / staff. The CF2 Project Director would attend the
meetings of the Council and report on project activities and participate in
addressing the overall system issues that the Council was working on. The
PAC would be the nuts and bolts group. Unfortunately, the start up of CF2
coincided with the waning of the Council – an all volunteer group. The
Council went into hiatus as they (with strong leadership from the CF2
Principal Investigator) to regroup. The Council emerged with a new name
(Council on Healthy Mothers and Babies) and mission. In the meantime, the
PAC emerged as the entity for CF2. When the Council re-emerged, the role
with CF2 changed. We worked together as partners on community forums
and educational/training events. CF2 staff participated in Council activities
addressing system issues. The CF2 PAC focused on the project area, its’
service system and residents. Overall, we believe this turned out for the best.
It allowed for CF2 to focus on the project needs and yet, work in partnership
with the Council on issues where our missions crossed.
2. Initially, when aligned wit the Council and carry over folks from our initial
planning grant, there was an average of 70-80 active members. With the
pulling back of the Council and a focus on the Project Area Consortium, we
had an average active participation of about 25-30 people. Consortium
sponsored events often brought out large numbers, but active members were
much less.
3. The most significant process we used to identify needs was the Perinatal
Periods of Risk (PPOR) Approach. This approach has helped our project,
Consortium and community better understand why babies die and what we
need to focus on to reduce those deaths. CHD and our CF2 Project were
members of the CityMatCH and CDC National Practice Collaborative
working on adapting the PPOR approach for urban areas in the United States.
Our sharing of this approached has changed how our community and the state
of Ohio think and talk about Infant Mortality. In terms of resource allocation,

12

Healthy Start Impact Report, October, 2005
Caring for 2 – Columbus OH Health Department
our project, with a budget of $500,000 annually was primarily used for staff
for outreach and case management activities. We worked with our
Consortium on ideas and advice for other grants to pursue particularly for the
local health system action plan and project area events. At each Consortium
meeting, we had a report from the Case Management supervisor about where
we were with that model. In addition, our local evaluator and CHD in kind
Epidemiologist regularly attended the meetings to provide information.
Leadership from CF2 and CHD have participated on numerous other Councils
and Advisory Boards including the following: State – Title V Advisory
Council, Medicaid Oversight subcommittee, RWJ Covering Kids and Families
Advisory committee, Medicaid Administrative Claiming work group; Local –
Council on Healthy Mothers and Babies, WIC Title V County Council, Child
Death Review Team (we do not have a FIMR process), County Medicaid
Advisory Council, Access Health Columbus (group led by Medical Society
addressing access to care for uninsured), CF2 led AOD Collaborative
(established following the Chasnoff training).
4. A major community strength that contributed to Project Area Consortium
(PAC) development was individuals who were passionate about their
neighborhoods or their community based agencies that provided services in
our project area. We had one community resident in particular, who worked
with the PAC since the planning phase throughout the entire project. In
addition, our partnership with the project area settlement houses was helpful
for initial program credibility and community support.
5. It was a continual challenge to have program participants and additional
community residents involved in ongoing Consortium meetings. What we did
find was that participants and most residents responded to and participated in
specific, time limited events or activities. Therefore, this is where we focused
our activities. We never achieved ongoing participant representation for
Consortium meetings that were dealing with administrative, fiscal and
planning issues. Our Local Evaluator provided ideas on ways to increase
participation during the 3rd year of the project. Some of these were able to be
implemented, e.g. mission statement/purpose for each sub-committee,
increasing project area provider representatives. The one that never got fully
implemented was to develop a resident subcommittee of the Consortium.
6. Initially, we recruited residents and, after we enrolled folks, participants to
come to meetings. As noted above, this met with limited success. However,
we had better participation in community education offerings. Our most
successful initiative was the Neighborhood Canvassing project which resulted
in 152 community residents being trained on access to healthcare issues and
conducting outreach and information exchange over two week-ends in the
project area neighborhood. Over 1400 households were reached. This effort
resulted in not only increased visibility for Caring for 2, but enhanced
community empowerment for those residents who were trained. They became
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health information ambassadors for their neighborhoods and participated in
other Caring for 2 events after the canvassing.
7. Primary program participant input came as a result of the telephone surveys
conducted by CF2’s quality assurance coordinator. The responses of
participants were used to guide program specific services – these suggestions
were in turn, shared at Consortium meetings For those community residents
who participated on the Consortium, their formal feedback was collected as
part of the surveying completed by our Local Evaluator.
8. Comments obtained through the quality assurance surveys were shared with
the Consortium and used to shape services provided to families. In addition,
at all events held, that would have included participants and residents,
evaluations were included. These results were used to plan for the next event.
II. E. Additional Sustainability questions
1. Managed care in Franklin County, Ohio was an on again / off again thing.
Several times throughout the project, our County vacillated between being a
mandatory or voluntary county. At one point we had seven managed care
companies down to one. We were unable to engage any of these companies in
contracting with us for care coordination services for pregnant women and
infants. These companies feel they do case management. However, it does
not involve home visits and is a system with telephone contacts to enrollees
and mailings that includes education materials. It was challenging for our
Care Coordinators to make sure that enrollees got the transportation services
that they were entitled to. Third party billing for care coordination activities is
not an approved service in Ohio. For prenatal care service providers, there is
a billing code that providers can bill for “monthly care coordination.” The
provider is reimbursed $10 a month! This gesture of reimbursement covers no
additional services of any merit or advantage for the enrollee. In partnership
with the Ohio Department of Health (ODH), we submitted a RFP to the State
Medicaid agency for a pilot project that would highlight our care coordination
services. It was not accepted. In addition, as noted above, we have been in
ongoing negotiations for years to establish Medicaid Administrative Claiming
in Ohio which would provide reimbursement for outreach and care
coordination activities.
2. Additional resources to continue key components of our Caring for 2 project
have run the gamut in terms of success. We are extremely proud of our ability
to obtain HRSA CAP funds to plan for and implement Pregnancy Care
Connection – the single telephone line for scheduling first prenatal care
appointments at hospitals, health centers and the health department. The work
of the PCC continues with a March of Dimes grant and currently funding from
our new CF2 proposal and some of out Title V funding. We have pursued and
obtained several other grants that permitted us to bring on and maintain a total
of 6.5 staff to conduct care coordination services. With the loss of CF2
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funds, the CHD provided money to continue funding a part-time CF2 Project
Director and to keep our Public Health Nurse on full time for the remaining
CF2 families we had enrolled. We however, could not leverage enough City
dollars or other grants to continue our contract with the settlement houses for
the Care Coordinators. In addition, we lost our infrastructure for our
programs that were providing care coordination services, we were down to a
part time director, no Administrative Assistant who was managing the referral
line for CF2 and the other programs, no quality assurance coordinator or
contract relationship with our evaluator or information system consultant.
3. The most important thing we were able to do is have our families we had
enrolled followed by our Public Health Nurse until they delivered and were
linked with appropriate services. In addition, the ability to keep on a part time
Project Director for remaining CF2 activities and oversight of the other 3 care
coordination programs was extremely beneficial.
III. Project Management and Governance
1. The Caring for 2 Project underwent some changes within the Columbus
Health Department as a result of a new Health Commissioner being appointed,
a major reorganization, a 100% turnover in CHD staff and three different
Project Directors. A constant in the program was the fact that personnel
related / reported consistently to the Principal Investigator throughout. The
first project director left, after returning part time, the birth of her first child.
The Quality Assurance Coordinator was promoted to fill that position. The
second project director left during the second half of the final year of the
project. We were able to bring on a part time, experienced Administrator for
the rest of the project.
2. The Columbus Health Department provided a range of support services
including fiscal, human resources and purchasing. In addition, the CF2
administrative staff was housed with no cost for the project and telephone
costs were covered by the department. These infrastructure resources are
essential for any successful program implementation. Another important
resources was the fact that this funding permitted us to have adequate
leadership, supervision, support staff and staff dedicated to quality assurance.
Many public health programs have minimal to non existent support for
important leadership/management and evaluative staff members.
3. During the project tenure, we had 3 Project Directors. Our first director
(Welch) had a child, returned to work part time, and then decided to be home
with her baby. Our second project director (Lewis) was the former Quality
Assurance Coordinator, so was very familiar with the program. She left in the
second half of the final project year for an opportunity with a faith based
organization. We were then able to hire a part-time Director (McClure) who
saw the project through the end of the funding cycle and stayed on, paid for by
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City General funds, to complete Caring for 2 close-out activities and provide
oversight for the PHN continuing to see CF2 enrolled clients through delivery.
4. Our project was quite streamlined and based on providing two models of
services – Consortium and Case Management. A significant portion of the
funds were allocated to the Settlement Houses for Case Management Services;
we had a second contract with our Local Evaluators on faculty at The Ohio
State University; funds for CHD staff for Project Director, Quality Assurance
Coordinator and Administrative Assistant. Throughout the project, we had
several small contracts (less than $5000) for specific help with Consortium
and community building activities. All contracts went through a City
procurement process and approval by City Council. This is a standardized
process.
5. In terms of staff training, we worked on a collaborative with the Ohio
Department of Health for obtaining HRSA CAP funds. Through these funds,
training for community based care coordinators was provided. Our staff
participated in these trainings. This collaborative also looked at and pursued
working on a career track that would result in a certification for community
care coordinators. There was also training made available for program
supervisors. Columbus Health Department and Caring for 2 was one of the 13
cities that participated in the CityMatCH and CDC PPOR National Practice
Collaborative. The funds that were made available to us to travel to learning
workshops and technical assistance meetings enabled us to implement
effectively the PPOR approach. The PPOR approach has enhanced the way
we look at and understand infant mortality in Columbus and Ohio. Without
these resources for travel and training, we would not have been able to
participate in this incredible learning opportunity.
6. Cultural competence of our staff or contractors was never an issue in this
project. Overall, project leadership and providers reflected the population
served, African American women. In addition, all CHD staff are required to
attend cultural competence classes. Through our Department’s Office of
Minority Health, we have frequent learning opportunities.
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IV. Project Accomplishments
1.

