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Abstract
Background Evidence-based home visiting programs are designed to improve maternal child health. Nurse-Family Part-
nership (NFP) is a model evidence-based home visiting program, shown to improve pregnancy outcomes, child develop-
ment, and economic self-sufficiency for first-time mothers and their families experiencing social and economic adversities, 
enrolling them early in pregnancy. Recently, NFP has expanded its services to multiparous women (previous live births) and 
enrolling women past 28 weeks gestation (late registrants) in selected agencies in Florida since 2021.
Objective To study the process and impacts of expanding NFP to expanded populations (multiparous and/or late registrants), 
we convened a diverse Advisory Committee to guide the NFP expansion evaluation in Florida.
Methods This study employed a modified e-Delphi method with three rounds of data collection, to engage diverse partners 
to identify process and impact outcomes for the NFP expansion evaluation.
Results Child maltreatment was identified as the highest priority outcome. Process outcomes included program reach, client 
enrollment, and client engagement, while impact outcomes included maternal physical health, maternal mental health and 
substance use, birth outcomes, and breastfeeding practices. The Advisory Committee further identified potential data sources 
to measure these outcomes.
Conclusions for Practice Identifying and selecting key process and impact outcomes using a community-engaged process is 
necessary to ensure equal buy-in from all partners and to inform rigorous program evaluation. This study showed that using 
methods such as e-Delphi is feasible and effective for achieving thoughtful and rigorous decision-making, even in times of 
uncertainty like the COVID-19 pandemic.

Significance
What is Already Known on this Subject? Home visiting programs range widely in terms of goals, scope, intended popu-
lation, and evidence base, but are increasingly recognized as a unique and impactful resource for improving maternal 
child health. The expansion of these programs to new intended populations must be evaluated to ensure that the original 
program as designed remains effective.

What this Study adds? We highlight a systematic process used to identify and select key process and impact outcomes, 
through a community-engaged process to inform rigorous program evaluation in the context of perinatal and early child-
hood home visiting program. We demonstrated that effective transdisciplinary engagement, collaboration, and decision-
making is feasible in a remote environment.
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Introduction

Scientific evidence suggests that the foundations of life-
long health are built in the early years and that investing 
in healthy development should begin prenatally (Shonkoff 
et al., 2012). Perinatal and early childhood home visiting is 
a resource for families delivered in a community or private 
home setting, aimed to improve a range of health and parent-
ing outcomes (Paulsell et al., 2014). However, home visit-
ing programs vary widely in terms of goals, scope, intended 
population, and evidence base (Duffee et al., 2017).

Nurse-Family Partnership (NFP) is an evidence-based 
home visiting program shown to improve the health and 
development of first-time mothers and their children up to 
age two years who are experiencing socio-economic adver-
sities (Eckenrode et al., 2010; Olds et al., 2014, 2019). 
The NFP program aims to improve pregnancy outcomes, 
child health and development, and families’ economic self-
sufficiency. NFP nurses provide education and support to 
first-time mothers early in their pregnancy, enrolling them 
prior to 28 weeks gestation. NFP nurses also address social 
and material conditions in the home to support women dur-
ing pregnancy in the early care and parenting of their chil-
dren, and in preparing for the future in terms of education, 
work, and family planning (Olds et al., 2013). They use 
strengths-based, trauma-informed approaches to tailor the 
NFP intervention, focusing on goal setting and motivational 
interviewing to meet families where they are. NFP nurses 
identify families’ needs, refer them to community resources, 
such as for healthcare, housing, and food, and support moth-
ers to build self-efficacy to achieve their goals.

NFP in Florida began implementation in Palm Beach 
County in 2008 and in Pinellas County in 2011. Since then, 
NFP has expanded to serve 7,616 families in 31 Florida 
counties. NFP in the United States (US) traditionally serves 
first-time mothers, other than within the context of tribal 
communities, enrolling them into the program early in their 
pregnancy (Olds et al., 2013). Most other perinatal and early 
childhood home visiting programs serve women irrespec-
tive of their parity. Given NFP’s evidentiary standards, there 
is a responsibility to develop a version of the program to 
help pregnant women with previous live births who have 
limited resources. Therefore, from 2017 to 2020, NFP par-
ticipated in a formative study in 32 sites across the nation 
aimed to adapt the program to serve multiparous women, 
including allowing women to enroll after 28 weeks gesta-
tion (Williams et al., 2022).

