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Prepared by: 

Center for Research on Women, University of Memphis 

 

 

I. EXECUTIVE SUMMARY  

 

In 2007, the Center for Research on Women (CROW), in partnership with the Center for 

Community Building and Neighborhood Action (CBANA), the Department of 

Anthropology, and Division of Public and Non-Profit Administration, all located at the 

University of Memphis, began work to evaluate the Community Voice program's 

effectiveness in Shelby County.  Community Voice (CV) began its funding stream in August 

of 2007, and the program was officially launched in February of 2008.  The CV program is a 

capacity-building intervention, designed to deepen understanding of pre-conception health 

and prenatal care among community-based populations. More specifically and emphatically, 

it is ñA Program to Decrease African American Infant Mortality by óTaking it to the 

People.ôò  

The four-year comprehensive evaluation of Community Voice was funded by the Governorôs 

Office for Child Care Coordination to examine outcomes but also to understand the potential 

of the programôs replicability in other parts of the state and/or country. The evaluation will 

document and study the effectiveness of the curriculum, administration of the program, 

program penetration/dissemination, and long-term outcomes of the Community Voice 

program. To conduct this study, the evaluation team will employ process evaluation, 

standardized pre and post-testing for training participants, asset mapping and other contextual 

analysis to grasp neighborhood inputs that may impinge on the successful implementation of 

Community Voice among particular social networks or in particular neighborhoods, and 

measures of diffusion and penetration. 

Following is a summary of this report, categorized by evaluation question: 

1) How effective is the curriculum? 

 Reactions from participants about the training were generally very positive, with most 

participants and Lay Health Advisors agreeing or strongly agreeing that the timing of 

the sessions, materials used for teaching, and the curriculum were effective, as were 

the instructorsô abilities to deliver content. Most participants indicated self-efficacy 

with regard to knowing and being able to disseminate the material they learned from 

the program. 

 Qualitative data indicated few factual errors or omissions occurring during training. 

Factual errors included information related to more medical aspects of gestational 

diabetes, breastfeeding as birth control, abortion, and gum disease; omissions 

reported resulted from time expended on paperwork related to the training and 

evaluation, particularly during the first session where several different forms must be 

completed by participants. 
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 A total of 404 participants took the pre-knowledge test and 17.1% of those passed the 

test with a score of 80% correct or better. A total of 321 took the post-knowledge test 

after completing the Community Voice training and 97.8% of those participants 

passed the knowledge test.  

 

 

2) How effective is the administration/implementation of the program? 

 The goal of this program is to decrease African American infant mortality. Over 75% 

of the participants were women and slightly more than 82% were African American., 

The high number of African Americans enrolled in the program indicates that the 

recruitment efforts garnered participants representative of the higher risk population. 

 The mean age of participants was 30.10 years, with 76.1% of the participants under 

the age of 45. This is an indicator that women of child-bearing age are being reached 

through this program, again, participants representative of the higher risk population. 

 Over 80% of participants were under 45, which indicates that youthful and child-

bearing age participants are well-represented. A total of 59% of participants live in 

households with girls and women from 14 to 44 and 24% are in households that 

include children under three years old. Out of Community Voice participants, 14% 

are themselves pregnant, trying to become pregnant, or living with another household 

member who is pregnant. All of this suggests ease of access to youth/adults who need 

to hear the Community Voice message. 

 38% of Community Voice participants report that someone in their family has 

experienced an infant death. 

 A total of 502 potential participants committed to participating in training. A total of 

425 attended at least one training, and completed at least one survey or test. The 

attrition rate from recruitment to actually attending sessions is 15.3%. Out of the 404 

who completed the pre knowledge test, 321 actually took the post knowledge test, 

resulting in an attrition rate of 20.5%.  

 Recruiting participants for the Community Voice program requires increasing public 

awareness about infant mortality, marketing Community Voice, partnership 

development, recruitment, and follow up with participants. The level of attention 

needed to conduct these activities requires a centralized Community Voice 

recruitment position. 

 Recruiting and partnership development is a key factor in cultivating participants for 

training.  Recruitment continues to be a challenge for the program as the program has 

experienced participants committing to training and not actually attending or partners 

not delivering on the number of promised attendees. 

 As the program has grown, balancing the demand for providing training with 

recruitment of new participants and follow up with LHAs has become a strain. This 

would be alleviated by hiring a full-time staff member to focus on recruiting. 

 

3) How effective is program penetration/dissemination? 

 Prior to the training, 63.9% of participants reported that they were looking forward to 

spreading the word about Community Voice; 8.8% of participants reported that they 
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participated in Community Voice for their own information; and 27.3% said that they 

were not sure until they learned more about the program. 

 Community Voice participants come away with a moderate to high level of 

motivation to spread the word to pregnant family members and close friends ï but the 

motivation on the part of most participants to provide information is strongest ñwhen 

askedò by their close associates. When spreading the word appears related to 

professional or organizational roles, motivation appears to be more proactive (even in 

out-of-role settings.), participants are somewhat to very likely to distribute 

information ñat church, club and community events.ò 

 The Community Voice program is working to provide training in neighborhoods 

targeted because of their high infant mortality rates. Many participants in the program 

lived, went to church, or participated in community activities in the neighborhood 

where the trainings were located. 

 At the end of the last training session, participants identified SIDS, smoking, and 

prenatal care as topics they felt most prepared to discuss. In addition, 14% wrote that 

they felt prepared to discuss ñallò topics. 

 Following training, Lay Health Advisors (LHAs) are asked to report on their 

interactions with people in the community. To report these conversations, LHAs were 

asked to complete a contact reporting form each time they spoke to individuals or 

groups. Out of 314 LHAs, a total of 49 (15.6%) returned 2538 contact reporting 

forms. During the November 2007 training with Ann Scott, it was indicated that the 

Lynchburg Community Voice LHAs did not return tracking forms, so a response rate 

of 15.6% is a positive start. 

 LHAs estimated contacting approximately 6406 people as individuals or in the groups 

with whom they have spoken about the Community Voice program and perinatal and 

prenatal health issues. 

 Once Lay Health Advisors began to make contacts in the community, they reported 

that they talked about the following topics: Community Voice, SIDS, child safety, 

alcohol, tobacco, and drug use, nutrition, pre-term labor, folic acid, prenatal care, and 

infant mortality. 

 

4) How effective is Community Voice on long-term outcomes?  

Even the best-conceived and implemented social marketing plans take time to take effect, 

so we are unlikely to be able to document impact on either birth outcomes or infant 

mortality rates during year one of the Community Voice evaluation period. Moreover, 

when outcomes improve, as happened between 2003 and 2005 in Shelby County for 

infant mortality, attributing causation to county-wide interventions like Community 

Voice will necessarily be tentative. 
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RECOMMENDATIONS  

 

The following recommendations are organized by the four research question topics that guide the 

evaluation. 

 

1. Curriculum 

 

 

A. Review expectations of topics to be covered and revise the curriculum design to 

ensure sufficient time to cover the entire curriculum. 

B. Develop time management strategies to ensure sufficient time to cover the entire 

curriculum. 

C. Review current role playing exercise design and develop consistent expectations 

regarding their inclusion. 

D. Review current strategies for addressing controversial topics such as Back to Sleep 

and breastfeeding and develop a consistent expectation for how to effectively address 

such topics. 

E. Consider shorter and more intensive training. If adopted, this revision to the design 

must be monitored and evaluated to determine the capacity for trainees to absorb and 

retain large amounts of technical instruction in fewer and lengthier meetings. 

F. The curriculum itself might include more information on the fatherôs role in 

pregnancy and parenting, and the role of the male Lay Health Advisors in serving as 

mentors to other males when ñtaking it to the people.ò This curriculum revision 

should also include strategies/expectations for how to effectively engage males during 

the training. 

G. Consider adding listings for governmental and grassroots development organizations 

in the resource guide (e.g., environment court.) 

 

2. Program Administration/Implementation 

 

A. Clarify governance roles and responsibilities of the Community Voice project within 

the broader Infant Mortality Initiative. 

B. Clarify governance role and responsibilities of the Core Leadership group as they 

relate to the Community Voice project. 

C. Develop recruitment procedures (to include identifying/refining specific target 

organizations to be recruited and building recruitment partnerships with target 

organizations). 

D. Consider hiring full -time recruitment personnel as high priority. 

E. Reassess the incentive structure to assure that it aligns with program goals and 

expectations.  
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3. Dissemination/Penetration 

 

A. Continue to focus on recruitment strategies and encourage greater emphasis on the 

institutional and organizational strategies being developed. March of Dimes 

Community Voice is already taking action in this direction, but efforts need to be 

increased and with the implementation of more personnel/resources for recruitment. 

B. Strengthen the social marketing plan. 

1. Refine the community-based marketing strategy. 

2. Coordinate the marketing strategy with the broader Shelby County infant 

mortality initiative marketing plan.  

3. Develop a health promotion campaign related to infant mortality. 

 

 

4. Long-Term Outcomes 

 

 

A. The Infant Mortality Initiative is preparing to develop a long-term strategic plan. 

Such a plan would presumably articulate how the several Infant Mortality programs 

operating in Shelby County could leverage one anotherôs resources and social 

networks. Community Voice would benefit from a stronger collaborative vision and 

supportive infrastructure that clarifies their role and responsibilities in the ongoing 

effort to reduce infant mortality in Shelby County. 

 

 

Community Voice initiated a strategic plan and implementation process in the fall of 

2008. Recommendations are designed to be integrated into the ongoing implementation 

plan and action steps. 
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Community Voice Evaluation Annual Report 

January ï December 2008 
Prepared by: 

Center for Research on Women, University of Memphis 

 

 

II.  INTRODUCTION  

 

In April 2006, Tennessee Governor Phil Bredesen and Shelby County Mayor A.C. Wharton 

co-sponsored the Infant Mortality Summit in Memphis. At that meeting, over 250 community 

leaders and activists came together to discuss the scope of the problem. That year, the overall 

infant mortality rate in Tennessee was 8.7 deaths per 1,000 births, with the rate among 

African American babies at 16.8 and among White babies at 6.6 (Tennessee Department of 

Health, 2009). In Memphis and Shelby County, the overall rate in 2005 was 11.8. However, 

for African American babies, the rate was 15.5, almost three times higher than the rate 

among White babies, 5.5 (Smith Madlock & Morrow, 2008). Out of the Infant Mortality 

Summit, the Infant Mortality Reduction Initiative was born. The goal of the Initiative was to 

increase positive birth outcomes through education and collaboration. The Mayorôs office, 

with support from the Governorôs Office of Childrenôs Care Coordination (GOCCC), began 

funding research and educational programs to increase awareness about the causes and 

effects of infant mortality and to find ways to reduce it in the state and specifically in Shelby 

County. 

