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A PERINATAL NAVIGATOR PROGRAM



OUR PURPOSE

OUR PATH

OUR NAVIGATORS

C.O.A.S.T. (Community Outreach and Support Team) Through Pregnancy is a free program designed
to support pregnant and postpartum women who are at risk for experiencing poor birthing outcomes or
postpartum complications due to high blood pressure, diabetes, obesity, mental health, or other social drivers
of health concerns. 

C.O.A.S.T. was launched as a pilot program in December 2023. Through this program, CAHSC introduced
the concept of perinatal navigators to the perinatal system of care in Leon County. In the pilot program, the
navigators were based out of the CAHSC office and provided services to 153 at risk women in Leon and
surrounding counties. The perinatal navigators have backgrounds in social work or public health. They
conduct an intake interview at a pregnant woman’s first prenatal visit to assess her risk factors,
needs/strengths, and determine what services and resources would benefit her and her family. They also
provide education to the pregnant woman on various topics.

The program ensures maternal health and safety by collaborating with community agencies to provide
essential health monitoring tools and services. C.O.A.S.T. offers monthly telehealth visits with pregnancy
navigators who guide and support women through pregnancy and postpartum. 

Through funding from the Children’s Services Council of Leon County, CAHSC was able to expand our team
of perinatal navigators and implement another change in the system of care for any women receiving
perinatal care in Leon County. Perinatal navigators were placed in the prenatal provider offices and CAHSC
worked with the provider offices to create and implement six unique systems of care.  The navigators work
side-by-side with the medical teams to ensure not only a perinatal woman’s medical needs are being met,
but also any mental health or social needs. The data on the following pages provides an overview of the six-
months of work completed from the program expansion implemented in November 2024 through April
2025.

To further strengthen our commitment to supporting mothers and families during the perinatal period, we
established a comprehensive Advisory Board composed of a collaborative “village” of dedicated professionals
and community partners. This diverse group includes representatives from birthing facilities, Federally Qualified
Health Centers, TMH Family Practice Residency, mental health providers, doulas, the Department of Children and
Families, the Florida Department of Health-Leon County, Big Bend AHEC, and Ultrasound Made Easy. Together,
this multidisciplinary team works in unison to promote maternal health, safety, and wellbeing during one of the
most critical stages of a woman’s life. The Advisory Board convenes biweekly alongside our team of navigators to
conduct in-depth case reviews of our most at-risk women. These meetings serve as a vital opportunity to
collaboratively identify barriers to care, whether clinical, social, or systemic, and to develop personalized,
actionable care plans tailored to each woman’s unique needs. The goal is to proactively remove obstacles and
close gaps in services, ensuring that every mother in our program has equitable access to high-quality,
compassionate, and comprehensive care throughout her perinatal journey. 



2023
Pilot Launch of C.O.A.S.T.
Through Pregnancy.

DECEMBER

2024 AUGUST
CAHSC received funding from CSC- Leon to
expand C.O.A.S.T. to serve 900 at-risk
women over a 2 year period.

SEPTEMBER
CAHSC hires 10 Perinatal Navigators-
Navigators have intensive training through
October.

NOVEMBER
C.O.A.S.T. expansion is ready for launch.
Provider Office roll out by date - 6 unique systems of care.
(11/4) North Florida Women’s Care’s first day with C.O.A.S.T.
(11/13) Gynecology & Obstetrics Associates of Tallahassee’s first day with
C.O.A.S.T.
(11/18) Neighborhood Medical Center’s first day with C.O.A.S.T.
(11/25) Bond Neighborhood Health Center’s first day with C.O.A.S.T.

2025 JANUARY
(01/27) TMH Family Practice Residency’s
first day with C.O.A.S.T.

FEBRUARY
(02/11) Diana Health’s first day with C.O.A.S.T.

 C.O.A.S.T. TIMELINE 

SEPTEMBER
(09/15) Dr. Nova’s first day with C.O.A.S.T.
CAHSC received additional funding to expand C.O.A.S.T. to an additional
12 counties



My navigator provided me with a glucometer and
helped me navigate my care, helped me advocate

for myself with my provider, getting referrals to
MFM, primary care, and Thyroid doctor.”