Based on the success of the formative study, the NFP 
National Service Office began the Expanded Eligibility 
Initiative (Initiative), which aims to increase access to evi-
dence-based nurse home visiting for expanded populations. 
Beginning in January 2021, the Initiative expanded NFP in 

Florida to women with previous live births (multiparous) 
and those after 28 weeks gestation in their pregnancy (late 
registrants), with 11 out of 13 NFP sites participating.

The NFP program in Florida offers a unique opportunity 
to study the process and impacts of expanding to multiparous 
women and late registrants for three major reasons. First, 
funding from the Child Abuse Prevention & Treatment Act 
allowed four Florida NFP programs to expand their nursing 
team to support individuals affected by substance use, men-
tal health, and/or intimate partner violence, with the ability 
to enroll them after 28 weeks gestation. Second, Florida’s 
robust maternal child health data system (through Depart-
ment of Health and Department of Children and Families 
[DCF]) and legislatively required screening of all pregnant 
persons at their first prenatal visit for risks for poor health 
outcomes (the Healthy Start Prenatal Risk Screen) provide 
an existing data infrastructure available for program evalu-
ation. Third, NFP at the national level collects a range of 
data as part of program implementation and ongoing quality 
improvement. The NFP National Service Office routinely 
examines process outcomes, including referral to enroll-
ment conversion rates, client retention (or early attrition), 
average caseload, and nurse retention. At the same time, 
impact data are collected, including maternal health out-
comes like mental health and substance use, birth outcomes 
like preterm birth and low birthweight, healthcare utiliza-
tion measures, and referrals and use of government ser-
vices. In community implementation, NFP has been proven 
to decrease preterm deliveries (Thorland & Currie, 2017), 
increase breastfeeding rates, and increase infant immuniza-
tion rates (Thorland et al., 2017). For NFP programs funded 
by the federal Maternal, Infant, and Early Childhood Home 
Visiting program, awardees are required to submit annual 
and quarterly performance reports, including measures 
across the six benchmark areas of (1) maternal, newborn 
and child health; (2) child injury and maltreatment; (3) 
school readiness and child academic achievement; (4) crime 
or domestic violence; (5) family economic self-sufficiency; 
and (6) coordination and referrals for community services 
(Health Resources & Services Administration, 2022). Due 
to the broad goals of the NFP program, a rigorous process 
for selecting a subset of important outcomes to evaluate the 
Initiative in Florida was needed. The purpose of this study 
was to identify a list of process and impact outcomes to 
evaluate NFP for expanded populations in Florida.
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Methods

Design

We employed a modified e-Delphi method with three 
rounds of data collection via online web surveys and two 
consensus discussion meetings via Zoom to prioritize key 
program implementation (process) and impact outcomes of 
NFP for expanded populations in Florida. Three rounds of 
data collection were determined based on literature review 
of best practices of the Delphi method. The Delphi method 
is a technique used to build consensus by systematically col-
lecting and aggregating judgments from a group of experts 
through multiple iterations. This method maximizes the 
benefits of using an expert panel, while reserving anonym-
ity (Dalkey, 1969); and is often used in nursing and health 
research, particularly in identifying clinical nursing research 
priorities (Keeney et al., 2011). This study did not require 
ethics review, as it is not required for non-human subjects 
research activities such as program evaluation.

