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Abstract 

 Public participation in the development of community health programs is a means to 

generate relevant and innovative solutions to community health promotion.  To encourage such 

participation in improving the utilization of children’s health services provided by Medicaid and 

SCHIP, a community grant program was designed to promote collaboration among community-

based organizations, health care providers, and the State Medicaid agency. The program made 

six awards to community-based organizations.  The six organizations’ programs were evaluated 

retrospectively to identify the methods used to increase health services utilization, the barriers 

encountered, and the innovative solutions created.  All six were successful in increasing 

programmatic activities, including adding 4,890 new or potential enrollees, providing 5,149 

telephone appointment reminders, and generating 2,308 referrals to other services.  The most 

common challenges encountered by the programs were staff turnover, lack of IT integration, lack 

of transportation for enrollees, and limited funding and sustainability.  In response, programs 

developed innovative staffing patterns, created new data systems for appointment scheduling and 

record maintenance, and forged new collaborative relationships to support their programs.  

Investment in community-based organizations can lead to creative and novel solutions to 

improving the appropriate utilization of health services. 
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Introduction 

 “Increasingly, community involvement and collaboration have become the foundation for 

public health action.”1  This sentiment, expressed here by then Assistant Surgeon General 

Edward L. Baker, M.D., M.P.H, in his forward to the CDC’s guide, Principles of Community 

Engagement, has been oft repeated.  The Institute of Medicine has recognized that “Community 

organizations are close to the populations they serve and are therefore a crucial part of the public 

health system for identifying needs and responses…,”2 and went so far as to make two specific 

recommendations for increasing community participation in its report, The Future of the Public’s 

Health in the 21st Century.2  The first directs agencies to support community-led efforts in health 

improvement, and the second urges government and private funders to be sensitive to the need 

for ongoing community engagement and leadership for the long-term success of their projects. 

 Community involvement in health research has also been advocated.  In a companion 

report, the Institute of Medicine called for students of public health to receive training in 

community-based participatory research (CBPR).3  A survey taken less than a year after the 

report’s release showed that many schools of public health were already addressing CBPR in 

their curricula.4  Even before the report, there were calls for CBPR in health,5,6 with suggested 

applications ranging from environmental health7 to the evaluation of social determinants,8 and 

more have been suggested since.9,10   

 The well-known Turning Point initiative has acknowledged that community participation 

can improve America’s public health systems.11,12  As mentioned above, the CDC promotes 

community engagement in public health1 and has embraced community involvement in its 

research programs.13   While problems with communication,13,14 limited capacity15, political and 

ideological differences,16 funding,17 and other complications still exist for public involvement in 
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community health, state and local health agencies are to be praised for their efforts to engage 

their constituencies in the business of eliminating disparities and improving health.   

 Providing small grants to local community-based organizations (CBOs) is one approach 

for engaging the community in health programs.  Such programs have been shown to be effective 

in garnering the involvement of the local community in health promotion efforts.18-21  This report 

documents the Utilization Minigrant Program, one such program created in the State of Georgia 

to promote community involvement in efforts to improve utilization of Medicaid and SCHIP 

covered services for children. 

 

Utilization Minigrant Program 

 The Georgia Better Health Care (GBHC) program is a primary care case management  

system operated directly by the Department of Community Health, Georgia’s Medicaid agency.  

The program operates under a Medicaid waiver provided under Section 1915(b)(1) of the Social 

Security Act.  After a phased-in implementation, the waiver has operated on a statewide basis in 

159 counties since February 1998. The State's objectives through this waiver program have been 

to improve access to medical care, particularly primary care services; enhance continuity of care 

through creation of a "medical home"; and reduce unnecessary use of medical services. 

 In 2002, the Georgia Department of Community Health (DCH) and the Georgia Health 

Policy Center collaborated to develop a grant program that would encourage the appropriate 

utilization of primary and preventive care services provided by the GBHC program for children 

enrolled in Medicaid and PeachCare for Kids.   The Utilization Minigrant Program was intended 

to address children’s low utilization rates of primary and preventive care services from GBHC 
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providers that was limiting DCH’s ability to ensure and document that children were receiving 

recommended care in the appropriate settings.   

DCH contracted with the Georgia Health Policy Center to develop the request for 

proposals, coordinate the review and award process, and conduct an evaluation of the initiative.  

Grantees were asked to develop innovative ways for community-based organizations to promote 

and improve utilization of services. The program’s design asked communities to identify 

utilization improvement strategies and to meet funding conditions which included submitting 

interim and final progress reports and participating in ongoing evaluation activities.    

