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~ "I,m' p'~res~, QUa I~es ma~e hue, 
Healthy Siart brings a new look io the annuai G~ill1'jee 
Meeiing in November. The addition of the Healthy' " 

Start Initiative •Special Projects expands tlie program 
to seven new geographic areos,promoting a 

.	f 'countries: This issue of Progrill1i Update is designed to· " 
] intraduce these ~even new'members olthe Hei:dihy' , 
l Start familyiJiid to spark creative thinkinij:about hO!i
1 we can carry Healthy Star(s work into the '~extcei;iury"

,3 While Healthy Start projects stay busy in their. c ' • 

.. ~ . communiiies, of course, members 'of Congiess coniinue 
their legislative efforts toiinprov~ liealth care,;'~" ;" 
.	Congressional and corporate hioders h'ad Ii chance in 

September to be introduced to Healthy Start as it was. 
men,tioned in thejnfant:mortal!tY pres~ntation to the 
Congressional Black Cauws'S,Health Braintrusl. ' 
Lawmakers and other leaderS saw first-hand the . 
innovative (omnllinity solutions beingempioyed to, . 
reduce infant deaths.. ", : 
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discussing sustainabili~'::';atthe Grante,e Meeting. " 
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ij , . AS'President Clinton .. government's' linkages, Healthy Start projedssatisfy their need to: ., •. 
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COMMUNITY HEALTH CENTER PROGRAM 


The Community Health Center Program (CHC) is a Federal grant program funded under Section 330 
of the Public Health Service Act to provide for primary health services in medically-underserved areas 
throughout the U.S. and its territories. 

MISSION 

The CHC Program provides access to case-managed, family-oriented preventive and primary health care 
services for people living in rural and urban medically underserved communities. CHCs exist in areas 
where economic, geographic, or cultural barriers limit access to primary health care for a substantial 
portion of the POPulation; and they tailor services to the needs of the community. 

CHCs are a catalyst for economic development, generating jobs, assuring the presence of health 
professionals and facilities, and utilizing local services. In FY 1995, the CHC investment generated 
nearly $3 billion in revenues for impoverished, underserved communities across the country. Measures 
of accomplishment follow. 

• 	 Administer grants to over 600 community­ below the poverty level. 
based public and private, nonprofit 
organizations that develop and operate • CHCs demonstrate cost effective re-
CHCs, and in tum support 1,600 clinics. sponsiveness, empower underserved 

commlmities, and are credited with: 
• 	 Support CHCs that serve over 7 million 

people yearly, of whom 66 percent live Reducing infant mortality rates 

ACTIVITIES 

• 	 Offer CHC services that include primary and 
preventive care, outreach, and dental care. 

• 	 Offer essential ancillary services such as 
laboratory tests, X-ray, environmental health, 
and pharmacy services as well as related 
services such as health education, transpor­
tation, translation, and prenatal services. 

ACCOMPLISHMENTS 

• 	 Provide links to welfare, Medicaid, substance 
abuse treatment, WIe, and related services. 

• 	 Facilitate the involvement of more than 350 
CHCs in managed care contracts, including 
HMO primary care provider networks or 
State Medicaid managed care case manager 
networks. 

U,S, Department of Health & Human Services 

Pubfic Heallh Service 
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MIGRANT HEALTH CENTER PROGRAM 

The Migrant Health (MH) Program is a Federal grant program funded under Section 330g of the Public 
Health Service Act to provide primary health care services in medically underserved areas throughout 
the U.S. and its territories. 

MISSION 

Migrant Health Centers (MHC) provide migrant and seasonaJ farm workers and their families access to 
comprehensive medical care services with a culturally sensitive focus. 

Migrant farmworkers have some of this Nation's most severe health and social problems and are at 
greater risk than the. general population because of poverty, malnutrition, infectious diseases, exposure 
to pesticides, and poor housing. The size of the racially and culturally diverse farm worker labor force, 
is difficult to determine, but it is estimated there may be as many as 1.5 million migratory workers and 
2.5 million seasonal workers. MH activity levels relate to the length of time a migrant population is 
in a service area and their access to health resources; activity levels are reflected in year-round, 
seasonal, and temporary (4-6 months) MH service delivery models. 

ACTIVITIES 

• 	 Offer MHC services that include primary 
care, preventive health care, transportation, 
outreach, dental, pharmaceutical, and envi­
ronmental health. MHCs use lay outreach 
workers, bilingual/bicultural health person­
nel, and culturally appropriate protocols 

ACCOMPLISHMENTS 

• 	 Provide grants to more than 120 public and 
private nonprofit organizations that support 
the development and operation of about 390 
MHCs, located in 35 States and Puerto Rico. 

developed by the Migrant Clinicians 

Network. 


• 	 Provide prevention-oriented and children's 
services at MHCs, such as immunizations, 
well baby care, and developmental screen­
ings. 

• 	 Serve, through MHCs, about 600,000 
migrant and seasonal farmworkers each year, 
50 percent of which are Hispanic; 35 percent 
African-American; and 15 percent Asian, 
White, or "other." 

U,S, Department of Health & Human Services 

Public Health Service 
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HEALTH CARE FOR THE HOMELESS PROGRAM 

The Health Care for the Homeless (HCH) Program is a Federal grant program funded under the Stewart 
B. McKinney Homeless Assistance Act of 1987, which amended the Public Health Service Act to 
include Section 340(a). 

MISSION 

The HCH Program seeks to improve access 
substance abuse treatment. 

ACTIVITIES 

• 	 Provide for primary health care and sub­
stance abuse services at accessible locations. 