Sampling/Participant Selection

We convened a diverse Advisory Committee (n = 10) start-
ing in October 2020 (see Fig. 1 for full timeline of the Advi-
sory Committee recruitment, engagement and e-Delphi 
method). This ongoing Advisory Committee provides rec-
ommendations and key information to the Evaluation team 
to ensure useful and credible findings. The Evaluation team 
consists of a pediatrician health services researcher serving 
as the Principal Investigator, a doctoral-trained maternal 
child health services researcher as Co-Investigator, a bio-
statistician, a data manager, a nurse project manager, and 
three masters-trained qualitative research assistants. There 
were no formal criteria for joining the Advisory Committee. 
We adopted a flexible approach to include individuals with 
experience in maternal child health (broadly) in the state 

of Florida, home visiting, program evaluation, and to have 
a desire to participate in an advisory committee to inform 
research and policy. The Advisory Committee initially con-
sisted of five individuals representing agencies invested in 
maternal and child health in Florida (Florida Department of 
Health, Florida DCF [child welfare], Florida Association for 
Healthy Start Coalitions, and two local academic institutions 
involved in state-level maternal child health initiatives); and 
two NFP staff who support Florida NFP programs. After the 
first round of data collection, the Committee recommended 
that parent voices be included moving forward; three indi-
viduals with lived experience (parent leaders), including 
two former NFP mothers and a father of young children in 
Florida, joined the Committee prior to the second round of 
data collection. See Fig. 2 for details on the Advisory Com-
mittee and Evaluation team membership.

Parent leaders received specialized onboarding on the 
Initiative as well as basic evaluation and research concepts, 
technology support as requested in the form of a tablet or 
webcam, and are compensated for their time through a 
monthly stipend, which also covers child care and internet 
data support. Committee members meet monthly via Zoom 
to provide input on defining outcomes of importance, iden-
tifying data sources that could be used to measure those 
shared outcomes, developing data use agreements, provid-
ing feedback on evaluation findings, and assisting with dis-
semination of findings.

Data Collection and Analysis

Three rounds of data were collected between November 
2020 and January 2022. For the first round, all Advisory 
Committee members were invited to participate in an online 
open-ended questionnaire with qualitative assessment, the 
questionnaire was open for 2.5 weeks (via Qualtrics, Provo, 
UT, USA). They were asked five major questions related to 
(1) characteristics of families most important to reach with 

Fig. 1 Timeline of advisory committee recruit-
ment and e-Delphi method
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received, the Evaluation team reviewed Round 1 responses 
and organized the responses by theme for each question. 
The themes and related outcomes were shared and dis-
cussed with members via IdeaBoardz (See Fig. 3 for exam-
ple). Additional outcomes were added to the list based on 
members’ feedback.

For Round 2 of the process, all Evaluation Team and 
Advisory Committee members were invited to participate 
in an online close-ended questionnaire (again via Qualtrics). 
There were 18 process outcomes and 17 impact outcomes 
generated from Round 1. Members were asked to rank each 
outcome using a 5-point Likert scale (Strongly Disagree to 
Strongly Agree) for a range of criteria, including signifi-
cance, innovation, relevance, and feasibility. Each criterion 
was defined as the following: significance referred to poten-
tial impact on home visiting practice, innovation referred 
to exploring of new scientific areas (i.e. is a new/novel out-
come) and will create new knowledge, relevance referred to 
importance to the population served, and feasibility referred 
to potential to access or gather data in a timely manner with 
limited funding. Due to the complexity of the questionnaire, 
some members completed the survey independently during 
an Advisory Committee meeting.

Predetermined consensus thresholds were used (see 
Table 1); outcomes that met the inclusion thresholds were 
automatically included in the final list of outcomes. Out-
comes that met the non-consensus threshold were brought 
forward to the consensus meeting for discussion, while 
those that met the exclusion consensus threshold were not 
brought forward for discussion.

Based on the defined threshold, each proposed outcome 
was discussed by the Advisory Committee over two con-
sensus discussion meetings. A semi-structured agenda was 
provided to minimize time constraints, and to ensure that 
all individual participants were allowed a period of uninter-
rupted time to voice their opinions for each outcome dis-
cussed. Each proposed outcome was individually discussed 
by the group, thereby providing an opportunity for members 
to reconsider their initial ratings in light of other members’ 
views. We utilized Google Jamboard to document members’ 
perspectives (See Fig. 4 for sample boards).

