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“Reducing Health Disparities in Baltimore County” 
Health Enterprise Zones Grant Application  

3.  Program Summary   
 
This project proposes to address the persistently elevated rates of low birth weight and infant 
mortality among minority populations in Eastern Baltimore County by implementing an 
intensive case management component to the Baltimore County Department of Health’s current 
intervention efforts in the proposed Health Enterprise Zone (HEZ) region.    
 
The proposed HEZ in Eastern Baltimore County, MD has a combined population of 216,332, 
generates 2,437 births per year, and meets the four criteria of the HEZ Call for Proposals.  The 
contiguous area demonstrates economic disadvantage by exceeding Medicaid enrollment 
(210.68/1,000) and WIC participation (38.43/1,000) rates.  The HEZ has demonstrated poor 
health outcomes including higher rates of newborn low birth weight (7.88%) and lowered life 
expectancies (75.2 years). A higher poverty rate, diverse ethnic population, a large number of 
women with Medical Assistance during their pregnancy, and a preponderance of first time 
mothers in the Baltimore metropolitan area (Vital Statistics, DHMH, 2010) render the 
geographic area a primary site for the HEZ where disparities in infant mortality and child health 
and development can be addressed and improved.   
 
The Baltimore County Department of Health (BCDH) has a history of addressing women’s 
health needs among those with economic, social or health literacy barriers that are known to 
reduce access to care. BCDH developed several successful community outreach efforts to 
improve pregnancy outcomes for the target population funded by DHMH’s Office of Minority 
Health and Health Disparities. Family planning and women’s health services are offered at three 
health centers in the east side of the County. In addition, the Special Supplemental Nutrition 
Program for Women, Infants, and Children services are provided at two locations within the 
HEZ in order to improve the nutritional status of low income pregnant women, infants and young 
children.  In 2009, using County funds supplemented with funding from the State of Maryland 
Community Health Resources Commission, BCDH created the Prenatal Enrichment Program 
(PEP) to establish a minimum level of in-home public health nursing support and case 
management to high-risk pregnant women without access to other resources. Within PEP, clients 
receive at least one home visit every three months and monthly telephone contact ending with a 
final home visit scheduled six weeks after the baby is born.  Under this program, progress has 
been made with the approximately 500 women served per year, but it has become clear that a 
subset, especially first time mothers, need a more intensive intervention during their pregnancy 
and after the baby’s birth to enable her to provide better care for her infant and educate her about 
strategies to foster optimal development in her child. 
 
Baltimore County has selected the evidence-based Nurse-Family Partnership (NFP) program to 
deliver this intensive support for high-risk mothers and their newborns in the designated HEZ 
area because of the strength of evidence supporting its use to meet the specific objectives of this 
project – improving pregnancy outcomes, decreasing infant mortality, and improving 
developmental outcomes for the babies born to first time mothers with limited resources.  
Additional goals include reducing emergency room visits and hospitalizations for accidents and 
ingestions, increasing rate and duration of breast feeding, and improving immunization rates.   
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4.  Program Purpose  
 
This project is designed to improve the health and overall well-being of high risk, first time 
pregnant women within the HEZ zone by providing a dedicated nurse case management to serve 
100 women with the goal of improving pregnancy outcomes, reducing infant mortality, and 
improving health literacy and parenting skills to improve long-term safety and development of 
infants born to these high risk families.  It is anticipated that 200 families will receive services 
over the four year duration of the grant. 
 
Baltimore County has experienced widening racial gaps in infant mortality over the past five 
years.  High infant mortality rates within the zip codes included in this HEZ have contributed 
substantially to this increasing disparity.  Despite the existence of several programs targeted to 
Black women to help address low birth weight, premature birth, and infant mortality, the gaps in 
these outcomes persist. Current intervention efforts by BCDH are limited in support and 
terminate at six weeks.  The staff assigned to work with high risk, pregnant women has been 
especially concerned about the first time mothers with whom they work and feel that an intensive 
program targeted to first time mothers within the HEZ area is crucial to begin to address this 
striking health disparity.  In addition, the State Legislature has recently passed legislation 
mandating that evidence-based programs with proven track records be the primary method by 
which the problem of infant mortality is addressed at the local level.  Baltimore County’s current 
model of service delivery is limited and lacks the funding to provide the labor-intensive 
provision of care coordination and neonatal assistance that are fundamental to existing evidence-
based models.  BCDH believes that the Nurse-Family Partnership (NFP) Program represents the 
best evidence-based program targeted to first time mothers from economically disadvantaged 
backgrounds.  It is this group that BCDH will target with the NFP program and outreach and 
engagement efforts will be concentrated on families within the proposed HEZ. 
 
There are multiple factors that influence infant mortality.  Data supplied by the Department of 
Health and Mental Hygiene (DHMH) Office of Maternal and Child Health (MCH) indicate that 
low birth weight accounts for 26% of infant deaths.  Maternal complications of pregnancy 
account for 10% and Sudden Infant Death (largely attributable to unsafe sleep practices) 
accounts for another 10% of the infant deaths.  MCH has determined that maternal chronic 
disease, smoking, obesity, maternal age and unintended pregnancy are the key risk factors in 
Maryland for low birth weight.   
 
In addition, MCH states that hypertension and diabetes during pregnancy pose particular risks for 
the black population.  Black mothers who had hypertension prior to getting pregnant were more 
than two and a half times more likely to have a very low birth weight baby than black mothers 
without hypertension prior to getting pregnant, and their hypertension was much more likely to 
be a factor contributing to the low birth weight of the baby.  Developing hypertension during 
pregnancy was also much more likely to occur for black women and to be associated with low 
birth weight.  Similarly, black women were more likely than white women to have diabetes, both 
before and developing during pregnancy and their diabetes was more likely to contribute to a 
premature birth and very low birth weight in their baby than with white pregnancies.  While 
early prenatal care is one important step to address these risk factors during pregnancy, 
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continued counseling and support in addressing chronic illness and health issues during 
pregnancy is crucial to improved pregnancy outcomes. 
 