• 	 Provide round-the-clock access to emergency 
services and refer to hospital inpatient and/or 
to mental health services as needed. 

ACCOMPLISHMENTS 

by homeless individuals to primary health care and 

• 	 Provide outreach services to inform homeless 
individuals of the availability of services. 

• 	 Aid homeless persons to establish eligibility 
for assistance and to obtain services under 
entitlement programs. 

The HCH Program establishes linkages and provides high quality care to homeless individuals and 
families in an efficient and cost effective manner .. During calendar year 1995, the HCH Program: 

• 	 Awarded grants to 122 community-based 
organizations in urban and rural areas, 
including community and migrant health 
centers, local health departments, and 
community coalitions. These grantees have 
expanded their service networks through 
arrangements with over 300 sub-contractors. 

• 	 Served more than 450,000 clients in 48 
states, the District of Columbia, and Puerto 
Rico. 

• 	 Served about 13,870 runaway or unattached 
youth under 20 years of age and 4,400 
youths who were heads of households. 

• 	 Served clients who were living in shelters or 
on the street (56%), had no medical 
resources (75 % ), and had limited financial 
resources (6% received Social Security 
Income, 10% received Aid to Families with 
Dependent Children assistance, 4 % earned 
wages or received a pension, and fewer than 
20% received food stamps). 

http:Iwww.bphc.hrsa.dhhs.gov
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OUTREACH AND PRIMARY HEALTH SERVICES FOR 

HOMELESS CHILDREN PROGRAM 


The Outreach and Primary Health Services for Homeless Children Program (Homeless Children's 
Program) was established as an amendment to the Stewart B. McKinney Homeless Assistance Act in 
1992, which amended the Public Health Service Act to include Section 340(s). 

MISSION 

The Homeless Children's Program supports innovative programs for the delivery of outreach health 
serVices and referral to homeless children and children at imminent risk of homelessness. The needs 
of homeless children and children at risk of homelessness are addressed within the context of prevention 
assessment of primary care needs, and provision of comprehensive primary care services. 

ACTIVITIES 

The Homeless Children's Program serves homeless children and their families by providirig, or 
arranging for, services to address their health and social needs. Programs must provide the following 
services, either directly or through contract. 

• 	 Conduct outreach activities to identify dental, and pharmaceutical) in a variety of 
homeless children and children at risk of. settings, including clinics and mobile medical 
homelessness and inform parents and units. 
guardians of the availability of health care 
and other support services. • Establish referrals to. provide other health; 

social, and educational services-with entities 
• 	 Provide comprehensive primary health care such as· hospitals, community and migrant 

services, ·(e.g., diagnostic laboratory and health centers,· Head Start and other 
radiology as well as preventive health, educational programs, and programs that 

prevent and treat child abuse. 
ACCOMPLISHMENTS 

A recently conducted evaluation found that nearly all of the Homeless Children's Program grantees are 
providing a well-above-average "medical home"-a central location where clients receive all needed 

. 	u.s. Department of Health & Human Services 
Public Health Service 

.. ,.".~,....
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PUBLIC HOUSING PRIMARY CARE PROGRAM 

The Public Housing Primary Care (PHPC) Program is a Federal grant program created under the 
Disadvantaged Minority Health Improvement Act of 1990, which amended the Public Health Service 
Act to include Section 340A. The PHPC Program was reauthorized under the Health Centers 
Consolidation Act of 1996. 

MISSION 

The PHPC Program's mission is to minimize barriers experienced by residents of public housing in 
accessing health services. The program improves the health status of residents by providing primary 
care in or near public housing developments. 

ACTIVITIES 

.• 	Provide primary health care services, includ­
ing health screening, health counseling, 
health education, preventive dental, prenatal 
and perinatal, preventive health, diagnostic 
and laboratory, patient case management 
services, and immunizations against disease. 

• 	 Refer residents, as appropriate, to qualified 
facilities and practitioners for other necessary 
services, including substance abuse and 
mental health services. 

• 	 Conduct outreach services to inform residents 
about health services availability. 

ACCOMPLISHMENTS 

• 	 Aid residents to establish eligibility for 
assistance under entitlement programs and to 
obtain government support for health, mental 
health, or social services. 

• 	 Train and employ residents of public housing 
to provide health screenings and health 
education services. 

• 	 Emphasize HIV services for pregnant women 
and their infants, and violence prevention 
services. 

In FY 1995, 22 organizations nationwide, including county boards of health, community health centers, 
and health care for the homeless programs, were awarded program funds. 

• 	 Addressed critical needs and improved the • Served more than 20,000 children and youth 
health status of more than 35,000 clients. under 20 years of age (58 percent of clients); 

62 percent of all clients served were female. 

U.S. Department of Health & Human Services 
Public Health Service 
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BUREAU ,OF PRI~Y HEALTH CARE 

HEALTH CENTERS 

FY 1995 

Unduplicated Statistics: 

Grantee 
Program Organizations 

;, " 

People Served (est.) 

CHC 	 643 ,7.050 

Migrant 20 * 	 .600 

Homeless 	 71 ** 
Public Housing 8, *** 	 .025 

SUBTOTAL 722 	 8.1 Million 

In addition, there are 101 FQHC Look':'Alikeorganiza-tions with 151 
FQHC provider delivery sites-- serving approximately 800,000 
patients. 

* 	 Includes organizations that receive only Section 329 
funding. Overall, ,there are a, total of 122 Migrant Health 
Center grantees. 