 

One of the infant mortality education programs funded in Memphis by the GOCCC is the 

March of Dimes Community Voice education program. Funding for this four-year program 

officially began in August of 2007. It is a capacity-building intervention, designed to deepen 

understanding of pre-conception health and prenatal care among community-based 

populations. More specifically and emphatically, it is ñA Program to Decrease African 

American Infant Mortality by óTaking it to the People.ôò Based on a curriculum and trainerôs 

guide developed by the Community Voice Program of the South Central Perinatal Council of 

Virginia, ñlay health advisorsò are recruited and trained to ñtake the information they receive 

throughout the community.ò Premised on the understanding that local, indigenous, and tacit 

knowledge about pregnancy and parenting motivates behavior, the Community Voice 

education program proposes to diffuse new knowledge working through indigenous and 

credible social networks. These networks include, but are not limited to, churches, social 

clubs, and other local associations and are a source of pivotal persons who are able to 

galvanize volunteers for the lay health advisor training.  

 

III.   PURPOSE OF THE EVALUATION  

A pilot program called Community Voice: Taking It to the People was developed in 

Lynchburg, VA in 2000. The project was funded by a Missions Investment Opportunity 

Program (MIOP) grant from the March of Dimes Birth Defects Foundation (Scott, et al., 

2007).  This program began in response to the high African American Infant Mortality rates 
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in that community. At that time, the rate of infant mortality for African Americans in 

Lynchburg was 29.4 deaths per 1,000 births, whereas the rate for White babies was 4.3 and 

the Healthy People 2010 goal was 4.5. In 2003, the pilot project ended but the African 

American infant mortality rate had dropped to 5.5 (Scott, et al., 2007). However, the 

evaluation of this program was not comprehensive and outcomes could have been a statistical 

anomaly. Tennessee saw promise in this approach, particularly for the Memphis community, 

because of the grassroots approach and assets available in the local community. However, in 

order to validate outcomes and understand the programôs replicability, Governor Bredesen 

and Mayor Wharton funded a comprehensive, four-year evaluation of Community Voice 

(CV). In 2008, the Center for Research on Women (CROW), in partnership with the Center 

for Community Building and Neighborhood Action (CBANA), both at the University of 

Memphis, began work to evaluate the CV program's effectiveness in Shelby County. 

The vision for Community Voice is that it will lead to better birth outcomes in communities 

where new knowledge is diffused and healthier behaviors are adopted.  Better birth and 

maternal outcomes (lower incidence of prematurity and low birth weight, diminished infant 

mortality, and other indicators that may be identified) are expected to have moderate to 

longer term effects. The evaluation of Community Voice will document and study the 

effectiveness of the curriculum, administration of the program, program 

penetration/dissemination, and long-term outcomes of the Community Voice program using: 

 Process evaluation: Participant observation and standard field methods documenting 

design, implementation, and acceptance of the training and other aspects of 

Community Voice. 

 Standardized pre and post-testing for training participants  (knowledge, beliefs 

and attitudes, and intended behaviors). 

 Asset mapping and other contextual analysis to grasp neighborhood inputs 

(strengths, weaknesses, opportunities and threats) that may impinge on the successful 

implementation of Community Voice among particular social networks or in 

particular neighborhoods (risk and protective factors for successful implementation or 

diffusion.) 

 Measures of diffusion and penetration, including the contact reporting forms and 

perhaps other measures such as a systematic survey of network members/ 

neighborhood residents. 

 Tracking birth and maternal outcomes from 2007 baseline through 2010 (with 

final report in 2011).  
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IV . COMMUNITY VOICE EVALUATION PLAN AND LOGIC MODEL   

 

At the beginning of the project, the four co-PIôs (Drs. Sagrestano, Betts, Clay, and Finerman) 

began drafting an evaluation plan, which includes four major research questions, intended 

methods to address each question, and personnel responsible for overseeing each aspect.     

 

Attached are two spreadsheets. The first, ñEvaluation Question by Method,ò (see Appendix 

A) lists the evaluation questions for the project, identifies the Principal Investigator 

responsible for each item, and outlines the method or source that will be used to collect the 

data needed for each question. The second spreadsheet, ñCV Method Timeline,ò (see 

Appendix B) projects the timeframe in which each activity of the project will be conducted, 

identifies the Principal Investigator responsible for each item, and marks progress made with 

a date and/or a mark including  ̧ = complete and ¹= incomplete. The areas highlighted in 

light blue on this spreadsheet indicate activities and tasks through March of 2009. 

 

The four main questions guiding the evaluation are:  

 

1) How effective is the curriculum? 

2) How effective is the administration of the program? 

3) How effective is program penetration/dissemination? 

4) How effective is Community Voice on long-term outcomes?  

 

The Logic Model developed by the Community Voice Evaluation Team (see Appendix C) 

describes the inputs and outputs with regard to CV program investments, activities, and 

reach, as well as the short, medium, and long-term impacts of the project. March of Dimes 

Community Voice staff and the Shelby County Infant Mortality Initiative Coordinator have 

reviewed this draft and provided feedback to help the evaluation staff refine the model. 

 

V. METHODOLOGY  

 

The participant population for the Community Voice program and evaluation includes mostly 

adult women between the ages of 15 and 85. Participants have been recruited by the March 

of Dimes to participate in the Community Voice program to become Lay Health Advisors 

(LHAs). A few groups of participants have included high school students under the age of 

18. All trainees are asked to participate in the evaluation and as of this reporting period, all 

who have participated in training also have participated in the evaluation.  The goal of the 

program is to reduce infant mortality in African American communities and therefore most 

participants are African American. In addition, March of Dimes Community Voice is 

recruiting trainees in neighborhoods with higher rates of infant mortality and relying on 

churches and community-based agencies for recruitment contacts.  

 

The methods used for the Community Voice evaluation are surveys, observations, interviews, 

focus groups, and pre- and post-knowledge tests. In addition, secondary data collected by the 
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Tennessee Department of Health will be utilized as part of the evaluation. Following are 

descriptions of the methods and procedures used in this comprehensive evaluation. 

 

A. Quantitative Methods 

 

1. Surveys 

 

 Background Information Questionnaire.  The first survey participants complete during 

training is a pre-training questionnaire, called the Background Information Questionnaire 

(BIQ-see Appendix D). This survey gathers information including: 1) how participants 

learned about and why they are participating in Community Voice; 2) if they are currently 

pregnant; 3) if they have children and/or if they are living with family members who are 

pregnant or have children; 4) whether they personally or know people who have experienced 

infant death; 5) if and how they will spread the word about Community Voice after training 

is complete; and 6) demographic information.   

 

 Pre/Post Knowledge Tests. In addition to the surveys, participants complete a knowledge 

test (Appendix E) at the beginning and at the end of the training. The knowledge test was 

originally developed by the March of Dimes Community Voice program in Lynchburg, and 

was not modified by the evaluation team. The test includes multiple choice and True/False 

questions about topics such as the Community Voice program, prenatal care, nutrition, SIDS, 

low birth weight, breastfeeding, and alcohol and drug use. 

 

 Post-Training Questionnaire.  The last survey participants complete during training is the 

Post-Training Questionnaire (PTQ-Appendix F). This survey gathers information about 

participantsô reactions to the training including: 1) the timing and organization of the 

sessions; 2) materials used for teaching; 3) the content and curricular activities; 4) the 

instructorsô effectiveness; and 5) participantsô self-efficacy once they have completed the 

training. 

 

Contact Reporting Forms. Throughout the training, Lay Health Advisors (LHAs) are 

asked to take the information they learn and disseminate it into the local community. At the 

last training session, they are asked to report on their interactions with people in the 

community to enable the evaluation team to track penetration of the intervention. LHAs are 

given Contact Reporting Forms (CRFs) to fill out for each contact they make, whether it is an 

individual or group. On this form, LHAs identify the number of and age/s of the contact/s, 

how long they talked, the topics they talked about with each contact, and under what 

circumstances they made the contact. 

 

 Survey Procedures. The first component of the evaluation involves surveying individuals 

being trained to be LHAs. Following are the procedures agreed upon by the Community 

Voice Evaluation team and March of Dimes Community Voice staff: 
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1.  First Training Session 

 

a. Community Voice Staff welcomes participants and has them introduce themselves. 

b. A trained member of the Community Voice Evaluation team explains the purpose of the 

evaluation and confidentiality to trainees. 

c. A trained member of the Community Voice Evaluation team provides and obtains 

informed consent and the Background Information Questionnaire (BIQ).   

d. Trainees are asked to complete the BIQ. 

e. Community Voice Staff explains parental consent and collects parental consent forms if 

minors are in the training. 

f. Community Voice Staff explains and the trainees then complete the knowledge pre-test 

developed as part of the Community Voice program.  

g. Community Voice Staff conducts Session I. A trained member of the Community Voice 

Evaluation team observes the first session. 

h. Community Voice Staff forwards knowledge pre-tests to the Research Associate after 

grading tests and recording scores. 

i. The Research Associate removes the cover sheet on the BIQ that contains the names of 

each participant questionnaire and assigns each participant a unique identification 

number. An evaluation team member scans the BIQ data and stores original data securely 

in the office of the Center for Research on Women. 

j. The Research Associate enters the knowledge pre-test scores into the evaluation database, 

makes copies of the tests and stores them securely, and then forwards the pre-tests back 

to Community Voice Staff.  

 

2.   Second ï Fourth Training Sessions 

 

a. A trained member of the Community Voice Evaluation team conducts at least one 

observation (see observation details below). 