Major Strategies – A.1. Case Management/Care Coordination

Project Period Objective
1.0 Provide Caring for 2 case
management services to at
least 50 women residing in the
Caring for 2 service area
during Year 1.
By Year 2 -100 women;
By Year 3 -150 women;
By Year 4 -175 women
(Baseline: 0% (0/12191 live
births. Source: Healthy Start
Participants

Strategy
Develop criteria for
identifying eligible
women and infants.
Develop materials and
presentations for public
awareness efforts.
Establish a Healthy Start
Hot Line to make project
information accessible
including information for
intake.
Design procedures and
protocols for client intake
system.
Design, pilot, and
implement a Caring for 2
Information System
(CIS).
Develop procedures and
protocols for client care
plan development.

Knowledgeable
and experienced
Caring for 2 staff t
manage and
ovesee operations
of Caring for 2.
Recruit and retain
eligible women for
Caring for 2 services.
Utilize criteria for
identifying eligible
women and infants.
Work with grass roots
and neighborhood
organizations in project
service areas to increase

Activities
Hiring and train of
Caring for 2 staff completed
June 2000 – August 2000)
2.
Caring for 2 staff to
develop eligibility criteria
for project participation
(June-September 2000)
3.
Caring for 2 staff to
develop referral criteria for:
women and infants already
in care (hospital clinics,
OB/GYN, pediatricians,
etc.); women/infants not in
care (other communitybased organizations) and for
Caring for 2 case
management /outreach staff
(June-September 2000)
4.
Caring for 2 staff to
develop contracts to
reimburse providers for
referrals to Caring for 2
(June-September 2000)
5.
CF2 staff to develop
packet to conduct marketing
education visits with
providers and staff
(Contracted Marketing
Firm—June 2000)
6.
Develop mechanism and
market CF2 Hot Line for
intake of self-referred
clients and providers (JuneSeptember 2000)
7.
Develop protocols for
enrolling clients and referral
criteria (June-September
2000)
8.
Develop CF2 Client
Information System (CIS)
to collect information on
clients and non-clients
(June-September 2000)
9.
CF2 staff begin
enrolling clients (October
2000-May 2001)
10.
Finalize contract with
1.
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Accomplishments
In Year 1: 142 (78
Pregnant/64 Other: Non
Pregnant) Women were
served - 184% over goal;
In Year 2: 236 (124
Pregnant/112 Other: Non
Pregnant) Women were
served – 136% over goal;
In Year 3: 240 (103
Pregnant/137 Other: Non
Pregnant) Women were
served – 60% over goal;
and
In Year 4: 153 (63
Pregnant/90 Other: Non
Pregnant) Women were
served – 13% under goal
resulting from reduced
recruitment and
enrollments pending
determination of project’s
continuation. Project
proposal for continuation
was approved but not
funded.
Total for Year 1 through 4:
Exceeded overall project
goal by 62% for the fouryear life of the program.
Completed

Completed

Completed
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residents’ awareness of
program and to obtain
referrals.
11.
Educate provider staff
and staff of potential
referral sorces of how
Caring for 2 can assist
pregnant women and/or
women with infants who
qualify for services.
Establish a Caring for 2
Hot Line to make Caring
for 2 information
accessible including
information for intake.
Design and implement
integrated care plan
development and
management procedures.

12.

13.

14.

15.

16.

17.

18.

selected case management
organization. (June-August
2000)
Hire and train contract
staff (August-October 2000)
Healthy Start staff to
develop training materials
for case manager and
conduct training. (AugustSeptember 2000)
CF2 staff to develop
standardized assessment
tool and protocols for
enrollment of clients (JuneAugust 2000)
Caring for 2 to continue
training practicum through
the Columbus State
University (June 2001December 2002)
Care Coordinators to
implement participant flow
logic model beginning with
Initial Risk Assessment to
Participant Exit Evaluation
through home visitation.
(June 2001-May 2004)
Caring for 2 to use
standard instruments for
managing participant care
plans as participants flow
through the program (June
2001-May 2004)
Care Coordinators to
ongoingly enter Caring for 2
Participant Information
System (CIS) to data
management (June 2001May 2004)
Caring for 2 staff to
continue participating in
montly job related inservice training (June 2002December 2003)

Completed

Completed

Completed

Completed

Completed

Completed

Completed

Completed

Completed

2.0 By 5/31/01, increase to
70% the percentage of CF2
clients who enter prenatal care
in the first trimester of
pregnancy

Develop educational
materials for
dissemination and
develop training
opportunities for
residents of the project

1.
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CF2 staff will develop a
clear marketing message to
use in public education and
awareness raising efforts
regarding the project and
the project services.

In Year 1: 59 (76%)
women entered prenatal
care during the 1st
trimester – 9% over goal;
[13 (17%) women in the
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By Year 2-75%;
By Year 3-80%;
By Year 4-85%

service area to increase
their understanding of the
need for early and
adequate prenatal care.

2.

(Baseline: of 1,291 live births
67.3% (1,292/1,921) entered
prenatal care during 1st
trimester. Source: Vital
Statistics, CHD Epidemiology
Department)
3.

4.

5.

6.

7.

19

(November 2000-May
2001)
CF2 staff will
implement a clear
marketing message to use in
public education and
awareness raising efforts
regarding the project and
the project services.
(November 2001-May
2004)
CF2 staff will develop
educational materials and
resources for dissemination
to project service area
residents and CF2
participants to increase their
understanding of the need
for adequate and regular
prenatal care (August 2000September 2000)
CF2 staff will
disseminate educational
materials and resources for
dissemination to project
service area residents and
CF2 participants to increase
their understanding of the
need for adequate and
regular prenatal care (June
2001- May 2004)
CF2 staff will work with
community and
neighborhood agencies and
groups to identify
educational opportunities to
inform project service area
residents of the need for
early and adequate prenatal
care. (November 2000-May
2001)
Caring for 2 staff to
implement referral criteria
for: women and infants
already in care (hospital
clinics, OB/GYN,
pediatricians, etc.):
women/infants not in care
(other community-based
organizations) and for
Caring for 2 case
management/outreach staff.
(June 2001-May 2004)
Caring for 2 staff to
conduct marketing

2nd trimester’ 5 (6%) in the
3rd trimester and 1
(1%)whose month of entry
is not known; none
received no prenatal
care.]
In Year 2: 86 (69%)
women entered prenatal
care during the 1st
trimester – 15% over goal;
[29 (23%) women in the
2nd trimester; 2 (2%) in the
3rd trimester; and 7
(6%)whose month of entry
is not known; none
received no prenatal
care.]
In Year 3: 82 (80%)
women entered prenatal
care during the 1st
trimester – met goal;
[18 (18%) women in the
2nd trimester; 1 (1%) in the
3rd trimester and 1
(1%)whose month of entry
is not known; none
received no prenatal
care.]
In Year 4: 47 (75%)
women entered prenatal
care during the 1st
trimester – 10% under
goal;
[14 (22%) women in the
2nd trimester; 1 (1%) in the
3rd trimester; and 2
(3%)whose month of entry
is not known; none
received no prenatal
care.]
All Activities Completed
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3.0 By 5/31/01,
decrease to 11% the
incidence of low birth
weight births among
CF2 clients who give
birth during the year
By Year 2-10%;
By Year 3-09%;
By Year 4-08%.
(Baseline: 12.6% (243/1,921)
live births were LBW. Source:
Vital Statistics, CHD
Epidemiology Department)

Deliver education to
project service area
residents regarding the
importance of adequate
prenatal care including
adequate diet and
nutrition and effective
preventive measures to
reduce risk of low birth
weight infants
Develop whenever
appropriate
individualized goals in
Participants’ Caring for 2
Care Plans regarding
regular attendance at
prenatal appointments
Caring for 2 and

education visits with
providers and staff. (June
2001-May 2004)
8.
Develop materials and
conduct presentations for
public awareness efforts
(June 2001-May 2004)
9.
Market Caring for 2 Hot
Line for intake of selfreferred participants and
providers (June 2001-May
2004)
10.
Caring for 2 staff will
work with community and
neighborhood agencies and
groups to identify
educational opportunities to
inform project service area
residents of the need for
early and adequate prenatal
care. (June 2001-May 2004)
11.
Caring for 2 Care
Coordinators will make
referrals to prenatal health
care givers an accessible
prenatal care giver (June
2001-May 2004)
12.
Caring for 2 Care
Coordinators will monitor
and support participants in
making and attending
timely prenatal
appointments with a
prenatal health care giver.
(June 2001-May 2004)
1.
CF2 staff will develop a
clear marketing message to
use in public education and
awareness raising efforts
regarding the project and
project services (November
2000-May 2001)
2.
CF2 staff will develop
and disseminate educational
materials and resources for
to project service area
residents and CF2
participants to increase their
understanding of the factors
placing them at higher risk
for low birth weight babies
and ways to reduce these
risks. (August 2000September 2004)
3.
CF2 staff will work with
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In Year 1 there were 4
(11%) live singleton births
between 2499 grams and
1500 grams to program
participants;
In Year 2 there were 10
(12%) live singleton births
between 2499 grams and
1500 grams to program
participants;
In Year 3 there were 9
(13%) live singleton births
between 2499 grams and
1500 grams to program
participants; and
In Year 4 there was 1 (2%)
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Participants will work
together to resolve
obstacles that make it
difficult for Caring for 2
Participants to make their
prenatal health care
appointments.
4.

5.

6.

7.

8.

4.0 By 5/31/01, decrease
from 23.2% to 21% the
number of premature births
among CF2 clients who give
birth during the project year.

Deliver education to
project service area
residents regarding the
measures that can be
taken to reduce the risk

1.