From one month to twelve months of age, SIDS and other sleep related deaths become the 
leading cause of infant deaths.  Counseling about safe sleep and continued monitoring regarding 
safe sleep practices are key to addressing this concern.  Data clearly shows that, while white, 
Hispanic and Asian women in the U.S. follow safe sleep practices 75-80% of the time, black 
women only follow safe sleep practices 50% of the time.  Likely related to this, SIDS and other 
sleep related deaths occur almost twice as often for black babies than they do for white or 
Hispanic infants according to NICHD/NIH data (2010).   
 
Obesity is also of increasing concern – both for pregnant women and for young children.  
Obesity is linked with poor pregnancy outcomes.  Obesity plays a role in the incidence of 
diabetes and hypertension for the mother and can lead to premature delivery of her baby and/or 
increased infant mortality.  Obesity is especially prevalent among Blacks.  In reviewing the 52 
cases of fetal death (prior to 28 days of age) among black women in Baltimore County in 2011, 
83% of cases were from mothers diagnosed as overweight or obese prior to conception. Of that 
83%, 30% occurred in mothers who were “morbidly obese (BMI equal to or greater than 35%).  
In addition, health professionals now recognize that excessive weight gain in infancy and certain 
parenting practices of infants and toddlers (feeding practices, excessive exposure to TV, limited 
physical activity) set the stage for development of obesity in children that is very difficult to 
reverse once it occurs per the Chair, Task Force on Childhood Obesity and Director, President’s 
Domestic Policy Council in May, 2010.   
 
To address these disparities, BCDH requests funding to develop and implement a Nurse-Family 
Partnership (NFP) Program in order to educate and support high risk, first-time mothers and their 
babies living in the proposed HEZ.  The Nurse-Family Partnership Program has received 
national recognition because of its well-substantiated impact on pregnancy outcomes and on the 
welfare of the young mother and her baby.  Using the NFP model, 200 families will be 
continuously enrolled over a 2-year period, for the purpose of reducing health disparities among 
this select population. This model, outlined in following sections, includes intensive education 
and support, by a nurse case manager, during the pregnancy and continuing until the child turns 
two years of age.  
 
It is anticipated that participant mothers from the HEZ will have improved health outcomes 
during pregnancy (including lower rates of tobacco use, improved weight status, decreased 
hypertension and diabetes), better health outcomes at delivery (as measured by rates of low birth 
weight), improved rates of infant mortality including lower rates of infant death from sleep 
related deaths, higher rates of initial and sustained breastfeeding, improved childhood 
immunization rates, lower accident rates requiring emergency room visits and hospitalization, 
and improved child development.  In addition, mothers involved in the project will set life goals 
and implement steps to achieve these goals with the expected result of achieving long-term and 
sustained self sufficiency. 
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5.  HEZ Geographic Description 
 
The proposed HEZ community is located in Eastern Baltimore County and encompasses five (5) 
contiguous zip codes: 
 

• 21220 – Middle River, MD 
• 21221 – Essex, MD 
• 21222 – Dundalk, MD 
• 21224 – Baltimore, MD (Eastpoint, Colgate, & Eastwood communities) 
• 21237 – Rosedale, MD 

 
Eastern Baltimore County is the area extending from the City-County line eastward to Ebenezer 
Road and bounded by Philadelphia Road and the White Marsh Business Community to the north 
and the Chesapeake Bay to the south.   
 
Attachment Item 5-1 is a map of the proposed HEZ.   
 
Communities within the proposed HEZ continue to experience economic loss including recent 
job loss resulting from closures of an automobile plant on Broening Highway, Bethlehem Steel 
in Sparrows Point, and reductions to the Martin Marietta plant in Middle River. These changes 
are in addition to the de-industrialization of other blue-collar manufacturing jobs in adjoining 
communities in Baltimore City.  Once a successful commercial, manufacturing and 
transportation center, the region has declined as a result of these closures and changes to the 
local economy.  Because its economic fortunes have shifted, Eastern Baltimore County now has 
a poverty rate 20% higher than that of Baltimore County as a whole, along with a large aging 
workforce without the education or skills appropriate to emerging industries.  Generations of its 
residents are observing a rapid decline in opportunities that, combined with an increase in 
poverty levels, produce increases in violence, drug activity, and declines in neighborhood 
stability.  The largest employer in the area is Medstar Health Franklin Square Hospital Center.  
However, an increasing number of families and individuals either have no health insurance or 
severely reduced health insurance.   
 
This area is identified as having disparities in many other health indicators in comparison to the 
rest of Baltimore County and across the State of Maryland.  Eastern Baltimore County’s infant 
mortality rate and teen birth rate are higher than the County’s and climbing consistently. The rate 
of infants born to mothers without a high school education is significantly higher than the 
County’s rate.  As a result, infants born in Eastern Baltimore County face substantial health risks, 
more so than do infants in Baltimore County as a whole.  Area babies are more likely to be born 
underweight, to teen mothers and/or to mothers who did not finish high school.  These factors 
put infants at increased risk for poor health outcomes, including death in the first year. 
 
6.  Community Needs Assessment 
 
Baltimore County has experienced dramatic widening of the gaps between white and black infant 
mortality over the past ten years.   Maryland Vital Statistics Annual reports indicate that, in 
2002, low birth weight rates were 8.0% for whites and 13.1% for blacks.  Infant mortality rates 
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in 2002 per 1,000 live births were 7.3 for white and 10.2 for blacks.  In 2011, low birth weight 
rates had improved to 7.1% for whites while they had stayed the same at 13.1% for blacks.  
However, in 2011, infant mortality rates for white babies had dropped per 1,000 live births to 3.6 
while the rate for black babies had increased to 12.7. 
 
The Southeast Area Community Network, with funding from Medstar Health Franklin Square 
Hospital Center, did a community needs assessment in 2007 and published the results in 2008.  
This needs assessment identified three main goals as pertains to children:  (1) children safe in 
their families and communities, (2) children successful in school, and (3) children born healthy.  
In terms of the last goal, they specifically identified premature births, low birth weight and infant 
mortality as indicators with higher than average incidence in their community that needed to be 
addressed.  In terms of the goal of children safe in their families, they felt it was important to 
increase awareness of “positive parenting” which is a central objective of the Nurse Family 
Partnership intervention as well.   
 