 

3. Fifth Training Session 

 

a. Community Voice Staff conducts Session 5. 

b. Community Voice Staff explains and trainees take the knowledge post-test developed as 

part of the Community Voice program.  

c. A trained member of the Community Voice Evaluation team briefly reviews informed 

consent and confidentiality. 

d. A member of the Community Voice Evaluation team explains the Post Training 

Questionnaire (PTQ) to participants. 

e. Trainees are asked to complete the PTQ. 

f. Upon completion of the PTQs, the Community Voice evaluation team member reviews 

the process for submitting Contact Reporting Forms (CRF) with LHAs.  Each LHA is 

given a packet that contains an instruction letter, 10 Contact Reporting Forms (CRFs), a 

participant contact information sheet, and an envelope that is self-addressed and does not 

require postage so that participants may easily return forms to the CROW office. The 

team member then explains the process by which LHAs can report their contacts. LHAs 

are asked to complete a contact reporting form each time they speak to individuals or 
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groups. The team member also informs LHAs about the incentives for participating in 

this effort which include: certificates of appreciation; a $25 gift card to Kroger for the 

LHA who returns the most forms each month; recognition in a newsletter sent to all 

LHAs; and entrance into a monthly drawing for a $25 gift card.    

g. Outreach Specialist ends Session 5. 

h. The Community Voice Outreach Specialist scores each post-knowledge test and gives the 

tests to the Research Associate to record results. The Research Associate makes copies of 

the tests for the evaluation files, enters the data into the evaluation system, and returns the 

original knowledge tests to March of Dimes Community Voice staff. 

i. The Research Associate removes the cover sheet on the PTQ that contains participant 

names and writes their unique identification number on the PTQ. An evaluation team 

member scans the PTQ data and stores original data securely in the office of the Center 

for Research on Women. 

j. The Research Associate scans the knowledge post-tests and enters scores into the 

evaluation database. Copies of the tests are made and stored securely, and originals are 

forwarded back to Community Voice Staff.  

k. As CRFs are received from participants, new packets containing more forms are sent to 

LHAs. CROW records CRF data and notifies LHAs if they win the LHA of the month 

honor, certificate, or drawing. 

 

2. Secondary Data Analysis 

 

In addition to the primary data collected by the team, secondary data from the Birth, Death 

and Hospital Discharge Data System datasets of Tennessee Department of Health will be 

analyzed using quantitative methods. The data includes records from all women who gave 

birth between 2006 (baseline) and 2010 (as the data become available) and their infants. 

Quantitative analysis will document risk factors, map their distribution by neighborhood in 

Memphis and Shelby County, and monitor for shifting associations and/or geographic 

patterns that might be attributable to Community Voice dissemination and penetration. 

(Discussed in Summary and Explanation of Findings section during research question 

number three.)   

 

B. Qualitative Methods 

 

In addition to quantitative methods utilized in the evaluation, qualitative methods also are 

included in order to produce a more comprehensive evaluation. Following are descriptions of 

the qualitative means by which the evaluation team has collected and will continue to collect, 

analyze, and report data. 

 

1. Observations 

A  member of the CV Evaluation Team observed the first and last sessions, and one 

randomly selected session in between (second, third, or fourth) of the five CV training 

sessions offered by Community Voice March of Dimes. Participants and one outreach 

specialist (trainer) were observed during each session of CV training. 
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The evaluation team conducted systematic observations of 120 Community Voice training 

sessions between March and December 2008. Observations documented curriculum fidelity, 

participant responses to course material, social cohesion among participants, and 

opportunities to strengthen the program. During observations, notes are written in a 

notebook, and observers transcribe their notes onto the Process Query (PQ) form (see 

Appendix G).  Elements observed are: 

 

 room layout and seating arrangements 

 dynamics of the training, including: visual indicators of engagement or disengagement of 

participants; visual indicators of comprehension or lack of comprehension of the 

curriculum; visual indicators of agreement (acceptance) or disagreement (rejection) with 

the curriculum 

 time management of the trainers 

 the materials disseminated, including:  lay health guide, informational brochures 

(provided by March of Dimes), PowerPoint slides (provided by March of Dimes), and 

films (provided by March of Dimes) 

 training sessionsô fidelity to the Community Voice program curriculum  

 

Seven team members were involved in the process of developing the codes for the 

observational notes, called Process Queries (PQs). To begin, team members looked at the 

relevant evaluation question, ñ How effective is the curriculum?ò and determined salient 

aspects of the training to consider when coding notes for the purpose of examining the 

content and process of the training sessions. This included: utilization of training materials; 

participant comprehension and agreement with material presented; participant engagement 

with curriculum; logistics; and interpersonal dynamics. Once the elements relevant to 

evaluating the content and process of the training were identified, each team member took a 

small sample of PQs and coded the same PQs using the basic codes established. Team 

members then met to compare codes and refine those codes. Team members then took 

another larger sample and performed the same process. Team members met a third time to 

compare codes and further refine the codes and look at coding reliability. From this, the 

coding scheme was developed and coding standardized using the understandings developed 

through this process.  

 

For the purpose of this report observation notes from 75% (90 out of 120 training sessions) of 

the training sessions were coded. A sample of 30% of the observation notes were coded by 

three evaluation team members to assess whether all observations were coded in the same 

way by all coders. This process was conducted again to ensure intracoder consistency and 

intercoder reliability; through this process, the coders achieved a very high degree of 

accuracy and uniformity in the data coding process.. 

 

2. Interviews 

An interview protocol to conduct interviews with professional staff associated with the 

Community Voice program was developed by the evaluation team (see Appendix H).  

After developing the protocol, team members conducted six interviews with professional 

staff associated with the Community Voice program including: 1) Two outreach specialists 
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who conduct the five two-hour Community Voice training sessions; 2) the Project Director of 

Community Voice; 3) the administrator who oversaw the St. Paul Community Voice first-

year recruitment effort; 4) the Infant Mortality Coordinator of Shelby County; and 5) the 

Deputy Administrator in the Shelby County Office of Early Childhood and Youth. The 

purpose of the interviews was to learn about the effectiveness of the curriculum, recruitment 

and outreach, and administration of the program. Interviews took place in December 2008. 

This first yearôs set of interviews will serve as a benchmark for the evaluation and will be 

repeated annually to track the evolution of the program and to provide qualitative program 

data to document insights into the strengths and challenges faced by those implementing the 

Community Voice program. Interviews were conducted in person and notes were taken 

during each interview. Notes were reviewed and information relevant to effectiveness of the 

curriculum, recruitment and outreach, and administration of the program was summarized.  

 

3. Focus Groups 

The evaluation team developed a focus group protocol (see Appendix I).  Following the 

protocol, team members conducted two focus groups in November 2008 with 22 Lay Health 

Advisors (a 7% sample) from the Community Voice Education program. The purpose of the 

focus groups was to learn about the effectiveness of the curriculum, the implementation of 

the training sessions, and the dissemination of information about infant mortality and 

perinatal health education. Subsequent focus groups are planned to take place every six 

months. Focus group discussions were audiotaped and transcribed. Transcriptions were 

reviewed and coded. 

 

4. Content Analysis 

Members of the evaluation team are beginning to review the content of the CV guidebooks, 

brochures, handouts, and power point presentations.  These will eventually be compared to 

ACOG guidelines for best practices.  

 

 

VI.  SUMMARY AND EXPLANATION OF FINDINGS  

 

The theory behind the Community Voice strategy is based on ñword of mouthò social 

marketing precepts: new knowledge is embraced by a relatively small number of 

ñinnovatorsò and disseminated through ñgrassrootsò and community social networks to a 

wider audience. When new knowledge is widely disseminated among the target group 

(penetration) and accompanied by changes in beliefs, attitudes and behavior from pre-

conception through early childhood (diffusion of innovation), we should experience better 

birth and early childhood outcomes among the at-risk population; neonatal and infant 

mortality among African Americans will be reduced, and other indicators of morbidity and 

early childhood development will improve in Shelby County. When outcomes improve as 

predicted over time, Community Voice will have been arguably successful.  

  

Even the best-conceived and implemented social marketing plans take time to take effect, so 

we are unlikely to be able to document impact on either birth outcomes or infant mortality 

rates during the Community Voice evaluation period. Moreover, when outcomes improve, as 

happened between 2003 and 2005 in Shelby County for infant mortality (see Figure 1), 
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attributing causation to county-wide interventions like Community Voice will necessarily be 

tentative.  
Figure 1 
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We can, however, during the evaluation period gauge the extent to which implementation of 

Community Voice appears on track for impact.  

 

The evaluation is guided by an evaluation plan with research questions, logic model, and 

timeline for implementation. The four main questions guiding the evaluation are: 1) How 

effective is the curriculum? 2) How effective is the administration of the program? 3) How 

effective is program penetration/dissemination? And 4) How effective is Community Voice 

on long-term Outcomes? In this section, data collected in the first year of the program will be 

described and interpreted. Research questions will be addressed to the extent which is 

possible according to data collected thus far. 
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A. Data Overview 

A total of 425 participants completed at least one of the four measures, which include the 

Background Information Questionnaire (BIQ), Post Training Questionnaire (PTQ), the pre 

knowledge test, and the post knowledge test. At the time of this report, a total of 385 

participants completed the BIQ and 404 participants took the pre knowledge test; 321 took 

the post knowledge test and 300 completed the PTQ. It is expected that all participants who 

attend the first training session continue and attend all sessions as well as complete all 

measures. However, some participants attended all sessions, but did not complete all 

measures, which explains inconsistent numbers. In addition to the fact that some did not 

attend all sessions, participants might have started the training during the second session 

when an evaluation team member was not present. Although they were able to complete the 

pre knowledge test with the Outreach Specialist, they were not able to complete the BIQ.  

 

Table 1 lists the host sites for each of the trainings conducted in 2008, the zip code for the 

location, and the number of attendees. Table 2 shows the zip codes in which participants 

reside. The Community Voice program is targeting 5 zip codes based on infant mortality 

rates, including 38106, 38109, 38116, 38118, and 38127. Trainings took place in two of the 

five targeted zip codes, and a total of 78 participants reside in the five zip codes targeted by 

Community Voice. 

 

Note that throughout this report for most data tables, data for the full sample that began 

training will be represented in the column referred to as ñparticipantsò or ñall participantsò, 

whereas only those who completed the training and passed the posttest to become  LHAs are 

included in the column referred to as ñLHAs.ò  This allows for examination of the data for 

both those who were successfully recruited into the first training and for those who 

successfully completed the training and are now in the community taking it to the people.  
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Table 1 

Host Sites, Number of participants, and Zip Codes of Host Sites 

 

* This total includes participants who attended some training sessions and completed at least one 

of the measures. 