21

community and
neighborhood agencies and
groups to identify
educational opportunities to
inform project service area
residents of the need for
early and adequate prenatal
care. (November 2000-May
2004)
Caring for 2 Care
Coordinators will make
referrals to prenatal health
care gives for all
Participants who at
enrollment, do not have an
accessible prenatal care
giver (June 2001-May
2004)
Caring for 2 Care
Coordinators will work with
Participants to develop
individualized goals where
needed oriented toward
healthy and positive
dietary/nutrition practices
and other health practices
that impact birth weight
(June 2001-May 2004)
Caring for 2 Care
Coordinators will monitor
and support Participants in
making and attending
timely prenatal
appointments with a
prenatal health care giver.
(June2001-May 2004)
Caring for 2 Care
Coordinators will work
together to identify other
services and supports
Participants need to attain
the goals identified in (5)
above. (June 2001 – May
2004)
Caring for 2 Care
Coordinators will facilitate
Participants’ access to and
linkage with the services
identified in (4) above.
(June 2001- May 2004)
CF2 staff will develop a
clear marketing message to
use in public education and
awareness raising efforts
regarding the project and

live singleton births
between 2499 grams and
1500 grams to program
participants.
All Activities Completed
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of premature births.
By Year 2-18%;
By Year 3-15%;
By Year 4-12%.
(Baseline: 21.7% (416/1,921)
live births were premature.
Source: Vital Statistics, CHD
Epidemiology Department)

Deliver education to
project service area
residents regarding the
importance of adequate
prenatal care including
adequate diet and
nutrition and effective
preventive measures to
reduce risk of low birth
weight infants.

2.

3.
Develop appropriate
individualized goals in
Participants’ Caring for 2
Caring Plans regarding
regular attendance at
prenatal appointments.
Caring for 2 and
participants will work
together to resolve
obstacles that make it
difficult for Caring for 2
Participants to make their
prenatal health care
appointments.

4.

5.

6.

7.
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project services. (November
2000-May 2001)
CF2 staff will develop
and disseminate educational
materials and resources for
to project service area
residents and CF2
participants to increase their
understanding of measures
to reduce the risk of
premature births. (August
2000-September 2004)
CF2 staff will work with
community and
neighborhood agencies and
groups to identify
educational opportunities to
inform project service area
residents of the need for
taking measures to reduce
risk of premature births.
(November 2000-May
2004)
CF2 staff will work with
community and
neighborhood agencies and
groups to identify
educational opportunities to
inform mothers of
premature babies with
greater understanding of
caring for these infants and
their special needs.
(November 2000-May
2004)
CF2 Care Coordinators
will work with Participants
to develop individualized
goals where needed oriented
toward healthy practices
that will reduce the risk of
premature births (June 2002
– May 2004)
CF2 Care Coordinators
and Participants will work
together to identify other
services and supports
Participants need to attain
the goals identified in (5)
above. (June 2001-May
2004)
Caring for 2 Care
Coordinators will facilitate
Participants’ access to and
linkage with the services
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5.0 By 5/31/01, 65%
of CF2 clients
enrolled during Year
1 will have attended
classes or workshops
on topics such as
healthy pregnancies,
infant care, and
nutrition, accessing
health and social
systems.

Coordinate and/or
conduct educational
programs to provide CF2
clients with the
knowledge and skills to
attain desired outcomes,
e.g. healthy pregnancies,
healthy new borns,
accident free toddlers,
etc.

1.

2.

3.

By Year 2-70%;
By Year 3-75%;
By Year 4-80%

identified above. (June
2001-May 2004)
Consortium and staff to
identify most important
topics for education (JuneDecember 2002)
Consortia and staff to
contract with consultants to
conduct educational forums
for clients and community
at large (June 2001-May
2004)
Caring for 2 Care
Coordinators to facilitate
Particpant’s access to and
linkage with educational
services identified above.
(June 2001-May 2004

In Year 1 75% of the
program’s participants
participated in program
classes and workshops.
In Year 2 85% of the
program’s participants
participated in program
sponsored education
classes and workshops.
In Year 3 90% of the
program’s participants
participated in program
sponsored education
classes and workshops.
In Year 4 85% of the
program’s participants
participated in program
sponsored education
classes and workshops.
All Activities Completed

Major Strategies – A.2. Consortium
Project Period Objective
1.0 By 5/31/01, recruit
representation on
Consortium of 65% of
community provider
and service agencies
necessary and relevant
to attainment of project
goals:
By Year 2-75%;
By Year 3-80%;
By Year 4-85%

Strategy
Develop relationships
among community service
providers and other
community organizations
and agencies.

Activities
Caring for 2 and current
Consortium representatives
will develop an inventory of
the major community service
agencies including providers
and service deliverers
necessary to the attainment
of Caring for 2 goals. (JuneAugust 2000)
2.
Consortium and Caring
for 2 staff to identify and
recruit from inventory
provider agencies and other
relevant community agencies
to join the Consortium. (June
2000-May 2004)
3.
Consortium and Caring
for 2 staff to develop
collaborative agreements
with service providers and
other relevant community
agencies to participate in the
Consortium and send
1.
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Accomplishments
Years 1, 2, 3, 4 goals met.
However,
Completed

Completed

Completed

Completed
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2.0 By 5/31/01, 8% of
Consortium
representatives will be
project services area
residents and/or Caring
for 2 participants

Develop and implement
recruitment protocols
Develop incentives for
residents and clients to
participate in Consortium.

By Year 2-09%;
By Year 3-10%;
By Year 4-10%
(Baseline: At the beginning
of the project, Consortium
membership included 7.8%
Project Area residents, 0
Caring for 2 clients. Source
HS- PAC Roster)

3.0 Develop and maintain
organizational structure for
the Consortium that enables
members to coordinate
decision-making and take
collaborative actions.

Assess current
organizational
structure of
Consortium.
Revise
organizational
structure as needed.

representatives to
Consortium meetings. (JuneMay 2004)
4.
Caring for 2 and
Consortium representatives
will on an ongoing basis
monitor the inventory of the
major community service
agencies including providers
and service deliverers
necessary to the attainment
of Caring for 2 goals (June
2001-May 2004)
1 Consortium and Caring for 2
staff to identify and recruit
project service area residents
and Caring for 2 clients to
serve as representatives in the
Consortium. (June 2000-May
2004)
2. Consortium members to
participate in other
community initiatives and
recruit members from project
service area (June 2000-May
2004)
3.
Consortium and Caring
for 2 staff to work with
neighborhood grass roots
organizations and groups to
identify service are residents
for recruitment into the
Consortium as representatives
of project area residents (June
2000-May 2004)
4. Consortium and Caring for
2 staff to develop and
provide childcare and other
incentives to community
women and clients (June
2000-May 2004)
1. Consortium representatives
and Caring for 2 staff review
current structure including
subcommittee structure of
Consortium in light of new
responsibilities for oversight
of implementing the project
(July 2000 -November 2001)
2. Consortium representatives
revise organizational
structure as needed to
enhance collaboration and
encourage participation of all
stakeholder groups
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Years 1, 2, 3, and 4 Goals
were met.
Completed

Completed

Incentives were offered
and appreciated. Evening
meeting times were
scheduled to accommodate
needs of program
participants and
community residents.

Completed
Completed Resulting
structure consists of:
Executive Committee,
Education Committee,
Membership and
Marketing Committee,
Data and Evaluation
Committee and Finance
and Sustainability
Committee.
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4.0 At least 65% of
Consortium
representatives will
coordinated in
identifying strategic
level resources and
gaps in policies,
organizational
capacities, and
resources necessary
to attainment of
project goals

Conduct community
resource inventory in areas
related to project

By Year 2-70%;
By Year 3-75%;
By Year 4-80%
(Baseline: Average
attendance at Consortium
meetings 50% (22/44).
Source: HS-PAC meeting
sign-in sheets)
5.0 Consortium
representatives will
collaborate to assess the
adequacy and effectiveness
of the coordinated and
integrated system of service
delivery to be implemented
in the case management
model of the project

6.0 By 5/31/00, 40% of
Consortium member

Ensure development of
adequate instruments and
tools for local evaluation
of project and oversee
conduct of local evaluation
of project performance and
outcomes

Develop a series of classes
and workshops

(November 2001)
Consortium representatives
will conduct community
inventory procedures to
identify additional resources
and/or resource gaps which
do or could impact attainment
of project goals (July-October
2000)
2. Consortium representatives
will discuss and develop
recommendations regarding
strategies for accessing
additional resources and/or of
dealing with resource gaps
related to attainment of
project goals (SeptemberNovember 2000)
3. Consortium representative
will continue to review
inventory or community and
project resources to assess
potential impact to project
(December 2000-May 2004)
1.

1.

Caring for 2 staff will
work with local evaluator to
develop necessary evaluation
instrumentation and t define
evaluation data collection
procedures and methods
(June-September 2001)
2. Consortium representative
will receive and review
quarterly evaluation reports
describing project progress
and any obstacles to that
progress (August 2000,
November 2000, February
2001, May 2001, August
2001, November 2001,
February 2002, May 2002,
August 2002, November
2002, February 2003, May
2003, August 2003,
November 2003, February
2004, May 2004)
3. Consortium representatives
will discuss and act where
needed on Consortiumrelated recommendations in
evaluation reports (August
2001 – May 2004)
1.
Consortium Education
Committee to develop and
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Completed
Note:
Year 2: Consortium
developed a Community
Resource Inventory
developed and published.
.
Ongoing through Year 4

Completed
Note: Year 3: Resource
Inventory updated and rereleased

Completed

Completed by Quality
Assurance Worker and
Evaluator

Completed

Completed
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representatives will have
participated in a least one
training or workshop
identified or sponsored by
the Caring for 2 project
By Year 2-50%;
By Year 3-60%;
By Year 4-75%
(Baseline: Average
attendance at FCLCTRIM
meetings 35%, Source:
Council Meeting Roster)

administer survey to
providers to assess important
education topics to include
cultural competency of
providers, language barriers,
et. (June-December 2000)
2.
Consortium Education
Team and staff to coordinate
best practice for
implementing education and
contract with consultant(s) to
implement (June 2000-May
2004)