** Includes organi'z'ationsthat·, receive :only Section 340 
funding. ,:,:Ove,rall";: 'there ,'are' cf,:totaldf' 119 Health Care 'for 
,the HomelesfIV:graritfee's:/ l'O: .. Ciiitt·each:,and Primary-Care' Servi'ces 
for' :Homeless{ :"<?h'iJldren')£,'gra.htees1 arid t,2;r::Hearthyi1Schciols\,~j , JL"< •.J 

H . '"It"h C" ,,,,.,,..., .... ~ . """' .. ~~.... "-- "." ,.., !"" "'- .'~ "~·t,""'·'" ~.. > .f '--~ ",' , ~.• ~ '. ...( -"'. ''', ~-, P"." ,. .~ - ~ ~.'....., P., '.jea ,y ommu~ut~es '"gr:ant~es,~:;<~,.:-:::l:I~~~':_:;'!',.':-"'; :;Co .. " ,",~.,., /:::"_:.'.,_"u~;: 
.9:,r~E S':~ .::~.:i.:; . ~::r~"3.ny? "XS::;:f:ID~;~;" >:,S.fty...:'ft: M-~.:!~<?fJJ2t;·C\l.'.~.\;i j '..rl.£.;t-?::L~~~, ):)~3.,:;:t::50(?:L, ,[~.:~,,~~, 

* * * Inc1 tides: ]orga:ri'J.2faf:Jjons~tth~C1Lre&el.v~')' on-lycseicti:6h d.fC)J\?rJ:rgYI:,L,::r 
funding ): ,.i r,Overa>l,:V, :Jthere: 2a're~ aLr.toti'a:l1'i"6f·:· 2 t Hea1 th~ fSEn::vice§~ 

.for i Residentf:F'Of Pu:b~fC'·rH6iis.hlg "grantees';, .- 'C', :?t:::;~'H:, 1:.');i:). 
, ~:~::: .::.~~.; ;:"fl r., -.. ,Y1~:-:; -~~.: ," ~ - j " "~. ': _~.< .:, ·~':~::~~J,;,~ 



While the efficient and effective provision of 'health 
services is their most important goal, CHCs also stabilize 
and upgrade the otherwise depr~ssed~rbanand rural areas 
they serve. They bring care to alternative sites where 
people live or work including schools, homeless shelters and 
migrant camps. They empower their communities~' generate 
jobs, assure the presence of health professionals and 
facilitie's and utilize local suppliers. 

- , 

c. Types Of Services 

CHCs provide comprehensive primary medical care services, 

with a culturally sensitive, family oriented focus. These 

medical services include: preventive health and dental 

services; acute and chronic care services.; and appropriate' 

hospitalization and specialty referrals. CHC services are 

prevention-oriented and include such children'S services as 

immunizations, well baby care, and developmental screenings. 

CHCs also provide essential ancillary services such as 

laboratory tests, X':'ray, 'environmental health and pharmacy 

serVices. In addition, 'many centers provide'such enabling 

health and community services as transportation, health 

education, nutrition, counseling, and translation services. 

Case management- -the coordination of the center"s services 

with 'community services appropriate ,to the needs of the 

patient (social, medical, or economic)--is emphasized. 


CHCs tailor their services to meet the specific needs ,of the 

community and its special populations that include the 

homeless, migrant' and seasonal farmworkers, people infected 

with HIV/AIDS,. the', elderly and substance abusers. In 

addition, CHC services are expected to coordinate with those 

of State and local health departments, non-profit 

organizations, academic institutions, and other local ' 

organizations. 


d. 'Targe~ Populati?n 

Medically underserved, disadvantaged popUlations. These 
populations include.: minorities, women of child bearing age, 
infants, 'persons with HIV infection, substance abusers 
and/or homeless individuals and their families. In fiscal 
year (FY) 1995, the CHC program served a total of 7,050,000 
patients. Of this'total" approximately 44 percent were 
infants, children and youth aged 0 to 19 years old. .; , 

e. 	 'Eligible' Gr~n'tees/NwDber of Cu~~ent Grantees ": ' 
. \ ' , 

,..The CHC, progr_amc,ma~es,;,gra~t~, to, pu1:?.1ic ,a~d :nonprof:i,t ,:private 

. 'emtit::i:es -for:~J,he~~dev~loplTlent: ancCoperatiori of _~CHCs'., ':,"~.In-,"'
~ "'-i'..l 

FY 1995, there,~~we're:.approximatelY· 623:.federallyfunde'd.' CHGs~ ..' ::~. 
located in: 'medically "underserved ,areas throughout the,UIii ted. :.: 
States and its territories.' Approximately 60 percent: were" . > •• 



MIGRANT HEALTH CENTERS (MHCs) 

I. Program Description 

a. History of the Program . 

Begun in 1962, ,the MHC program provides a broad array of 
, medical and support services to migrant and seasonal 

farmworkers and their families, including such serVices as 
primary care, preventive health, transportation, outreach, 
dental, pharmaceutical ·and environmental health. The MHC, 
program utilizes lay outreach workers, bilingual/bicultural 
health personnel and culturally appropriate protocols 
developed by the Mig;r-ant Clinicians'Network. 