Medstar Health Franklin Square Hospital Center’s recent (2012) community survey identified 
obesity as the number one health concern of respondents.  Infant mortality was considered of 
lesser concern but that may partially result from fewer people and that over one-third of the 
respondents to this community survey were over age 65.  However, obesity as a major concern is 
important in that maternal obesity increasingly is linked to poor birth outcomes including 
premature birth and infant morality.  Establishment of good parenting practices helps prevent the 
onset of obesity as well since it leads to healthier diets, less TV watching, and more physical 
activity.  This same survey identified adequate access to jobs as a major concern.  This is not 
surprising given the recent closure of the major steel plant in this area and the likelihood that it 
will not reopen.  This produces direct loss of good paying jobs but also affects a wide range of 
other goods and services in the area that were purchased by employees and their families of this 
plant. 
 
Other factors which have been linked to higher rates of infant mortality and less than optimal 
child development include poverty and low levels of educational attainment.  While pockets of 
poverty occur throughout Baltimore County’s older communities, the greatest concentration of 
areas with less than the County’s median household income and 10-20% poverty rates is in 
Eastern Baltimore County.  The educational level of attainment in Eastern Baltimore County also 
is lower than that of the County, the region, and nation.  For example, only 65% of residents in 
eastern Baltimore County are graduates from high school.  Similarly, the percentage of Eastern 
Baltimore County residents with college or advanced degrees is one-third of that in the County, 
region, and nation. 
 
 7.  Core Disease Targets and Conditions 
 
This proposal is specifically designed to address the problems of low birth weight, high infant 
mortality, and less than optimal child development among low income, first time mothers and 
their children.  This will be accomplished by provision of in-home public health nursing services 
using the Nurse-Family Partnership model to first time, low income pregnant women. Key 
during pregnancy will be to help these first time mothers address health issues including obesity, 
hypertension, diabetes, asthma, and dental caries.  In addition to monitoring and providing 
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nursing interventions for these medical problems, the nurse home visitor also will focus on 
encouraging the mothers to develop healthy habits during pregnancy and to set goals and develop 
a plan for reaching her goals.  All of the pregnant women will be screened for mental health 
problems and substance abuse including tobacco, misuse of legal drugs, and use of illegal drugs 
and then will be assisted in obtaining intervention for these problems as well. 
 
The nurse home visitor will continue to work with the mother and her child until the child 
reaches the age of two.  This portion of the intervention will emphasize helping these mothers 
develop strong parenting skills including implementing safety practices, ensuring good 
preventive health measures for their baby, and fostering their child’s growth and development.    
The nurse home visitor will work with the family to improve child health through better 
understanding of safety practices, better compliance with immunization schedules, and improved 
care of young infants and toddlers. Child development will be fostered through instruction and 
modeling about strategies to promote development and to enhance the parenting skills of the 
mother and all other adults in the household.  The program will address childhood obesity 
through the promotion of breastfeeding and good parenting skills.  Enhanced parenting skills are 
expected to result in decreased “screen time”, increased appropriate physical activity, and 
improved rates of healthy eating. The project is intended to augment the currently existing 
programs to decrease infant mortality and enhance child development, not to replace them.  Our 
intervention teams have increasingly felt that first time mothers, especially in the Eastern 
Baltimore County area, desperately need intervention on a more intensive level than could be 
supplied by current programs being offered by BCDH or in the community. 
 
8.  Goals 
 
The specific targeted goals for this grant application are as follows: 
 
(1)  Develop intervention to address health disparities among low-income first time mothers 
 a. Recruit and train five public health nurses and a supervisor specifically to provide 
 intensive home visiting services to first-time pregnant women within Baltimore County’s 
 proposed HEZ. This will increase the number of public health nurses and public health 
 nurse supervisors devoted to working with high risk pregnant women in Baltimore 
 County from the current 4 FTE to 9 FTE with 5 FTE devoted specifically to the HEZ. 
 
 b. Provide services to 100 first time mothers at any point in time and 200 over the four 
 year course of the grant period.  Note: Most families will be enrolled for a period of 2.5 
 years. 
 
 c. Have 70% of the enrollees complete the program. 
 
(2)  Improve the health measures for first time, low income pregnant women and their child who 
participate in this project in the following areas:   
 a.  Improve pregnancy outcomes 
 Decrease the low birth weight rate (<2500 gm) of participants to below the current 
 Maryland overall low birth weight rate of 9.2%. 
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 b.  Improve the weight status of enrolled mothers 
 Decrease the average Basal Metabolic Index (BMI) of enrolled mothers by 1.0 over their 
 pre-pregnancy average BMI.  
   
 c.  Increase rates of breast feeding 
 Rates of initiating breast feeding among enrollees will increase by 10% from 62.5% to 
 68.8% and rates of still breast feeding at 6 months of age will increase by 10% from 
 25.2% to 27.7% (baseline based on Baltimore County WIC data from July of 2011 – June 
 of 2012). 
 
 d.  Improve developmental outcome of the children 
 At least 85% of enrolled children will have developmental skills on target indicating that 
 they are on track to be ready to learn on entry to kindergarten.  (Based on the Maryland 
 State Health Improvement Plan (SHIP) goal). 
 
 (3) Increase resources for health  
 Greater than 95% of program participants will be linked with an on-going source of 
 health care for themselves and for their child.   
 
 (4)  Reduce preventable emergency department visits and hospitalizations  
 Infants and toddlers in this program will have lower rates of ER visits and 
 hospitalizations for accidents and ingestions compared to other Maryland Medical 
 Assistance covered children under age 2. 
  
 (5) Reduce unnecessary costs in health care  
 Children in this program will meet the Maryland target of at least 80% of their 
 immunizations being up to date by age 2.  (Based on the Maryland SHIP goal) 
 
9.  Strategies   
 
Baltimore County will implement a Nurse-Family Partnership (NFP) program in accordance 
with the standards and guidelines established by NFP.  NFP is a well-documented, evidence-
based program that has been endorsed by the Coalition for Evidence-Based Policy for its 
effectiveness in improving pregnancy outcomes, child health and development, and self-
sufficiency for eligible first-time parents.  
 