For Round 3 of the process, following the consensus dis-
cussion meetings, all Evaluation Team and Advisory Com-
mittee members were invited to participate in an online 
close-ended questionnaire (again via Qualtrics). They were 
asked to rank each outcome using a 5-point Likert scale: 
Lowest Priority to Highest Priority. Again, due to the com-
plexity of the questionnaire, many members completed the 
survey independently during an Advisory Committee meet-
ing. Once all the questionnaires were received, the Evalu-
ation team reviewed round 3 responses. Outcomes with 
> 50% of respondents scoring as either High or Highest 

home visiting programs; (2) key measures of home visiting 
program implementation; (3) key measures of home visit-
ing program impact; (4) new or non-traditional measures 
in home visiting program implementation or impact; and 
(5) potential data sources to measure home visiting pro-
gram implementation and impact. These questions were 
generated based on literature review and initial discussions 
with the Advisory Committee. Once all the responses were 

Fig. 2 Advisory committee and evaluation team membership
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when Round 1 was implemented (See Table 2). All seven 
professionals on the Committee participated in the discus-
sion meeting. With regards to family characteristics, Advi-
sory Committee members identified socio-demographics, 
chronic health, behavioral health, social services engage-
ment, environmental factors, and other aspects of the fami-
lies supported by home visiting services. In terms of key 
implementation measures (process outcomes), we identified 
the themes of: client enrollment, client engagement, client 
retention, staff-level measures, process/organizational-level 
measures, community-level measures, and other. In terms 
of key impact outcomes, we identified the themes of: mater-
nal health, parenting/behaviors, other maternal outcomes, 
child outcomes, service utilization, systems functioning, 
and other. New and nontraditional measures included: client 
engagement, client impact, staff/organizational-level, and 
other. Finally, data sources were categorized as currently 
available, new or other.

Based on the Round 1 data collection and subsequent 
discussion meeting, Advisory Committee members were 
asked to rank 18 process outcomes and 17 impact outcomes 
in Round 2. Ranking was based on the criteria of signifi-
cance, innovation, relevance and feasibility. Seven out of 

Priority were included in the final list of process and impact 
outcomes to evaluate NFP for expanded populations in 
Florida.

Results

In the first round of data collection, the initial survey sought 
to generate major concepts for consideration as process and 
impact outcomes for the evaluation of NFP for expanded 
populations in Florida. Six out of seven Advisory Commit-
tee members responded to this first round of data collection 
and were categorized into themes for each question asked; 
the three parent leaders were not yet part of the Committee 

Table 1 Consensus threshold for round 2
Consensus 
thresholds

Definitions

Inclusion > 75% of respondents provide a positive result 
(four or five) on the Likert scale for all criteria.

Non-consensus 50–75% of respondents provide a positive result 
(four or five) on the Likert scale for all criteria.

Exclusion < 50% of respondents provide a positive result 
(four or five) on the Likert scale for all criteria.

Fig. 3 Sample ideaBoardz documenting outcomes generation process
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nurse, connection to needed services, and social determi-
nants of health) were requested by the Advisory Committee 
to be added for discussion. Despite not meeting the thresh-
olds previously defined, the Evaluation team deferred to 
the desires of the Advisory Committee to include these out-
comes for discussion. Table 3 lists all the outcomes brought 
forth for discussion.

After the two consensus discussion meetings, six out of 
10 Advisory Committee members (2/3 parent leaders and 4/7 
professionals) responded in Round 3 of the data collection, 
again each with equal weight to meet the consensus thresh-
old. Five members of the Evaluation team also completed 
the survey; their responses were averaged and included as 
one response in this final ranking of outcomes. The Advi-
sory Committee identified child maltreatment as the highest 
priority outcome, while process outcomes included program 
reach, client enrollment, and client engagement, and impact 
outcomes were identified as maternal physical health, 
maternal mental health and substance use, birth outcomes, 
and breastfeeding practices (see Table 4).