PHS Legislative History: The Migrant Health Act was enacted 
in September 1962 by Public Law 87-692 which added Section 
310 to the Public Health Service Act. Public Law 94-63 
(July 1975) substituted Section 319 for Section 3io and 
added amendments defining eligible services, population and 
service arrangements in detail. Public Law 95-626 extended 
Section 319 as Section 329 for two years, effective November 
1979. Subsequent reauthorizing legislation has. not amended 
the program purpose or requirements. ' 

b. Key Issue/Program Purpose 

To provide access ,to essential health services for migrant 
and seasonal farmworkersand their families.' The MHC 
program makes grants to public and nonprofit private 
entities for the development and operation of MHCs. MHCs 
provide a broad array of medical and support. services to 
migrant and seasonal farmworkers and their families. 
Programs are linked or integrated with hospital services and 
other health and social services existing within the :::::ervi-:::: 
area. 

c. Types Of Services 

MHCs provide comprehensive primary medical care services 
with a, culturally sensitive, family ori,ented focus. These 
medical services include: preventive health and dental ' 
servicesi acute arid chronic' care servicesi and appropriate 
hospitalization and specialty ,referrals. MHC',services are 

(, prevention-oriented and include such children's 'services as' 
immunizations, well baby. care, and developmental scre€!Ilings.; 

'MHCs also provide essential ancillciry services such as ' 
.laboratory tests, ,X-ray, environmental he'alth and .pharmacy 
services. In addition, many centers provide ,such enabling 
health and community services as transportation, health 
education, nutrition, counseling, and translation services. ' 
Case management--the coordination of'the center's services 



f{ , . ". 

II. Appropriations 

FY ;1994 $59,000,000 

FY 1995 $65,000,000 


III. Contact Infor.mation 

For additional information about the MHC program, please 
contact: 

Richard C. Bohrer 
Director 
Division of Community and Migrant Health 
Bureau of Primary Health Care 
4350 East-West Highway, 7th floor 
Bethesda, MD 20814 
(301) 594-4300 



Perinatal and Child Health Programs 


The Perinatal and Child Health services offered by Community and 
Migrant Health Centers provide support to reduce negative birth 
outcomes. To improve pregnancy outcomes and health status ofpoor 
and medically underserved women and· infants, these programs have 
been funded for the development of comprehensive perinatal care 
delivery systems which stress coordinated case managenlent. In 1995 
BPHC began its newest endeavor in perinatal care, to provide early 
medical treatment to lflV positive pregnant women and their unborn 
infants. 

Le islative Authori 
PHS Act Section 329/330 

FY 1992 FY 1993 FY 1994 FY 1995 

$35.0million $35.0 million $35.0 miJIion $35.0 million 

Number ofPro ams 291 291 291 291 

Total Clients Served in 187,757 185,530 174,762 112,163 

the Calendar ear. I , .. 

~.......... served are defined as those pregnant women seen with a health center with 
Perinatal Care Funding (CPCP). In 1994 CPCPwas folded into the 329/330 

-,..,. .."u. CPCP provides additional funding to health centers for perinatal care services. 
Source: HRSA:BPHC:DPSP: /995 Perinatal User Profiles· 

48 
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\ PERINATALAND CmLD HEALTH PROGRAMS 

Number ofGrantees and Clients served by Region 


ifjJlamli~l?ill12W.~i&ifil"gliJjgl~~~~U':jJl_t~•• 
~.e;; ~~~~~ .~~oJ~~~~.v.:E;~~ti~~~i~"~ t ;~~l~~ 'r-~'" J!4 ~~«I ~"'~Hr .""~ fif"'<i"~W:'*~"""" ~ ~_~~~~v;.;;,!.?1j#"".}_ ...~f; ~,"fU-

Region Programs l Clients 

NUMBER NUMBER 

I 28 5.4% 7,070 3.4% 

IT 46 . 8.8% 30,861 15.0% 

ill 78 15.0% 15,891 7.7% 

N 119 23.0% 45,930 22.3% 

V. 60 11.6% 20,789 10.1% 

VI 55 10.6% 24,349 11.8% 

vn 26 5.0% 9,190 4.4% 

vm 38 7.3% 14,239 6.9% 

IX 34 6.5% 25,180 ·12.2%. 

X 34 6.5% 12,189 5.9% 

Total 519 100.0 205,841 100.0 

I Programs defined as all reporting community and migrant health centers. 

Source: HRSA: BPHC: DPSP: 1995 Perinatal User Profiles 

49 



f:PERINATAL AND CHILD HEALTH PROGRAMS 

Number and Percent Distribution ofServices Delivery Models Reported by Funding 

CHCs with CPCP 

Total Number ofCenters 2541 100 2651100.0% 
umber of Centers Providing Services 

158 

Otitstationed from Local Health 
Total Number of Centers 

1 CPCP- The Comprehensive Perinatal Care Program was folded into the 32~/33d pfogrmil ill.lCj94. Th.isfunding stream provides the health ceilterswith 
additional funding for perinatal services . .. . . . . 

Source: HRSA: BPHC: bpsp: 1995 Perinatal User Profiies 

so 
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PERINATAL AND CIDLDHEALTH PROGRAMS f 

Number dnd Percent Distribution Selected Characteristics and Fr,s<onu",,.. 

Source: HRSA: lJPHC: DPSP: 1995 Petinqtal Uset Projil~s 

51 
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PERINATAL AND CIDLD HEALTH PROGRAMS 

Number and Pe,:"cent Distribution ofClients ofPerinatal User 
Birth Outcomes and WIC Enrollment 

100.0% 100.0% 
100.0% 100.0% 

100.0% 
100.0% 

Source: HRSA: BPHC: DPSP: /995 Perinatal User Profiles 
52 
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ptRINATAL AND CHILD HEALTH PROGRAMS 

Number and Percent Distribution ofPerinatal-Users by Selected Characteristics 
and Type ofSe,rvice Delivery Model 

y • 

Source: HRSA: BPHC: DPSP: 1995 Perinatal User Profiles 
53 
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DATA HIGHLIGHTS 

