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I. PURPOSE OF PROJECT AND RELATIONSHIP TO SSA TITLE V MATERNAL 

AND CHILD HEALTH (MCH) PROGRAMS:  

The Magnolia Project is a pre/inter-conceptional and prenatal initiative aimed at reducing 

racial disparities in infant mortality by providing targeted outreach, case management, 

education and limited clinical services in an at-risk area of Jacksonville, Florida. 
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The Magnolia Project addresses specific risk factors and health care service needs 

identified by the area’s Fetal and Infant Mortality Review (FIMR) Project and an analysis of 

Perinatal Periods of Risk (PPOR) that shows the health of women before pregnancy is a 

major factor contributing to poorer outcomes among African-Americans. 

The Magnolia Project was funded in 1999 by the federal Healthy Start program under a 

special initiative aimed at eliminating racial/ethnic disparities in infant mortality.  

Florida’s Title V 2000 Comprehensive Needs Assessment and Block Grant Plan 

identifies racial disparity in perinatal health as a priority area for state attention. The 

Magnolia Project tests a pre- and inter-conceptional intervention for reducing racial 

disparities in perinatal health. Information gained from the implementation of The Magnolia 

Project can be utilized by the state Title V agency in developing strategies for its MCH 

Services Block Grant Program. 

I. GOALS AND OBJECTIVES 

During the project period, The Magnolia Project focused on five goals:  1) to 

strengthen neighborhood awareness and involvement in community-based infant mortality 

reduction efforts; 2) provide outreach and education to women in need of well-woman health 

care and other services; 3) increase the availability of case management and care 

coordination to at-risk women who are ineligible for services because they are not pregnant; 

4) increase the accessibility and availability of well-woman health care and prenatal care; 

and, 5) reduce identified preconceptional risk factors that impact on birth outcomes. The 

project had the following two-year objectives: 
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 The Project Planning and Oversight Committee will include at least seven 

consumers or neighborhood residents (one-third of total membership) who are 

actively involved in project implementation and evaluation. 

 Members of the Community Council will identify specific contributions to 

program and policies based on responses to a participant survey. 

 Oversight Committee and Community Council members will demonstrate 

increased knowledge and skills based on pre- and post-tests following each 

training, workshop. 

 80% of the 450 women identified through project outreach efforts will receive 

early prenatal care (first trimester of pregnancy), well-woman, family planning or 

care coordination services. 

• 75 pregnant women will be recruited and receive prenatal care at the Magnolia 

clinic by 6/30/01. 

• At least 50% of the risks identified by the 145 participants (enrolled in the project 

for at least one year) will be resolved by 6/30/01. These risk behaviors include: 

smoking, substance abuse, family violence and poor nutrition. 

• 90% of pregnant women receiving prenatal care at the Magnolia clinic will 

receive interconceptional services, including family planning and well-woman 

care by 6/30/01. 

• 90% of women who receive a pregnancy test from the Magnolia Project will be 

connected to a prenatal care or family planning provider by 6/30/01. 
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• The Jacksonville Community Health Center will provide at least 1,050 prenatal 

care and/or well-woman visits to approximately 300 patients as a result of project 

outreach and referral activities by 6/30/01. 

• 85% of pregnant women receiving prenatal care at the Magnolia clinic will enter 

care in their first trimester of pregnancy. 

• Less than 10% of the babies born to mothers receiving prenatal care at the 

Magnolia clinic will be born weighing <2500g. 

• Less than 2% of the babies born to mothers receiving care at the Magnolia clinic 

will be born weighing <1500g. 

• Less than 14% of babies born to mothers receiving care at the Magnolia clinic 

will be preterm at birth (>22 wks<37wks gestation). 

• At least 90% of clients receiving enhanced clinical services will be satisfied with 

staff and services provided. 

The Magnolia Project directly contributes to the achievement of the following mandated 

and state-negotiated performance measures included in Florida’s Title V Plan: 

• Reduction in the percent of very low birthweight babies. 

• Increase in percent of infants born to women receiving prenatal care beginning in the 

first trimester. 

• Reduction in percentage of women reporting domestic violence. 

• Reduction in percentage of subsequent births to teens age 15-19. 

• Reduction in percentage of women reporting tobacco use during pregnancy. 

• Increase in the percentage of pregnant women screened by Healthy Start. 

 



 6

II. METHODOLGY 

The Magnolia Project implemented the following Healthy Start Models of Intervention: 

Consortium; Care Coordination/Case Management; Outreach and Client Recruitment; and 

Enhanced Clinical Services. In addition, a fifth model, Risk Prevention and Reduction was 

implemented as part of Care Coordination/Case Management and Enhanced Clinical 

Services. 

To strengthen neighborhood awareness and involvement in infant mortality reduction 

efforts, the project established a Community Council and linked with existing community 

development activities, such as the Mayor’s Intensive Care Neighborhood Initiative, to 

nurture leadership and awareness of perinatal health issues within the target area. Potential 

leaders and Community Council members were identified, and, technical assistance and 

training provided through the grant.  

Outreach and education to women in need of well-woman health care and other services 

was accomplished by The Magnolia Project by expanding the scope and focus of existing 

case finding activities provided by Healthy Families Jacksonville. Outreach efforts linked 

pregnant and preconceptional women to prenatal care, well-woman care, family planning or 

case management services offered by the project or other community providers.  

To increase the availability of case management and care coordination to at-risk women 

who are ineligible for existing programs, The Magnolia Project established a special case 

management team through the Duval County Health Department. This team worked with 

participants, referred by the clinic or community agencies, to assess preconceptional risks, 

develop specific risk-reduction goals, and assist them in accessing needed services. The team 

also provided screening, assessment and limited health care at community sites (public 
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housing complexes, churches, neighborhood centers) as part of project outreach activities. 

The target population for case management is women who are currently not pregnant, but at-

risk of becoming pregnant in the near future. Included are women who are sexually active, 

and capable of pregnancy (no BTI or hysterectomy).  Specific priority groups included: 

• Women who have had a previous poor birth outcome (fetal or infant loss), 

• Women who had a child as a young teenager (<15 years old), 

• Women of childbearing age (15-44) who do not have a regular source of health care, 

• Substance-abusing women, 

• Women with a history of mental health or psychosocial problems (partner or child 

abuse, depression, anxiety), 

• Women with a history of causal, high-risk or unprotected sexual relationships, and,  

• Women identified as at-risk who are referred by child protection services, or other 

health and social agencies.  