Discussion

The purpose of this study was to identify and select key 
maternal and child health outcomes to evaluate the impact 
of NFP for expanded populations in Florida. The program 
implementation (process) and client impact outcomes 
selected by the committee were appropriate for all NFP 
clients and particularly for multiparous and late registrant 
participants, the expanded populations served through the 
Initiative. We recruited and engaged a diverse group of local 
academic and community partners, government organiza-
tions, and family representatives to prioritize the outcomes 

10 Advisory Committee members (3/3 parent leaders, 4/7 
professionals) completed this second round of data collec-
tion, each with equal weight to meet the consensus thresh-
old. Six members of the Evaluation team also completed the 
survey; their responses were averaged and included in this 
second round of outcomes prioritization as one response. 
Eight process outcomes and nine impact outcomes met the 
threshold for discussion. Two parent leaders attended both 
consensus meetings, while one parent leader attended only 
one. Three additional outcomes (quality of relationship with 

Table 2 Themes identified by advisory committee members
Survey Question Generated Themes
1. What are the characteristics of families 
that are most important to reach with home 
visiting programs such as NFP?

Socio-demographics
Chronic health
Behavioral health
Social services
Environmental
Other

2. What are key measures of home visiting 
program implementation?

Client enrollment
Client engagement
Client retention
Staff-level
Process/organizational
Community
Other

3. What are key measures of home visiting 
program impact?

Maternal health
Parenting/Behaviors
Other Maternal
Child
Utilization
Systems Functioning
Other

4. What are new or non-traditional mea-
sures of home visiting program implemen-
tation or impact?

Client engagement
Client impact
Staff-level
Other

5. What data sources might be used to mea-
sure program implementation and impact?

Currently available
New
Other

Fig. 4 Sample jamboard docu-
menting the consensus discussion 
process
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Table 3 Outcomes discussed in consensus meetings
Outcomes Discussed Result Definition Data Availability
Program Implementation/Process Outcomes
Program reach Inclusion (5/8 responses) Are we serving the clients we intend to serve who are 

eligible? Comparison of enrolled program clients to 
eligible population

Have partial access / 
accessible through data 
use agreement

Nurse self-efficacy Inclusion (5/8 responses) Nurse’s belief in own capacity to deliver NFP 
effectively

Requires gathering of 
new data

Community Advisory 
Board characteristics

Inclusion (5/8 responses) May include who participates, how it works, how often 
it meets

Requires gathering of 
new data

Collaboration with 
providers

Inclusion (5/8 responses) How NFP works with other community programs or 
providers to address family needs

Requires gathering of 
new data

Screenings and assess-
ments completed

Non-consensus (4/8 responses) May include nurse conducted assessments for maternal 
depression, maternal anxiety, child development

Have access

Client enrollment Non-consensus (4/8 responses) Program is offered and accepted by person referred Have access
Client satisfaction Non-consensus (4/8 responses) Satisfaction with participation in NFP program Have access/ requires 

gathering of new data
Client engagement Initially excluded (3/8 

responses)
Requested as additional outcome 
to discuss by all respondents

Parent participation, including visit duration, number of 
visits per period (prenatal, infancy, toddlerhood)

Have access

Quality of relationship 
with nurse

Initially excluded (3/8 
responses)
Requested as additional outcome 
to discuss by all respondents

From the perspectives of parents and nurse home 
visitors

Requires gathering of 
new data

Program Impact/Impact Outcomes
Child maltreatment Inclusion (6/8 responses) May include childhood injury Accessible through data 

use agreement
Maternal physical 
health

Inclusion (5/8 responses) During and after pregnancy, many include chronic con-
ditions (diabetes, hypertension, infections in pregnancy)

Requires gathering of 
new data

Maternal mental 
health and substance 
use

Inclusion (5/8 responses) May include depression, anxiety, smoking Requires gathering of 
new data

Maternal toxic stress Inclusion (5/8 responses) Stress that impacts mother’s body and health, may 
include intimate partner violence

Requires gathering of 
new data

Maternal perceptions 
of health challenges

Non-consensus (4/8 responses) What mothers feel is challenging for their physical and 
mental health

Requires gathering of 
new data

Breastfeeding 
practices

Non-consensus (4/8 responses) Starting and continuing breastfeeding Accessible through data 
use agreement

Caregiving practices Non-consensus (4/8 responses) Parenting knowledge, attitudes and parenting style Requires gathering of 
new data

Birth outcomes Non-consensus (4/8 responses) May include low birthweight, prematurity Requires gathering of new 
data / accessible through 
data use agreement