Completed

2. Technical Assistance – Not Applicable
V. Project Impact – A. Systems of Care
1. The primary approaches used to enhance collaboration included the following:
leadership and convening; active participation; communication and educational
opportunities.
• Leadership - The Caring for 2 (CF2) project convened the local Project
Area Consortium which brought together health and social service
providers. As a result of this, the project established referral mechanisms
to assure that CF2 participants had access to needed services. Caring for 2
leadership also provided leadership to other community councils and
advisory groups. This cross participation resulted in improved
coordination of services.
• Active Participation – CF2 staff also participated in community efforts
that resulted in improved systems of care. For example, participation with
local groups addressing Medicaid issues helped out community improve
the processes stalling enrollment for pregnant women into care. An
important contribution of the project, was to tell the stories of the
problems care coordinators encountered getting women enrolled in
Medicaid. We also actively participated in our County Child Death
Review Team. As part of this process we identified major modifiable risk
factors for SIDS deaths, several which occurred in the project area. As a
result of that, we worked with the Council on Healthy Mothers and Babies
(Council) to produce a SIDS risk reduction flyer focused on grandparents.
• Communication - Active communication is key to enhancing
collaboration. It was essential to assure and communicate that issues
identified in councils / advisory boards were followed up and addressed.
It was also important to communicate the purpose of the project and tailor
that message. Early in the project, we developed materials focused on
potential program participants, community residents and other health and
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•

social service providers. We created a name and logo with input from our
Consortium. The program had high visibility and name recognition. This
translated into enhanced opportunities for collaboration because as other
health and social service agencies would gather to address a
problem/issue, inevitably, including Caring for 2 came up.
Educational opportunities – Caring for 2 sponsored and co-sponsored with
the Council on Healthy Mothers and Babies continuing education events.
Also, since Caring for 2 was a program of the Columbus Health
Department and the CHD is an approved provider for CEs for Registered
Nurses and Social Workers, our educational opportunities were well
attended and expanded the number of agencies familiar with and then
actively working with Caring for 2. In particular, the 2 day Substance
Abuse workshop with Dr. Ira Chasnoff funded by Federal Healthy Start
TA funds resulted in an active Alcohol and Other Drug (AOD)
Collaborative which was focusing on improving the system for identifying
and treating pregnant women abusing drugs or alcohol. This endeavor
brought a variety of agencies together to begin to address this issue,
primarily OB providers, hospitals and drug and alcohol programs.

2. The primary example of structured changes and system integration is the planning
for, implementation and ongoing existence of Pregnancy Care Connection
(PCC). In partnership with the Ohio Department of Health, CF2 applied for
funding through a HRSA CAP grant to work with the Council to conduct a
feasibility study and then implement a centralized system for scheduling first
prenatal care appointments. The system partners included hospital outpatient
clinics, the Federally Qualified Health Centers in Columbus and Columbus Health
Department sites. The funds that CF2 obtained supported the 12 month
assessment and planning work and the first year of implementation of PCC.
3. a. Key relationships developed as a result of Caring for 2 follow:
•

•

The project developed and enhanced relationships among a number of health
and social service providers. Among health care providers, the Pregnancy
Care Connection work is exemplary in terms of relationship and system
building outcomes. The year of planning for PCC, was in part, a trust
building process. For the centralized phone line scheduling system to work,
providers needed to “give up” some of their appointment slots to the system.
Providers worried primarily about whether patients who wanted to come to
their institution would get there or would they get more uninsurable women
than others. It took time and energy to work on a common intake protocol and
shepherding the agreements through large and complex systems;
Relationships among other health and social service providers were enhanced
as a result of CF2 leadership participating with the Council on Healthy
Mothers and Babies and because of providing continuing education offerings
that included Nursing and Social Work CEs. In addition, we participated in
other local/county groups addressing issued of access to care and improving
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Medicaid enrollment. CF2 leadership also participated on the County Child
Death Review Team. Findings and recommendations from the Team were
reviewed by CF2 program staff and the Council. Within the project area,
there had been a high rate of SIDS deaths. As a result two things happened.
First, we provided information to the Care Coordinators about SIDS risk
reduction education. Second, the Council pulled together a group to design
and distribute a flyer focused on grandparents for SIDS risk reduction
information.
Following the Chasnoff training, funded by MCHB, a number of relationships
were created as a result of Caring for 2 convening health and AOD providers
to work on this issue as a community. The AOD Collaborative was formed
and convened in late 2003. In January of 2004, the collaborative began
working with the Ohio State University School of Public Health. Students
enrolled in the “Public Health in Action” masters level case study class
performed an extensive assessment for the collaborative. Components
included the following: literature search to assess extent of AOD use during
pregnancy nationally and locally; creating a survey tool to determine AOD
screening protocols for prenatal providers, inpatient/delivery units, our county
protective services unit, treatment options for women and services for AOD
exposed children. The students completed this work during Winter Quarter
and presented the findings to the collaborative. The findings included
recommendations which were to be the basis for identifying future work. This
partnership was a win-win for everyone. The students were thrilled to be
working on a “real life” project. The information obtained was very useful for
the providers of services. Unfortunately, with the loss of Caring for 2
funding, we were unable to maintain support for ongoing work through the
AOD collaborative.
•

b. Improved relationships with project area community leaders and residents
occurred as a result of Consortium sponsored events. The most successful
event was the project to train community residents to canvass the
neighborhood and provide information about accessing health care. One
hundred and fifty two (152) residents were trained and more than 1400
households were canvassed resulting in 539 households referred to the
Columbus Health Department for follow up services. A Caring for 2 Health
and Wellness Resource Guide was created to provide information for
canvassers to share with households about available health and social service
information. Following the event, more than 1500 additional copies were
requested by other community groups. Canvassers obtained training on health
care needs for pregnant women and infants; available services and information
on how to complete an application for Medicaid. About 84% of the
canvassers lived in the neighborhood, therefore, they remained a resource
within that neighborhood and were recognized as leaders in knowing about
how and helping neighbors obtain needed services. Another successful event
and garnered good community support was a Community Baby Shower. This
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was an evening of speakers, games and questions and answers. A total of 81
people attended, 51 adults and 30 children. Interestingly, only 45 people “preregistered.” While pre-registration helps for planning purposes, for many
folks, scheduling flexibility is important. The CF2 staff takes this into
account when planning events, so there were plenty of materials and resources
for everyone who showed up. Participants provided good feedback and this
event raised the visibility of the project and improved relationships with
community partners.
4. The Caring for 2 project improved the comprehensiveness of services in the
following areas.
• Intake Requirements. The Pregnancy Care Connection (PCC) program, a
centralized scheduling line for first prenatal care appointments, achieves the
goal of standardizing intake processes and information for easier access to
prenatal care. The hospitals, health centers and health department worked
together to create a single point of entry for prenatal care and came to
consensus on what information would be collected.
•

Barriers to service. Caring for 2, through funding to the Council, helped
finance the waiting time surveys for first prenatal care appointments and the
prenatal care capacity study. The wait time studies produce results that assist
providers in improving customer service. First of all, study results list the
number of days it takes to get in for a first visit. Second, the caller records a
number of variables that provide insight into access issues such as the number
of tries it takes to get through on the line; the number of times the caller is
transferred; the amount of time spent on “hold”; the kinds of questions the
caller is asked; the “attitude” of the provider toward the client; and,
helpfulness of the provider. These results have been surprising for some of
the administrative providers reviewing the information. Sometimes phone
answering staff were giving inaccurate information or managers were not
aware of long wait times or frequent transfers. We learned that women may
have to work very hard to access our systems to get an appointment for care!
Pregnancy Care Connection eliminates these issues. And, clinical obstetric
providers use these findings as part of their quality assurance processes to
identify and then address the areas that need to be improved.
In terms of prenatal care capacity, the Council, with planning money for PCC,
assessed what the actual prenatal care appointment capacity was for women
served in hospital, health center and health department settings. This
assessment was done prior to PCC implementation (May, 2003) and after
(April, 2004). Why this was done was that we were still documenting long
wait times for first prenatal care appointments. What we discovered was that
there were actually fewer appointments slots available in the systems that
serve un and underinsured (including Medicaid) pregnant women. While
Pregnancy Care Connection has made it much easier for women to schedule
an appointment, we were continuing to have long waits because our actual
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capacity was decreasing. Reasons included reduced Title V funding for the
health department to provide care, consolidation of health center sites
resulting in fewer appointments available and reduced resident clinic hours.
These findings have resulted in further work to increase prenatal care capacity
•

Care Coordination Services. Most service improvements occurred within the
Columbus Health Department (CHD). The CHD had several programs
providing similar services. Caring for 2 provided critical infrastructure to
support serving families. For example, it was with CF2 funds that we
established a central Intake number for providers and potential participants to
call for services. The Intake Specialist was able to conduct an initial
assessment and enroll the person into the appropriate program (as required by
various grant guidelines supporting these programs). The Federal Healthy
Start Program, as the most developed, provided us structure to overlay on the
other programs. Most notably, we trained staff using the Florida State home
visiting curriculum. We shared this with Ohio Department of Health who in
turn, offered training for programs throughout Ohio on this excellent home
visiting curriculum. Staff from all of our programs have undergone this
training.

•

Data and information sharing. For obstetric providers participating in PCC,
the work group developed the necessary processes to obtain and share
information back and forth while complying with HIPAA requirements. We
had little success in reducing the “paperwork” for the agencies to whom we
referred our program participants. So many of our partners are grant funded,
each with their own discrete and unique data systems and/or requirements.
There continue to be challenges in how race and ethnicity data are collected
among programs, usually based on funding agency requirements. This
continues to be a challenge for local service providers.