The Magnolia Project increased accessibility and availability of well-woman and prenatal 

health care by establishing a storefront clinic in the project area. Clinical services were 

provided by the Jacksonville Community Health Center, a federally qualified community 

health center, with staff from the nurse midwifery program at the University of Florida. The 

Magnolia Project also organized neighborhood-based health fairs to provide outreach, 

screening and limited health services. 

To reduce preconceptional risk factors that impact on birth outcomes, the Magnolia 

Project focused its care coordination, outreach and clinical care on factors identified through 

FIMR case reviews and other data. Risk reduction strategies were delivered as part of case 

management efforts. In addition, selected risk reduction services, including substance 
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abuse/mental health counseling and dental care, were provided through contracts with 

community agencies.  

III. EVALUATION 

The evaluation of the Magnolia Project was designed and implemented by the Center for 

Community Initiatives (CCI) at the University of North Florida. The evaluation process 

utilized a variety of methodologies and data collection strategies to address the project 

objectives and outcomes.  In addition, the evaluation process was specifically designed to 

adapt to challenges and changes experienced in the course of the project.  The primary 

approaches used to assess the Magnolia Project included quantitative database development 

and analysis, client satisfaction surveys, focus groups and interviews with key informants 

associated with the project. 

A primary activity for the evaluation team was the development of the Magnolia Project 

data collection and management system.  This system was formed from several databases 

that reflect the forms used to gather information on each client.  These databases form the 

foundation for tracking the number of clients served, assessing the health risks of those 

enrolled, and tracking the outcomes of those participating in various project components 

(outreach, clinic care, case management). During the initial stages of the Magnolia Project 

development, the CCI evaluation team worked with the partner agencies and Magnolia staff 

to develop paper-based forms.  These forms were designed primarily as “data organizing” 

tools, drawing data from a number of forms already in use (by design as well as program 

mandate) in community health agencies and Healthy Start programs.  As originally designed, 

these forms were to be used to collect information on health, social, and psycho-social 

characteristics of all clients who sought out, or were recruited for, the Magnolia Project.  It 
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was understood throughout this development that these documents were to be seen as “living 

instruments,” and that changes were anticipated once the project was in full operations.  

Copies of the forms currently in use are included in Appendix A. 

It is important to note that throughout the process of developing the data collection forms, 

it was clear that, as a “pilot project” the amount of information collected was more intense 

than normally encountered in such programs.  Thus, it was recognized that the Magnolia 

staff’s responsibilities would include accurate and complete collection of this information, as 

well as the “normal” activities associated with program delivery.  It also became clear that in 

some ways the amount of data collected in this stage was an onerous task.  Throughout the 

first year of the program, and into the second year, the evaluation team worked closely with 

the Magnolia staff and administration in revising instruments, and developing new ones, to 

assist in better and more thorough data collection, and to facilitate better program activities.  

In addition, CCI staff conducted “mini training sessions” with Magnolia staff on several 

occasions to review data collection procedures and to facilitate the data collection process. 

After the paper forms were developed, staff at CCI created one primary ACCESS 

database for data entry and analysis.  As with the paper forms, this database has been 

modified frequently to account for changes in the data collection forms.  The ACCESS 

database serves as the primary source for all data reports presented to federal, local, 

community, and professional agencies and organizations.  Once Magnolia clients were 

identified and forms are completed, CCI staff carried out the data entry.  Reports providing 

information on selected variables from the database were presented at the monthly Project 

Partners meetings.  These variables include a “problem checklist” of medical and 

psychosocial measures, as well as a client demographic profile. 
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The data collection forms continued to evolve during the second year as the CCI 

evaluation team sought to streamline the process while ensuring efficiency and accuracy.  

Throughout this process, the evaluation team maintained communication with the staff and 

asked for their input in order to get their perceptions on how the forms were being used and 

whether there were any possible modifications that would facilitate the staff’s data collection 

duties.  Some forms and questions were eliminated when it became apparent that they were 

not needed for the purposes of this program and a new form (the Perinatal Log) was added in 

order to capture birth outcomes data as babies were born to program participants.  

Members from the CCI staff went to the clinic weekly to enter new data from the 

participants’ charts in the database and to assess the progress of the data collection process.  

During these occasions, CCI staff would provide the clinic staff opportunities to ask 

questions and offer suggestions about issues being faced in the process.  In addition, training 

sessions on how to fill out data collection forms were conducted by CCI staff for the clinic 

staff throughout the two-year project.  These training sessions were also opportunities for the 

clinic staff to ask questions and to offer suggestions.  

The Clinical Risk, Psychosocial Risk, Nutrition Assessment, Perinatal Log and Problem 

Checklist are the primary forms for identifying participant characteristics that are pertinent to 

the goals and objectives of this program.  The Clinical Risk form consists of questions 

designed to assess a participant’s medical history and current health status. The Psychosocial 

Risk form assists in identifying any psychological issues that impact a participant’s health 

status.  The Nutrition Assessment form is intended to assist the clinic staff in determining 

whether the participant’s nutritional needs are being met and whether or not she needs to be 

referred to nutritional counseling.  The Perinatal Log contains questions designed to gather 
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pertinent data for each pregnancy such as: 1) time of participant’s entry into prenatal care, 2) 

birth outcome and 3) whether the participant received postpartum care, including family 

planning services.  The Problem Checklist functions as a record of when a participant’s 

health, social and psychological issues that impact birth outcomes were identified and 

whether those issues were resolved. 

Despite attempts to integrate ongoing data collection and evaluation into implementation 

activities, compliance with documentation and completion of forms was a problem 

throughout the project period. A concerted effort will be made to engage staff, streamline 

forms and focus data collection activities during the next grant period.  

In addition to quantitative data collection and analysis, qualitative assessments were also 

carried out by the evaluation team, including an annual telephone survey of clients; 

community council focus groups and interviews with key informants. The results of these 

efforts are presented in applicable sections below.  Appendix A includes data collection 

forms, survey instruments and related information. 

IV. RESULTS/OUTCOMES 

The Magnolia Project undertook organizational activities during September – 

December, 1999. Subcontracts were executed with all partner agencies, including the 

Jacksonville Community Health Center (clinical services), the Duval County Health 

Department (care coordination), Healthy Families Jacksonville (outreach) and the UNF 

Center for Community Initiatives (evaluation).  The project organization chart is found in 

Appendix B. Project staff was hired and a four-day orientation held. Project partners met 

weekly to plan implementation activities. Data forms and a data system were developed to 
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track project activities and outcomes. Project partners met monthly during the reminder of 

the grant period. 