COMPREHENSIVE PERINATAL CARE PROGRAM 

NUMBER· PERCENT 

., REPORTING PROGRAMS 254 

• TOTAL FEMALE USERS 1,127,654 


• PREGNANT WOMEN 162,546 


• PREGNANT TEENS 33,866 20.8% 


• HIV+ PREGNANT WOMEN 3;722 2.3% 


• 1 ST TRIMESTER EN'FR Y 68,112 60.7% 


II 2ND TRIMESTER ENTRY 33,576 29.9% 


lIZ 3RD TRIMESTER ENTRY 10,475 9.3% 


II DELIVERIES 79,494 


II LOW BIRTHWEIGHT BABIES 5,400 6.8% 


It POSTPARTUM RETURNEES 61,773 


11 NEWBORN RETURNEES 59,851 


. I 

t 

Source: HRSA: BPHC: DPSP: 1995 Perinatal (iser Profiles 
'::A 



Clinton Presidential Records 

Digital Records Marker 


This is not a presidential record. This is used as an administrative 
marker by the William J. Clinton Presidential Library Staff: 

This marker identifies the place of a publication. 

I 

! Publications have not been scanned in their entirety for the purpose 
of digitization. To see the full publication please search online or' 

visit the Clinton Presidential Library's Research Room. 
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u.S. Department ofHealth and Human Services 

HEALTH RESOURCES AND SERVICES ADMINISTRATION 
Division of LegislatioQ 
, (TeL 301443·1890) 

Fax: 301-443-9270 

THIS FAX IS FOR: 
Ms. Sarah Hurwitz , , 

White House Domestic Policy Council Fax:202~56-55S7 

This fax is From: 
Lawrence M. Sauer 
Director, Dhision ofLegislation 
Health Resourc~s and Services Administration 
Room 14-36 Parklawn Bldg. ' 
5600 'Fishers Lane 
Rockville, MD 20857 

Number ofpages (including cover page):9 
Date: July 25. 1997 
================~==============~======~~==========~= 

Remarks: 
This is in response to your request for information about prenatal carelinfant mortality 

\.f\)
prevention programs ofthis agency. ' 

Infant mortality prevention cuts across many ofour programs, but is particularly focused 
~ 

tn 
in three program areas: The iviaternai and Child Health Block Grant;'the Healthy Start program;' 
and the Conununity Health, Center program. Attached, therefore, are three Fact Sheets dealing 
with these programs. 

I hope this 'Will be helpful. i~ 
, ~,

-Larry Sauer 

j­
30 I t{1J 0 Soq 

l~ 

" ' 

,e' 
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Me.tta • MATUHAl AND (NttD HeAl1M MeAl)· 

" 

lSI Maternal and Child Health Bureau - Overview I" 
~ 
0) 
M "The final purpose of the Bureau is to .serve nil chitdren. to try to work out !tandards of c~re .:md protection which shall 'Il' 

'Il' give to every child his fair chance in the world!'
.... 
lSI 
M 

c Julia Lathrop, first Chief ofthe Children's Bureau, 1912 

History and Mission 

Charged with the p-rinlary responsibility for promoting and improving the health of our Nation's mothers and children, themJiitenlaLan([Cnif~ 
l};jealthlBureauc(MCHBldraws upon nearly a century of commitment and experience. Early efforts are rooted in MCHB's predecessor, the 
Children's Bureau, established in 1912. In 1935, Congress enacted Title V of the Social Security Act, which authorized the Maternal and Child 
Health Services Programs--providing a foundation and structure for assut1ng the health ofrnothers and children now for more than 60 years:

...I 
JJl Today. Title V is .administered by the lv1atcrnal and Child Health Bureau as part of the Health Resources and Services Administration, Public . . . .0. 
o Health Service, U.S. Department of Healeh ahd Human Services. 
"­
<t 
(JJ 

~ MCHB continues 10 provide its leadership, partnership, and resources to advance the health of all our Nation's mothers, infants, children, and 
:t 
"­ adolescents-including families with low income levels, those with diverse racial and ethnic heritages and those living in mral or isolated areas 
(JJ 

:t withal.' access locare. :t 
C 

:E: Programs 
; ", 

o 
OI! 
I.L, 

lSI The Maternal and Child Health Bureau administers four major programs which, in FY 1997, had a total budget of$825 million: 
~ . . 

(JJ • [Jj.fieJ~ratenlat]\nd~.hild~Health~S~r,yjces:-IiiOck=GFant::(~tie-=Y-};:Ei~j~liUJ:1i~~~81-niiIlion 

I" • .crbe.HealtlwSlatt:Initiatiye-(Bubli'C2Health'-Service-Act)~F.y~91":blldget';$96-million<::-' 

m 
I • Jhe-Emerg£!!9y.-Medica[Sel:v.ice.s_{ocCllimtenJ~rogram_(l~ublic_Heal.th-S_eJ:Vice7\c.t);::EY-·92::bll'dget=$:l:2:-S-1llill.ion 

IJ') 

~ 
I 

S .., '] 7125/97 3:03 PM 
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• <i!ants'-f~-V-Coordii1ated~SerYices:and;Access-to ..ResearchJbr-Women,-InfantS:CJlilaL~lum~rYouth-(!]!~ IV.:1)fthe.Ryan-Wliiie 


1.11 
cCARliA.Ctl~=-FY~'9Tol~~geE$.3~6_million4 	 . 

CI 
c( 
a. Maternal and Child Health Servites Block Grant 

Under Title V of the Social Security Act. the MCH Services Block Grant program has three conponents: fonnula block grants to 59 States and 
territories, Special Projects ofRegional and National Significance (SPRANS) and Community Integrated Service Systems (erSS) grants. 