**  Zip codes targeted because of high infant mortality rate 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Host sites 

Number of participants who 

completed at least one of the  

four surveys 

Host site zip codes 

St. Paul 29 38108 

LeMoyne-Owen 25 38126 

Bickford CC 6 38107 

Hope and Healing 24 38104 

Olivet Fellowship Baptist Church 3 38118 

Coleman Church of Christ 2 38122 

Friends for Life 36 38104 

Impact Baptist Church 12 38127** 

Hollywood Community Center 34 38108 

BRIDGES 59 38105 

Walker House 4 38126 

Seedco 5 38103 

Northside HS HOSA 23 38107 

Baptist College of Health Sciences 31 38104 

Univ. of Memphis 21 38152 

Exchange Club 16 38104 

Millington 5 38053 

East High School HOSA 73 38111 

The Urban Child Institute 12 38105 

Department of Child Services 5 38116** 

Total 425*  
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Table 2 

Zip Codes of Participants and LHAs  

Zip codes 

Number of 

participants with BIQs 

(N=385) 

% of participants 

with BIQs 

Number of LHAs 

with  BIQs 

(N=314) 

% of  LHAs with 

BIQs 

21208 1 .3 1 .3 

36104 1 .3 0 0 

38002 7 1.8 4 1.3 

38004 1 .3 0 0 

38016 2 .5 2 .6 

38017 1 .3 0 0 

38018 2 .5 1 .3 

38019 2 .5 1 .3 

38038 1 .3 1 .3 

38039 1 .3 1 .3 

38053 5 1.3 3 1.0 

38058 2 .5 2 .6 

38060 1 .3 1 .3 

38066 1 .3 1 .3 

38068 1 .3 1 .3 

38103 2 .5 1 .3 

38104 19 4.9 18 5.7 

38105 8 2.1 6 1.9 

38106* 17 4.4 13 4.1 

38107 34 8.8 30 9.6 

38108 40 10.4 35 11.1 

38109* 11 2.9 9 2.9 

38111 20 5.2 13 4.1 

38112 19 4.9 14 4.5 

38114 22 5.7 19 6.1 

38115 11 2.9 8 2.5 

38116* 14 3.6 7 2.2 

38117 1 .3 1 .3 

38118* 11 2.9 7 2.2 
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Zip codes 

Number of 

participants with BIQs 

(N=385) 

% of participants 

with BIQs 

Number of LHAs 

with  BIQs 

(N=314) 

% of  LHAs with 

BIQs 

38119 2 .5 2 .6 

38120 2 .5 2 .6 

38122 7 1.8 5 1.6 

38124 1 .3 1 .3 

38125 10 2.6 8 2.5 

38126 3 .8 2 .6 

38127* 25 6.5 16 5.1 

38128 21 5.5 14 4.5 

38132 1 .3 0 0 

38133 2 .5 2 .6 

38134 11 2.9 7 2.2 

38135 5 1.3 4 1.3 

38139 1 .3 1 .3 

38141 6 1.6 3 1.0 

38198 1 .3 1 .3 

38305 1 .3 0 0 

38611 1 .3 1 .3 

38612 1 .3 0 0 

38641 1 .3 1 .3 

38650 1 .3 1 .3 

38654 5 1.3 3 1.0 

38671 1 .3 1 .3 

38672 1 .3 1 .3 

72301 1 .3 1 .3 

Missing 16 4.2 11 3.5 

No BIQ   24 8.3 

Total 385 100.0 314 100.0 

*  Zip codes targeted because of high infant mortality rate 
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B. Participants 

Table 3 represents the demographic and background information for participants and LHAs 

who completed the BIQ at the beginning of the training sessions conducted from March 2008 

through December 2008. A total of 385 participants completed pre-training measures 

including the BIQ. Over 75% of the participants were women and slightly more than 82% 

were African American. The goal of this program is to decrease African American infant 

mortality by Taking it to the People, so the high number of African Americans enrolled in the 

program indicates that the recruitment efforts garnered participants representative of the 

higher risk population.  The mean age of participants was 30.10 years, with 76.1% of the 

participants under the age of 45. This is an indicator that women of child-bearing age are 

being reached through this program, again, participants representative of the higher risk 

population. Over 34% of participants did not complete high school and 44% have completed 

some college or have post-secondary degrees. The demographic profile of the LHAs is very 

similar to the profile of the participants who began the training, suggesting that no particular 

subgroups were more or less likely to complete the training and become  LHAs.  

 

Participants were asked several questions related to their family and experience with 

pregnancy and infant mortality (see Table 4). Responses indicate that more than half had 

experienced an infant death in their own or a close friendôs family. Furthermore, the majority 

of respondents lived in a home with a woman in her childbearing years, including several 

who were currently pregnant, lived with someone pregnant, or were trying to get pregnant. 

This serves as further evidence that the Community Voice program was reaching the 

intended population in their recruitment efforts.  

 

Table 3 

Demographic Characteristics of Participants and LHAs  

 
Demographic 

characteristic 

% of participants 

w/BIQs (N = 385) 
% of  LHAs  w/ 

BIQs (N=314) 

Sex    

 Female 75.3 71.2 

 Male 16.4 13.3 

 No response 8.3 7.2 

 No BIQ  8.3 

Race    

 African American 82.6 74.0 

 Caucasian 8.8 8.9 

 Asian .8 1.0 

 Native American .3 .3 

 Other 3.6 3.4 

 No response 3.9 4.1 

 No BIQ  8.3 
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Demographic 

characteristic 

% of participants 

w/BIQs (N = 385) 
% of  LHAs  w/ 

BIQs (N=314) 

Age    

 18 & under 30.9 30.4 

 19-24 10.7 9.9 

 25-34 20.0 19.3 

 35-44 14.4 11.1 

 45-54 8.6 7.3 

 55-64 4.1 4.5 

 65 + 6.0 4.4 

 No response 5.2 4.8 

 No BIQ  8.3 

Marital 

Status 

 
 

 

 Never married 56.4 52.6 

 Not married, living with 

partner 
5.2 

5.1 

 Married, live with spouse 14.8 13.4 

 Married, spouse absent 3.0 2.7 

 Separated or divorced 9.6 8.9 

 Widowed 5.5 4.5 

 No response 5.5 4.5 

 No BIQ  8.3 

Education    

 < High school 34.0 33.2 

 GED 4.9 3.1 

 High School 13.8 12.3 

 Some college 16.9 15.1 

 Associateôs degree 5.2 5.1 

 Bachelorôs degree 10.6 10.6 

 Graduate/professional 

degree 
10.6 

9.2 

 No response 4.0 3.1 

 No BIQ  8.3 
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Table 4 

Individual and family situations for all Participants and  LHAs  

 

 

Note: participants could select more than one answer, thus total exceeds 100%. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Please tell us something about you and your family 
Yes (%) 

N = 385 

% of 

LHAs 

N = 289 

a. I am pregnant now 5.7 5.2 

b. I am trying to get pregnant or will be trying soon 3.4 1.9 

c. Someone living in my home is pregnant 5.1 3.8 

d. My home includes  girls or women between the ages of 14 and 44 59.1 61.6 

e. My home includes infants or children under 3 years old 24.8 23.8 

f. Someone in my family has experienced an infant death 38.5 35.0 

g. I have a friend whose infant has died 30.1 28.2 
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C. Question #1: How Effective is the Curriculum? 

 

The first major question guiding the curriculum has to do with curriculum effectiveness. To 

assess curriculum effectiveness, several indicators were considered, including 1) the 

effectiveness of the training materials; 2) participantsô perceptions of Outreach Specialists; 3) 

how well participants learned material as indicated by the pre- and post-test scores on the 

knowledge test; 4) fidelity to the curriculum provided by March of Dimes; and 5) LHAsô 

perceptions of their knowledge of the course content and their confidence in their ability to 

disseminate information once they complete training. 

 

Participantsô Perceptions of the Training 

To assess participant perceptions of the effectiveness of the materials and training sessions, data 

from the Post-Training Questionnaire (PTQ) were examined. The PTQ allows participants to 

describe their Community Voice training experience. A total of 300 participants completed the 

PTQ, 288 of which became  LHAs. Table 5 shows the average score for items related to the 

timing of the sessions, materials used for teaching, the curriculum, the instructorsô effectiveness, 

and participantsô self-efficacy.  
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Table 5 

Post Training Questionnaire Responses for All Participants and LHAs  

 

1=Strongly disagree; 2=Disagree; 3=Neither agree nor disagree; 4=Agree; 5=Strongly agree 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Evaluation Question All 

Participants 

Mean 

(N = 300) 

LHA  

Mean 

 

(N = 288) 

1.    The objectives of the course were clearly defined 4.67 4.69 

2.    The objectives of the course were important for my community 4.71 4.74 

3.    The materials presented in the course were understandable 4.67 4.69 

4.    The materials presented in the course were understandable 4.66 4.67 

5.    The materials presented in the course were practical 4.46 4.47 

6.    There was a good balance between lecture and other activities 4.39 4.41 

7.    It was useful to spread the material out over five separated    

sessions 

4.32 4.33 

8.    The course was scheduled on a day and time that I could easily   

attend 

4.43 4.46 

9.    The instructor reviewed the objectives of the course 4.65 4.66 

10.  The instructor seemed knowledgeable 4.72 4.74 

11.  The instructor explained the materials in a way that I understood 4.73 4.74 

12.  The instructor was approachable 4.71 4.72 

13.  There were lots of opportunities to ask questions 4.70 4.72 

14.  More visual aids would improve the course 3.45 3.45 

15.  The facilities were comfortable 4.45 4.46 

16.  I feel prepared to be a Lay Health Advisor 4.35 4.37 

17.  It will be easy for me to talk about the course material 4.33 4.34 
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A series of semantic differential items were developed to assess participantsô reactions to 

trainings (see Table 6). For each item, participants chose the place on the five-point continuum 

that best described their responses to the item. Each continuum is anchored by two adjectives 

(see column 2 of Table 9). 

 

Reactions to the training were very positive, with most participants and LHAs agreeing or 

strongly agreeing that the timing of the sessions, materials used for teaching, and the curriculum 

were effective, as were the instructorsô abilities to deliver content. Most indicated self-efficacy 

with regard to knowing and disseminating the material they learned from the program. Most 

indicated that the pace, length of the class, and amount of information was appropriate and the 

course was interesting, useful, clear, and organized.  