Nurse-Family Partnership was developed thirty years ago and has been tested in multiple 
communities with excellent outcomes for low income, first time mothers and their children.  The 
program involves intensive (at least every other week), in home services by a public health nurse 
who has been extensively trained in providing education and support to first time mothers and 
then in guiding them to set life goals and plans as well as provide physical and developmentally 
optimal care for their newborn through age 2.   
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Steps to implement include the following: 
 
a.  Sign a proprietary protection letter and/or contract with NFP. 
 
b.  Formalize membership in a community board to serve as the Advisory Board for the grant.   
Membership in this board will include current participants in the subcommittee devoted to 
reducing minority low birth weight of Baltimore County’s Health Coalition with addition of 
representatives from the three main providers of obstetric care to Medicaid participants in the 
HEZ (Medstar Health Franklin Square Hospital Center, Johns Hopkins Bayview Hospital and 
Baltimore Medical Systems) as well as a representative from each of the major community 
associations in the HEZ and a representative from County Council for the HEZ area served.   
 
c.  Recruit a nursing supervisor with home visiting experience either with pregnant women 
and/or young children to serve as the supervisor for the program.  This person will devote 25 
hours per week to the project as per NFP guidelines of 5 hours of time per nurse being 
supervised.  This person’s duties will include oversight of recruitment of participants for the 
program, in person and overall supervision of each of the nurses providing services, planning of 
group supervision sessions and didactic instruction at a local level, and oversight of the data 
management component of the program. 
 
d.  Hire an office assistant to manage communications, prepare information packets, and record 
and manage the data files required under the NFP program and to allow for reporting of results to 
the granting agency. 
 
e.   Recruit and hire 5 bachelor’s prepared public health nurses (PHN), each to work 32 hours per 
week carrying a case load of 20 cases as per NFP guidelines.  Preference will be given for 
candidates who are Spanish speaking or who are of African-American or Latino backgrounds in 
order to facilitate comfort of the client participants in the program when possible. 
 
f.  Implement training for the PHN and the supervisor, both at the local level and by participation 
in national training by the NFP program to prepare them to implement the NFP Program in a 
reliable and consistent fashion, to maintain records in accordance with the NFP guidelines and to 
meet the reporting requirements for this grant.  
 
g.   Develop a new module specific for the necessary documentation of each NFP client visit in 
Visual Health Net, the electronic medical record currently being used by BCDH. 
 
It is anticipated that steps ‘a’ through ‘g’ will take the first 6 months of the grant period. 
 
h.  Recruit participants in the program.  This will be accomplished in several ways.  Our partners 
in our Community Advisory Board who are the main providers of Medicaid services will play a 
key role in identifying potential participants and helping inform them of the value of the 
program.  Additional potential participants will be identified through the Administrative Care 
Coordination Unit at BCDH which is responsible for linking newly pregnant women with 
services to address their needs.  BCDH Health Centers in Essex and Dundalk will be asked to 
determine interest in the program among women who have a positive pregnancy test at the 
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Health Center, live in the HEZ, and would be a first time mother.  One of the PHN will be paired 
with each of these referral sources in order to facilitate communication about potential new 
participants.  
 
i. Implement in-home interventions using Nurse-Family Partnership.  NFP is based upon specific 
model elements which must be incorporated into the organization’s program.  These are 
described below along with a rationale:     
 
Model Elements      Rationale 
 
(1)   Client participates voluntarily in the program  Demonstrates motivation 
(2)   Client is a first-time mother    will learn best practices 
(3)   Client meets low-income criteria at intake  Meets criteria of grant 
(4)   Client is enrolled in the program early in   Insures early adoption of 
        her pregnancy and receives her first home visit  best practices 
        by no later than the end of the 28th week of  
        pregnancy 
(5)   Client is visited one-to-one    Fosters client connection 
(6)   Client is visited in her home    Invites full participation 
(7)   Client is visited throughout her pregnancy  Insures continuity as well as 
        and the first 2 years of child’s life   developmental improvement 
(8)   Nurse home visitors are registered nurses  Provides professional   
        with a BS degree      approach 
 (9)  Nurse home visitors complete core educational  Covers full array of needed 
       sessions required by NFP and deliver intervention education & insures program 
       with fidelity to the program    success 
(10) Nurse home visitors apply NFP visit-to-visit  Provides customized  
       guidelines and individualize them to the family  approach to each family 
       (personal health, environmental health, life course, 
       maternal role, friends & family, and health &  
       human services referrals 
(11) Self-efficacy, human ecology and attachment   
        theories and clinical methodology employed 
(12) Each nurse home visitor carries caseload of  Assures reasonable caseload 
        23-25 active clients/40 hour work week 
(13) Full-time nurse supervisor will supervise  Provides appropriate 
        up to 8 nurse home visitors    supervision to insure program 
        fidelity 
(14) Reflection, integration of theories, plus    Ensures educational & 
       one-to-one supervision, case conferences,   clinical topics are taught 
        team meetings and field supervision    
(15) Data collection supervised by NFP Nat’l Office  Ensures assessment is valid 
        and their reports (incl. program fidelity) 
(16) Implementing agency is located by local   Helps integrate program into 
       organization known as provider of prevention  the community 
       services to low-income families 



 10

(17) Agency convenes a LT Community Advisory  Generates community  
        Board quarterly to promote community support  system support 
 (18) Support & structure in place to implement  Permits careful evaluation of 
        and enter data in a timely manner   results 
 
Each of these steps is considered a crucial component of the NFP program.  Fidelity to the 
program enables NFP Headquarters to measure progress against goals, make adjustments if 
needed, and to eventually report on positive outcomes for the program.  All of these elements are 
designed to: (1) improve the health outcomes of the target population through the use of 
community based health workers (Nurse Home Visitors and Nurse Supervisor), (2) engage 
underserved racial and ethnic minority persons in the Health Enterprise Zone, (3) enhance 
provider capacity to serve non-English speakers in an HEZ, and (4) improve the quality of 
service delivery as dictated by HEDIS measures. 
 
j.  Carry out regular trainings (at least twice a year) in cultural competency and family-centered 
interventions in order to ensure that families are true partners in the plans and care they receive. 
 
k.  Use good working relationships with the Bureau of Behavioral Health at BCDH to facilitate 
linkages for services to access mental health and substance abuse treatment services in a timely 
fashion. 
 
l.  Collaborate with the Bureau of Healthcare Access to locate resources for healthcare for those 
who do not qualify for medical assistance, with the Department of Human Services to make sure 
specific needs are addressed, and with WIC for additional nutritional counseling and food 
supplementation. 
 
m.  Take advantage of the multiple modalities of intervention within BCDH to access and 
implement the best tobacco cessation program for a given client’s needs.  This might involve 
individual counseling, group support, medication, etc. depending on the specific client’s needs. 
 
n.  Collect data on a regular basis as required by the NFP as well as any additional data required 
for the grant.  This will be collected by the PHN and entered into one of two data management 
systems by the office assistant – the NFP one whenever possible since they will generate regular 
reports for us and a BCDH one for any additional data needed for this grant. 
 
o.  Provide on-going education for staff and monitoring of quality of services using NFP model 
for quality control. 
 
p.  Implement plans for sustaining the program including necessary additional financing as well 
as conversion of staff positions to County positions. 
 