Grantees were asked to address one or more of the following outcomes: 1) Increasing 

appropriate utilization of GBHC primary care by providing basic and routine services; 2) 

Enhancing preventive services performed by GBHC primary care providers; and, 3) Enhancing 

adolescent behavioral health assessments performed by GBHC primary care providers.  While 

achieving these outcomes was the primary goal of the individual grantees, the larger goal of the 

overall program was to identify those conditions under which the different grantees were able to 

achieve success in improving appropriate utilization and to document common challenges.   

The Georgia Health Policy Center, in collaboration with the DCH, screened 22 proposals 

and awarded six grants.   Proposals were selected for funding based on different approaches for 

improving appropriate utilization. Five of the grantees were funded for $50,000; one asked for 

and received $25,000.   Of these six, four were submitted by local community collaboratives and 

two were from hospitals.  Grantees had to provide matching funds and agree to participate in an 

evaluation.  The grant period was 11 months, and the Georgia Health Policy Center provided 

administrative oversight. 
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Program Evaluation 

The brief term of the Utilization Minigrants necessitated the conduct of the evaluation in 

a manner sensitive to problems of “formative insufficiency.”22-24  According to this principle, 

programs are sometimes assessed for level of impact before their formative development is 

complete.  This, in turn, can lead to faulty conclusions regarding program efficacy.  A common 

recommendation when examining new or developing programs has been to enable programs and 

their evaluation activities to serve a discovery capacity  in which evaluation activities become a 

mechanism for insights regarding effective program implementation and directions for further 

program development.25,26  This formative evaluation approach was compatible with the funder’s 

goal of documenting common experiences to distill programmatic recommendations and lessons 

learned so as to provide guidance for the administration and funding of future outreach efforts.    

Based on an initial review of grantee proposals, a participatory evaluation plan was 

developed and refined over a series of collaborative meetings among the Department of 

Community Health, the Georgia Health Policy Center, and the grantees.  Involvement of 

program personnel in evaluation planning has been recommended as an integral component of 

successful formative evaluation design.27 

 The primary data source was a site questionnaire.  Key indicators were selected for a 

draft site questionnaire.  The draft questionnaire was then mailed to all six grant program 

coordinators for their feedback as a form of member-checking for accuracy.28  A one-hour 

telephone interview was conducted with each program coordinator to gather feedback regarding 

which of the program characteristics were least and most likely to produce accurate data.  Based 

on the feedback from the interviewees, a final site questionnaire was created.   
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 The final questionnaire was later completed by all six grantees.  Follow-up telephone 

interviews were conducted to validate findings and ensure that successes, barriers, and aspects of 

sustainability not detected by other data collection means were identified.  In addition, interviews 

provided the opportunity to gather information to ensure that the context of the funding was 

more fully considered.   

 

Key Observations and Findings 

 The evaluation effort provided evidence regarding specific grantee activities and their 

outcome targets, successes achieved, barriers encountered, and lessons learned along the way.  

Across all six grantees, findings showed increased programmatic activity, particularly in the 

areas of health plan enrollment and initial contact, appointment setting and tracking, and referrals 

for social and other services (see Table 1). 
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Table 1 

Programmatic Activity Gains 

Programmatic Area Key Grantee Observations 

Enrollment and  
Initial Contact 

• 4,890 new and potential enrollees were identified for services 
during the funding period. 

• The use of the telephone accounted for the largest number of 
initial contacts made (38 percent), followed by face-to-face 
contacts (26 percent).  

• Despite the high levels of initial contacts made by telephone, 
telephone calls and letters were mentioned most often as the 
least effective approaches for initial contact.  Letters were 
reported to be too impersonal and telephone calls received 
relatively low rates of return calls.  

• Face-to-face contact was most frequently identified by grantees 
as the most effective strategy for initially contacting enrolled 
members. 

Appointments 

• Grantees reported providing over 5,149 appointment reminders 
during the grant period.  

• Most appointments were for Health Checks, immunizations, 
child preventive screenings, and well child visits. 

• Approximately 77 percent of appointments scheduled were 
kept. 

• Lack of transportation and forgetting were the most frequent 
reasons for missed appointments. 

• The use of telephone calls for appointment reminders achieved 
greater success than it did for initially contacting enrollees, 
probably because communication and a relationship had 
already been established. 

• Three grantees indicated that two attempts, on average, were 
needed to reach enrollees who had missed an appointment. 

Referral 
• A total of 2,308 referrals to other services were reported, with 

nutrition counseling and transportation accounting for over half 
of the referrals. 
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 As stated previously, the primary goal of the evaluation was to provide the Department of 

Community Health with programmatic recommendations/lessons learned about community-

based organizations and the administration and funding of future grantee efforts. An examination 

of programmatic successes reported in final reports, site questionnaires, and interviews revealed 

common themes regarding program characteristics to which grantees most frequently attributed 

their levels of success.  These characteristics can be called facilitators of success.   

