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Abstract

Purpose Two local health departments (LHDs) in
Washington State, Spokane Regional Health District and
Clark County Public Health, are transitioning their
Maternal and Child Health (MCH) services from an indi-
vidual-focused (mother—child dyads/family) home visiting
model to a population-focused, place-based model. This
paper describes the innovative process and strategies these
LHDs used in applying existing MCH funding in new
ways.

Description The pilot communities selected in both
jurisdictions for the initial transition were communities
experiencing disproportionately high rates of maternal
smoking, child abuse and neglect, births to single women,
and low-income women on Medicaid. Available evidence
suggested that the reach and effectiveness of existing,
individual-level MCH approaches were not adequately
improving these indicators in these communities.

Using a population-based approach that
addressed policy factors as well as social, organizational,
and behavioral change; both counties developed neigh-
borhood level initiatives directed at the root causes of
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health inequities. The approach included developing
meaningful community partnerships, capacity building, and
creation of a shared vision for community change. Both
LHDs and their partners engaged county-wide groups in
neighborhood selection, jointly established priority inter-
vention areas, and actively engaged communities focused
on reducing specific health inequities.

Conclusion With existing funding resources, the two
county LHDs dramatically changed their practice to better
address underlying conditions that threaten MCH. Early
successes from these pilots have contributed to important
local and state system-level changes in MCH programming
as well as effective community-level efforts to reduce
health inequities.

Keywords Public health MCH - Population-based -
Health departments - Life course perspective

Background

Much of our nation’s chronic disease burden is borne
disproportionately by marginalized populations, pre-
ventable, and linked to poor birth outcomes and early
childhood events [1-6]. Addressing conditions underlying
the inequitable distribution of disease is an expectation of
our public health systems [6-8].

Recent epigenetic studies and applications of the Barker
Hypothesis have made strong links between physical and
social environments during ante and post-partum periods
and subsequent chronic disease in adulthood [1, 4, 9].
Public health interventions focused upstream, such as those
ensuring access to healthy foods and improving educa-
tional attainment are designed to mitigate root causes of
poor health [5, 10].
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In Washington (WA) State growing evidence suggested
that the state’s primary public health MCH program sup-
porting many of these services—Maternity Support Services
(MSS)-was significantly impacting birth outcomes only in
high risk hypertensive women, those with a previous low
birth weight baby, and/or African Americans [8]. In addi-
tion, in 2008 the MSS program needed a large influx of
local general funds because federal funds passing through
the state to WA counties did not fully cover program costs
paid by Medicaid and Maternal Child Block Grant
(MCHBG) funds. Within two LHD jurisdictions, Spokane
Regional Health District and Clark County Public Health,
the additional local county funds required to supplement
federal funding amounted to approximately $750,000 and
$500,000 respectively. Local policy makers, therefore,
considered the MSS home-visiting model “too expensive”
because of the local funding required and its limited evi-
dence toward improving birth outcomes of the largely poor
white and Hispanic populations in these two county juris-
dictions. MCH programs in other states have also been
challenged with the cost and uncertain effectiveness of
traditional models [7, 11-13].

In 2008 leaders at both Spokane Regional Health Dis-
trict and Clark County Public Health began exploring
promising placed-based-MCH intervention models. The
place-based approaches ultimately piloted address under-
lying causes of health inequities, using a life-course per-
spective to improve birth and early childhood outcomes
leading to long term reductions in chronic disease. Using
MCHBG funds available through the WA Department of
Health (DOH) and county-level general funds, officials in
both Spokane and Clark counties agreed to a radically
different, systematic approach to reducing inequities by
addressing the social determinants of health.

Process and Intervention Description

Transitioning from individual-level MCH services to a
place-based neighborhood model, involved: (1) establish-
ing a new goal for MCH services; (2) selecting pilot
neighborhoods; (3) developing the workforce; (4) devel-
oping and prioritizing population-based interventions; and
(5) developing evaluation methods.