The project began serving clients in January, 2000. Initially housed in temporary 

office space at a local church, The Magnolia Project moved into its permanent site in March, 

2000. All project staff is co-located at this site.  

During the project period, 580 at-risk women who met project eligibility criteria 

received prenatal, well-woman care or case management services. This included 481 clinic 

patients and 99 case management clients (served for at least 3 months). Table 1 summarizes 

the demographics of Magnolia Project participants. 

 

Table 1. Demographic Characteristics of Magnolia Project Participants, FY 1999-01.  

Characteristic FY 1999-2001 (n=573) 
                       Age  

14-25 64.3%
26-35 23.1%
36-43 10.3%

44+ 2.3%
Marital Status 

Divorced 3.7%
Married 6.8%

Separated 4.0%
Single 80.8%

Widowed 0.9%
Unknown 3.8%

Race/Ethnicity 
Black, Non-Hispanic 73.8%

Black, Hispanic 18.0%
Unknown 4.2%

White, Non-Hispanic 3.1%
Mean Annual Income $6,535.56

Medicaid 16.9%
Source: UNF-Center for Community Initiatives, Project DataBase, September 2001. 
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Nearly 65 percent of project participants were under 26 years old. Most are black 

(91.8 percent) and single (80.8 percent). Less than 20 percent receive Medicaid benefits.  

Overall, Magnolia Project participants indicated a high level of satisfaction with the 

project, its staff and services provided. Nearly 70 percent  of the respondents to an annual 

telephone survey conducted by project evaluators said they would change nothing about the 

project. One hundred percent of respondents indicated they would recommend Magnolia to 

others. Tables 2-5 summarize general information from the annual participant survey 

(Appendix A). 

 

Table 2. Which services at the Magnolia Project do you find most useful? 
Responses % Respondents (n=64) 
Check-ups, health services 42.2
Everything 23.4
Birth control 12.5
Personal interest of staff 9.4
Counseling 9.4
Referrals 3.1
Source: UNF Center for Community Initiatives,  2000-01 Participant Survey, September 
2001. 
 
 
 
 
Table 3. What do you like best about the Magnolia Project? 
Responses % Respondents (n=68) 
The staff (their actions) 60.3
Atmosphere 23.5
Availability/convenience 7.4
Services provided 5.9
It is free 2.9
Source: UNF Center for Community Initiatives,  2000-01 Participant Survey, September 
2001. 
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Table 4. What do you like least about the Magnolia Project? 
Responses % Respondents (n=69) 
Nothing 75.4
Clinic procedures 8.7
Medical procedures 7.2
Staff 5.8
Location/clinic atmosphere 2.9
Source: UNF Center for Community Initiatives,  2000-01 Participant Survey, September 
2001. 
 
 

 
 
Table 5. What would you like to see done differently at the Magnolia Project? 
Responses % Respondents (n=68) 
No change, everything is great! 69.1
Expand services provided 13.2
Expand building, location 8.8
Add more staff 5.9
Provide community, clients more detailed 
info about Magnolia 2.9
 Source: UNF Center for Community Initiatives, 2000-01 Participant Survey, September 
2001. 
 
 

Table 6 presents information on the project’s success in achieving its objectives for 

the funding period. The Magnolia Project met or exceeded 10 of its 14 objectives. Four 

objectives fell short of project targets: receipt of postpartum interconceptional services,  

including family planning; trimester of entry into prenatal care; proportion of babies born 

weighing less than 2500g; and proportion of babies born weighing less than 1500g. Specific 

project models and outcomes are discussed in detail in the following sections. 

Consortium: The Project Steering Committee met on October, 1999; December, 

1999; August, 2000 and December, 2001.  Members included project partners, community 

health and social service providers, and two neighborhood residents. Several additional 

consumer members were identified and recruited to participate on the committee. However,  
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consumer participation did not meet the goals or expectations set out in the grant proposal.  

An alternate strategy was adopted in April, 2000 which focused on the organization of a 

Community Council.  A part-time community development specialist was hired to bring 

together neighborhood residents and program participants. The first meeting of this group 

was held in July, 2000. It has grown to eight members who actively participate in meetings. 

The group spent its organizational period defining its role in the project. The group outlined 

its interest in assisting in community awareness and outreach, and providing oversight and 

input on project services. Members participated in leadership training during 2000-01. The 

group also created and distributed a community newsletter (Among Sisters) to promote 

project activities. Minutes from the monthly Community Council meetings, training agenda 

and related material are included in Appendix C. 

Project evaluators met with the members of the community council during one of their 

regularly scheduled monthly meetings.  There were six council members in attendance as 

well as two CCI staff.  Magnolia project staff was not present during this meeting to facilitate 

honest and open responses by members. 

The evaluators wanted to assess the members’ perceptions of the council along five 

categories:  General Magnolia Project, Community Council effectiveness, Community 

Council meetings, Council members satisfaction with the Community Council and Future 

Directions.  

The members see their role in the Magnolia Project as two-fold: first they must “make the 

community aware of the program” and second they are to teach women to “have healthy 

bodies” in order to decrease infant mortality.  They feel that the program was “crucially 

needed in the community.” They believe that word of mouth has been an important tool to 
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make the program known to the area and that the community has a generally positive 

perception of the program.  Most of the members have toured the Magnolia clinic and are 

impressed with the staff whose performance they describe as “terrific” and “doing more than 

they are hired to do. “ 

 The council’s strategy for reaching all their goals is to concentrate on “one (goal) at a 

time. ”  This strategy is judged as “very effective” in implementing their goals.   

A typical meeting consists of: 1) progress reports of activities (such as council 

neighborhood events) and  2) brainstorming for new ideas on how to implement goals.  

Occasionally the council has invited guests to attend meetings and share their knowledge on 

some area of expertise judged to be related to the council’s goals.  The frequency and 

substance of meetings was judged satisfactory with no changes suggested at this time.   

The members feel “very connected” to the program.  They are motivated by a “genuine 

concern for the children” to “lower the infant mortality rate” in the targeted area.   They also 

express a desire of being kept informed of the clinic’s activities and performance data; during 

this meeting, they requested that the evaluators provide them with bi-monthly data about the 

program’s impact on the women it serves and on their childbirth outcomes.  Most of the 

members express satisfaction with the work they are doing within the council.  They feel 

“very involved” in the decisions they make and characterize the decisions as instrumental in 

striving  “toward the main goal”  (lowering infant mortality rates).   