5. Consumer participation and feedback has been extremely important to the
development and implementation of assessment and intervention mechanisms
and tools used by the project. The project proactively solicited feedback
individually from program participants during their enrollment in the project
and from the Consortium, its five subcommittees: Executive, Education,
Membership and Marketing, Data and Evaluation, and Finance and
Sustainability. Additional feedback was solicited during community
information and education events sponsored by Caring for 2. Consumer
feedback was obtained satisfaction surveys that were carefully reviewed and
changes made when possible to follow though on project improvements. The
Quality Assurance worker conducted surveys. Offering incentives for
completing the surveys improved the overall response rate. A substantial
amount of feedback from consumers who participated in the initial Caring for
2 project is now reflected in the design of the new Caring for 2 project.
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Project Impact B. Impact to the Community
1. Resident knowledge of resources. As a result of the HRSA CAP funded project,
Caring for 2 trained 152 community residents about accessing health care services
and applying for Medicaid. These neighborhood ambassadors then canvassed
over 1400 households sharing information about why, when, where and how care
was needed and could be accessed. In addition, canvassers helped families
complete preliminary applications for Medicaid. By virtue of training community
residents, this knowledge and expertise remained in the community. In addition,
a resource book was developed and widely distributed in the community.
2. Standards or policy changes. Our project had limited results in terms of changing
directly provider policies. However, as a result of evaluation surveys, information
was obtained and used to influence services. The primary example relates to the
development of Pregnancy Care Connection (PCC). As a result of waiting time
surveys for first prenatal care appointments and analyses of barriers to accessing
care surveys, the need for a single telephone number to schedule a PNC
appointment was documented. The wait time surveys not only included
information about the number of days a woman had to wait, but also information
about the call process itself. For example, information was obtained on how
many times it took to get through, the number of transfers, the complexity and
number of transfers with a voice mail system, the “attitude” of the provider and
the kinds of questions that were asked. In addition, the Columbus Health
Department collects data on all women that are served in the prenatal care
program. We ask about what issues affected their accessing early prenatal care.
The top reasons why women enter care late are: hard to schedule an appointment,
had no money or Medicaid and did not know where to go for care. This
information is used by CHD, including the Caring for 2 Project, to develop
responsive outreach materials that would first let women know where to go for
care, that pay status is not an issue and how to make an appointment. In addition,
every Caring for 2 participant was surveyed about the services, both by a program
staff member and by the Local Evaluator. The information obtained was used to
improve service delivery. For example, program staff obtained information about
the kinds of education and information participants received. The results were
used as part of our quality improvement processes for our neighborhood based
community care coordinators. Using survey results are an indirect way that
providers can improve services and change policies in order to better serve
program participants. It was through this approach that program participants had
an impact on policies and standards.
3. Community Experience. The Caring for 2 project worked with two of our
neighborhood settlement houses. The settlement houses are strong, community
based organizations with close ties to their respective communities. Settlement
houses are very well regarded by community members. Therefore, our project
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benefited by this because of the close working relationship with the settlement
houses. Also, both the Columbus Health Department (CHD) and the Settlement
Houses learned more about each other resulting in increased trust and awareness
of the services each offers. The result of that was that we were all able to offer
participants more options for a broader array of health and social services. The
Caring for 2 project has opened the way for more positive and meaningful
relationships with the Settlement Houses.
4. Creation of jobs. The Caring for 2 project contracted with the Settlement Houses
for providing the care coordination services. We used community based care
coordinators and the Settlement Houses hired these staff from the community.
They were provided extensive training and ongoing in-service education. By
hiring community based care coordinators, the Caring for 2 project did create new
jobs within the community.
Project Impact C. Impact on the State
The Caring for 2 (CF2) Project and the Columbus Health Department (CHD) have
strong relationships with Ohio’s Title V Program. CF2 and CHD leadership have
participated with Title V and Title V staff have worked with us locally in numerous ways
as outlined below:
• Member of the Title V Advisory Council sharing findings and experiences from
our Federal Healthy Start Project;
• Member of the Ohio Department of Health (ODH) Birth Outcomes group;
• Columbus with Caring for 2 as the community partner, was one of the 14 cities
participating in the CityMatCH / CDC Perinatal Periods of Risk (PPOR) National
Practice Collaborative. What we learned we shared with the ODH through both
the Title V Advisory Council and Birth Outcomes Group. ODN embraced this
powerful planning and analytic and moved forward using it as a result of us
bringing the information to them;
• CF2/CHD staff functioned as faculty for the ODH training of all Regional
Perinatal Centers. ODH was changing the work of these Centers to focus more on
data and planning. What we learned and shared about PPOR has been key in
helping the Regional Perinatal Centers shift their work;
• Caring for 2 trained all staff using the Florida State Home Visiting Curriculum.
We shared information about this excellent resource with ODH. ODH then
hosted a training for care coordinators funded under State grants to use this
curriculum for home visitors;
• Caring for 2, the Cleveland Healthy Start Project (Moms First) and ODH worked
together on a statewide collaborative looking at overall training for home visitors.
Additional training opportunities were developed using HRSA CAP funds;
• CF2/CHD has been working closely with ODH to implement Medicaid
Administrative Claiming in Ohio. This has turned into a very long process, but
would result in a funding source (given appropriate match dollars) for care
coordination / case management services for Medicaid eligible women;
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•

ODH staff have actively participated in our Consortium and in community events
organized by CF2 and the Council on Healthy Mothers and Babies.

Project Impact D. Local Government Role
Activities and relationships at the state and local level that facilitated project
development include the following:
• Columbus City Council Member, Charleta Tavares, Chair of the Health and
Human Services Subcommittee, has been a steadfast supporter of the project.
She has a keen interest in MCH issues. She also appreciated the fact that
CHD worked closely with the Neighborhood Settlement Houses. She is a
strong advocate in partnering with community based organizations;
• Our strong relationship with the Ohio Department of Health was a great
benefit for the project, and for the State. ODH is located in the state capital of
Columbus. Therefore, state staff participate in many local activities. In
addition to working with our Consortium, state staff attended our educational
offerings conducted in partnership with the Council on Healthy Mothers and
Babies. We have enjoyed a mutually beneficial relationship;
• The CHD leadership role with the Council on Healthy Mothers and Babies
benefited both the Council and the project. The Council provided leadership
on county wide issues affecting infant mortality. These issues were amplified
in the target area for the Caring for 2 project. The Council and Caring for 2
worked together on addressing system / population based issues, notably
accessing prenatal care. The result of these efforts led to the creation of
Pregnancy Care Connection;
• The Columbus Health Department has many programs/services and provides
leadership and participation on numerous community advisory boards and
councils. For program participants, this resulted in easy access to those
services, e.g. prenatal care, WIC, Early Intervention, car seats, Sexual Health,
Immunizations and Family Planning, to name a few. Plus, our Caring for 2
staff/leadership participated on a number of community boards so that other
agencies were aware of the services we could provide and Caring for 2 was
aware of what other services are available for the program participants;
• The Caring for 2 project worked with evaluators on faculty at The Ohio State
University School of Public Health. While the individual evaluators changed
during the project period, the level of service was excellent and the PhD
student working with us was constant. OSU’s School of Public Health is less
than 10 years old. The SPH viewed this work as a valuable component of
their service mission.
Project Impact E. Lessons Learned
There were lessons learned that will improve our new project and/or at least we will be
aware of the issue and will plan to minimize future problems.
Issue / Concern

What we learned
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Contracts need to be
explicit with clear
expectations and
performance
benchmarks

Community based care
coordinators need
nursing/medical
consultation

Project Director
turnover is challenging

Data system changes

While there were/are tremendous advantages to working with
community based organizations, we realized we needed to do
more to bring them along and to be successful in filling
contractual responsibilities. Our original contracts were too
vague. In addition, it is important to have someone
specifically monitoring the contracts. While the Project
Director has overall accountability, there really needs to be a
day-to-day person working with contractors to assure that
expectations are being met and that appropriate information
and data are being collected.
Our original plan included “lay” care coordinators supervised
by a Licensed Social Worker. What we discovered is that
most of the women and many of the infants we served had
serious health or risk conditions. Later in the program, the
City contributed funds to the HS grant so that we had a full
time Public Health Nurse (PHN) in the mix. The PHN visited
all families and was available for consultation or joint visits if
the care coordinators had concerns. The addition of a PHN
was a tremendous asset for the program staff and the
participants.
The CF2 project had a total of 3 Project Directors. The first
left after about 2 ½ years following the birth of a child and the
second left a few months before the end of the Project. For
the last several months, we had a part time Interim Director.
Complicating this, the last full time PD’s computer had a hard
drive loss, and important documents were/are gone. The loss
of these key staff and important records has made it
challenging now to complete the final reports. It is important
to set up record keeping and documents in such a way that
staff turnover and computer crashes do not affect program
functioning and reporting.
During the project, we needed to change our data system
vendor since the original contractor was unable to do what
needed to be done. This cost us time and money. It seems to
us that local projects all over the country are all spending time
and money to identify and purchase data systems for the core
services, particularly case management. It might be helpful if
nationally, a few systems could be highlighted as exemplary
and then available for purchase to save us all time and very
costly development costs.

VI. Local Evaluation – follows.
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HEALTHY START LOCAL EVALUATION REPORT
(Please submit a separate report for each local evaluation conducted.)
PROJECT NAME: Columbus Health Department Caring For 2 Project
TITLE OF REPORT: Final Evaluation Report: Caring for 2 Project
AUTHORS: David A. Julian, Ph.D.
Section I: Introduction
Local Evaluation Component
Key Questions/Hypotheses
Section II: Process
Describe methodology, data sources, and instruments used.
Section III: Findings/Discussion
Results
Discussion
Limitations of findings
Section IV: Recommendation
Policy, program, practice and other recommendations
Section V: Impact
Changes in perinatal system, community, etc.
Section VI: Publications
Publications from local evaluations (place in appendices).
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Final Evaluation Report: Caring for 2 Project
Author: David A. Julian, Ph.D.
October 10, 2005
The Caring for 2 project was initiated in 2000 to address high rates of infant mortality in
selected neighborhoods in the Columbus, Ohio metropolitan area. Statistical data
illustrated the need for services in the South Linden, Near South, Franklinton and Near
East neighborhoods. These neighborhoods were characterized by high poverty, low
educational attainment and other risk factors related to infant mortality. Project staff
focused on the development of a local consortium to design and implement services and a
“case management” intervention to deliver specific services to project participants.
The consortium consisted of representatives of service providers, state and local agencies,
community organizations and community members. The evaluation team designed the
local evaluation to assist in understanding project successes and opportunities for project
improvements. Evaluators and project staff hoped that such evaluation activities would
create a long term presence focused on addressing maternal and infant health and leave a
legacy of project planning informed by evaluation. This impetus was a driving factor in
all evaluation activities related to the Caring for 2 project.
History of Evaluation Activities
Evaluation activities constituted a regular part of the Caring for 2 project. Annual and six
month evaluation reports were completed for the duration of the project period. In
addition, evaluation staff attended consortium and other project related meetings on a
regular basis. It is important to note that three independent evaluations teams worked on
the Caring for 2 project over the duration of the grant period. Evaluators produced
formal evaluation reports/products corresponding to the time periods indicated in Table I.
Table I. Caring for 2 Evaluation Activities, Contractors and Report/Product Content
Time Period
Initial Design