Establishing a New Goal for Local Public Health
MCH Services

As both LHDs moved from individual-level MCH services
toward place-based interventions, they adapted and
employed McLeroy and Bibeau’s Social-Ecologic model
[14] (Fig. 1). The adapted model resonated with public
health leaders and demonstrated the importance of
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SOCIO-ECOLOGICAL
MODEL

Individual

Enhancing skills, knowledge,
attitudes and motivation

Interpersonal

Increasing support from friends,
family and peers

Changing policies and
practices of organizations

Community
Collaborating and creating
partnerships to effect change in
the community

Public Policy
Developing, influencing, and
enforcing local, state and national
laws

Fig. 1 Socio-ecological model of health. Kendrick et al. [21]. Adapted
from McLeroy et al. [14]; Bronfenbrenner [22]

addressing each level of the Social-Ecological model.
Public health leaders and staff in Spokane and Clark
counties also incorporated a life-course approach, using the
Health Resources and Services Administration (HRSA)
MCH Division’s life course model [15]. The life course
model acknowledges inter-relationships between genetics,
physiology, context, and environment. Such lifelong inter-
relationships begin with pre-conception, providing support
for upstream strategies focused early in life [15]. These
models became the theoretical basis for the Spokane and
Clark interventions and teaching and communication tools
used with staff and community partners.

LHD leaders and MCH staff first established an MCH
service goal consistent with their departments’ visions of
“Active, healthy families and people of all ages, abilities
and cultures living, playing and working in thriving com-
munities” [16, 17]. LHD staff then conducted a review of
public health and MCH literature and websites such as the
National Association of County and City Health Official’s
(NACCHO) “model practices” on-line database of local
programs chosen by NACCHO members as “model prac-
tices” in areas such as MCH [18]. Staff also attended
webinars to identify upstream MCH innovative practices.
LHD staff used an iterative process to gain input from
stakeholders, while identifying new programs and prac-
tices, and then having further stakeholder discussions.
Stakeholders included local boards of health, school part-
ners, advisory boards, and non-profit agency leaders. The
long-term goal established in both counties was to reduce
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chronic disease in marginalized communities by addressing
social determinants of MCH using place-based, population
focused strategies (Fig. 2). The counties adopted similar
objectives: improving birth outcomes, decreasing child
abuse and neglect, ensuring children are ready for school,
and reducing health inequities.

Selecting a Pilot Neighborhood

Neighborhood selection in both counties began with
extensive review of secondary health, social, and economic
data. Both jurisdictions also examined data related to
neighborhood assets and “readiness.” They then system-
atically reviewed needs, assets, and readiness for the
highest need geographic zones. Primary data from key
informant interviews were also collected and an “assets
and readiness assessment” instrument was collaboratively
developed by the LHDs’ staff and community partners.
Staff used these assessment data to evaluate neighborhoods
for factors demonstrating capacity to participate in and
sustain a community-wide intervention. LHD staff pre-
sented data and rankings to stakeholders for final neigh-
borhood selection.

The neighborhood selection processes in Spokane also
included a Request-for-Proposals process, with LHD staff
providing technical support to groups developing propos-
als. Spokane’s “‘Neighborhoods Matter’ Advisory Board”
was formed to select the pilot neighborhood (East Central
Spokane) and oversee the overall effort.

Clark County LHD staff engaged residents, stakehold-
ers, and elected officials to define neighborhoods. Clark
County residents generally described their neighborhoods

as in proximity to a specific elementary school. Elementary
school catchment areas were, therefore, the geographic
units assessed. Clark County’s Central Vancouver neigh-
borhood, a five-school catchment area was selected in 2010
by Clark County’s Board of Health and Public Health
Advisory Council for Clarks’ pilot. In both counties the
neighborhoods were experiencing disproportionately high
rates of health risk and poor health indicators (Table 1).

Workforce Development

Most LHD staff had previously worked in individual-level
programs, including MCH home visiting services, with
protocols and productivity standards. The new neighbor-
hood interventions necessitated a more flexible commu-
nity-level participatory approach requiring skills such as
advocacy, facilitation, and collaborative leadership—ap-
proaches that facilitated coalition development and com-
munity capacity building.