10.  Use of Incentives and Benefits 
 
Baltimore County is asking for funds to develop a module in an electronic health record for 
recording the client interactions within this program.  Currently the BCDH uses Visual Health 
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Net for its electronic medical record but there is no module that is appropriate for this program at 
present so funds have been allocated to develop this module. 
 
Baltimore County will assist health care providers hired under this grant in applying for any loan 
repayment assistance that may be available on either a State or a Federal level if requested by the 
employee.   
 
Baltimore County will explore further with the Commission about whether any of the employees 
hired under this grant might be eligible for tax credits against State Income Tax. 
  
11.  Cultural, linguistic, and health literacy competency  
 
Research has demonstrated that an individual’s culture has substantial impact on his or her health 
beliefs and behaviors. Furthermore, culture has been shown also to influence the level of 
importance that a person will place upon changing his or her health-related behavior.   Success of 
a health care program takes place only if the program is developed and implemented to be 
sensitive to and consistent with the individual and family’s culture.  Care must be taken not to 
assume that all individuals with a given race or ethnicity share the same cultural values.  Rather, 
each individual’s cultural values and beliefs should be respected by those providing care and the 
interventions should be based on the values and priorities of the individual.   
 
One central part of the group training and individual supervision in this project is helping the 
nurse home visitors learn how to ask about a person’s values and beliefs, respect those beliefs, 
and help develop a plan with the individual client that is compatible with his or her cultural 
values and beliefs.  The NFP model stresses this as a core element of the program and additional 
training will be provided in collaboration with other programs within BCDH. There are 
numerous resources we can draw on for this training including materials developed by the 
Georgetown Center for Cultural Competence, web-based materials through the federal Health 
Resources Services Administration (HRSA), the BCDH On-Site Translator hired to work 
specifically with the Latino populations regarding service delivery, Dr. Grossman who has led 
workshops at national meetings regarding cultural competence (the Pediatric Academic 
Societies’ Annual Meetings), etc.   
 
Every effort will be made to hire public health nurses for this project who strongly believe in 
families as partners in case and understand the importance of care being delivered in a culturally 
competent fashion.  Efforts will be made to give priority to hiring staff that represent the ethnic 
and racial backgrounds of the clients to be served and efforts will especially be made to hire one 
nurse who is fluent in Spanish.  When possible, staff will be assigned to serve clients from 
similar racial and ethnic backgrounds.  When a Spanish speaking staff member is not available, 
either an interpreter from BCDH will go along on the visit or the language line will be used for 
interpretation. 
 
All print materials distributed through this program have been extensively tested for cultural, 
linguistic and health competency.  Reading levels of the materials to be used range from 3rd to 7th 
grade with none higher than 7th grade.  All materials (NFP, Ages and Stages, and other materials 
provided) are available in both English and Spanish.   
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12.  Applicant Organization and Key Personnel 
 
Applicant Organization 
The mission of the Baltimore County Department of Health (BCDH) is to promote health and 
prevent disease through education, advocacy, and linkage to resources and treatment in order to 
improve the quality of life for Baltimore County residents.  BCDH is comprised of five 
organizational components or Bureaus:  Behavioral Health; Clinical Services; Community 
Health Services; Healthcare Access; and Prevention, Protection, and Preparedness 
(Attachment 12-1).  Baltimore County Department of Health is part of a combined Department 
of Health and Human Services (Attachment 12-2).  This combination facilitates linkages to 
extensive social services supports when necessary as well as the relevant programs of the 
Department of Health. 
 
The HEZ initiative will be managed within the Bureau of Clinical Services.  Clinical Services 
provides services in four divisions: Center-Based Services; Pregnancy and Early Childhood 
Program; Women’s, Infants’, and Children’s Supplemental Nutrition Services (WIC); and 
School and Adolescent Health Services.  Center-Based Services, Pregnancy and Early Childhood 
Program, and WIC are all directly relevant to this grant and will be partners in the activities 
under this grant.  Center-based Services encompasses family planning, dentistry, immunizations, 
sexually transmitted disease diagnosis and treatment, and limited well child care.  Pregnancy and 
Early Childhood Program includes a wide range of services from the Prenatal Enrichment 
Program for high risk pregnant women, the Lead Program to provide case management of 
childhood cases of elevated lead levels, Bright Beginnings for high risk infants, early 
intervention services through Infants and Toddlers Program, audiology services, and case 
management services for children with disabilities and their families.  The Bureau of Clinical 
Services has a close working relationship with Behavioral Health to facilitate access to mental 
health and substance abuse treatment as well a good working relationship with Healthcare 
Access thus making it easier to access assistance in signing up clients for Medicaid for the 
pregnant woman and Medicaid or MCHIP for the new baby.  These close relationships will be 
key to the success of this project as well. 
 
Key Personnel 
Program Director:  Overall leadership of the project will be provided by Linda Grossman, M.D., 
Bureau Director of Clinical Services.  She is Board-Certified in Pediatrics and in Developmental-
Behavioral Pediatrics. Dr. Grossman will play a major role in the planning of the initiative and 
will take responsibility for working with the Advisory Board, communicating with high-ranking 
officials within the community, and forging links with community organizations that will serve 
as referral sources for the program as well as collaborators with the program.  No funding is 
requested for Dr. Grossman. 
 