Authors
Harley & Associates

Content/Focus
Evaluation planning/design

First Year/Mid-Year

Sharla Willis/Amy Harley

Start-up/initial goals

Second Year/Mid-Year

Sharla Willis/Amy Harley

Project goals/process/outcomes

Third Year/Mid-Year

David A. Julian/Amy Harley

Program logic/process/outcomes

Final Evaluation Report

Evaluation Support Services

Final summary
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Evaluation activities focused on measurement of key process and outcome variables.
During Year 3, a major effort was expended to develop program logic. As a result, a
formal logic model was developed that guided subsequent project development and
evaluation.
Evaluation Designs/Evaluation Contractors
The evaluation contractors indicated in Table I approached evaluation from distinct
points of reference. Harley and Associates, a local evaluation firm, completed initial
evaluation design. Initial evaluation activities implemented during Years 1 and 2
involved a series of interviews with project staff, consortium members and clients. In
addition, during this phase of the evaluation, team members reviewed minutes of a
variety of meetings related to the Caring for 2 project. These strategies were also
employed during Years 3 and 4. In addition, Years 3 and 4 evaluation activities focused
on review of indicator data reflecting various project goals and objectives.
The evaluation contractor during Years 1 and 2 was Dr. Sharla K. Willis. During this
time period, Dr. Willis was a faculty member in the School of Public Health at The Ohio
State University. Dr. David A. Julian was the evaluation director during Years 3 and 4.
Years 3 and 4 evaluation activities were undertaken by the “Program Evaluation Lab” in
the School of Public Health. Dr. Julian was a faculty member in the School of Public
Health during his tenure as lead evaluator of the Caring for 2 project. Amy Harley, a
graduate student in the School of Public Health, served as the day-to-day manager of
evaluation activities for both Dr. Willis and Dr. Julian.
Project Logic Models
During year 3, significant effort was expended in developing project logic models. A
logic model is a graphic representation of an intervention or program. Logic models
serve to illustrate key assumptions about why and how an intervention works. Logic
models also illustrate key process and outcome variables. The Caring for 2 logic models
are described below. The logic model provided a basis for continued development of the
intervention strategy and evaluation planning during project Years 3 and 4 and the
subsequent grant application period.
The logic models for the case management and consortium components of Caring for 2
are illustrated in Attachment A. These models specify activities, outcomes and impacts
for the two major components of the Caring for 2 initiative. The logic model format
employed in this project captured conditions, activities, outcomes and impacts.
Conditions refer to a situation in the community that warrants a response, activities to
actions taken to address conditions, outcomes to anticipated results and impacts to long
terms changes to which specific outcomes contribute.
In the Caring for 2 logic models, activities produce outcomes which in turn contribute to
impacts. In general, outcomes pertain to desired results for program participants while
impacts pertain to results for project areas and Franklin County as a whole. The
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following paragraphs provide a brief summary of program activities, outcomes that
contribute to long term impacts and long term impacts of the project. The project logic
models also identify key variables that will be measured in future evaluations of the
Caring for 2 project.
Program Activities. Program activities cover a wide range of interventions and are
defined for two primary program thrusts: case management services and consortium
activities. Case management services are offered to clients and directly relate to program
outcomes. For example, clients are provided with a variety of health care screenings
(substance use, domestic violence, depression) and are referred to appropriate services in
the community. A case manager provides support and follow-up services. Program logic
suggests that these mechanisms will be sufficient to allow many clients to achieve
improved “Maternal and Infant Health Status” as defined by a number of indicators
representing a major Caring for 2 project accountability.
The knowledge and experiences related to “Maternal and Infant Health Status” is
addressed through monthly home visits to Caring for 2 participants and are based on the
content of a curriculum developed at Florida State University. This curriculum provides
a highly prescribed set of educational experiences designed to promote maternal and
infant health. A critical aspect of this intervention focuses on “teachable moments” when
the Caring for 2 Care Coordinator is in the home. These moments provide opportunities
for the Care Coordinator to teach and for the participant to learn important behaviors
associated with maternal and infant health.
Program activities for the consortium component of the Caring for 2 project provide
opportunities to enhance the capacity of the local maternal and infant health care system.
Consortium activities are designed to identify system members or providers, bring
community needs forward, identify educational needs of service providers and provide a
forum for developing new and/or improved services for the target population for Caring
for 2. In aggregate, these components will be referred to as “Functionality of the
Consortium.” Detailed descriptions of program activities are highlighted in the case
management and consortium logic models and in program documentation.
Caring for 2 Outcome. The Caring for 2 project outcome encompasses increased
knowledge and demonstration of behaviors consistent with improving “Maternal and
Infant Health Status.” These aspects of “Maternal and Infant Health Status” were
defined by project staff through the construction of the case management logic model.
For the Caring for 2 project improved “Maternal and Infant Health Status” will be
defined in terms of the following behaviors and experiences:
1.
2.
3.
4.
5.

Placing Infant in Proper Sleep Position
Receipt of Prenatal Care Beginning during the First Trimester
Prompt Attention to Medical Emergencies
Experience of Support and Feelings of Empowerment
Access to Needed Services and Interventions
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6. Reduction/Elimination of Alcohol, Tobacco and Other Drug (ATOD) Use During
and After Pregnancy
7. Use of Some Form of Birth Control
8. Appropriate Spacing of Pregnancies
9. Care for Significant Health Care Problems
10. Identification and Treatment for Depression and Other Mental Health Problems
11. Recognition and Access to Services for Preterm Labor
12. Establishment of Medical Home
Long Term Impacts. Impacts were defined as long term goals to which the major
project outcome, “Maternal and Child Health Status,” contributes. Impacts for
specific project areas and Franklin County include:
1.
2.
3.
4.
5.

Decreased Number of Low Birth Weight Births
Decreased Number of Very Low Birth Weight Live Births
Decreased Number of Infant Mortalities
Decreased Number of Neonatal Infant Mortalities
Decreased Number of Post-Neonatal Infant Mortalities

Thus program logic suggests that clients who engage in behaviors reflecting an
acceptable level of “Maternal and Infant Health” will be less likely to deliver low birth
weight babies and similarly will be less likely to experience infant mortalities. In
addition, the extent to which acceptable levels of “Maternal and Infant Health Status”
are achieved among racial minority clients may contribute to a reduction in the racial
disparity in infant mortalities currently observed in specific geographic areas in Franklin
County.
Evaluation Questions
The project logic model suggests a wide range of potential evaluation questions. During
the initial grant cycle, evaluation activities addressed five primary questions/objectives:
1. Provide care management services to at least 175 women residing in the CF2 project
area.
2. Increase to 85% the number of CF2 participants who enter prenatal care in the first
trimester of pregnancy.
3. Decrease by 9% the incidence of low birth weight births among CF2 participants who
receive CF2 prenatal services.
4. Decrease to 9% the number of premature births among CF2 participants who receive
prenatal CF2 services.
5. Increase the number of CF2 clients who attend education and training events on
topics such as healthy pregnancy.
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Data Sources/Measures
Data were collected from members of the consortium, project staff and program
participants. Key instruments are included in Attachment B. Selected indicator data
related to key evaluation questions are summarized below.
Findings
Table II indicates that an average of almost 200 families was served per year over the
duration of the grant period. Approximately half of those families were served through
the case management function. During the 2002 and 2003 calendar years, more than 230
families were served annually.
Table II. Families Served through Caring for 2
Service Type
All Services

2001
142

2002
236

2003
240

2004
153

Case Management

78

124

103

64

Many of these families were served during the interconceptual period as indicated in
Table III. Case management, outreach and home visiting services were consistently
provided for families during this reproductive period.
Table III Families in Interconceptual Period Served through Caring for 2
Assistance Mechanism
Case Management

2001
64

2002
112

2003
137

2004
128

Outreach

64

112

137

128

Home Visiting

64

112

137

64

One of the primary goals of caring for 2 was to provide appropriate prenatal care. Table
IV indicates that 369 women received prenatal care over the Caring for 2 grant period.
Table IV Families in Prenatal Period Served through Caring for 2
Assistance Mechanism
Outreach

2001
78
40

2002
124

2003
103

2004
64
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Home Visiting

78

124

103

64

Table V provides summary information related to the support services provided to Caring
for 2 families. These support services included housing assistance, job training and
programming for youth. Youth programming focused on empowerment, education, self
esteem and mentoring.
Table V. Selected Indicators Reflecting Participation in Support Services
Support Service
Housing Assistance

2001
49

2002
41

2003
35

2004
17

Job Training

28

17

47

23

Youth Programming

0

0

0

153

Table VI indicates that many Caring for 2 program participants engaged in a variety of
educational activities. These educational activities focused on pregnancy and child birth;
parenting and skill building; breast feeding; and nutrition.
Table VI. Selected Indicators Reflecting Educational Activities
Educational Content
Pregnancy/Child Birth

2001
78

2002
124

2003
103

2004
64

Parenting/Skill Building

64

112

137

153

Breast Feeding

78

124

103

64

Nutrition

142

236

240

64

Data for 2004 indicate that 60 individuals were reached through public education
activities and 18 providers received formal Caring for 2 educational programming.
Table VII. Selected Indicators Reflecting Infrastructure Building and Public Education
Activity
Public Education

2001
0

2002
0

2003
0

2004
60

Provider Training

0

0

0

18
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Finally, Table VIII provides summary data related to project outcomes. Very low birth
weight births declined over the grant period while other key indicators of project success
changed in the desired direction. Children with medical homes increased from 81.4% to
89.3% while the number of women with an on-going source of primary care increased
from 54.2% to 76.0%. The number of women who received prenatal car during the first
trimester of pregnancy increased from 75.7% to 78.0%.
Table VIII. Selected Indicators Reflecting Project Outcomes
Indicator
Very Low Birth Weight