During the coming year, council members would like to get an “office with staff,” to see 

“younger women involved so they can communicate with the younger women in the 

community,” and to be a “stronger voice in the community.”  They would like to have more 
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training sessions to better prepare themselves to “show people what is going on” and would 

like to see “bureaucrats” attend their meetings to “see what is really going on.” 

The Magnolia Project successfully accomplished all its objectives related to 

community/consortium development and oversight. Development of a separate, community 

council proved an effective strategy for ensuring meaningful involvement by the community.  

Additionally, designation of a lead staff person enabled the group to receive necessary 

support. 

Outreach & Case Finding: Letting women know about services available through The 

Magnolia Project and about the importance of pre-pregnancy health and prenatal care were 

the goals of project outreach activities. Outreach workers, provided by Healthy Families 

Jacksonville, visited nearby housing complexes, grocery stores, bus station, night clubs, 

churches, hair salons and other places to tell neighborhood women about The Magnolia 

Project. Coupons for free and low cost health exams and point-of-sale displays were some of 

the outreach strategies used by the workers. The workers also coordinated community health 

fairs that provided information about project services and offered free pregnancy tests and 

health screenings (blood pressure, Hgt). In June, 2000, The Magnolia Project co-sponsored a 

neighborhood health festival that drew more than 100 participants.  Table 7 provides an 

overview of outreach activities undertaken by the project during FY 1999-2001. 

The project developed and distributed a variety of information and awareness 

material as part of its outreach efforts. Two brochures (Appendix G) were published targeting 

consumers and community agencies. Magnets, key chains, balloons and pencils with the 

project name, address and logo were printed for distribution at the community health fairs. 
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Table 7. Magnolia Project Outreach Activities, FY 1999-2001.  
Activities FY1999-2001 
Outreach contacts (groups, agencies) 403
Community health fairs  18
Outreach clinic referrals 243
Screenings-Blood pressure 579
Screenings-Hemoglobin 79
Pregnancy tests (on & off-site) 569
% connected to family planning or prenatal 
care 

97%

Source: Magnolia Project DataBase, staff activity logs, September 2001.  
 

Point-of-sale displays were developed and distributed to community sites frequented 

by potential clients, including beauty supply companies, hair and nail salons, and 

convenience stores. An outreach display, providing information on project services, was 

created for use at community health fairs. The Magnolia Project has also been well-

publicized in local media (Appendix E).  

Two new outreach strategies were implemented during the second year of the project. 

The Magnolia outreach team collaborated with the Jacksonville Sheriff's Office to conduct 

community outreach within the Magnolia Project target area.  This outreach effort involved 

police officers providing women defined as “hard to reach” with contact information on how 

to access services. The officers were provided with laminated cards that have a toll- free 

telephone number (1-866-U-R-Woman) where women can call to link with to 

health/community resources  (Appendix D).   

A health awareness outreach campaign at nightclubs was also developed within the 

Magnolia Project target area as well as other areas of Jacksonville. The outreach team 

identified women within the nightclub setting who may benefit from care coordination and/or 

health services.  All patrons of the nightclub were provided health information and referral 

resources to aid them in securing health care. Educational posters that included the Magnolia 
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Project as the referral source were placed in bathroom stalls; poster designs, coasters and 

promotional items advertised the toll free number (1-866- U- R-Woman) to access services 

(Appendix D). 

Magnolia Project staff also contacted community organizations, health care providers 

and social service agencies that could provide referrals for health and case management 

services.  Appendix D includes a list of groups contacted during FY 1999-2001, and the 

agency referral form. Nearly 40 percent of referrals for Magnolia case management services 

came from community agencies. 

One of the most effective outreach strategies was the provision of free pregnancy 

tests on a walk-in basis. These tests were offered at the clinic and at two community sites (St. 

Matthew Church and Shands Durkeeville Wellness Center). Women tested at these sites were 

referred to The Magnolia Project for family planning, well-woman or prenatal care, or to an 

alternate maternity care provider, if they were pregnant.  

Based on the annual telephone survey of Magnolia participants conducted by the 

project evaluation team, about 34 percent of respondents heard about The Magnolia Project 

through project outreach efforts, including direct outreach and advertising (Table 8).  

 

Table 8. How did you hear about the Magnolia Project? 
Responses % Respondents (n=72) 
Family/friend 30.4
Medical/other referral 23.2
Advertising 21.7
Community outreach 13.0
Walk-ins 11.6
Source: UNF Center for Community Initiatives, 2000-01 Participant Survey, September 
2001. 
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About 30 percent of respondents heard about Magnolia from a family member or friend. 

Referrals from other health care providers or community agencies were the next most 

frequent source of information.  

Outreach activities by The Magnolia Project were negatively impacted by staff 

vacancies during the project period. The outreach team resigned in September 2000 due to 

job dissatisfaction.  Healthy Families Jacksonville redefined the positions and assigned 

administrative staff to provide support and direction to the team.  A new team was recruited 

and began work November 1, 2000. Reorganization of Healthy Families Jacksonville 

disrupted the team again in January 2001. The team was put under the special projects 

coordinator of the Healthy Start Coalition for the remainder of the grant period. 

Despite these challenges, all project objectives were met or exceeded in outreach and 

casefinding (Table 6). Nearly 80 percent of women identified through project outreach 

efforts were connected to an appropriate source of care.  One hundred and thirty-five 

pregnant women were recruited and received prenatal care at the clinic. And, 97 percent of 

women who received a pregnancy test through the project were linked with prenatal care or 

family planning services. 

Enhanced Clinical Services: Well-woman, prenatal care and other clinical services 

were provided by The Magnolia Project at a new satellite women’s clinic established by the 

Jacksonville Community Health Center. Located in the heart of the target area, the clinic was 

renovated with $98,000 in funding from the City of Jacksonville’s Community Development 

Block Grant program. More than 150 community leaders and area residents attended a 

special ribbon-cutting ceremony in April, 2000. Keynote speaker was Jacksonville City 

Councilwoman Gwen Yates. The event received considerable local media coverage, 
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including the primary newspaper serving the African-American community (Appendix E). 

U.S. Congresswoman Corrine Brown also visited the site in October, 2000. 

During the grant period, the clinic provided services to 644 patients (Table 9). Three-

fourths of the participants served at the Magnolia clinic (481) met project eligibility 

requirements (residence, age, pregnant or able to get pregnant). The remaining participants 

received services as Jacksonville Community Health Center clients. There were more than 

2,326 total clinic visits, approximately 1,737 generated by Magnolia-eligible clients. The no-

show rate was 42% while walk-ins comprised 25% of the clinic users. 

 

Table 9. Clinic Activity, The Magnolia Project, FY 1999-2001. 