Program Administrator:  Colleen Freeman, RN, the Division Chief for Pregnancy and Early 
Childhood Programs, will provide administrative leadership of the program including day-to-day 
management of the program as well as addressing issues that arise and coordinating activities of 
the program.  Both she and Dr. Grossman will provide subject-matter consultation and advice 
throughout the program.  The nursing supervisor hired under this program will report directly to 
Ms. Freeman.  No funding is requested for Ms. Freeman. 
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Nursing Supervisor:  A nursing supervisor will be hired 25 hours per week to supervise the day 
to day activities of the five public health nurses who will serve as home nurse visitors under this 
new Nurse Family Partnership project.  Ideally her background will include home visiting with 
pregnant women and/or families with young children.  She will provide one-to-one supervision 
of the public health nurses who provide the in-home services, organize and lead group 
supervision and education sessions, and perform other administrative tasks. She will be 
responsible for fidelity to the program’s requirements.   She also will supervise the office 
assistant.  
 
Public Health Nurses (5):  Five part-time (32 hour per week) public health nurses (PHN) will be 
hired to serve as the nurse home visitors.  They will be responsible for direct delivery of services 
primarily in the client’s home.  All will be registered nurses with a Maryland license to practice 
nursing.  A minimum of a baccalaureate degree in nursing is required for each of these positions 
as per the NFP requirements.  All will complete core educational sessions required by the Nurse-
Family Partnership National Service Office (NSO) as their first activity in the project.  They will 
be responsible for working with our community partners to get referrals that meet program 
requirements and enrolling clients in the program.  Then they will deliver the intervention 
services according to the NFP model.  Each will carry a caseload of 20 families as per NFP 
caseload requirements.   
 
Office Assistant:  A part-time (34 hour per week) office assistant will be responsible for 
recording data, photocopying forms as necessary, preparing binders for program participants, and 
managing telephone communications of the program.  He or she will report directly to the 
nursing supervisor. 
 
Contractual Personnel:  Nurse Family Partnership personnel will be provided under contractual 
services to administer training as well as providing on-going advice and consultation regarding 
the planning, implementation of the program, data collection and analysis to help ensure that 
program fidelity is maintained and program requirements are met.  They also will be responsible 
for generating reports based on the data submitted at regular intervals.   
 
Attachment Items 12-3 and 12-4 are Curriculum Vitae of critical positions for this project. 
 
13.  Coalition Governance and Participating Partners 
 
The HEZ Advisory Board will be based on the current membership of the subcommittee of the 
Local Health Coalition dedicated to addressing minority low birth weight.  Additional invitations 
to participate in the Advisory Board will be extended to partners especially key to the southeast 
area of Baltimore County including Medstar Franklin Square Hospital and Johns Hopkins 
Bayview Hospital as well as membership from the community organizations active in the 
southeast area. 
 
The names of the proposed HEZ Advisory Board are reflected in Attachment Item 13-1.   
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14.  Work-Plan 
 
Appendix D is the proposed Work Plan for the initiative.  It describes the key strategies, 
activities, and evaluation measures with linkages to the overall goals of the HEZ.  It also includes 
the key actions, implementation timelines, and parties responsible for implementation.   
 
15.  Evaluation Plan 
 
A key component of the Nurse Family Partnership is routine collection of data, both to document 
the services provided and to document outcome measures. The required data collection elements 
will permit BCDH to assess the effectiveness of this intervention as an additional component of 
its efforts to address minority infant mortality in Baltimore County as well as its on-going efforts 
to improve developmental outcomes for infants and toddlers.    
 
The NFP data collection system is designed to record and report participating family 
characteristics, needs, services provided, risk and outcome characteristics and progress toward 
accomplishing program goals.  The information is collected during home visits by the PHN 
home visitors.   The NFP central office uses the data generated to evaluate the effectiveness of 
the program and generates reports for the individual programs based on this data.  The BCDH 
will use the reports to assist in quality improvement, program management, and demonstration of 
program services and outcomes.  The BCDH will also collect data on health indicators and 
progress of mothers and children in the program.   
 
Risk and outcome indicators collected by NFP programs are as follows: 
Pregnancy Health 

• Gestational age at which prenatal care began 
• Weight gain during pregnancy 
• Substance use (cigarette, alcohol, marijuana, cocaine, other substances) during pregnancy 
• Any experiences of intimate partner violence during pregnancy 
• Government assistance use during pregnancy  

Birth Outcomes 
• Gestational age at birth  
• Birth weight 
• Need for intensive care following delivery for the baby 

Child Health and Development 
• Breast feeding initiation and duration 
• Immunizations number and timeliness 
• Developmental progress and occurrences of developmental delay 
• Language development 
• Doctor/ER visits and hospitalizations for injury and ingestion 

Maternal Life Course 
• Subsequent pregnancies 
• Participation in education 
• Educational attainment 
• Work force participation 



 15

• Marital status 
• Government assistance use 

 
In addition, the project will collect data regarding on-going source of health care for both the 
mother and baby and the mother’s post pregnancy weight for the duration of the project in order 
to provide the additional necessary data regarding project goals.  
 
The budget worksheet reflects the costs from the NFP central office for data analysis.  The office 
assistant is responsible for entering data collected by the public health nurses into the NFP data 
management system.   
 
16.  Sustainability 
 
This is an expensive program to initiate due to substantial start-up costs and on-going training 
and oversight costs.  Without funding such as this, it is unlikely that BCDH would be able to 
initiate this important program. 
 
However, sustaining it is somewhat easier.  We anticipate that full implementation of Health 
Care Reform over the next four to five years will result in a decrease in demand for both family 
planning and women’s health services through BCDH as more young adults have health 
insurance to cover the costs of preventative care.  As a result, we anticipate being able to 
reassign existing nursing positions to this important outreach effort within several years as our 
need for staffing in family planning decreases.  Currently the vast majority of our staffing for 
family planning services is County full time staff.  We do not anticipate transferring existing 
nurses into NFP program positions as the skill set required is quite different.  However, as staff 
in family planning retire or leave to take other positions, we will be in a position to reassign the 
position to this program.  Staff hired under this grant then can apply for those full time County 
positions preserving our well trained staff acquired under this grant. 
 