2001
11.1%

2002
17.7%

2003
4.5%

2004
NA

Children with Medical Home

81.4%

87.2%

89.3%

NA

On-Going Source of Primary Care

54.2%

72.5%

82.1%

76.0%

Prenatal Visit in First Trimester

75.7%

69.4%

78.6%

78.0%

Note: NA=Not Available.
Conclusions
The data summarized above and in annual and mid-year reports provide an opportunity to
consider the extent to which programming was implemented as intended and project
outcomes were achieved. Major project goals and conclusions relative to those goals are
summarized below.
1. Provide care management services to at least 175 women residing in the CF2
project area. Evidence indicates that this outcome was partially achieved. An
average of 193 families were provided with services annually. However, an average
of 92 families were provided with case management services. One hundred twenty
four (124) families/individuals were provided with case management services in
calendar year 2002 while 64 families/individuals were provided with case
management services in calendar year 2004.
2. Increase to 85% the number of CF2 participants who enter prenatal care in the
first trimester of pregnancy. Data indicate that slightly less than the goal of
providing 85% of Caring for 2 program participants with prenatal care during the first
trimester was achieved. Approximately three quarters of program participants
received prenatal care during the first trimester of pregnancy for calendar years 2001,
2003 and 2004. Almost 70 percent of program participants received prenatal care
during the first trimester of pregnancy in calendar year 2002.
3. Decrease by 9% the incidence of very low birth weight births among CF2
participants who receive CF2 prenatal services. Data indicate that this outcome
was achieved in calendar year 2003. Eleven and 18 percent of pregnancies of
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program participants resulted in very low birth weight infants in the 2001 and 2002
calendar years, respectively.
4. Decrease to 9% the number of premature births among CF2 participants who
receive prenatal CF2 services. In sufficient data were available to address this
outcome.
5. Increase the number of CF2 clients who attend education and training events on
topics such as healthy pregnancy. The number of individuals who attended training
events increased consistently from calendar year 2001 to calendar year 2003.
However, the number of individuals attending training events in 2004 decreased from
levels attained in prior years.
In general, data confirm project logic and indicate significant progress toward stated
accountabilities. Consensus among project evaluators and staff suggested that
programming was implemented as intended and produced outcomes consistent with
projections. Major opportunities for program improvements are discussed below.
Limitations
Interpretation of the data, findings and conclusions summarized above are subject to
several limitations. These limitations offer opportunities to strengthen administrative and
programmatic aspects of the Caring for 2 project. Such opportunities are addressed in the
following section of this report.
The evaluation team identified four specific limitations:
•

First, there was confusion regarding the appropriate unit of analysis relative to
specific outcomes. For example, in a few instances data refer to number of
families served while specific evaluation questions are framed in terms of number
or percent of individuals served. The evaluation team addressed this issue by
assuming that every family was composed of a primary recipient of services.

•

Second, program logic was established after implementation of Caring for 2
intervention strategies. It is preferable that program logic be used to guide
program development and as a guide to definition of key outcomes. Formal
program logic also provides an opportunity to match key measurement strategies
to desired and high priority outcomes. The evaluation team viewed this as a
minor limitation and team members were able to use the program logic model as a
tool for defining key assumptions related to Caring for 2 programming. Program
logic allowed evaluators and staff to test key assumptions and to consider a
number of program improvement strategies.

•

Third, it was not clear which outcomes represented formal accountabilities. Data
were available to address some but not all outcomes defined for the Caring for 2
project. In the future, some sense of priorities relative to outcomes might allow
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for more strategic investment of limited evaluation resources. The evaluation
team felt that key outcomes were assessed and provided sufficient information to
consider a variety of program improvement strategies.
•

Finally, program protocols were lacking in some cases. Only after development
of the project logic model did key program processes emerge in detail. This
provided a basis for considering questions related to fidelity of implementation of
the Caring for 2 intervention.

Recommendations/Changes in System
Evaluation activities over the course of the grant cycle suggest several formal
recommendations. Program logic provides a powerful tool for visualizing the various
components of the local intervention and testing key assumptions related to the
production of desired outcomes. The program logic model should be reviewed on a
regular basis and should be updated as program improvements are instituted. The
program logic model should also be used as a basis for defining accountabilities and
specifying outcomes.
Program logic provides a basis for assessing the degree to which specific programmatic
actions are likely to lead to (or in retrospect led to) desired outcomes. Specific attention
should be directed to linkages between actions and outcomes. Project staff should assess
the likelihood of achieving desired outcomes given programmatic strategies and should
evaluate fidelity of implementation and actual outcome achievement at least annually.
The development and continual update of program logic provides a basis for formal
program improvement planning sessions. The evaluation team recommends that such
planning sessions be scheduled annually and at the mid-point of each calendar year.
Such sessions will be used to review program logic and evaluation data. Staff and
members of the evaluation team will also review potential strategic changes/program
improvements that might be implemented in subsequent programming cycles.
Finally, formal outcomes and policies should be established related to the formation of a
local system for addressing maternal and infant health. Several tools and procedures
exist that might be used to facilitate a community approach to “managing toward”
maternal and infant health outcomes. Each of the recommendations summarized above is
based on the notion of creating a formal and productive relationship between evaluation
team members and Caring for 2 staff. Caring for 2 staff should be involved in all phases
of evaluation and should consider themselves the primary beneficiary of evaluation
information.
Summary
The Caring for 2 project offered a unique opportunity to address maternal and infant
health concerns in several Columbus, Ohio neighborhoods. The ultimate outcomes of the
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project focused on reducing infant mortality and decreasing racial disparities related to
maternal and infant health outcomes. Evaluation data suggest that important progress has
been made toward these goals. Experience during the initial implementation period also
suggested specific strategies for improving the local community response to maternal and
infant health concerns. The next cycle of the Caring for 2 project should focus on
building a coherent and coordinated local system for achieving positive maternal and
infant health outcomes. Further development of the local consortium and the
establishment of formal collaborative relationships with local and state agencies provide
a primary vehicle for such system development. The evaluation team and project staff
are prepared to investigate opportunities to develop local policies and procedures through
a variety of mechanisms that might facilitate the further develop of the local system to
address maternal and infant health outcomes in a comprehensive and coordinated fashion.
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ATTACHMENT A
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ATTACHMENT B
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VII. Fetal and Infant Mortality Review (FIMR) - Columbus / Franklin County does
not have a FIMR process.
VIII. Products – will be sent under separate cover
IX.

Project Data – Follows
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FORM 5
NUMBER OF INDIVIDUALS SERVED (UNDUPLICATED) PROGRAM
PARTICIPANTS*
By Type of Individual and Source of Primary Insurance Coverage
For Projects Providing Direct Health Care, Enabling or Population-based Services

Calendar Year 2001
Table 1
(a)
(b)
Pregnant Number Total
Women
Served Served
Served
Pregnant
Women
(All Ages
in years)
78
10-14
15-19 30
20-23 26
24-34 22
35-44
0
45+
0

(c)
(d)
(e)
(f)
Title
Title Private/Other None
XIX % XXI %
%
%

50

10

18

Table 2
(a)
(b)
(c)
(d)
(e)
(f)
Children Number Total
Title
Title Private/Other None
Served
Served Served XIX % XXI %
%
%
Infants <1yr
Children
1- 23 yr

0

12-23
months
24 months –
4 years
5-9
10-14
15-19
20-23
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FORM 5 (continued)
NUMBER OF INDIVIDUALS SERVED (UNDUPLICATED) PROGRAM
PARTICIPANTS*
By Type of Individual and Source of Primary Insurance Coverage
For Projects Providing Direct Health Care, Enabling or Population-based Services

Calendar Year 2001
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FORM 5
NUMBER OF INDIVIDUALS SERVED (UNDUPLICATED) PROGRAM
PARTICIPANTS*
By Type of Individual and Source of Primary Insurance Coverage
For Projects Providing Direct Health Care, Enabling or Population-based Services

Calendar Year 2002
Table 1
(a)
(b)
Pregnant Number Total
Women
Served Served
Served
Pregnant
Women
(All Ages
in years)
124
10-14
0
15-19 34
20-23 42
24-34 41
35-44 40
45+
0

(c)
(d)
(e)
(f)
Title
Title Private/Other None
XIX % XXI %
%
%

73%

8%

19%

Table 2
(a)
(b)
(c)
(d)
(e)
(f)
Children Number Total
Title
Title Private/Other None
Served
Served Served XIX % XXI %
%
%
Infants <1yr
Children
1- 23 yr

0

12-23
months
24 months –
4 years
5-9
10-14
15-19
20-23
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FORM 5 (continued)
NUMBER OF INDIVIDUALS SERVED (UNDUPLICATED) PROGRAM
PARTICIPANTS*
By Type of Individual and Source of Primary Insurance Coverage
For Projects Providing Direct Health Care, Enabling or Population-based Services
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Calendar Year 2002
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FORM 5
NUMBER OF INDIVIDUALS SERVED (UNDUPLICATED) PROGRAM
PARTICIPANTS*
By Type of Individual and Source of Primary Insurance Coverage
For Projects Providing Direct Health Care, Enabling or Population-based Services

Calendar Year 2003
Table 1
(a)
(b)
(c)
(d)
(e)
(f)
Pregnant Number Total
Title
Title Private/Other None
Women
Served Served XIX % XXI %
%
%
Served
Pregnant
Women
(All Ages
in years)
103 82%
0
6%
13%
10-14
0
15-19 21
20-23 44
24-34 32
35-44
6
45+
0

Table 2
Children
Served

(a)
(b)
Number Total
Served Served

(c)
(d)
(e)
(f)
Title
Title Private/Other None
XIX % XXI %
%
%

Infants <1yr
Children
1- 23 yr

0

12-23
months
24 months –
4 years
5-9
10-14
15-19
20-23
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FORM 5 (continued)
NUMBER OF INDIVIDUALS SERVED (UNDUPLICATED) PROGRAM
PARTICIPANTS*
By Type of Individual and Source of Primary Insurance Coverage
For Projects Providing Direct Health Care, Enabling or Population-based Services

Calendar Year 2003
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FORM 5
NUMBER OF INDIVIDUALS SERVED (UNDUPLICATED) PROGRAM
PARTICIPANTS*
By Type of Individual and Source of Primary Insurance Coverage
For Projects Providing Direct Health Care, Enabling or Population-based Services

Calendar Year 2004
Table 1
(a)
(b)
Pregnant Number Total
Women
Served Served
Served
Pregnant
Women
(All Ages
in years)
63
10-14
0
15-19 12
20-23 30
24-34 20
35-44
0
45+
0
Unknown
1