A  C.O.A.S.T. CLIENT

As the leader of a healthcare organization providing
obstetrical care to patients, I have personally witnessed the

transformative impact the Capital Area Healthy Start
navigators have played in supporting pregnant women as

they begin their prenatal care journey at North Florida
Women’s Care. We have seen the power giving patients

quicker access to care has improved the patient experience.
This program is a welcomed addition to offering resources
and education to our obstetrical population. The navigators
have elevated the quality of maternal care by bridging gaps
in understanding the “why” and “what” Healthy Start offers

our pregnant patients. The navigators are an essential part of
the comprehensive care and look forward to continuing our

partnership for many years to come.

-  BILL HAMBUSH, CEO 
NORTH FLORIDA WOMEN’S CARE

 I wasn’t really feeling him move, and my navigator
and doula had taught me how important it is to pay
attention to movement. Then my aunt said I should

get checked out—so I went in.

A  C.O.A.S.T. CLIENT

Thanks to timely education from a dedicated Perinatal Navigator and Doula, a client was empowered with life-
saving knowledge about fetal movement and the importance of daily tracking using the Count the Kicks app. At

32 weeks gestation, the client noticed a concerning change in her baby’s movements and took immediate action,
going straight to the emergency room. Her instincts—guided by the education she received—proved critical.

Doctors quickly recognized the urgency of the situation and rushed her into an emergency C-section, ultimately
saving both her life and her baby’s. While the baby remains in the NICU, the care team is optimistic and expects a

discharge home in early June 2025.

Here is what the client had to say about that experience:

PROMISE. POWER.
PROGRESS.



COLLABORATIVE
SUCCESS.

A C.O.A.S.T. Client was experiencing several Urgent Maternal Warning Signs during her visit
with PN Chalice in office. Due to this and our partnership, Chalice was able to speak directly

with the Medical Assistant and OB regarding her symptoms, which later led to the client
being sent to Labor and Delivery. Although client delivered early at 35 weeks pregnant due to
pre-eclampsia, this catch saved the life of the mother and baby. Baby did have a short stay in

NICU and is now out of NICU at home, thriving. Mom is no longer having Urgent Maternal
Waring Sings and feels much better. She is now on medication for her Blood pressure,

managing her symptoms, and actively checking her blood pressure with the device that was
provided to her through our program. Client was also experiencing IPV with her child’s father
throughout her pregnancy. We were able to connect her to Refuge House where client was

accepted and will be able to move in November 2025 before the restraining order against her
partner is lifted.

A C.O.A.S.T. Client had expressed that she had felt that her baby’s movements had
decreased to her PN Kerry. Kerry educated the client on count the kicks and helped her

download the app on her phone for further monitoring. Due to this, client was able to see a
trend of her baby’s movement declining and went to the OB ED to be check out. Client had a

short stay at the hospital and was later released. During her stay at the hospital, they were
able to discover that the baby had fetal growth restrictions that prompted a referral to

Maternal Fetal Medicine to further monitor her pregnancy. With the help and education, client
has continued to monitor herself, and when she is concerned, she goes to the OB ED.

A C.O.A.S.T. Client, due to intellectual disabilities, had barriers to accessing prenatal care and
had not yet received an ultrasound or knew how her pregnancy was going or how far along
she was. Through our partnership with Ultrasound Made Easy and their Sound Beginnings

program, we were able to get her a referral for a same-day ultrasound as well as provide her
with transportation to that appointment with the 2-1-1/PN Lyft program. The client was able to

see her baby and determine that she was 7 weeks pregnant. We were also able to meet her
at that appointment and to provide her with baby supplies for her 5-month-old.
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Mental
Health

Mental health services
were provided,

encompassing 141
individual service referrals.

Pregnancy &
Postpartum
A total of 735 women

are being served through
our COAST Program.

 Other 
Contributions

A total of 186 health
monitoring devices & 617

Trimester Bags have
been distributed.