Enhanced Clinical Services FY 1999-2001 
Total Patients 644
Magnolia Participants 481
      % Pregnant 16%
Clinic Visits 2,326
      No Show Rate 42%
      Walk-in Rate 25%
Pregnancy Tests 499
       % Negative 47%
Source: Magnolia Project Database; clinic records, September 2001. 

 

 
Table 10 provides information about the frequency of various risk factors among 

Magnolia Project clinic patients. About 28 percent of the participants had a previous poor 

birth outcome (fetal, infant death or LBW baby). More than 20 percent had a previous 

unintended pregnancy and 18% were sexually active but not using contraception. Nearly 60 

percent of patients had a history of or current STD; 50 percent presented for care with a 

history of or current BV. Abnormal PAP smears were detected in nearly 20 percent of clients  
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Table 10. Clinical Risk Factors, Magnolia Project Participants, FY 1999-2001. 

Risk Factor FY 1999-2001 (n=112*) 
Previous miscarriage or infant death 20% 
Previous low birthweight baby 8% 
Previous unintended pregnancy 23% 
Not using birth control 18% 
History/current STD 59% 
History/current Bacterial Vaginosis (BV) 50% 
Abnormal PAP 19% 
Nutrition/dietary issues 26% 
Mental health problems 9% 
Dental care> 1 year ago 69% 
Source: *Based on a random sample of 112 Magnolia-eligible clinic patients; September 
2001. 
 

seeking care. Nearly 70 percent of the participants had not had a dental check-up in over a 

year.  

About 16 percent of women served at the clinic were pregnant. The number of 

pregnant women served at the clinic was purposely capped by the project because alternative 

sources of care were available in the target area.  The primary goal of the project was to meet  

a need for well-woman care for at-risk women who were likely to become pregnant in the 

future. 

Table 11 summarizes outcomes for Magnolia Project prenatal patients who delivered 

during the project period. It also includes comparison information for all births in the target 

area served by the project. 

About half of the project patients began care in the first trimester of pregnancy. 

Twelve percent delivered babies weighing less than 2500g. The project’s rate of very low 

birthweight was four percent. There were three fetal deaths and one infant death during the 

project period.  
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Table 11. Birth Outcomes, Magnolia Project Participants, 1999-2001. 
Magnolia  
Deliveries  

(1999-2001) 

Project Area  
(1996-98 Annual 

Average) 
Outcome Number Rate Number Rate 
First trimester entry into care (n=92) 46 50.0 1104 62
% Low birthweight (n=93) 11 11.8 253 14
% Very low birthweight (n=93) 4 4.3 66 4
% Preterm (n=97) 13 13.4 442 25  
Miscarriages (fetal deaths) (n=97) 3 3.1 21 14.6
Infant deaths (n=97) 1 10.3 28 15.7
Source:  Project Perinatal Log; Florida Vital Statistics 1996-98. 
 

   

In additional to well-woman and prenatal care, The Magnolia Project also provided 

routine dental check-ups and cleaning to at-risk women who do not have access to a dentist.  

In FY 1999-2001, 85 patients received dental services through the project. Services were 

delivered by the Duval County Health Department and the WE CARE dental clinic at St. 

Matthew Church.  

Patients receiving enhanced clinical services were very satisfied with the care they 

received and the clinical staff, based on responses to the annual client survey (Table 12). 

 

Table 12. Patient Satisfaction with Magnolia Project Clinical Services. 
Question % Responding Yes 
Do you feel comfortable asking the Magnolia 
Project staff medical questions about your 
treatment or your health status? 

97.2

Do you understand what services are 
available at the clinic? 

93.1

Do you feel you were involved in decisions 
about your health care? 

100.0

Was the staff at the clinic friendly? 100.0
Would you recommend the Magnolia Project 
to others? 

100.0

Source: UNF Center for Community Initiatives, 2000-01 Participant Survey, September 
2001. 
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All of the respondents indicated they felt involved in the decision-making process; the 

staff was friendly and that they would recommend the Magnolia Project to others. 

The Magnolia Project met three of the six objectives set for clinical services during 

the grant period. The project exceeded expectations in terms of number of patients served 

and clinic visits (Table 6).  Less than 14 percent of Magnolia Project births were pre-term at 

delivery. And, clinic users were highly satisfied with services and staff. 

However, the project did not meet goals set for proportion of pregnant women 

receiving early prenatal care (56.4% vs. 85%); LBW rate (11.8% vs. 10%); and VLBW rate 

(4.3% vs. 2%). It is important to note that the project’s LBW was below the rate for the 

project area as a whole (11.8% vs. 14%); and, the project had a VLBW rate comparable to all 

births in the area.  Strategies to get pregnant women into care earlier and positively impact 

birthweight will be developed for the next grant period. 

Three challenges faced The Magnolia Project in delivering enhanced clinical services: 

sustainability, referrals for specialty care and no-show rates.  

The clinical subcontractor failed to set up systems to bill Medicaid or other third party 

payers for services delivered at The Magnolia Project. This resulted in significant  un-

reimbursed expenditures for prenatal care, laboratory services and pharmaceuticals. Despite 

repeated attempts to address this problem, the clinic still had significant operational deficits 

by the end of the grant.  Clinic staff was reconfigured during the last quarter of the project 

period to include a nurse clinic manager. This position was responsible for improving the 

management and funding of the clinic. However, the person filling this post left after less 

than two months.  The clinic subcontractor did not regularly participate in project meetings 
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and declined assistance in addressing these issues.  The clinic was viewed by the 

subcontractor as an independent operation, rather than as a component of a collaborative 

model. Alternatives are being explored by the Healthy Start Coalition including securing 

billing and improved management capabilities for the current provider; contracting with a 

new provider, or eliminating clinical services in the next grant period. 

The Magnolia Project also experienced difficulties in providing follow-up to patients 

referred for specialty care, including colposcopy exams. Shands Jacksonville, a tertiary care 

teaching hospital that is part of the University of Florida, is the primary referral facility used 

by the project. Like most facilities of this type, the hospital is a complex system that is 

frequently difficult for patients to maneuver. Communications are a challenge.  Lack of 

payment sources is also a barrier for Magnolia clients. During its second year, the project 

contracted with Shands to institute an internal follow-up system. It also worked with the 

Department of OB/GYN at the hospital to streamline appointment and enrollment processes 

for Magnolia patients. These steps improved, but did not eliminate, follow-up problems. 