Economic 
self-sufficiency

Non-consensus (4/8 responses) Parent’s growth in capacities, economic stability Requires gathering of 
new data

Connection to needed 
services

Initially excluded (3/8 
responses)
Requested as additional outcome 
to discuss by all respondents

For child and parent Requires gathering of 
new data

Social determinants of 
health

Initially excluded (2/8 
responses)
Requested as additional outcome 
to discuss by all respondents

Education (job opportunities, income, language and 
literacy skills), health care access and quality, neighbor-
hood and built environment (housing, transportation, 
access to nutrition foods/physical activity opportunities, 
polluted air and water), social and community context 
(racism, discrimination, violence, isolation, stigma)

Requires gathering of 
new data
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late registrants or multiparous women. Further, these key 
outcomes for NFP and many other home visiting programs 
(Peacock et al., 2013; Sama-Miller et al., 2017) are particu-
larly relevant for participants who may have had previous 
children or connect with NFP later in pregnancy for various 
reasons. For example, child welfare involvement, substance 
use, and mental health challenges are issues with high level 
of persistence and recurrence (Laslett et al., 2014); there-
fore, are appropriate outcomes to address for clients who 
may not have had access to NFP or other support services 
in previous pregnancies. Furthermore, women impacted by 
these issues may not have had timely access to healthcare 
or connection to NFP prior to 28 weeks (Ross et al., 2015; 
Stone, 2015). Child maltreatment, mental health, and sub-
stance use have lifelong impacts for the child and mother 
(English, 1998); therefore, including clients who enroll later 
in pregnancy with a focus on improving these high-risk out-
comes is necessary.

to be included in a future evaluation of the Initiative in Flor-
ida and beyond.

First, participants identified child maltreatment as high-
est priority, along with four additional impact outcomes: 
maternal physical health, maternal mental health and sub-
stance use, birth outcomes, and breastfeeding practices. 
In the original NFP trials, the program produced positive 
effects on three of these outcomes: reduced child abuse/
neglect (child maltreatment; Eckenrode et al., 2017), 
reduced pregnancy-induced hypertension (maternal physi-
cal health; Kitzman et al., 1997), and reduced smoking in 
pregnancy (maternal substance use; Olds et al., 2002). Eval-
uation of NFP implementation in the community has found 
positive effects for the other two outcomes: decreased pre-
term deliveries (birth outcomes; Thorland & Currie, 2017) 
and increased breastfeeding rates (Thorland et al., 2017). 
These outcomes have been explored in first-time moth-
ers enrolled prior to 28 weeks, but not specifically among 

Final Outcomes Result Potential Operationalization Proposed Data Source
Process Outcomes
Program reach Inclusion (7/7 

responses)
Average 
score = 4.03

Are we serving the clients we 
intend to serve who are eligible? 
Comparison of enrolled program 
clients to eligible population

Florida Healthy Start Mom-
Care Network, Inc. Prenatal 
and Infant Risk Screen and 
Healthy Start Services Data

Client enrollment Inclusion (6/7 
responses)
Average 
score = 4.00

Program is offered and accepted 
by person referred

Florida Healthy Start 
MomCare Network, Inc. 
Prenatal and Infant Risk 
Screen and Healthy Start 
Services Data, Nurse-Fam-
ily Partnership Program 
Implementation Dataset

Client 
engagement

Inclusion (6/7 
responses)
Average 
score = 4.14

Parent participation, including 
visit duration, number of visits 
per period (prenatal, infancy, 
toddlerhood)

Nurse-Family Partnership 
Program Implementation 
Dataset

Impact Outcomes
Child 
maltreatment

Inclusion from 
Round 2 of 
prioritization

Verified reports of child mal-
treatment, likelihood to remain 
in home or be placed in foster 
care, likelihood of achieving 
permanency through parental 
reunification

Florida Department of Chil-
dren and Families Child 
Maltreatment Data

Maternal physical 
health

Inclusion (5/7 
responses) Average 
score = 4.17

Chronic conditions (diabetes, 
hypertension, infections in 
pregnancy)