The ongoing costs of NFP oversight of the program and training any new employees hired will 
be a persistent issue.  However, Federal funds to the Maryland State Department of Health and 
Human Hygiene’s Division of Maternal and Child Health may be available to support this part of 
the program costs once we are reliably in operation.  In the past, MCH has said that they 
appreciate our needs but could not allocate full start up costs to us.  However, they likely will be 
willing to help support a modest expansion and/or some of the on-going costs, especially in the 
projected range of $25,000-$50,000 per year, if we are able to cover the costs of personnel 
salaries and fringe benefits.  The other potential source of funds to pay for the costs mentioned 
above are our partners on the Coalition, especially since the services provided are likely to 
reduce their costs by reducing ER use and NICU stays. 
 
17.  Program Budget and Justification 
 
Appendix F reflects the Global Budget Form and Appendix H reflect the BCDH program budget 
under this application.  The program budget is all inclusive of personnel costs, administrative 
costs, contractual services, equipment costs, travel costs, and miscellaneous costs.  For the four 
(4) year period of the grant, the estimated budget is $ 2,527,122.      
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The budget narrative is as follows: 
 
Benefits and Expenses 
Electronic Medical Records Conversion 
Cost to convert manual paper documents to an electronic records system for data reported by 
Nurse Home Visitors and Nurse Supervisor when visiting with families is estimated to cost 
approximately $ 20,000 for a one time expense. 
 
Personnel 
Nurse Supervisor – part time(1) 
Year 1: 

• Annual salary of  $ 59,637 
• 25 hours of 35 hour work week (71%) = $ 59,637 X (.71) = $ 42,342 
• Employee will work only 11 months for the first year (.92) =  $ 42,342 X (.92) =  
 $ 38,954 
• An employee working less than 30 hours per week is not entitled to health benefits; thus 

the fringe benefit rate drops from 39% to 18% = $ 38,954 X (.18) = $ 7,012. 
• Total = $ 45,966 
  

Year 2: 
• Annual salary of  $ 59,637 
• Employee will earn a 5% salary increase $59,637 X (.015) = $ 62,619 
• 25 hours of 35 hour work week (71%) = $ 62,619 X (.71) = $ 44,459 
• Employee will work 12 months for the second year (1.00) = $ 44,459 
• An employee working less than 30 hours per week is not entitled to health benefits; thus 

the fringe benefit rate drops from 39% to 18% = $ 44,459 X (.18) = $ 8,003 
• Total = $ 52,462 
 

Year 3: 
• Annual salary of  $ 62,619 
• Employee will earn a 5% salary increase $ 62,619 X (.015) = $ 65,750 
• 25 hours of 35 hour work week (71%)  = $ 65,750 X (.71) = $ 46,683 
• Employee will work 12 months for the third year (1.00) = $ 46,683 
• An employee working less than 30 hours per week is not entitled to health benefits; thus 

the fringe benefit rate drops from 39% to 18%.= $ 46,683 X (.18) =  $ 8,403 
• Total =  $ 55,086 

 
Year 4: 

• Annual salary of  $ 65,750 
• Employee will earn a 5% salary increase $ 65,750 X (.015) = $ 69,038 
• 25 hours of 35 hour work week (71%) = $ 69,038  X (.71) = $ 49,017 
• Employee will work 12 months for the second year (1.00) = $ 49,017 
• An employee working less than 30 hours per week is not entitled to health benefits; thus 

the fringe benefit rate drops from 39% to 18% = $ 49.017 X (.18) = $ 8,823  
• Total = $ 57,840  
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Public Health Nurses – part-time (5) 
Year 1: 

• Annual salary of  $ 56,836 
• 32 hours of 35 hour work week (91%) = $ 56,836 X (.91) = $ 51,721  
• Employee will work only 9 months for the first year (.75) =  $ 51,721 X (.75) =  
  $ 38,791 
• An employee working 30 hours or more per week is entitled to health benefits at a rate of 

39% = $ 38,791 X (.39) =  $ 15,128 
• Total = $ 53,919 
• Five (5) Nurse Home Visitors = 5 X $ 53,919) =  $ 269,595 
  

Year 2: 
• Annual salary of  $ 56,836  
• Employee will earn a 5% salary increase $56,836  X (.015)  = $ 59,678 
• 32 hours of 35 hour work week (91%) = $ 59,678 X (.91) = $ 54,307 
• Employee will work 12 months for the second year (1.00) = $ 54,307 
• An employee working 30 hours or more per week is entitled to health benefits at a rate of 

39% = $ 54,307  X (.39) =  $ 21,180 
• Total = $ 75,487 
• Five (5) Nurse Home Visitors = 5 X  $ 75,487 = $ 377,435 
 

Year 3: 
• Annual salary of  $ 59,678 
• Employee will earn a 5% salary increase $ 59,678 X (.015) = $ 62,662 
• 32 hours of 35 hour work week (91%)  = $ 62,662 X (.91) = $ 57,022 
• Employee will work 12 months for the third year (1.00) = $ 57,022 
• An employee working 30 hours or more per week is entitled to health benefits at a rate of 

39% = $ 57,022 X (.39) =  $ 22,239 
• Total =  $ 79,261 
• Five (5) Nurse Home Visitors =  5 X $ 79,261 = $ 396,305 

 
Year 4: 

• Annual salary of  $ 62,662 
• Employee will earn a 5% salary increase $ 62,662 X (.015) = $ 65,795 
• 32 hours of 35 hour work week (91%) = $ 65,795 X (.91) = $ 59,874  
• Employee will work 12 months for the second year (1.00) = $ 59,874 
• An employee working 30 hours or more per week is entitled to health benefits at a rate of 

39% = $ 59,874 X (.39) = $ 23,351   
• Total = $ 83,225 
• Five (5) Nurse Home Visitors = 5 X  $ 83,225 = $ 416,125 
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Administrative Assistant – part time for Data Entry/Administrative Support (1)  
Year 1: 

• Annual salary of  $ 31,262 
• 34 hours of  35 hour work week (97%) = $ 31,262 X (.97) = $ 30,324  
• Employee will work only 10 months ( 83%) for the first  =  $ 30,324 X (.83) =  
  $ 25,169 
• An employee working 30 hours or more per week is entitled to health benefits at a rate of 