No-shows at the clinic were a persistent problem during the grant period. Client 

incentives, reminder calls and flexible clinic hours were all used to reduce this rate. The high 

no-show rate was balanced by a high rate of walk-ins. In many cases, women walking in for 

care were those who had missed earlier appointments. The Magnolia Project is currently 

working with nursing students at the University of North Florida to determine why patients 

are not keeping appointments and to develop strategies for reducing the no-show rate. 

Case Management & Risk Reduction: The Magnolia Project offered case 

management and health improvement services to selected at-risk women in the target 

community. A team of community health nurses, employed by the Duval County Health 
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Department, worked with women pre-conceptionally to address health and social factors that 

could negatively affect a future pregnancy. Case management is primarily provided one-on-

one through home visits. The staff also included a social worker and health 

educator/nutritionist. Specialized counseling services were available through River Region 

Human Services on a contractual basis. 

Priority for case management was given to women whose last pregnancy resulted in a 

miscarriage or an infant death. Other risk factors include repeated STDs, no family planning 

method, history of mental health problems, substance abuse, current involvement with child 

protective services, first pregnancy at <15 years old, and no regular source of health care. 

Tables 13 and 14 summarize the risk factors of participants selected for case management 

and case management activity for FY 1999-2001. 

 

Table 13. Risk Factors of Case Management Participants, FY 1999-2001. 
 
Priority Risk Factor Percent Participants (n=99) 
Previous loss (miscarriage or infant death) 24.3%
First pregnancy < 15 years old 5.8%
Repeated STDs 19.4%
High-risk sexual history, no contraceptive 
method 

28.2%

No regular source of health care 56.3%
Substance abuse history 2.9%
Involvement with Child Protective Services 0%
Mental health problems 28.2%
Source: Case management records, FY 1999-2001. 

 
During the project period, The Magnolia Project accepted 218 clients for case 

management services. Referrals came from the clinic and other community agencies, such as 

Healthy Start/Healthy Families Jacksonville that deal with pregnant and postpartum women.  

Forty-five percent (99) of those accepted were successfully engaged in services and active in 



 30

Table 14. Case Management Activities, The Magnolia Project, FY 1999-2001.  
 

Activities FY1999-2001 
Total accepted for service 218 
Total engaged in services 3+months 99 
Active caseload 85 
% Referred by clinic 71% 
% Referred by other agencies 38% 
Total home visits 945 
Average duration of services 6 months 
Source: Client records, Magnolia Project Database, September 2001. 
 

care for three months or more. Remaining cases were closed because of relocation, refusal of 

service, inability to contact, pregnancy and other factors. The goal of The Magnolia Project 

was to keep at-risk women in case management for a year or until their risks were resolved. 

However, during the project period, the average duration in care was six months. Only 16 

clients (16 percent) were engaged for a year or more. About 30 percent of participants 

received care for nine months or longer (Table 15). 

 
Table 15. Impact of Case Management Activities by Duration in Services, FY 1999-
2001. 
 

Duration 
% of Participants 

(n=99) 
Average Number 
of Risk Factors 

% Resolved at 
Closure 

3-6 months 42.8 2.2 80.7
7-9 months 26.3 2.8 73.6
> 9 months 30.3 4.2 80.8
Unknown/Missing 1.0 2.0 100.0
Source: Case management records, FY 1999-2001. 
 
  

Case management staff met weekly to review clinic and outside agency referrals to 

service. Acceptance into the project was based on the presence and severity of selected risk 

factors. Women experiencing a loss (infant death or miscarriage) were given priority in the 

selection process. An attempt was made to limit staff caseloads in order to ensure the 
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appropriate intensity of services. A random selection process was utilized when referrals 

exceeded caseload caps.  

Initially, all participants received weekly contact, primarily through home visits or 

face-to-face contact in the clinic. Frequency of visits after this period was based on client 

needs and response. A leveling system was instituted by staff to guide frequency of contact 

with a goal of lengthening participant retention. 

Duration in case management was related to number of risk factors. As shown in 

Table 15, participants engaged in services for nine months or more had twice as many risk 

factors as those who received services for less than six months. The case management team 

successfully worked with participants to reduce 70-80 percent of identified risk factors 

regardless of duration in service. 

Common issues addressed by the case management staff include lack of education, 

lack of employment, Medicaid enrollment, safe sex, self-esteem, follow-up with medical 

care, family planning and accessing community services. Retaining caseload was the primary 

challenge faced by The Magnolia Project in delivering case management services. During the 

second year of the project, a case management contract was instituted and incentives 

provided to participants for continuing services (Appendix F). 

Like other services provided by The Magnolia Project, case management was 

positively viewed by participants responding to the annual client satisfaction survey (Table 

16). 

More than 80 percent of the respondents receiving case management services rated 

them as excellent or very good/good. Participants appeared to understand the reasons for 

participating in case management and why they were referred for additional services. 
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Table 16. Participant Satisfaction with Magnolia Project Case Management Services. 
Question % Respondents (n=28) 

How do you feel about the services provided 
by Care Coordination? 

21.7%  Excellent
60.7% Very Good/Good

17.9% Okay/Fair
Do you understand why you were referred to 
Care Coordination? 

75.0%

Were you referred to another agency for 
services? 

37.1%

Do you understand why you were referred to 
another agency? 

96.0%

How do you feel about the services (outside 
Magnolia) provided? (n=16) 

12.5%  Excellent
37.5% Very Good/Good

50.0% Fair

Source: UNF Center for Community Initiatives, 2000-01 Participant Survey, September 
2001. 
 

 Unfortunately, participant satisfaction was mixed with regards to services they 

received as a result of project referrals. Half of respondents rated their satisfaction with 

specialized medical care and other community services as only “fair.” 

Table 6 summarizes the impact of case management activities on project objectives. 

The goal of retaining participants in long-term case management (< one year) was never 

realized. Although few participants remained in case management for a year or more, more 

than 75 percent of their identified risk factors were resolved by case closure. This included 

60 percent of risk factors associated with smoking, substance abuse, nutrition and family 

planning. 

 The Magnolia Project was not successful in consistently linking women who received 

prenatal care at the clinic with interconceptional services, including family planning. 

Postpartum appointments could only be verified for 36 of the 97 deliveries during the project 

period. Of these, 77.8 percent received postpartum family planning and related 

interconceptional services, below the target level of 90%. Clearly, more consistent 
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documentation, aggressive outreach and follow-up are needed to ensure prenatal clients 

return for postpartum care. 