 

Table 6 

Participantsô Reactions to Training for All Participants and  LHAs 

 

Participants describe 

______ as: 

Scale (1-5) All 

Participants 

Mean 

(N = 300) 

LHA  

Mean 

 

(N = 288) 

1. Pace of class too slow (1) to too fast (5) 2.96 2.92 

2. Length of class too short (1) to too long (5) 2.92 2.90 

3.Amount of information too much (1) to too little (5) 2.97 2.98 

4. Interest level boring (1) to interesting (5) 4.08 4.13 

5. Usefulness Not useful (1) to useful (5) 4.34 4.38 

6. Clarity confusing (1) to clear (5) 4.28 4.31 

7. Organization disorganized (1) to organized (5) 4.31 4.36 

 

 

In addition to the survey data, focus group participant responses reflected similar attitudes about 

the Community Voice program overall, beginning with positive feedback about the Outreach 

Specialists. Virtually all reported that the Outreach Specialists were knowledgeable, caring, and 

successful in motivating classes to perform well. The Outreach Specialists also established a 

close sense of rapport: 

 

ñI felt like the instructor was really helpful. Like, anything we had questions about she 

always had the answers.ò 

 

ñI just felt like she was really competent. She knew everything about everything that we 

were talking about. It wasnôt like she was having to read it off of the PowerPoint. She just 

knew it like the back of her hand, and she seemed interested in it. She was easy to get along 

with.ò 

 

ñThe course was very informative. [The Outreach Specialist] gave a pretest and I didnôt 

know anything on it. By the end [of the training] I made a [score of] 100 or 105.ò 
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Further, focus group participants expressed support for instruction even when it contradicted 

popular assumptions and appreciated Outreach Specialistsô use of respectful dialogue to counter 

conventional thinking. 

 
ñI didnôt know the baby could die [as a result of] sleeping on its stomach. Glad I found this out.ò 

ñ[I] used to do what grandma or mom said. I was not familiar with Back to Sleep.ò 

Data collected through observations of the trainings also supported the finding that Outreach 

Specialists covered core course content and successfully clarified material that appeared to 

confuse or challenge participants, and used personal examples and current events to illustrate 

topics, such as the relationship between ethnicity, socioeconomic status and health, and different 

forms of racism. 

 

Observers tracked positive and negative participant responses to the curriculum and the positive 

responses were common; over the 90 training sessions coded and used for this report, a total of 

147 instances of strong participant enthusiasm were observed. In contrast, negative reactions 

were relatively uncommon; just 38 instances of participant disinterest were observed, most 

related to trainee or Outreach Specialist tardiness. More significantly, participants rarely 

expressed conflicting opinions about the course content. Cases of disagreement, which occurred 

just 21 times, concentrated on four topics: ñBack to Sleep,ò the effect of breastfeeding on the 

work environment and whether it is easier than bottle feeding, skepticism about the validity of 

statistical data, and doubts about the ability of individuals to reduce risk (e.g., the cost of eating a 

healthy diet, the ability to stop smoking or avoid stress). The recommendation to put babies to 

sleep on their back triggered the most disagreement, particularly among elderly participants. 

However, one of the Outreach Specialists successfully eased resistance to this advice by 

respectfully agreeing that placing the infant on its stomach or side was an accepted and even 

recommended practice in the past, however new medical findings had spurred the Back to Sleep 

campaign.  
 

Observers identified a few factual errors, especially related to more medical aspects of 

gestational diabetes, breastfeeding as birth control, abortion, and gum disease.  However, 

inaccuracies were relatively uncommon; most occurred in the first few months of training and 

have since been corrected. Also documented were some cases of topics that were omitted during 

the trainings. Some omissions resulted from time expended on paperwork related to the training 

and evaluation, particularly during the first session where several different forms must be 

completed. In other cases, however, content was not covered due to time management, which 

impacted 79 out of 90 sessions, or an assumption that some groups (e.g. health workers) were 

already familiar with certain topics. Tardiness among participants also negatively impacted 

coverage of the curriculum at select sites (especially, Hollywood Community Center and Friends 

for Life). 
 

Information collected during the interviews suggests that the interview informants were 

generally positive about the Community Voice curriculum and its alignment with the local 

Memphis community and targeted audience. Those most familiar with the specifics of the 
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curriculum noted that they have expanded upon or revised the curriculum to address questions 

raised in the sessions.  However, the March of Dimes curriculum is quite extensive and sets a 

five-session/once per week delivery schedule, so informants noted a need for community-based 

program refinement of the curriculum and the delivery schedule to assure that Community Voice 

responds to the local community needs and constraints. Several informants noted that the smaller 

sized sessions appeared to create an environment conducive to connecting more closely with 

each other and encouraged the exchange of personal stories that helped to affirm the value of the 

training. None of the informants identified any topics in the curriculum to recommend for 

elimination from the training sessions. 

 

Observational data supported what interview informants stated regarding smaller classes and 

building group and Outreach Specialist relationships to create a training environment more 

conducive to learning. Observations indicated that camaraderie between Outreach Specialists and 

participants was consistently high; instances of strong rapport occurred at virtually at every 

session. Most cases resulted from the Outreach Specialistsô personal charisma. The curriculum 

itself stimulated only a few opportunities for stimulating group cohesion. One of the best 

exercises for building rapport among the trainees was the use of role playing scenarios during the 

fifth session. Of note, several groups did not complete this exercise. 

 

 

D. Participantsô Perceptions of Preparedness to Discuss the Curriculum  

 

In an open-ended format on the PTQ, the survey participants complete at the end of training, 

participants were asked to list topics they believed they were most prepared to talk about post 

training. Overall, participants listed 24 topics out of the full range of topics covered during 

training. Notably, participants identified SIDS, smoking, and prenatal care as topics they felt 

most prepared to discuss, and 14% wrote that they felt prepared to discuss ñallò topics. Figure 2 

illustrates the 24 topics participants identified they were most prepared to talk about, and the 

percentage of participants who listed them. 
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Note: participants could select more than one answer, thus total exceeds 100%. 

 

 

 

 

Figure 2: Topics Participants Felt Most Prepared to Discuss 
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When participants were asked to respond in an open-ended format on the PTQ about which 

topics they believed they were least prepared to talk about, responses indicated that most 

participants felt prepared to talk about all topics presented in the training. A total of 41% of 

participants indicated that there were no topics they felt least prepared to discuss. When 

participants answered open-ended questions and listed topics they felt prepared to discuss, they 

included: alcohol, breast feeding, child care, disease, drugs, folic acid, infant mortality, perinatal 

care, prenatal care, racism, statistics, stress, thinking ahead, and violence.  

 

After LHAs had time to integrate their learning and put it into action post-training, those 

participating in the focus groups cited the following at the most useful topics: SIDS and ñBack to 

Sleepò, breastfeeding, tobacco and second-hand smoke, substance use, Fetal Alcohol Syndrome, 

premature labor and Kicks Count, nutrition and obesity, low birth weight, domestic violence, 

shaken baby syndrome, environmental hazards, listeria, and folic acid. Select comments 

included: 

 

ñ[Iôd seen] Morgan Freeman commercials on Back to Sleep. I had heard it and had seen the 

commercials but never really understood what the message was saying. [Training] was very 

informative.ò 

ñI liked the Kicks Count [and premature birth] material. I thought that was so amazing. I 

didnôt know that was important. It stood out.ò 

ñI enjoyed [learning about] the premature babies, smoking, drinking, second-hand 

smoking.ò 

 

E. Participant Knowledge of the Curriculu m 

 

Before the start of training, participants were asked to complete a knowledge pretest. This test 

was then administered again at the end of the 5
th
 training. A total of 404 participants took the 

pre-knowledge test and only 17.1% of those passed the test with a score of 80% correct or better. 

A total of 321 took the post-knowledge test after completing the Community Voice training and 

97.8% of those participants passed the knowledge test. Table 7 lists the multiple choice and 

True/False questions and answers and the percentage of participants who answered each question 

correctly on the pre- and post-knowledge tests.  
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Table 7 

Pre-Knowledge Test and Post-Knowledge Test Results 

Multiple Choice questions: 

 
Correct Answers 

% 

Correct 

on Pre 

(N = 404) 

% 

Correct 

on Post 

(N = 321) 

1. What is the mission of 

Community Voice?  

Teach health information, raise 

awareness, and reduce Black infant 

death 

79.1 90.9 

2. Which of the following may 

cause sperm defects?  

Air pollution, bug spray, and cigarette 

smoke 
39.4 92.6 

3. Folic acid helps prevent:  Birth defects 56.6 76.3 

4. Most people should take this 

amount of folic acid everyday:  

400 micrograms 
22.9 89.0 

5. Which of the following foods 

contain folic acid:  

Spinach, Total cereal, and orange juice 
41.8 84.3 

6. Normally pregnant women 

should gain about:  

25-30 pounds 
44.9 86.6 

7. What is the number one 

cause of Black infant 

death?  

Pre-term birth 

56.1 70.8 

8. Why is prenatal care 

important? 

 It helps monitor the growth of the baby, 

catch problems early, determine the 

position of the baby, and provides time 

to ask questions. 

76.8 93.5 

9. What is low birth weight?  Less than 5 lbs., 8 oz. 37.6 80.6 

10. Women who smoke while 

pregnant may:  

Develop pre-term labor, have a low birth 

weight baby, and increase risk of baby 

dying of SIDS. 

73.7 94.3 

11. Stress can:  
Cause fatigue, high blood pressure, heart 

disease, and preterm labor. 
81.6 94.1 

12. What is SIDS?  
The sudden and unexplained death of a 

baby under one year of age. 
70.6 92.8 

13. The type of parent we 

become is usually based on:  

The way a person was raised by their 

parents, the environment in which a 

person grows up, and a personôs race 

and religion. 

72.2 89.4 
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True/False Questions: Answer: 
% 

Correct 

on Pre 

% 

Correct 

on Post 

1.     Preterm Labor means going 

into labor before the 37
th
 week 

of pregnancy.  

True 86.8 94.4 

2.    All babies stop moving toward  

the end of pregnancy.  
False 91.3 92.5 

3.     Some studies say that women 

with gum disease are more 

likely to have preterm labor.  

True 34.8 90.2 

4.     Most pregnant women need  

about 1500-1800 calories a 

day.  

True 74.9 89.0 

5.     Babies with Fetal Alcohol 

Syndrome sometimes look 

different from other babies.  

True 83.0 97.8 

6.     If a pregnant woman becomes 

infected with chicken pox, her 

baby could die or be born with 

birth defects. 

True 63.0 95.9 

7.    Black women are more likely  

than white women to develop 

bacterial vaginosis.  

True 55.4 90.3 

8.    Second-hand smoke can cause 

preterm labor in non-smokers.  
True 85.1 99.1 

9.    Hot dogs, luncheon meats and  

deli meats can cause 

Listeriosis.  

True 40.8 94.0 

10.  Racism is sometimes disguised   

as something that people are 

more willing to accept.  

True 62.1 90.6 

11.  Babies born to women who 

use marijuana may develop 

behavior problems.  

True 88.8 98.1 

12.  Babies can be born addicted to 

crack.  
True 80.7 96.0 

13.  Cocaine use during pregnancy  

can affect pregnant women 

and their babies.  