Staff in both LHDs required support and training to be
effective with these strategies. In addition to opportunities
for competency development, LHD leadership provided
reassurance that addressed staff insecurities and the sense of
loss that some staff felt in moving from individual-level to
population-focused practice. Both LHDs worked with state-
level and academic partners to provide formal training
opportunities to develop capacity for policy development
within the neighborhoods. Opportunities included WA State
DOH training focused on developing strategic community
partnerships and influencing policies and systems. Through
a partnership funded in part by HRSA (HRSA
D11HP14605), faculty from University of Illinois at

Reduced burden of chronic disease in
marginalized communities

Objective: Reduce negative
birth outcomes

Objective: Children are
healthy and ready for school

Objective: Children are safe
from abuse and neglect

lranrovnf Incrasse Increasing
physical activity,
healthy nutrition

imponance. of and smoke-free
preconception i
living

care learning

Increasing
percent of low-
income women

receiving
prenatal care

Reducing low
birth weight
babies

about caregivers

Objectives

p and

knowledge to
support a child’s

Increasing family

Increasing the # self-sufficiency Reducing the
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of children that z Reducing the indicated by number of
screening for SR = = e
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Fig. 2 Neighborhood-based MCH program logic model
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Chicago College of Nursing and University of Washington
School of Nursing provided training to improve staff skills
in assessment, collaborative leadership, logic models, and
quality improvement [19]. The LHDs’ leaders gave staff
time for literature review and participation in NACCHO-
and American Public Health Association-sponsored webi-
nars. Staff also received opportunities to practice group
facilitation, community assessment, and data use skills.

Developing Neighborhood-level Interventions

Because of the iterative, participatory process driving these
efforts, the neighborhood interventions for each jurisdic-
tion differed. The over-arching strategies, however, were
similar. Strategies included increasing access to first tri-
mester prenatal care, reducing child abuse and neglect,
increasing access to healthy foods, providing safe oppor-
tunities for physical activity, and addressing system-level
barriers perpetuating health inequalities. In both counties,
LHD staff facilitated focus groups, key informant inter-
views, resident surveys, and community forums to develop
objectives and strategies that residents felt would achieve
the identified goal. Qualitative data gathering activities
assured wide ranging perspectives, with residents repre-
senting marginalized socioeconomic and ethnic/racial
minority groups specifically included.

East Central Spokane activities included “community
kitchens,” “community cafes,” and “play and learn”
groups. Community kitchens were developed to foster
community connections, while promoting good nutrition.
Community cafes involved facilitated conversations hosted
by neighborhood leaders. The conversations led to
improved resident communication with policy makers,
resulting in resident requests for safe parks and continued
access to the local library—actions they believed would
improve the lives of marginalized neighborhood families.
Play and learn groups provided guided activities that
improved parenting skills and assisted children in devel-
oping social and emotional skills.

Priority objectives in Clark’s Central Vancouver neigh-
borhood addressed school readiness and reducing negative
birth outcomes. Activities included working with neigh-
borhood leaders to host community gardens; linking parents
with school officials to increase access to playgrounds; and
organizing faith communities toward supporting neighbor-
hood needs, such as providing parenting support.

Evaluation
LHD staff worked with local stakeholders to develop

evaluation plans and logic models (Fig. 2) that described
links between selected neighborhood activities and the

priority objectives neighborhood stakeholders had agreed
on. Evaluation methods included process measures such as
number of partnerships developed, number of policies
developed and passed, number of participants attending
events, technical assistance requested and provided, and
collaborative connections made. More distal indicators
being monitored by the LHDs’ epidemiology staff included
MCH indicators, socio-demographic factors, and chronic
disease burden such as the measures in Table 1.

With an initial emphasis on formative evaluation,
community health workers recruited participants from low-
income apartments, social service agencies, and school
resource centers to participate in focus groups and inter-
views. Participants described perceptions of the impact of
the interventions in the two pilot neighborhoods. Qualita-
tive data were analyzed for themes by the LHDs’ inter-
professional teams, with thematic validation by residents
and stakeholders. Illustrative stories from these data
depicted engagement of new faith-based community part-
ners in neighborhood health improvement priorities,
increased parent engagement in schools, and healthier
living in smoke-free housing. Dissemination of formative
evaluation findings to residents, LHD leadership, and
elected officials included reports and presentations
regarding lessons learned and intended health impacts.

Changes Observed

Given our goal of reducing chronic disease in marginalized
communities by improving outcomes and opportunities in
early life, distal neighborhood-level outcomes are not
expected for some years. Proximal changes, however, have
occurred at the system- and neighborhood-levels as an
apparent result of focused investments and upstream
community engagement activities.

Organizational Change at the State and Local Public
Health System-levels

Spokane and Clark counties’ neighborhood pilots led to
organizational changes in their local and the state’s public
health systems. As a result of upstream goal-setting,
reviews of existing evidence, staff training, and community
engagement both LHDs shifted from individual-level ser-
vices to approaches built upon socio-ecologic and life
course perspectives and began to consider all public health
interventions as needing to include community, organiza-
tional, and policy-level strategies.