The case management team was also negatively impacted by staff turnover. The 

social worker originally hired for the project was not compatible with other team members 

and was replaced. Two of the three nurse case managers and the health educator/nutritionist 

became pregnant and took maternity leave during the two-year project.  The team leader 

decided not to return following her maternity leave. The remaining nurse case manager took 

an extended personal leave because of a family death. The Duval County Health Department 

provided substitute staff, but staff absences negatively impacted the delivery of case 

management services, particularly participant retention. Given the size of the staff, it is 

unclear what can be done differently to compensate for normal absences related to “life 

events.” This may remain a problem in the future. 

There is a need to examine duration and content of case management services. While 

it is positive to report resolution of a significant proportion of risk factors despite a limited 

time in service, there is concern that some participants may revert to past risk-taking 

behavior. Strategies for lengthening duration of services, tracking and follow-up will be 

explored. 

Training Activities: Appendix G summarizes training activities for Magnolia Project 

staff and community residents supported by project funds during 1999-2001. All of the 

project staff participating in these trainings, except the nurse midwife, were African-

American. All members of the Community Council are African American. In addition to 

staff and council training activities, The Magnolia Project co-sponsored the annual health 

conference with the Women of Color Foundation during each of the project years (Appendix 
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G).  More than 300 community residents participated annually in this event.  The Magnolia 

Project also co-sponsored a physician/provider conference on racial disparities in birth 

outcomes with the Duval County Medical Society/Academy of Medicine in January 2001. 

Featured speaker at the conference was Robert Goldenberg, MD, lead investigator for the 

AHCPR  PORT study of  LBW in minority and high-risk women. More than 50 area prenatal 

care providers participated in the meeting. A staff retreat was held at the beginning of the 

second year to identify project strengths and weaknesses. The retreat also included a cultural 

competency self-assessment by staff.  Finally, the entire project staff and the project director 

participated in a statewide cultural competency workshop sponsored by all the federal 

Healthy Start projects in Florida in 2001. 

Success of Collaboration: Person-to-person and phone interviews were conducted with 

representatives from each participating agency in the consortium, which helped create the 

Magnolia Project.  The evaluation team was interested in assessing the partners’ perceptions 

of the program along three general subject areas: 1) how the coalition of partner agencies 

functioned during the program’s first two years of operation, 2) how the objectives of the 

program are being met and 3) the future of the program.  At least one representative from 

each partner agency was selected to be called by CCI staff to set up appointments for the 

interviews.  CCI associates not otherwise involved in the Magnolia ongoing evaluation 

process conducted the 45-minute interviews (Appendix A).  Seven partner agency 

representatives completed the phone interviews.  The following section summarizes the 

questions contained in each general subject area of the interview. 
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1. Partner coalition 

The partners view their own role and the role of the other partners as “important” and 

“key” to the success of the coalition.  They believe that “collaboration” and having a sense of  

“community” in the coalition are necessary in order to continue the work of the past two 

years.  While there is general agreement that most of the partners have been able to cooperate 

with each other in establishing good working relationships, four of those interviewed 

expressed frustration with one of the other partners.  The partner in question was 

characterized as:  “not working together with the other partners”,  “needing more 

commitment” and “a problem.”   Regular monthly meetings of the partners were judged to be 

useful by most of the partners with “good feedback”, “discussions” and “sharing”.   

Suggestions for improvement included: taking minutes at the meetings, decreasing the 

number of prenatal patients seen at the clinic, having all partners directly supervise their staff 

and reinforcing the shared vision of the program. 

2. Program Objectives Delivery 

All the partners interviewed have visited the Magnolia Clinic and have met some or all 

the staff.  The clinic staff is seen by the partners as being “in touch” with the community and 

very capable of delivering the services included in the program objectives, as were midwives 

who were judged as “excellent” and “caring”.  Care Coordinators were characterized as 

“great” and “dedicated” and the outreach workers as “great” and “good workers” while 

experiencing some setbacks and lack of continuity in their work due to turnovers and 

maternity leaves.   Suggestions for improvement in services delivery included: hiring more 

qualified staff, providing better training for staff (with an emphasis on professionalism), 
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providing more flexible clinic hours and increasing efficiency of operations (improving 

appointments and patient flow).   

3. Future 

The partners are optimistic about the Magnolia Project’s future.  They envision the 

program as expanding and becoming a “more integral part of the community” as it continues 

to work towards its goal of reducing infant mortality.  They believe that due to its good 

reputation in the community, other programs similar to the Magnolia Project will be 

established in other areas of Jacksonville. Specific suggestions and ideas on ways to improve 

the program include the following:   

1. Eliminating the prenatal component in favor of focusing on 

preconceptional and interconceptional health strategies.  

2. Providing transportation, mental health services, job training, mentoring, 

and support groups.  

3. Ensuring consistency in data collection. 

4. Addressing issues of domestic violence and HIV/AIDS. 

5. Expanding the current facility. 

6. Providing more home visits. 

In addition to the areas mentioned above, the partners interviewed were asked  
 
how they felt about working with the evaluation team.  Included in the following is a 

summary of all the issues specific to the evaluation component addressed by the partners: 

1. Give a longer period of notice when asking the staff to collect data not 

previously collected. 

2. Be on site more often. 
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3. Do daily data entry.  

4. Director of evaluation team is “very in touch”. 

5. The evaluators are a joy, we love them. 

Lessons Learned:   
 
 The initial implementation of The Magnolia Project yielded some critical lessons that 

will be applied to future efforts: 

• Sustaining a successful collaboration requires constant attention and 

reinforcement. Good intentions and the initial euphoria are not enough to make 

the collaboration work on an ongoing basis.  

• Despite this fact, collaborations are worth the effort because they help to build the 

capacity and commitment of existing service providers, which is necessary to 

sustain a project after grant funding ceases. 

• When project partners fail to support the collaboration or fulfill contract 

requirements, they should be replaced. Problems with one partner affect the entire 

collaboration. 

• Partners should be held to contractual requirements. Never assume good 

intentions. 

• Direct service staff, by the nature of their jobs; focus on process rather than 

outcomes. A conscious effort must be made to ensure the vision, goals and 

objectives of the program are understood and shared by staff. 

• Meaningful community involvement requires support and a commitment of 

resources. This investment produces significant dividends. 
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• “Branding,” creating an identity for the project in the community, can contribute 

significantly to its success. 

• Co-location of staff at a single site fosters project identification, shared goals and 

loyalty. 

• Clinical and outeach services are valued by the community. The community 

wants/needs the Magnolia clinic. Word of mouth is a powerful outreach tool. 

• Staff must be vested in and committed to project evaluation. Completion of data 

collection forms must be incorporated into ongoing QI. 