39% = $ 25,169 X (.39) =  $ 9,816  
• Total = $ 34,985  
  

Year 2: 
• Annual salary of  $ 31,262  
• Employee will earn a 5% salary increase $ 31,262  X (.015)  = $ 32,825 
• 34 hours of 35 hour work week (97%) = $ 32,825  X (.97) = $ 31,840  
• Employee will work 12 months for the second year (1.00) = $ 31,840  
• An employee working 30 hours or more per week is entitled to health benefits at a rate of 

39% = $ 31,840 X (.39) =  $ 12,418 
• Total = $ 44,258 
 

Year 3: 
• Annual salary of  $ 32,825  
• Employee will earn a 5% salary increase  $ 32,825  X  (.015) = $ 34,466 
• 34 hours of 35 hour work week (97%)  = $ 34,466 X (.97) = $ 33,432 
• Employee will work 12 months for the third year (1.00) = $33,432 
• An employee working 30 hours or more per week is entitled to health benefits at a rate of 

39% = $ 33,432 X (.39) =  $ 13,039 
• Total =  $ 46,471  

 
Year 4:   

• Annual salary of  $ 34,466  
• Employee will earn a 5% salary increase $ 34,466  X (.015) = $ 36,189 
• 34 hours of 35 hour work week (97%)  = $ 36,189 X (.97) = $ 35,103 
• Employee will work 12 months for the third year (1.00) = $35,103 
• An employee working 30 hours or more per week is entitled to health benefits at a rate of 

39% = $ 35,103 X (.39) =  $ 13,690 
• Total =  $ 48,793  

 
Grand total of personnel costs inclusive of salary and benefits for the four (4) year term of the 
project is $ 1,845,321. 
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Equipment/Furniture/Laptops 
Equipment and Laptops 

• Light weight laptops ($ 1,810) with software ($ 320) and printer ($ 400) totaling  
 $ 2,530 each for one (1) Nurse Supervisor and five (5) Nurse Home Visitors for a  total of 
 6 units = $ 15,180 for one time expense   
• Desktop computer ($ 770), software ($320), and printer ($ 400) for one (1) Data 

Entry/Support Person =  $ 1,490 for one time expense  
• Cellular phones for $ 1.00 per Nurse times 6 nurses = $ 6.00 for one time expense 

Furniture 
• Desks (7), Chairs (7) and bookcases (7) at a cost of $ 2000 per unit X 7 =  
 $ 14,000 for a one-time expense 
 

Supplies 
One time expenses 

• NCAST materials at $ 1,138 for one time expense 
• PIPE materials of $ 2,695 for one time expense 
• HOME IT Assessment materials of $ 75 for one time expense 
• ASQ-Social Emotional in English and Spanish ($ 400) 
Total:  $ 4,308 

 
Recurring expenses 

• Medical & Program Supplies of $ 412 per Nurse Home Visitors X 5 = $ 2,060 in Year 1 
and one-half that in future years with a 5% increase in costs  

 Year 1:  $ 2,060 
 Year 2:  $ 1,082 
 Year 3:   $ 1,136 
 Year 4:  $ 1,193  

• Office supplies are estimated to cost $ 371 per Nurse for Year 1.  For the 6 nurses 
including the Nurse Supervisor, the estimated cost would be $ 2,226 for Year 1 with a 5% 
increase in cost per year. 

 Year 1:  $ 2,226 
 Year 2:  $ 2,337 
 Year 3:  $ 2,454 
 Year 4:  $ 2,577 
• Client Support Materials of $ 52 per family per year for 100 families totals $ 5,200 per 

year 
• Copy of forms/facilitators  of $ 68 per family per year for 100 families total  
 $ 6,800 per year 
 
Training 
• Dyadic Measurement Training of $ 5,870 for one time expense 

 
Travel/Mileage/Parking 

• Travel of Administrator to attend NFP Education course of $ 1,100 for one time expense 
• Travel for five (5) Nurse Home Visitors to education Unit 2 per NHV and one (1) 

Supervisor of $ 1,550 each totals $ 9,300 for one time expense 
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• Travel of Nurse Supervisor to Education Unit 4 for $ 1,050 for one time expense 
Total one time expenses:  $ 11,450 
 
• Travel of Nurse Supervisor to Annual Education Seminar for $ 1,050 per year  
• Mileage (20 trips/family/year) at .55/mile at 10 miles per trip for six (6) nurses each year 

totals $ 11,000 per year for mileage expense 
Recurring expenses:  $ 12,050 

 
Contractual Services 
NFP charges a number of fees to establish the NFP program in a jurisdiction.  These fees have 
been approved by the NFP Board of Directors, will remain constant for the duration of the grant 
and arte considered contractual services consistent with the contract between the Baltimore 
County Department of Health and Nurse Family Partnership and include: 
 
One-time fees 

• Start-up fee of $ 25,391 
• Nurse Home Visitors Initial Education Tuition of $ 4,069 each for a total of 
  $ 20,345 for a one-time expense. 
• Supervisor Initial Education Tuition of $ 4,803 for a one-time expense. 
• Administrator Initial Education Tuition of $ 480 for a one-time expense. 
• Nurse Education materials of $ 517 including Supervisor equals 6 X $ 517 for a one time 

expense of $ 3,102. 
Total:  $ 54,121 
 
Recurring expenses 

• Professional development of  $ 515 per Nurse per year totals $ 3,090 per year. 
• Program Support Fee of $ 7,046 per year. 
• Nurse Consultation Fee of $ 8,447 per year. 

 
Other  
Postage of $ 6.00 per family per year totals $ 600 per year with a 5% increase per year 

Year 1:  $ 600 
Year 2:  $ 630 
Year 3:  $ 662 
Year 4:  $ 695 

 
Computer wireless network fees of $ 43 per month for one (1) Nurse Supervisor and five (5) 
Nurse Home Visitors for a total of six monthly network fees = $ 3,096 per year 
     Year 1:  $ 3,096 
     Year 2:  $ 3,251 
     Year 3:  $ 3,413 
     Year 4:  $ 3,585 
 
Cellular usage fees of $ 75 per month for six (6) nurses for a total monthly fee of $ 450 X 12 
months per year = $ 5,400 annual expense 
     Year 1:  $ 5,400 
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     Year 2:  $ 5,670 
     Year 3:  $ 5,954 
     Year 4:  $ 6,252 
 
18.  Financial audits 
 
N/A due to the Coordinating Organization being a local government entity 








