True 98.3 100 

14.  Vaccines help protect the body 

from disease.  
True 90.2 98.4 
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15.  Putting babies on their backs 

to sleep reduces the risk of 

SIDS.  

True 75.0 95.0 

16.  Girl babies are more likely to 

die of SIDS.  
False 85.0 90.0 

17.  SIDS usually happens when a 

baby is 2 to 4 months old.  
True 75.0 92.7 

18.  Baby cribs cause SIDS.  False 48.1 57.6 

    

19.  A baby sleeping on his back is 

more likely to vomit and 

choke.  

False 59.3 86.0 

20.  Shaking a baby does the same 

harm as dropping the baby 

headfirst onto the floor.   

True 85.4 98.1 

21.  The brain and heart develops 

during the first trimester of 

pregnancy.  

True 81.8 94.9 

22.  SIDS is never anyone's fault.  True 59.8 82.4 

23.  In this country the Black infant 

death rate is the highest.  
True 92.9 97.8 

24.  Preconception means before 

pregnancy.  
True 87.7 96.9 

25.  In a car crash at 25 miles per 

hour, a 12 pound baby feels 

like it weighs 240 lbs.  

True 54.0 95.9 

 

 

On the pre and post knowledge tests, participantsô knowledge increased significantly on topics 

related to womenôs general health, such as gum disease. Test scores also indicate that 

participantsô knowledge increased on topics related to the health of their babies, in particular, 

nutrition topics including folic acid and foods that can cause health risks. Over 80% of 

participants answered questions correctly on both the pre and post-knowledge test that related to 

drug, alcohol, and tobacco use during pregnancy. Knowledge about reducing the risk of SIDS by 

putting babies on their backs to sleep and babies are not more likely to choke if they do sleep on 

their backs increased significantly. 

 

Further, during the focus groups, LHAs reported that training respectfully but firmly corrected 

widespread yet erroneous ñcommon knowledge,ò particularly related to SIDS and the Back to 

Sleep Campaign. This is an important result, since most local interventions have encountered 

strong public resistance to advice that contravenes family tradition. As one LHA noted: 

 

ñA lot of women are influenced by mothers, grandmothers. There are a lot of myths and 

misconceptions.ò 
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In the focus groups another significant discovery was that LHAs indicated that the trainings 

reduced social stigma associated with infant death. They reasoned that the course increased 

awareness of the role of males in infant health and wellbeing and corrected myths about maternal 

responsibility for infant mortality. As a caution, some risks attributed to males may actually be 

shared by both men and women, and the attempt to ease maternal stigma could merely shift 

blame. Of further concern are dated references to ñcrack babiesò as well as Fetal Alcohol 

Syndrome (FAS) in the curriculum. Not only does recent medical research dismiss the ñcrack 

babyò diagnosis (Chavkin, 2001), coverage of these concepts may also reinforce stigma rather 

than address underlying disparities. Select comments from focus groups include: 

 

ñYoung kids are scared. They donôt want to admit theyôre pregnant. Itôs critical for men and 

women, but really important for men. These young girls need support. If their babyôs daddy 

says to go [for prenatal care] then sheôll go.ò 

 

ñWhen the baby has some defect, they always blame the mother.ò 

 

ñ[Most memorable was] when I found out that males do have babies too. And the reason I 

said that is because I had two stillborns. And now I know that it was not me that was the 

problem. So, that really affects me. It really took a lot off my conscienceéI had two 

stillborns I carried for nine months. And for a long time I thought it was just me. The burden 

was on me for a long time. Until I got into this program, and then I found out the 

information and I did some more research. So, it changed my whole attitude. I was holding 

my head down about it, and now I can hold my head up.ò 

 

ñFetal Alcohol Syndrome: I guess it comes down through the genesébecause my mother 

didnôt drink. So if it [hadnôt] come from my father it definitely wouldnôt have happened, 

because my mother canôt stand alcohol, and my father, heôs in love with it, heôs addicted. I 

never would have thought that.ò 

 

ñA lot of people donôt know that if they [males] work in hazardous jobs that they may hurt 

the fetus.ò 
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F. Question #2:   How Effective is the Administration/Implementation of the Program? 

 

The March of Dimes received the grant to administer the Community Voice education program 

in August of 2007. By the end of November 2007, three full -time staff members were hired and 

had begun the start up of the program, including staff training, marketing, materials 

development, recruiting, and partnership development. In February of 2008, Community Voice 

was officially launched when Shelby County Mayor A. C. Wharton formally announced the 

program to the community. In March 2008, the March of Dimes Community Voice team 

completed their first two training groups, which included St. Paul Douglass M.B. Church, the 

organization sub-contracted to conduct recruiting and outreach, and a student group at Hollis 

Price Middle School. By the end of 2008, 43 groups had completed the Community Voice 

training. 

 

To assess the effectiveness of the administration of the program, several indicators were taken 

into account: the number and type of partnerships supportive of the program, the number of 

participants trained, staffing, implementation of marketing and recruitment, implementation of 

training, and the number of Contact Reporting Forms returned. 

 

Table 8 summarizes the locations, zip codes, and dates of Community Voice training 

groups completed from March-December 2008. The fourth column shows the number of 

anticipated attendees as reported by the March of Dimes Community Voice staff. The 

fift h column shows the number of participants who completed the background 

information questionnaire and the number of participants in attendance at initial sessions. 

The sixth column shows the number of participants who completed the post-training 

questionnaire and the number in attendance at the last session. Column seven indicates 

the number of participants who passed the post-training knowledge test and successfully 

became Lay Health advisors. 
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Table 8 

Summary of Trainings and Participants  

Date 
Zip 

Codes 

Courses/groups 

completed 

 

**Number of 

attendees 

confirmed by 

MOD staff 

Participants 

with completed 

pre-evaluation 

measures 

Participants with 

completed post-

evaluation 

measures 

# of     

post-tests 

passed 

March 

2008 
      

 38108 St. Paulôs 30 10 11 9 

 38126 Lemoyne Owen 26 21 22 22 

Total 

(March)  
   31 33 31 

April  

2008 
      

 38107 Bickford 3 3 3 3 

 38118 Olivet 7 3 2 3 

Total 

(April)  
   6 5 6 

May 

2004 
      

 38108 St. Paulôs 18 6 5 5 

Total 

(May) 
   6 5 5 

June 

2008 
      

 38127 
Impact Baptist 

Church 
11 12 8 8 

 38104 Hope & Healing (1) 11 4 4 4 

 38104 Friends for Life (1) 14 18 6 4 

 38104 Friends for Life (2) 8 4 2 2 

Total 

(June) 
   38 20 18 

July 

2008 
      

 38107 
Bickford 

Community Center 
5 3 1 1 

 38122 
Coleman Church of 

Christ 
12 2 NA NA 

 38118 
Olivet Baptist 

Church 
10 NA NA NA 

 38104 Hope & Healing (2) 14 4 2 4 
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Date  

Zip 

Codes 

Courses/groups 

completed 

 

**Number of 

attendees 

confirmed by 

MOD staff 

Participants 

with completed 

pre-evaluation 

measures 

Participants with 

completed post-

evaluation 

measures 

# of   

post-tests 

passed 

 

38126 Lemoyne-Owen 

(Renaissance 

Center) 

3 NA NA NA 

 

38108 Hollywood 

Community Center 

(1) 

8 9 6 8 

Total 

(July) 

 
  18 9 13 

August 

2008 
      

 38104 Friends for Life (3) 10 7 6 7 

 38108 

Hollywood 

Community Center 

(2) 

10 10 7 7 

 38126 MIFAôs Les Passes 6 NA NA NA 

 38108 

Hollywood 

Community Center 

(3) 

11 9 7 10 

 38103 Seedco  5 4 4 

 38116 
Orleans Church of 

Christ 
NA NA NA NA 

Total 

(August) 
   31 24 28 

September 

2008 
      

 38126 *MIFAôs Les Passes  6 NA NA NA 

 38105 BRIDGES (1) 17 16 8 8 

 38104 
Friends for Life (4) 

8/20-9/17 
4 4 3 3 

 38126 

Walker House @ 

LeMoyne-Owen 

College 

4 2 3 3 

 38107 
Northside HS HOSA 

(1) 
8 5 5 5 

Total 

(September) 
  39 27 19 19 
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Date  

 

Zip 

Codes 

 

Courses/groups 

completed 

 

 

**Number of 

attendees 

confirmed by 

MOD staff 

 

Participants 

with completed 

pre-evaluation 

measures 

 

Participants with 

completed post-

evaluation 

measures 

 

# of   

post-tests 

passed 

October 

2008 
      

 38108 St. Paul 13 9 7 6 

 38105 BRIDGES (2) 16 13 13 14 

 38107 
Northside HS 

HOSA (2) 
8 4 4 3 

 38107 
Northside HS 

HOSA (3) 
9 12 5 7 

 38104 

 

Hope & Healing (3) 

 

13 4 3 3 

 38108 

Hollywood 

Community Center 

(4) 

6 3 3 3 

 38104 
Baptist College of 

Health Sciences (1) 
15 14 14 14 

Total 

(October) 
  80 59 49 50 

November 

2008 

  
   

 

 38152 
University of 

Memphis (1) 
22 13 10 10 

 38152 
University of 

Memphis (2) 
8 7 4 4 

Total 

(November) 
   20 14 14 

December 

2008 

  
   

 

 38104 Exchange Club 16 15 11 13 

 38053 Millington Library 6 5 3 3 

 38104 
Baptist College of 

Health Sciences 
11 13 16 16 

 38111 
East High School 

HOSA 
53 67 56 61 
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Date  

 

Zip 

Codes 

 

Courses/groups 

completed 

 

 

**Number of 

attendees 

confirmed by 

MOD staff 

 

Participants 

with completed 

pre-evaluation 

measures 

 

Participants with 

completed post-

evaluation 

measures 

 

# of   

post-tests 

passed 

 38105 Bridges (3) 20 23 18 18 

 38105 
The Urban Child 

Institute 
10 9 6 6 

 38116 
Department of Child 

Services 
7 5 5 5 

 38104 
Hope and Healing 

Center (4) 
13 12 7 8 

Total 

(December) 

  
136 149 122 130 

Totals for all 

months 

  
502 385 300 314 

 

 

When the Community Voice program began in 2007, St. Paul Douglass M.B. Church was sub-

contracted to conduct outreach and recruit participants to the program. St. Paul had been 

involved with the effort to reduce infant mortality in Memphis since 2006. As the program 

developed, it became apparent that there were differences in St. Paulôs and March of Dimes 

Community Voiceôs perceptions of St. Paulôs roles and responsibilities. St. Paul viewed their role 

as that of a resource for community partnership contacts, particularly with African American 

churches, and as the outreach team that would attend community events such as health fairs to 

increase March of Dimes Community Voiceôs visibility. March of Dimes Community Voiceôs 

expectation was more focused on actual matriculation of participants into training sessions. As a 

result, March of Dimes Community Voice was compelled to spend staff time to develop 

community partnerships and recruit participants into training sessions. Both entities worked to 

address the differences, but in September 2008, March of Dimes Community Voice and St. 