• Aggressive follow-up is required to ensure project participants benefit from 

referrals, postpartum services. 

• The evaluation team needs to be more proactive in reporting problems with data 

collection, missing data and unreported data. 

 
V. PUBLICATIONS/PRODUCTS 

 The following publications and products were produced by the Magnolia Project during 

the project period: 

• Project brochures (client and community agency) 

• Policies & Protocol Manual (includes data collection forms) 

• Staff Orientation Manual 

• Community Resource Guide 

• Annual Community Report 

• Among Sisters (Community Council newsletter) 

• Magnolia Project Database 

• Evaluation surveys (participant, partner agency) 
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Copies of this material and/or ordering information are included in Appendix H.    

VI. DISSEMINATION/UTILIZATION OF RESULTS 

       The Magnolia Project was featured at the following local, state, national and 

international meetings during the project period: 

The Magnolia Project: From Analysis to Action 
Florida Association of Healthy Start Coalitions 
Quarterly Meeting 
July, 2000 

 
Addressing Racial Disparities in Our Community: The Magnolia Project 
March of Dimes Annual Perinatal Update 
Jacksonville, FL 
November 7, 2000 
 
The Magnolia Project: A Preconceptional Strategy to Reduce Infant Mortality 
2000 Partners Sharing Solutions Conference 
Annual State MCH Title V Conference 
Orlando, Florida 
November 28-29, 2000 
 
The Magnolia Project: Using Perinatal Periods of Risk (PPOR), FIMR and GIS to 
Target and Reduce Disparities in Infant Mortality Rates 
2000 Annual Meeting of the American Public Health Association 
Poster Session 
Boston, MA 
November 13-17, 2000 
 
Using the POR Model to Design a Preconceptional Intervention 
Healthy Start Annual Grantee Meeting - Pre-Conference 
Washington DC 
December 10-13, 2000 
 
The Magnolia Project: Using FIMR to Develop Community Interventions 
Healthy Start Annual Grantee Meeting 
Washington DC 
December 10-13, 2000 
 
Against The Odds: Assessing the Impact of The Magnolia Project. An Inner City 
Program to Reduce Infant Mortality Rates.   
Presented at the Southern Sociological Society Annual Meetings 
Atlanta, GA,  
April, 2001 
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The Magnolia Project: Reducing Racial Disparities in Perinatal Care 
2001 Annual Meeting American College of Nurse Midwives 
Washington DC 
May 31- June 7, 2001 
 
Taking It To The Streets: Tying Together The Educational and Service Missions of an 
Urban University With an Active, Applied Community Research Center (A Reprise),   
Presented at the International Association for Impact Assessment,  
Cartagena, Colombia,  
May-June 2001. 

 
The Magnolia Project: Using Perinatal Periods of Risk and FIMR to Address Infant 
Mortality 
CityMatCH PPOR Practice Collaborative Quarterly Meeting 
New Orleans, LA 
June 9-11, 2001 

 
From Analysis to Action: Using Perinatal Periods of Risk (PPOR) and Fetal and 
Infant Mortality Review (FIMR) to Address Infant Mortality in Duval County 
Florida Public Health Association Annual Meeting 
Clearwater Beach, FL 
August 3, 2001 
 
From Analysis to Action: Using Perinatal Periods of Risk (PPOR) and Fetal and 
Infant Mortality Review (FIMR) to Address Infant Mortality in Duval County 
National FIMR Conference 
Washington, DC 
August 1-4, 2001 

 

  In  January 2001, The Magnolia Project was visited by a medical delegation from 

Murmansk, Russia. Guests of the local Planned Parenthood affiliate, the delegation was 

interested in exploring community initiatives to improve women’s health. The Magnolia 

Project also hosted visits by two sister federal Healthy Start projects from Hillsborough and 

Pinellas Counties, Florida. 

VII. FUTURE PLANS/FOLLOW-UP 

 The Northeast Florida Healthy Start Coalition sought and received four years of 

additional federal funding for The Magnolia Project. This support will allow the project to 
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continue to implement a pre-/interconceptional intervention on infant mortality rates in an at-

risk African American community, as well as test its long-term impact on infant mortality 

rates. Future plans will focus on strengthening the health education component of the project; 

improving the reach and duration of case management activities; increasing postpartum 

follow-up and linkages with family planning services; continuing community outreach 

efforts; and, supporting an expanded role for the Community Council. 

 Particular attention will be placed on maintaining a productive and functioning 

collaboration of the partner agencies involved in project implementation. This will likely 

necessitate a reorganization of clinical services, perhaps with a new provider. Efforts will be 

made to identify additional funding sources for clinical services, which are under-funded in 

the new grant. Medicaid and revenue from other third parties will be maximized. 

 Project evaluation efforts will be directed at improved tracking of project 

performance and outcomes objectives. The project data system will be re-examined and 

forms streamlined with staff input.  A longitudinal study will be developed to examine birth 

outcomes among women who participated in pre-/interconceptional case management, 

clinical and risk reduction services. 

 Finally, The Magnolia Project will strive to maintain its favorable reputation in the 

community, among policy-makers, and the women it seeks to serve.  

VIII. TYPE/AMOUNT OF SUPPORT AND RESOURCES NEEDED TO REPLICATE 

  Replication of The Magnolia Project requires annual funding of at least $750,000. 

This funding level will support a freestanding neighborhood site, including a small clinic and 

office space for project staff. It will support one mid-level practitioner, a clinic nurse, 

medical technician, and receptionist/patient services representative for clinical services. It 
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will provide funding for three nurse case managers, a health educator and social worker, as 

well as two paraprofessional community outreach workers. It will support a project 

coordinator and community development specialist.  Additional resources are included in this 

amount to subcontract for specific risk reduction services, including dental care and mental 

health/substance abuse treatment. 

  Potential revenue sources for replicating The Magnolia Project in other areas include 

Medicaid, Title X family planning funds, and state and local funds for STDs and related 

services. Medicaid waivers are also available in some areas to support expanded case 

management for pregnant and postpartum women. 

  Public health departments and other community health agencies currently offer many 

services provided by The Magnolia Project. These include prenatal care, case management, 

outreach, STD identification and treatment, and primary care services. The Magnolia Project 

offers a successful model for integrating these services with a focus on improving the health 

of women in their childbearing years. The Magnolia Project delivers these services in a way 

that is personal and accessible to those at-risk. Although project and staff size bring inherent 

inefficiencies and some higher costs, it may prove the best strategy for impacting the health 

of women at greatest risk for poor birth outcome. 