This shift to prioritization of communities of need and
using neighborhood strategies to address outcomes had a
strong influence on policy at the WA State DOH with the
state’s MCH program loosening program restrictions to
fund neighborhood-level health improvement strategies
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(S. Grinnell, oral communication, July 2011). WA’s DOH
also consolidated their offices for Chronic Disease and for
MCH due, in part, to the influence of these pilots and a
desire to support and reflect an integrated, life course
approach (S. Grinnell, oral communication, July 2011).

Proximal Neighborhood-Level Changes

Qualitative data indicated that stakeholders perceived sev-
eral system-level barriers as perpetuating health inequali-
ties. In East Central Spokane, for example, residents
identified a library slated for closure in late 2010, as critical
to school readiness and family support. Resident organizing
efforts around this resulted in the library being maintained
and a 20 % increase in East Central families using this
library’s services by the end of 2011. In another example, a
“photo voice” effort in 2012 engaged East Central youth in
documenting neighborhood conditions and advocating for
change. Youth used photo documentation to convince the
state Liquor Control Board to extend an Alcohol Impact
Area to include East Central Spokane. In Clark County’s
Central Vancouver neighborhood, residents chose to
improve birth outcomes by focusing on increasing tobacco-
free living environments. LHD staff partnered with owners
and managers of low-income apartments to establish smoke
free units. One apartment owner created 500 new smoke-
free apartments in early 2013. Stakeholders in Central
Vancouver also initiated a healthy food branding campaign
designed in partnership with Clark County’s Youth Com-
mission. The logo developed, “Healthy Here Now,” is used
to designate healthy foods and restaurant choices. Central
Vancouver residents and LHD staff also partnered with the
neighborhood’s farmers’ market to increase access to
healthy foods and observed a 68 % increase in farmers’
market transactions by food stamp participants from 2011 to
2012. Qualitative data from both counties indicated that
residents, public health leaders, and stakeholders perceived
that neighborhood-level changes such as those described
here had major effects on building community confidence in
setting priorities and acting on local issues considered to be
exacerbating inequities.

Discussion and Lessons Learned

Integration and innovative use of MCH and chronic disease
prevention funding for this project was key to successful
implementation. Flexibility from the state’s MCH Office
leadership allowed our LHDs to use existing funds for
piloting approaches to health inequities. The five steps
mentioned previously proved critical to obtaining and
maintaining governmental support and achieving success
for this non-traditional use of MCHBG funds.
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The socio-ecologic model, life course framework, and
an understanding of health inequities helped us systemati-
cally develop upstream activities at all levels of the socio-
ecological model, while coordinating strategies across
activities. This approach focused group efforts to avoid the
risk of community activities becoming peripheral to the
initiatives’ goal of reducing chronic disease through cre-
ating healthy environments.

Workforce development for these interventions required a
full year of effort before staff felt competent in their popu-
lation-focused roles and able to work effectively in inter-
professional teams. As participating staff moved “from
novice to expert” [20] in population-focused roles and
embraced this practice shift, most have indicated that they
would not go back to individual-level service delivery. The
complex nature of evaluating community-driven approaches
also led to improvements in LHD staff’s evaluation skills.

The non-traditional use of MCHBG funds for these pilots
makes it particularly important to monitor and report on
progress. The logic model and process evaluations have
proven useful in linking activities with other indicators and
for monitoring progress. The need for short-term results to
justify expenditures, however, has created pressure to
develop traditional evaluation strategies based on process,
impact, and outcomes. Identifying attributable short term
outcomes has been challenging for these community-driven
initiatives. Nonetheless, both counties have succeeded in
maintaining funding by weaving in categorical MCHBG
funds and using qualitative and quantitative measures to
report progress. Additional resources in the form of research
funding and academic partnerships could help sustain and
spread these approaches by collaborating around rigorous
research regarding the impact of such interventions.

Early evaluation efforts suggest that these pilots have made
important policy changes and increased neighborhood con-
nections across agencies and among stakeholders. The pilots
also contributed to increased awareness of MCH issues state-
wide and opportunities for healthy nutrition and physical
activity. The process and activities described demonstrate
potential for LHDs to effectively shift from an individually-
oriented MCH service model to a population-focused
approach that addresses inequities among communities in
need, without necessarily requiring new funding sources.
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