(c)
(d)
(e)
(f)
Title
Title Private/Other None
XIX % XXI %
%
%

(a)
(b)
Number Total
Served Served

(c)
(d)
(e)
(f)
Title
Title Private/Other None
XIX % XXI %
%
%

Table 2
Children
Served

89%

Infants <1yr
Children
1- 23 yr

0

12-23
months
24 months –
4 years
5-9
10-14

63

8%

3%
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15-19
20-23
FORM 5 (continued)
NUMBER OF INDIVIDUALS SERVED (UNDUPLICATED) PROGRAM
PARTICIPANTS*
By Type of Individual and Source of Primary Insurance Coverage
For Projects Providing Direct Health Care, Enabling or Population-based Services

Calendar Year 2004
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INSTRUCTIONS FOR THE COMPLETION OF FORM 9

TRACKING DISCRETIONARY GRANT HEALTHY START-SPECIFIC
PERFORMANCE MEASURES
#7, 10, 14, 17, 20, 21, 22, 35 and 36
AND
TITLE V BLOCK GRANT PERFORMANCE MEASURE #15
General Instructions:
This form serves two purposes: 1) to show performance measures with a baseline and 4-year planned
performance objective targets for the application, and 2) to show the performance Annual Performance
Indicator, values actually achieved each year for the annual report for each performance measure.
For each program (i.e., Healthy Start, Research, LEND, etc.) there are appropriate, required Performance
Measures. Under the applicable ACY@ heading, each project will complete the Annual Performance
Objectives, the Annual Performance Indicators, and numerator and denominator data for each measure as
described below under Specific Instructions. For project-developed additional performance measures, copy
the form and enter these data.
Complete all required data cells. If an actual number is not available, make an estimate. Please explain all
estimates in a footnote. If neither actual data nor an estimate can be provided, a footnote must be provided
that describes a time framed plan for providing the required data. In such cases, the Annual Performance
Objective and Annual Performance Indicator lines are to be left blank.
Specific Instructions:
In the first space under Performance Measure on the form, read the brief title of the project performance
measure that has been selected.
For both national and project measures, in the lines labeled Annual Performance Objective enter a numerical
value for the target the project plans to meet for the next 5 years. These values may be expressed as a number,
a rate, a percentage, or yes - no
For both national and project measures, in the lines labeled Annual Performance Indicator, enter the
numerical value that expresses the progress the project has made toward the accomplishment of the
performance objective for the appropriate reporting year. Note that the indicator data are to go in the year’s
column from which they were actually derived even if the data are a year behind the "reporting" year. This
value is to be expressed in the same units as the performance objective: a number, a rate, a percentage, or a
yes - no.
If there are numerator and denominator data for the performance measures, enter those data on the appropriate
lines for the appropriate fiscal year. If there are no numerator and denominator data leave these lines empty.
NOTE: Do not enter numerator and denominator data for scale measures.
Repeat this process for each performance measure.
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FORM 9
TRACKING DISCRETIONARY GRANT AND TITLE V BLOCK GRANT
PERFORMANCE MEASURES
Annual Objective and Performance Data

Performance Measure #07

Baseline CY
CY_____ 2001

CY
2002

CY
2003

CY
2004

18
7

18
8

69
44

69
46

9
3

3
3

Degree to which programs ensure family
participation.

Annual Performance Objective
Annual Performance Indicator

Performance Measure #10
Degree to which programs ensure family
participation.

Annual Performance Objective
Annual Performance Indicator

Performance Measure #14
Degree to which morbidity/mortality review
processes are used.

Annual Performance Objective
Annual Performance Indicator

Performance Measure #15
Percent of very low birth weight infants among
all live births.

Annual Performance Objective
Annual Performance Indicator
Numerator
Denominator

11.11%

17.65%

4.54%

2%

4
36

12
68

3
66

1
41

81.37%
83
102

87.18%
170
195

89.32%
184
206

90%
234
242

Performance Measure #17
Percent of children 0-2 years of age with a
medical home.

Annual Performance Objective
Annual Performance Indicator
Numerator
Denominator
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FORM 9 (Page 2)
TRACKING DISCRETIONARY GRANT AND TITLE V BLOCK GRANT
PERFORMANCE MEASURES
Annual Objective and Performance Data

Performance Measure #20

Baseline CY
CY____ 2001

Percent of women participants who have an
ongoing source of primary care.

Annual Performance Objective
Annual Performance Indicator
Numerator
Denominator

CY
2002

CY
2003

CY
2004

54.23%

72.46%

82.08%

76%

77
142

171
236

197
240

115
153

Performance Measure #21
Number of women participants who receive a
completed referral.

Annual Performance Objective
Annual Performance Indicator
Numerator
Denominator

91%
139
153

Performance Measure #22
[See Note Below]
Degree to which programs facilitate screening for
risk factors.

10%
64
153

Annual Performance Objective
Annual Performance Indicator

Performance Measure #35
Percent of communities having comprehensive
systems for women's health services.

90%
28
25

Annual Performance Objective
Annual Performance Indicator

Performance Measure #36
Percent of pregnant participants who have a
prenatal visit in the first trimester of pregnancy.

Annual Performance Objective
Annual Performance Indicator
Numerator
Denominator

75.645
70%

69.35%
75%

78.64%
80%

59
78

86
124

81
103

75%
85%%
78%
49
64

Note for PM #22: A full Risk Assessment is conducted for every CF2 participant at the time of
enrollment and a Reassessment as indicated throughout their stay in the program.
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INSTRUCTIONS FOR COMPLETION OF FORM 12
Tracking Title V Block Grant Outcome Measures: #1, #3, #4, #5 and #6
[Secs. 505(a)(2)(B)(iii) and 506(a)(2)(A)(iii)]

Annual Objective and Performance Data
INSTRUCTIONS:
For the outcome measures, in the lines labeled Annual Performance Objective enter a numerical value for the
target the project plans to meet for the next 3 years. These values may be expressed as a number, a rate, a
percentage, or yes – no.
In the lines labeled Annual Performance Indicator, enter the numerical value that expresses the progress the
project has made toward the accomplishment of the performance objective for the appropriate reporting year.
Note that the indicator data are to go in the year’s column from which they were actually derived even if the
data are a year behind the "reporting" year. This value is to be expressed in the same units as the performance
objective: a number, a rate, a percentage, or a yes - no.
If there are numerator and denominator data for the outcome measures, enter those data on the appropriate
lines for the appropriate calendar year. If there are no numerator and denominator data leave these lines
empty. NOTE: Do not enter numerator and denominator data for scale measures. Repeat this process for
each outcome measure. For additional information see the previous Detail Sheets for Outcome Measures 1, 3,
4, 5 and 6.
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FORM 12
Tracking Title V Block Grant Outcome Measures: #1, #3, #4, #5 and #6
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Table C. HEALTHY START MAJOR SERVICE
TABLE*
When data is collected on both program participant and
community participants, please report data separately for each
category of participant.
Calendar Year 2001 thru 2004
PP=Program Participant
CP= Community Participant

a. DIRECT HEALTH CARE SERVICES

2001

2002

2003

2004 Total

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

by Participants age 17 and under

0

0

0

0

0

Number of Participants Receiving
Family Planning Services

0

0

0

0

0

Number of Participants Receiving
Women’s Health Services

0

0

0

0

0

Prenatal Clinic Visits:
Number of Medical Visits
by All Prenatal Participants
Postpartum Clinic Visits
Number of Medical Visits
by All Postpartum Participants
Well Baby/ Pediatric Clinic Visits
Number of Any Provider Visits
by All Infant/Child Participants
Adolescent Health Services
Number of any Provider Visits
Family Planning

Women’s Health

Table C. HEALTHY START MAJOR SERVICE
TABLE* (continued)
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* When data is collected on both program participant and
community participants, please report data separately for each
category of participant.
PP=Program Participant
CP= Community Participant

b. ENABLING SERVICES
Total Number of Families Served

142

236

240

153

771

Assisted by Case Management

78

124

103

64

369

Number of Families in the Interconceptional Period Assisted by
Case Management

64

112

137

128

441

Number of Families in the Prenatal Period
Assisted by Outreach

78

124

103

64

369

Number of Families in the Interconceptional
Period Assisted by Outreach

64

112

137

128

441

Number of Families in the Prenatal Period
Receiving Home Visiting

78

124

103

64

369

Period Receiving Home Visiting

64

112

137

64

377

Number of Participants Age 17 and Under who participated
in Adolescent Pregnancy Prevention Activities

0

0

0

0

0

Pregnancy/Childbirth Education Activities

78

124

103

64

369

Number of Families who participated in
Parenting Skill Building/Education

64

112

137

153

466

Number of Families in the Prenatal Period

Number of Families in the Interconceptional

Number of Families who participated in
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b. ENABLING SERVICES (continued)

Number of Participants in
Youth Empowerment/Peer Education/
Self-Esteem/Mentor Programs

0

0

0

0

0

Number of Families Who Received
Transportation Services
Includes Tokens, Taxis and Vans

0

0

0

0

0

Number of Families Who Receive
Translation Services

0

0

0

0

0

Number of Families Receiving
Child Care Services

0

0

0

0

0

Breastfeeding Education , Counseling and Support

78

124

103

64

369

Number of Participants Who Received Nutrition
Education and Counseling Services including WIC
Services

142

236

240

64

682

Number of Participants in
Male Support Services:

0

0

0

0

0

Number of Participants Referred for
Housing Assistance

49

41

35

17

142

Total Participants assisted with
Jobs/Jobs Training

28

17

47

23

115

Total Participants served in
Prison/Jail Initiatives

0

0

0

0

0

Number of Participants Who Received
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Table C. HEALTHY START MAJOR SERVICE
TABLE*
* When data is collected on both program participant and
community participants, please report data separately for each
category of participant.
PP=Program Participant
CP= Community Participant

c. POPULATION
Number Of Immunizations
Provided

0

0

0

Public Information/Education:
Number of Individuals Reached

1400

600

300

Consortia Training
Number of Individual Members Trained

29

29

29

0

29

Provider Training
Number of Individual Providers Trained

18

18

18

18

18

0

0

300 2600

d. INFRASTRUCTURE BUILDING
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