Paulôs made the mutual decision not to renew the recruitment contract. Currently, March of 

Dimes Community Voice has a proposal submitted to the March of Dimes national office for 

hiring a full- or part-time staff person to work directly on recruitment, including developing 

partnerships with key community and faith based leaders, organizations, and agencies, and to 

recruit participants to the program. 

 

Recruiting participants for the Community Voice program requires increasing public awareness 

about infant mortality, marketing Community Voice, partnership development, recruitment, and 

follow up with participants. A total of 502 potential participants committed to participating in 

training. A total of 425 attended at least one training, and completed at least one survey or test. 

The attrition rate from recruitment to actually attending at least one session is 15.3%. Out of the 

404 who completed pre knowledge test, 321 actually took the post knowledge test. The attrition 

rate from taking the pre knowledge test to taking the post knowledge test is 20.5%. This indicates 

that the process from outreach through the completion of LHA training requires careful 
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management, as there are various points for attrition. Developing contacts and partnerships, 

following recruitees through training, and following up with LHAs, is time intensive, and 

requires significant attention. To decrease the attrition rate would likely require increased 

staffing in the form of a full-time recruitment staff member.   

 

Further, interview informants noted that they have needed to adopt flexible scheduling designs to 

respond to the needs of different types of groups, especially related to age and working schedules 

(e.g., teens still in school, seniors, working adults).  Focus group participants echoed this 

suggestion and encouraged curriculum fidelity and strategies to reduce the timeframe required to 

complete certification.  

 

During the interviews, the issue of recruiting and partnership development as a key factor in 

cultivating participants for training was discussed.  Interview informants noted that some 

partners appeared to be better able to link with the program and yield better attended sessions 

than others.  Enhancing the number and kind of partnerships was viewed as an important 

opportunity for the program as interview informants consistently noted that the reach of the 

program relied upon building relationships with participants, partners, and community leaders.  

At the same time, recruitment continues to be a challenge for the program as the program has 

experienced mixed results with some participants committing to training and not actually 

attending and partners delivering on the number of promised attendees. Informants were positive 

about the response of participants to date and optimistic that the efforts to build an LHA 

Volunteer Advisory board will further community ownership of Community Voice.  

 

In the discussion of recruitment during the interviews, the interview informants also suggested 

that incentives do seem to have some affect on attracting/maintaining participation. Balancing 

the demand for providing training with recruitment of new participants as well as follow up with 

LHAs has become a strain as the program has attained a larger numbers of graduates with the 

same small staff. Several informants recommended that other communities considering 

implementing Community Voice allow more planning and preparation time prior to the initial 

implementation of the training sessions.  In addition, for communities thinking about 

implementing Community Voice, several informants noted the critical importance of early clarity 

on roles and responsibilities, especially helpful as related to funder expectations regarding 

outreach and recruitment roles.  
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G. Question #3:  How Effective is Program Penetration/Dissemination? 

 

To assess the effectiveness of program penetration/dissemination, several indicators were taken 

into account: the number/location of hosts/partnerships contacted; the number and background of 

participants trained; community awareness of the issue and program; the number of Contact 

Reporting Forms (CRFs) returned; topics covered by the LHA with contacts; and the geographic 

locations of training sites, where participants reside, and where infant mortality is occurring. 

 

On the Background Information Questionnaire, participants were asked about how they learned 

about Community Voice (see Table 9). They also were asked about their level of interest in and 

likelihood of telling others about Community Voice (see Table 10), and their expectations about 

talking with residents in the neighborhoods where their training was located (see Figure 2). Prior 

to the training, 63.9% of participants reported that they were looking forward to spreading the 

word about Community Voice; 8.8% of participants reported that they participated in 

Community Voice for their own information; and 27.3% said that they were not sure until they 

learned more about the program. 

 

Table 9  

Source of information about Community Voice Training for all Participants and LHAs (BIQ) 

Note: participants could select more than one answer, thus total exceeds 100%. 

 

 

 

 

 

 

 

 

 

 

 

 

How did you learn about the Community Voice training 

opportunity? 

% of 

Participants 

(N = 385) 

% of 

LHAs 

(N = 289) 

Church member or announcement 16.9 14.7 

Service Club, sorority, or other organization 24.9 25.7 

Employer or school 55.3 52.7 

Block club, neighborhood watch, or other neighborhood 

organization 
7.3 

6.2 

Beauty shop, health care provider, or other retail 4.7 4.5 

Flyer, news article or tv 6.8 5.8 

Family or friends 9.9 7.2 

Other 27.3 24.0 
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CV participants come away with a moderate to high level of motivation to spread the word to 

pregnant family members and close friends ï but the motivation on the part of most participants 

is strongest ñwhen askedò by their close associates (Table 10). When spreading the word 

appears related to professional or organizational roles, motivation appears to be more proactive 

(even in out-of-role settings.)  Participants are somewhat to very likely to distribute information 

ñat church, club and community events,ò an option that might benefit from more support on the 

part of the CV staff.  

 

Table 10 

Disseminating Information about Community Voice and LHAs (BIQ) 

How likely are you to spread the word about Community Voice 

and perinatal health or infant mortality?  

Mean 

All 

participants 

N = 385 

Mean 

LHA  

N = 289 

Iôll talk with close friends and family members who are pregnant if 

they ask for my advice 

4.20 4.28 

Iôll talk with close friends and family members who are pregnant, 

even if they do not ask for my advice 

371 3.77 

Iôll talk with close friends and family members even when no one is 

pregnant 

3.44 3.45 

Iôll bring up what Iôve learned with casual friends if talking about 

having kids 

4.01 4.06 

Iôll bring up the topic on my own with casual friends 3.35 3.36 

Iôll give talks for special programs at church 2.94 2.92 

Iôll give talks for special programs at other club or community events 3.09 3.00 

Iôll distribute information at church, club and community events 3.52 3.54 

1= Very unlikely; 2= Somewhat unlikely; 3= Somewhat likely; 4= Very likely; 5= For certain 

 

 

The Community Voice program is working to provide training in neighborhoods targeted due to 

high infant mortality rates. Many participants in the program lived, went to church, or 

participated in community activities in the neighborhood where the trainings were located. Some 

participants only went to the neighborhoods where trainings were located to attend the trainings. 

Participant expectations for their interaction with residents of the neighborhoods are shown in 

the Figure 3.  
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H.  Taking it to the People: Contact Reporting Form Data 

 

Following training, Lay Health Advisors (LHAs) are asked to report on their interactions with 

people in the community. To report these conversations, LHAs were asked to complete a contact 

reporting form each time they spoke to individuals or groups. Out of 314 LHAs, a total of 49 

(15.6%) returned 2538 contact reporting forms. Each LHA returned from 1-1250 forms.  On 

these forms LHAs can indicate how they made contacts and how long they talked with contacts. 

Of the contacts made, 86.8% were with individuals, 8.5% were informal conversations with a 

small group, 1.4% were group presentations, and 3.3% were unidentified types of contacts.  Of 

these contacts, 29.8% lasted 5-15 minutes.  LHAs estimated contacting approximately 6,406 

people as individuals or in the groups with whom they have spoken about the Community Voice 

Figure 3:  Contact with Neighborhood Residents 
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11.7 
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and has a lot of contact with 
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Participant does not live in the neighborhood, but 
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involves contact with neighborhood people 

 

 

 

 

Participant lives in this neighborhood, but does 

not have frequent 

contact with neighbors 
 

Participant does not live in this neighborhood 

and has little reason to be there other than 

coming and going to church, work, or other 

activities that are ñin and outò of  the 

neighborhood 
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Community Voice  
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program and perinatal and prenatal health issues. Table 11 shows the age ranges of persons 

contacted by LHAs.  

 

Table 11 

Age ranges for the contacts in the community 

 

Age Range of Contacts 

% of contact 

reporting forms 

(N = 2538) 

Missing 5.3 

18 and under 11.4 

19-24 20.1 

25-34 26.4 

35-44 15.0 

45-54 13.0 

55-64 6.5 

65+ 2.3 

 100 

 

 

 

Pre-training responses from the BIQ about spreading the word about Community Voice were 

compared with what LHAs actually reported based on contact reporting forms sent to the 

Community Voice evaluation team (Table 12). To examine whether motivation to disseminate 

prior to training was related to actual return of CRFs, LHAs were divided into groups based on 

responses to the questions about spreading the word on the BIQ.  Results indicate that of those 

who are motivated to participate in Community Voice for their own information and those 

motivated to spread word were equally likely to send in CRFôs, whereas those who were not sure 

were less likely to send in CRFs.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

CV Evaluation 2008     43 

 

Table 12 

Pre-training motivation for dissemination and actual contacts reported 

Reason for participating in 

Community Voice 

Percentage of  LHAs who 

sent in contact reporting 

forms  

Number of contact 

reporting forms sent 

by LHAs who listed 

their reason for 

participating in CV  

Participating mostly for my own 

information (N=34) 

18.5% 44 

Looking forward to spreading the 

word (N=246) 

18.0% 2188 

Not sure until I learn more (N= 105) 10.0% 267 

Did not answer 14.2% 28 

  2527* 

 

*The total number of CRFs turned in is 2538, but eleven of the forms sent did not have the 

participant ID number on them. 

 

 

Dissemination activity cannot be considered without taking into account the LHA who returned 

1250 contact forms (half of all contact reporting forms and 75% of reported contacts). To the 

extent that this particular LHA continues her pace and appears to be spreading the word in a 

credible fashion, then Community Voice might consider how to recruit more participants who 

could play such a role. The LHA is a non-working woman who self-identifies as a ñprofessional 

volunteer,ò whose chosen role is to spread the word about Community Voice and its messages. 