Florida Department of 
Health Birth Certificate 
Data

Maternal mental 
health and sub-
stance use

Inclusion (6/7 
responses) Average 
score = 4.51

Mental health (depression, 
anxiety)
Tobacco use, cigarette use, alcohol 
use

Florida Department of 
Health Birth Certificate 
Data

Birth outcomes Inclusion (5/7 
responses)
Average 
score = 3.57

Low birthweight, prematurity 
(gestational age), abnormal 
conditions (i.e. admission to the 
Neonatal Intensive Care Unit)

Florida Department of 
Health Birth Certificate 
Data

Breastfeeding 
practices

Inclusion (4/7 
responses)
Average 
score = 3.66

Initiation of breastfeeding Florida Department of 
Health Birth Certificate 
Data

Table 4 Final list of outcomes 
and proposed data sources
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2021, to explore the ability to access individual-level child 
welfare data. As of fall 2022, we have a fully executed data 
sharing agreement with DCF to access child welfare report-
ing, investigation, and reunification data for this evaluation. 
Similarly, the Evaluation team hopes to engage with the 
state Medicaid Office over the next year to access physical 
health data for our ongoing evaluation.

This study also demonstrated that effective transdisci-
plinary engagement, collaboration, and decision-making 
is feasible in a remote environment. Advisory Commit-
tee and Evaluation team members remained consistently 
engaged over the 16 months of the project, coinciding with 
the COVID-19 pandemic, and reported feeling respected, 
connected, and enthusiastic about the project. Furthermore, 
as asserted by the National Center for Child Traumatic 
Stress (n.d.), there is no need to separate parent or com-
munity participants from professionals on advisory boards 
when all perspectives are equally valued. This study showed 
that diverse Advisory Committee participants can build and 
maintain strong relationships over time to effectively meet 
their goals despite geographic differences.

This study is not without limitations. Data were pro-
vided by a self-selected sample of organizational leaders 
and parent representatives on the Advisory Committee and 
the Evaluation team. Not all Advisory Committee members 
participated in all rounds of the e-Delphi method. Round 
one of data collection did not include the perspectives of 
laypersons with lived experience. However, we aimed to 
address this limitation by asking parent leaders if additional 
outcomes should be added in our discussion meetings. Advi-
sory members meet regularly and may therefore influence 
one another’s opinions, however data collection (surveys) 
were conducted independently. The Advisory Committee 
also lacked representation from other prominent state agen-
cies, like the state Medicaid agency and the state Perinatal 
Quality Collaborative, as well as from local NFP teams; 
however, our NFP representatives who support local sites 
were able to provide perspectives from local NFP nurses 
participating in the Initiative, as well as offer updates to 
pending relevant state policy changes. While internet acces-
sibility, challenges with technology, and inconvenience of 
entering data into computer-based data screens are known 
limitations to the e-Delphi method (Donohoe et al., 2013); 
we addressed these limitations by reimbursing parent lead-
ers for their data usage, providing tablets to a parent leader 
to ensure they have reliable internet access, and walked 
through the surveys with respondents during virtual meet-
ings to address any questions.

Similarly, healthy birth outcomes continue to be impor-
tant outcomes regardless of parity status and especially for 
Medicaid-insured women who experience high rates of pre-
term and low-birthweight births (Anum et al., 2010); while 
breastfeeding initiation and duration has long been known 
to benefit infants and their mothers and should continue to 
be evaluated (Binns et al., 2016). These outcomes could 
be even more important for clients who have not received 
the full duration of NFP services prenatally. As the thera-
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dosage (Nix et al., 2018; Guastaferro et al., 2020; Merrell 
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Conclusions for Practice

Identifying and selecting key process and impact outcomes 
using a community-engaged process is necessary to ensure 
equal buy-in from all partners and to inform rigorous pro-
gram evaluation, especially in the context of evidence-based 
home visiting. Using methods such as e-Delphi is feasible 
and effective for achieving thoughtful and rigorous deci-
sion-making, even in times of uncertainty like the COVID-
19 pandemic. Community-based programs should consider 
incorporating input from subject matter experts and from 
participant, patient, or client representatives serving as advi-
sors in decision-making regarding all aspects of program 
planning and evaluation.
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