 The most common facilitators were related to data systems, staffing approaches, and 

collaboration.  The development of new data systems resulted in improved scheduling, 

enhancements or adjustments to other data collection efforts, improved management of efforts at 

multiple locations, and effective implementation of new reporting efforts.  Successes were also 

attributed to staffing approaches in that grantees experienced increased capacity and continuity 

through a dedicated staff position, increased effectiveness and efficiency in service delivery 

when the dedicated staff member had a broad skill set, and improved access to enrollees through 

strategically located staff.  Collaboration improved access to care, created effective sharing of 

resources to enhance program reach, and served as a catalyst for new partnerships.  Elaboration 

on each of the facilitators of success led to the development of several key recommendations to 

the Department of Community Health as guidance for future outreach funding programs (see 

Table 2). 
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Table 2 

Facilitators of Success 

Area Key Recommendations 

Staffing 

Identify staff skill sets.  When possible, identifying staff with multiple skill sets 
is clearly advantageous given limited resources.   

Locate staff within partner organizations.   Funding staff within a partner 
organization is an effective means of providing enrollees with access to staff 
expertise and resources the grantee does not possess internally.  Having the 
grantee and partner organization enter into a memorandum of understanding 
may address HIPPA concerns. 

Data Systems 

Enhance scheduling/data collection systems.   Use funding as an opportunity to 
improve existing scheduling and data collection efforts.  The level of 
improvement can more than make up for the upfront investment, outlive the 
funding, and increase ability to meet client needs.  

Cross train staff on scheduling and data collection systems.   Regardless of any 
enhancements to scheduling and data collection systems, cross-training of staff 
can preserve institutional memory. 

Collaboration 

Recognize the power of referrals.   Reinforcing and expanding referral networks 
is key.  Referrals for serious health issues discovered during Health Checks 
were a compelling success of the program.  

Use networks to reach enrollees.   To provide services to hard-to-reach 
populations, identify other community organizations that already have close 
working relationships with the target communities.  When such partnerships are 
unavailable, community events may be a less-threatening means of reaching 
these clients than one-on-one approaches such as home visits.  

Involve physicians in networks.   Inviting physicians to provide input into the 
selection and development of programmatic offerings strengthens partnerships 
and increases the utility of what was developed.   

Addressing 
Barriers 

Use health education focused incentives.   Choose incentives that are appealing 
and also have a healthy focus.  Consider a range of inexpensive incentives for 
enrollees who keep appointments and are on time.  In addition, partner 
organizations may provide incentives to attract hard-to-reach populations. 

Recognize transportation barriers.  Transportation barriers are common, but 
local solutions may demand resources in excess of the grant.  DCH and grantees 
may need to work together to identify other creative solutions to reduce 
transportation challenges. 
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Discussion 

 Local outreach and marketing efforts have been shown to be effective means of 

promoting Medicaid/SCHIP enrollment and utilization.29-33  Georgia’s Utilization Minigrant 

Program and other Medicaid/SCHIP outreach programs like it are just one example of how a 

State-level agency may engage a community in creating innovative solutions to local health 

problems.   

 The variety of outreach methods used by the grantees in the Utilization Minigrant 

Program are similar to those reported in other programs.  Although the effectiveness of these 

techniques was not the subject of the present evaluation, grantee impressions of the relative 

effectiveness of their efforts, such as in-person contact versus telephone contact, seem  consistent 

with the findings of others.34-39    

 The grantees also recognized the value of changes in office systems and practices to 

improve utilization.  The need for improved data and scheduling systems, provider participation 

in encouraging appropriate utilization of services, and other practice changes have been 

documented by others as well.40-42   

 Despite the practical and constructive guidance gained for future programs by the 

evaluation of the Utilization Minigrant Program, one might reasonably ask if the key 

recommendations generated might have been more easily (and inexpensively) reached by expert 

State agency staff working alone?  Although the expediency of such a simple top-down solution 

may be attractive, such an approach has several shortcomings that are well-addressed through 

community involvement.   
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Conclusion 

 Community involvement in health programs encourages us to adopt a broader perspective 

on the populations, inputs, and variables that are implicated in addressing large-scale health 

concerns.  Engaging those who live and work within the systems provides us with unique 

insights and new points of view not commonly held by those who pull the strings from a 

distance.  Such insights seem not only desirable, but are also consistent with the calls to integrate 

community partnering43 and introduce broader systems theory and thinking44 into our health 

promotion strategies. 
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