This volunteer also is devoted to the cause of spreading the word about HIV infection and 

prevention. Most of her contacts take place when she sets up a table in a public place like a 

grocery store and disseminates information about the Community Voice program and HIV. In 

meetings with contacts, she encourages others to contact the program and participate in training, 

and relates information about prenatal and perinatal care and HIV causes and prevention.  

  

Other high volume LHAs work in settings where discussion of health topics is part of the setting 

(e.g. clinical or social service settings); these LHAs commonly occupy front line staff positions 

(typically non-professional) where client contact affords dissemination opportunities. Like the 

professional volunteer prototype, this model warrants more examination and consideration as a 

dissemination strategy.  

  

The multiplier effect from over 6000 contacts during the first year is hard to estimate. Ideally, 

Community Voice would carry out a periodic city-wide awareness survey that would help 

document dissemination activities and penetration. Given the expense of this kind of survey, the 

evaluation team will work instead to identify proxy indicators that might be sensitive to 

penetration by the end of the three year implementation period.   

 

LHAs also indicated what they discussed with each contact by choosing from a list of 15 topics 

provided on the contact reporting form. Participants were able to choose more than one answer 



 

 

CV Evaluation 2008     44 

 

from the list. Figure 4 indicates which topics LHAs reported discussing when they disseminated 

information about perinatal care and infant mortality. 

 

 

 
 

Note: participants could select more than one answer, thus total exceeds 100%. 

 

Figure 5 indicates that female LHAs are more likely to report discussing some of the broader 

topics, such as the Community Voice program and Infant Mortality, whereas male LHAs are 

more likely to report discussing some of the more specific topics, such as drug and alcohol use.  

Figure 4: Topics Discussed During Post Training Contacts 
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As highlighted during the breastfeeding portion of the curriculum, African American mothers are 

more likely to breastfeed if they have support from their partners. Interestingly, male LHAs 

reported discussing breastfeeding more often than did the female LHAs, which illustrates the 

need for more dedicated males in the program.   

 

 

 

Note: participants could select more than one answer, thus total exceeds 100%. 
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Figure 6 shows the topics LHAs reported discussing with contacts of different age groups. 

Although the Community Voice program emphasizes the fact that African American women are 

more likely to get their information from their grandparents, especially in reference to SIDS, 

very few LHAs are discussing SIDS with contacts 45 and over. This chart illustrates that contacts 

are being made overwhelmingly with women of child-bearing age. 

 

More than 25% of the CRFs reported that people they contacted were 18 or under and pregnant. 

A contributing factor to high risk pregnancies is the age of a pregnant mother, specifically one 

under the age of 16 (Gilbert, Jandial, Filed, Bigelow, & Danielson, 2004; Fergusson & 

Woodward, 1999; Fraser, Brockert, & Ward, 1995).  The high percentages of reporting forms 

indicating contact with individuals 18 or under and pregnant indicate that LHAs are spreading 

the word to a high risk group. 

 

 
 

Note: participants could select more than one answer, thus total exceeds 100%. 
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The last question on the contact reporting form asked LHAs to select circumstances in which 

they made contacts by choosing from a list of 12 potential contact contexts that are provided on 

the form. Participants were able to choose more than one answer from the list. Figure 7 shows 

the percentages of contexts or circumstances in which LHAs were able to disseminate 

information about perinatal care and infant mortality. 

 

 

 
Note: participants could select more than one answer, thus total exceeds 100%. 

 

 

Figure 7: Context in Which Contact was Made 
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Many focus group participants shared stories of ñtaking it to the peopleò: 

ñEverywhere I go I ask people if theyôve heard of Community Voice ï everywhere. I tell 

them what it is. Last week in Whitehaven at the library, there was a young girl with a young 

child and looked like she was pregnant again, so I gave her flyers and information.ò 

ñI go all over the city; I donôt limit myself. I have to strike up a conversation wherever: 

nursing homes, hospitalséò 

However, a few LHAs expressed that public response to prevention messages may be fear or 

resistance: 

 

ñI think it sort of scared people too. It sort of scared me a little bit.ò 

 

ñHow can I walk up to a pregnant mom and tell her to stop smoking? Sheôs going to cuss 

you out.ò 

 

ñOne young lady was pregnant and a smoker. I asker her did she know her baby was 

smoking? She was shocked and put out the cigarette. But, what are the chances youôre going 

home and quit? I quit after thirty something years of smoking. I know itôs hard.ôò 

 

ñAt work [obstetrics clinic] I see at least fifty [women] a day. So, you know, some people 

just donôt want to [know]. I mean, out of like fifty people you have maybe twenty people who 

really just actually listen to you. Then, you see them go outside and they still light up a 

cigarette. So, you know, I get an attitude my own self, because I just say óokayô. And, you 

know I have to keep talking about it because I feel like this is my job.ò  

 

Nevertheless, focus group participants agreed that Community Voice training encouraged them 

to address their own health behavior, and a clear majority felt confident that their efforts will 

have a long-term impact on pre-conception health, prenatal care, and parenting: 

 

ñéthere were a lot of people in our program that were pregnant, and they were smoking. 

And when they found out about it [risks], I saw a lot of people just stop.ò 

 

ñFor meéit kind of made me more aware that I need to be really conscious about my health 

now. Even though, you know, I donôt smoke, but maybe I have a cigarette at a party or 

something, but Iôll think twice about that in the future. Just be more aware.ò 

 

ñIf I give you the information I canôt make you accept it but I can give it to youéThey may 

not respond right then, but maybe next week later on, you know [they may act]. 

 

ñThey accept it. Maybe not right now but eventually, you know, they probably will. You 

know, theyôll think about it.ò 
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In addition, some focus group participants claimed that the public lacks awareness about infant 

mortality and about the Community Voice program and expressed the opinion that the program 

is not adequately publicized. They offered a range of strategies and venues to promote the 

program including social marketing, community outreach, and increased recruitment to expand 

the impact of Community Voice. 

 

 

ñWhen I found out African Americans had low birth weight babies, it was so eye opening to 

me. I didnôt know this.ò 

ñThis is disturbing, appalling. Memphis is worse on scale than a third world countryéa 

massive healthcare crisis. If the rest of the country knew what was going onéò 

ñSo many people have never heard of Community Voice. Itôs alarming.ò 

 

ñThe community as a whole knowing about Community Voice? Uh-uh [no]. I think the 

government officials, like if we donôt go out and individually talk to someone about 

Community Voice itôll never get heard.ò 

 

ñWe should rely on us to say that we can go to these churches voluntarily and speak out 

about Community Voiceéwe can do that ourselves.ò 

 

ñYouôd think theyôd advertise. Thereôs commercials now coming on the television 

concerning Community Voice and the March of DimeséThey advertise now, so it might 

make it sort of better.ò 

 

However, the focus group participants agreed that there is strong support for the program among 

those who are familiar with it. The participants cited many strategies to further publicize the 

program, including more television news coverage, billboards, websites, and colorful flyers 

posted at the Health Department, hospitals, NICUs, obstetrics and gynecology clinics, schools, 

markets, and churches. LHAs also suggested targeting recruitment to include womenôs prisons, 

community centers, and ongoing classes at area high schools, colleges, and summer camps.  
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I. Geographic Mapping of Penetration and Dissemination 

 

Background on the Geographic Context. As with indicators of poverty more generally in 

Shelby county, risk factors for infant mortality and other poor birth and early childhood 

developmental outcomes have geographically decentralized from the historical ñinner cityò 

neighborhoods to what we can consider ñneighborhoods in transitionò from higher income to 

lower income. These neighborhoods are farther removed from the inner city and its traditional 

concentration of human services (including the Health Loop clinics and The Med). Anti-poverty 

and health disparities interventions have yet to catch up to these new patterns --  patterns where 

Community Voice is also challenged to respond. 

 

Analysis by the Center for Community Building and Neighborhood Action classifies Shelby 

County neighborhoods (census tracts) in terms of four zones. Zone 1 includes ñclassic 

distressedò (historically high poverty) neighborhoods; Zone 2 includes ñvulnerable swing 

neighborhoodsò (in transition from higher to lower income where quality of life indicators have 

declined but not reached the level of Zone 1); Zone 3 ñneighborhoods of choiceò where demand 

for housing reflects positive assessments of quality of life; and Zone 4, where indicators are 

uptrending after significant renewal and investment efforts (ñuptrending neighborhoodsò such as 

the HOPE VI Uptown renewal area or downtown to South Bluffs.) Both Zone 1 and Zone 2 

neighborhoods are critical for Community Voice dissemination strategies. Zone 2 neighborhoods 

include a disproportionate share of high-density, multi-building apartment complexes where 

address level data on risk factors reveals identifiable concentrations of higher risk populations.   

  

The map series below begins with a county-wide Zone map plotting Zones 1 through 4 (see 

Figure 8). Also included in this report are maps of all Shelby County births, then a series of maps 

color-coded by zip-code to reflect both high volume (number of incidents) and concentration 

(percentage of births) of selected risk factors (poverty, teen births, and mothers without high 

school education) (see Appendices J-M.) The number one predictor for infant mortality ï low 

birth weight ï is also color-coded by census tract (See appendix N & O), where the contribution 

of high-density apartment complexes is particularly evident. (See map legend for detail on 

apartment complexes.) The risk factor map series is followed by a map plotting all Community 

Voice sites to date; to the extent that sites draw people from surrounding neighborhoods, and/or 

result in dissemination within surrounding neighborhoods, they should be well-distributed within 

high risk neighborhoods (see also Table 2 on pgs. 17 and 18) for distribution of individual 

participant zip codes, which suggest the potential reach through participants own neighborhood 

networks).  
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Figure 8: Shelby County Zones  
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J. Interim Evidence of Penetration 

 

Complementing evidence from the distribution of training sites within high risk zip codes, other 

evidence that the Community Voice message is being disseminated and is penetrating with the 

targeted population (as well as evidence of challenges) is drawn from participant-supplied data 

(quantitative data from surveys and tracking forms, presented above) and from qualitative 

observations of training (participant comments), follow- up participant focus groups, and 

interviews with CV personnel. Findings based on the first year are organized in terms of four 

dissemination and penetration prerequisites.  

 

K.  Representativeness 

African American representation among participants is strong (82%), befitting the emphasis on 

health disparities and reducing infant mortality and improving birth outcomes among African 

Americans (see Table 3 on pgs. 19 and 20). White participants will be most effective if they are 

integrated into deliberate multi-racial networks (through institutional or organizational 

affiliations, for example); it is not clear to what extent white students and participants in an HIV 

support group ï the primary sources of non-African American participation in the first year -- are 

connected to appropriate networks (their dissemination motivation however is low). 