The purpose of the block grants to the States is to create Federal/State partnerships to develop service systems in our Nation's communities to 
lSI meet criticalchallenges ill maternal and child health, including: 
l"­
N 

~...-.!) • Significantly reducinginfallt mortality
: ~ T • Providing comprehensive care for women before, during, and after pregnancy and childbirth 
e;; • Providing preventive and primary care services for children and adolescents 
~ • Providing comprehensive care for children and adolescents with special health needs 
~ e. Immunizing all our cttildren 

• 	 Reducing adolescent pregnancy 
• 	 Preventing injury and violence. Putting into community practice national standards and guidelines for prenatal care, for healthy and safe 

child care. and for the health ,supervision of infants, children, and adolescents 
• 	 Assuring Rccess to care for all mOlhers and children 
• 	 Meeting the nutritional and developmental needs of mothers, cltildren, and families 

~ The block grant program requires that States m<llch $3 in funds or resources for every $4 in Federal nlllcis they receive, Ilnd that a minimum of 

W 

30 percent of block grallt funds be used to support progr<llns for children with special health needs. This pal111crsilip with the States generated
tl. 
o 
"­ more than $1,7 billion in FY '97 for services at the State ,inc! local leveL 
<1: 

til 

~ ,J: Activities supported under Special Projects of Regional and National Significance illclude MCH research, training, genetic services, henlophilia 
til 
J: 

diagnostic and treatment centers and maternal and child health improvement projects Ihat support a broad range of innovative strategies. In FY 
J: '97, the Bureau funded 500 SPRANS grants at a total of$103 milJion. 	 .o 
E 
o. In FY '97, 112 Community Integrated Service Systems grants were awarded. totalling $10 million. The CISS program seeks to reduce. infant ~ 
ILo mortality and improve the health of mothers and children by funding projects for the development and expansion of integrated services at the 

N community level . 

III ... Categorical Progra'ms 
I"­
(J) 
I The Healthy Start Initiative funds the development of progrfllDs and strategies to reduce infant mortality ill targeted high-risk communities; andIII 

N 

I 


. ..l 
:l 
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,m 
\I' 

the replication of program successes across the Nation. 
IlJ 
U 
t.( The Emergency Medical Services for Children Program funds grallts to the States to develop or enhance EMS programs tor children with critical
D. 

illnesses and life-threatening injuries. 

The Grants for HIV Coordinated Services and Access to Research for Women, Infants, Children and Youth Program funds projects to expand 
systems of comprehensive care services for women; children and youth with HIVIAlDS, and to increase their access to clinical research trials. 

Bureau Organization 
lSI 
I"­
('I 

m To serve the diverse needs of these families and communities, MCHB is organized into four divisions and two oftlces: 

M 

\I' 

\I' ... • Oflice of the Director 
lSI • Division of Maternal. Infant, Child and Adolescent H~'llthM 

a • Division of Services for Children with Special Health Needs 
• Division of Healthy Start 
• Division of Science, Education and Analysis 
• Office of State and Community Health 

AU MCHB programs aim to achieve one goal: to promote comprehensive, coordinated, family-centered, and culturally sensitive systems of 
heahhcare that serve the diverse needs of aU families within their own communities. 

[JJ 
..J 

For more informal.ion, contact: MCHB Communications. (30l) 443-0205 
n. 
o, 

= -----===--- ----- ------ ­-i 
Ul 
~ ,J: 

Ul 
J: 
l: 
a 

MQlutlM BIld Child Ut'1IlIh ""!'tau OfenttW I GNnts G\ddBllct' I Fedtml ReAMer NoUces I Nt\\~~tten and PubUrlltion* 

:t Fllltt Sheri. on MeR Proenml.'ll UnIu.o maternal alld dilld hulth rtlfll0d tit..,
o URSA lIome Pllge Inus Home 'fiEf O! 
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III 
(J 
4: 
II. 

-7 Healthy Start Facts About Infant Mortality 
~ 	 _ 1 

N 
(J) • 	 TheiJy.niIe:djSnU:~~:Ian~S;-?4tJr~mpng~in9J)~'dl!li~d~,1fQ.uJ!tf;i~s;jl):t.~<1Jl\lr'!lb:er!()fDal;H:es~wh(£aiecitl-theia'ifst..y,e,ar.
M 
~ • In 1991, the national infant mortality rate was 8.9 per 1,000 rive births in the United States. The provisionaldata tor 1992 indicates a rate 
~ .... 
CSl 

reduction to 8.5 deaths per 1,000 live births. 

M 
 • The 3-year average infant death rates among the. Healthy Start communities for the period 1988 1990 ranged from 14.3 to 26.9 deaths per 
Cl 1,000 live birth::.:s.:..-,...-:-::~:----::---:-:--

1'1/ (@f;t~4~1:;;mimon~babies~born~in-the~Onited::S~inT991 ; 3Q:I0~0.c:djea=before_t11eiflifSt~birthday) , 
., LLowJ)~~!weight-is.a-leadiilg-cause~otinranuJeatlf1;Qw:·birthw~iglJ[l>aoies'Cless.lnan.-5.~S:PouO(ts)=ale=-40·tilt[e:s=-n)9.re-likely'·to-~n-tl~r 

Cfirst.mondi. 
• 	 In 1989, 7 percent of all babies born in the United States were born at low birthweight. The 3-year average of low birthweight infants born 

in Healthy Start communities ranged from 5.4 to 17 ~ercent for the p-eriod 1988 1990. . " .. 
• CRijfoataLcar>~.,9aJ\rijilJq.eJhe i"cid'fmce,of-low-bil1hWe~abies~born~to:'woltlen~wtw::recervoo_no=-plenatm:~r~-ire-three-times_mo,[~ 

. lil(el'y.:cto.be-bom-at·low-birthweight.:.alld-:four-times~mor.eJiKely_tojfieJhanJ'llose,whosecmothers-receiYj~d-nrsnrimeSter~care. _u~ '" 
..l . 	 . -. --­W 

"a" 
a Component's of HC:llthy Sta .,t"<! 

U') 

n:: 

:c The success of Healthy Starl relies on communily~based collaborative efforls to provide comprehensive health and social support :)erviccs, as
, 

U') well as individual and community development activities. in order to: 
:c 
:t 
Cl 

• 	 make health and social support services more accessible by streamlining eligibility processes, developing one~stop shopping centers,
1: 
o 	 providing transportation to care, and facilitating onsite child care;
n:: 
II. • develop a comprehensive package for perinatafcare services. Including preconception and family planning counseling and services, 


,N 
N prenatal and postpartum care, immunizations, and well-baby care; 

U') 	

• make available an appropriate array ofself-help programs and services, such as nutrition counseling, smoking cessation, substance abuse 

counseling and treatment, and mental health; 


I' ­
(J) • 	 suppJy c.'\se management services to facilitate the entry and followup of at-risk women into appropriate services and programs; 
I • employ outreach workers, often from the neighborhood, to locate and educate women and their families about the importance of early andU') 

N 

I 

~ 
::> 
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regular prenatal care; '. 
iii • improve participation of eligible women, childre~. and their families in entitlement programs such as Medicaid; Early and Periodic 
~ 
«( Screening. Diagnosis and Treatment (EPSDT); Special Supplemental Food Program for Women, Infants and Children (wrC); Food 
0. 

Stamps; and public housing; 	 . 
• 	 increase the cultural sensitivity of local providers; 
• 	 implement programs and activities targeted to the special needs of adolescents. including school-based health services and self-esteem 

enhancement. violence prevention. mentorship. and recreational programs; . 
• 	 provide educational, job training, and employment opportunities; and 
• 	 strengthen local leadership, capacity, and resources through training and actively engaging community members in program development. 

lSI 
r­
(\J 	 GrantsIII 
M 
~ 
~ .... The Healthy Start Initiative is a demonstration program that builds on the principles of innovation. community commitment and invol,{ement,
lSI increased access, service integration and personal responsibility with the objective of decreasing infant mortality in targeted urban and ruraiM 

c 	 cornmuruties: Begun in 1991, J5 communities with infant mortality rates I 1/2 t02 112 times greater than the national average were selected to"­
participate in the 5-year demonstration program. During the first year, the 15 projects developed community consortia, conducted needs 
assessment, and formulated comprehensive action plans to implement health care and social support services intended to reduced infant mortality 
by 5,0 percent in thei~ respective communities in S years. Services to children, women ofchildbearing age, and their families began the following 
year. 

In order to broaden the knowledge base ofsuccessful strategies to reduce infant moraJity, seven new special projects received grants to 
accelerate the implementation of innovative strategies. These projects. which begin October I, 1994, will run for two years . 

...l 

iii 

n. 
o For FY 1995, the Healthy Start program is fi.lnded at $110 million. Healthy Start projects arc in the following communities: 

"
<:( 

tfl 
Q( 
:r; 	 The IS original projects: 
'\ 

tfl 

:t 1. Baltimore, Maryland:t 

C 2. Birmingham, Alabama 

X 3. Boston, Massachusettso 

'" 
0: 4. Chicago, JIIinois 

(\J 5. Cleveland. Ohio 

(\J 6. Detroit. Michigan 

Ul 1. New Orleans, Louisiana 

r­ 8.. New York. New York 

III 9. Northern Plains Reservations (South Dakota, North Dakota. lowa, Nebraska)
I 

Ul 

(\J 

I 
.J 
:l.., 
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10. Northwest Indiana 
III II .. Oakland, California 
CJ 
(( 12. Pee Dee Region, South Carolina 
Il. 

13. Philadelphia, Pennsylvania 
14. Pittsburgh. Pennsylvania 
15. Washington, District of Colombia 

The 7 special projects: 

lSI I. Dallas, Texas I'­
N i 
(l') 2. Essex County. New Jersey 
M 
0;1' 3. Florida Panhandle 
0;1' .... 4 .. Milwaukee. Wisconsin 

lSI S. Mississippi Delta 
M 

o 6. Richmond, Virginia 
7. Savannah, Georgia 

Evaluation .. 

An extensive outcomes- and process-oriented national evaluation is being conducted in the 15 original Healthy Start communities to expand 

knowledge, appraise diverse interventions. and assess their eftectiveiless across distinct populations. Each grantee is also conducting evaluations 


~ 
of some of their unique interventions. 


III 
.n.. 

o 
'\. 

The lessons learned li'om Healthy Start willoe shared with the wider maternal and child health communily. A fin;1 report, Consortia 
t.l DevclopmenL, is available from the Nalional Maternal (lnd Child Health Clearinghouse, 820 I Greensooro Drive, Suite 600, McLean, VA 22102,
(f) 

~ 
:r: telephone (703) 821-8955, extensions 254.or 265 
(f) " :t 
1: . Public InformationlEducation Caml)aign 
o 
z: 
o The Healthy Start program also has an aggressive public infomHltion and education component to raise awareness concerning the problem of 
~ 

infant mortality. promote healthy behaviors, and motivate mothers to enter prenatal care early'" 
M 

.. ... . .. ..... ..... . -.-.-.-... ~.N taor",-nlQ(ejnfoLmatioll~C{)~e'1)jv,isio~rrealthy=Stait::iit(3O:t)~4A3~0509'-'
U') 

.... 10/94 .~ . 
I'­
(l') 
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I 
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COMMUNITY HEALTH CENTER PROGRAM 

The Community Health Center Program (eRC) is a Fedexal grant program funded under Section 330 
of the Public Health Service Act to provide for primary health services inmedically-underserved areas 
throughout the U.S. and its territories. 

MiSSION 

The CHC Program provides acce:s.s to c:ase-managed, family-oriented preventive and primary health care 
services for IXX>ple living in rural. and urban mM ical1y undez:saved communities. CHCs exist in areas 
where economic, geographic, or cultural barriers limit access to primary health care for a substmtial 
portion of the population; and they railor services to the needs of the community ~ 

ACTIVlTlES 

• 	 Offer CHC services that include primary and • Provide links to welfare, Medicaid, substance 
. preventive care, outreacil,·an:d dental care.. abuse'treatment., WIC, .and related services. 

• Offer essential anci.11a:ry ser....ices such as • Facilitate the involvement 'of more than 350 
. laboratory tests, X-ray, environmental health, CHCs in m.a.naged care cont:r.acts, including 

and phannacy· services as Yt1;ll as related HMO primary care provider networks or 
. services· such as health ~ucation, transpor­ State Medicaid managed care case manager 
tation, translation, and prenatal services. networks. 

'Gi'ii •-
ACCOM?lISHME:NTS 

CHCs are a· catalyst for economic development, generating jobs) assuring the presence of health 
professionals and facilities, and. utilizing local services. In FY 1995, the CHC investment generated 
nearly $3 billion in revenues for impoverished, underserved communities across the country. Measures 
of accomplishment follow. 

.. 	 Administer grants to over 6().J comrnunity­ below the poveny leveL 
based public and private nonprofit 
organizations that develop and operate • CHCs demonstrate cost effective re-
CHCs, and in tum support 1,600 clinics. sponsiveness, empower underserved 

communities, and are credited with: 
• 	 Support CHCs. that serve over 7 million 

people yearly, of whom 66 percent live Reducing infant mortality rates 'I 
I, 

\ 

'. ; . 
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- Lowering hospital admission rates and - Lowering Medicaid patients' health costs. 

length of hospital stays for patients 


COLLABORATIVE UNKAGES 

.. 	 The CHe Progriun coordinates cooperative . grams into a "one-stop" model that 
.agreements and grants, with National, State, benefits each member as ~eU as patients . 
and regional health and primary care organi. 
zations, which are key to developing and im­ - Annual Tangier.Healtb Fair of the Eastern 
plementing primary care resource strategies. Shore Rural Health System, Inc. in Vir­

ginia-sponsored by 14 national and local 
• CHCs coordinate with State and local organi­ programs-provides access to affordable 

zations to develop services; examples follow. screening, referral, and hea1thpromotion 
actiyities that focus on personal responsi­

- Avrard-Vlinning partnership between Lin­ bility for health and reducing risk factors. 

coln Heights Health Center, a mc in an 

economically depressed area, and Univer­ - The Focus on Renewal Center of Sto-Rox 

sity of Cincinnati Medical Center maxi­ Neighborhood Family Health Center in 

mizes resources and access to primary and pennsylV3Ilia links primary care, legal 

preverltive care for un- and underinsured. crisis c:a.n; food assistance, and social 


services for :people in two urban communi­
-	 Award-winning East Side Health Coalition ties. Pa.rU1ershlps with a hospital, school 


(Southern lllinois. Hea1thcare Foundation~ district~ university1 and other programs 

East Side Health District, local health .atend services to include. bo.me care, par­

department, and Touchette Regional Hos­ enting programs, a school-based progxam, 

pital) redesigned service delivery pro- adult liteIacy, and homeless services. 


APPROPRIATIONS 

FY 1994 $603.65 million ($44.733 million for perinatJ! activities) 

FY 1995 $616.555 million ($44.733 million for perinatal activities) 

FYl996 $618.459.million (S44.733 million for perinatal activities) 


FUTURE CHALLENGES 

Developing networks and comprehensive systems of primary care is critical to health services delivery 
success. Collaborating with public and private partners to obtain capital and infrastructure resources 
is necessary to develop and mainta.in primary health care capacity in the most underserved areas. 

1\ 
For more ill/ormation cOlUact: 	 Richard C. Bohrer, Director i "Il-) 

Division of Community and Migrant Health ?l ~ f\J 
4350 East-West Highway, 7th Floor -'- V; 
Bethesda, MD 20814 

~O11594-4300 30115944397 FAX '1r\) Qr At? 

nttp:llwww.bphc.hrsa.dhhs.gov .]I r;j". 
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BUREAU OF PRIMARY HEALTH CARE 

HEALTH CENTERS 

FY 1995 

Unduplicated Statistics: 

Grantee 
Program Organizations People Served (est.) 

CHC 643 	 7.050 

Migrant 20 * 	 .600 

Homeless 71 ** 	 .444 

Public Housing 8 	 .025*** 

SUBTOTAL 722 	 8.1 Million 

In addition, there are 101 FQHC Look-Alike organizations with 151 
FQHC provider delivery sites -- serving approximately 800,000 
patients. 

Includes organizations that receive only Section 329* 
funding. Overall, there are a total of 122 Migrant Health 
Center grantees. 

Includes organizations that receive only Section 340** 
funding. Overall, there are a total of 119 Health Care for 
the Homeless grantees, 10 Outreach and Primary Care Services 
for Homeless Children grantees and 27 Healthy Schools, 
Healthy Communities grantees. 

*** 	 Includes organizations that receive only Section 340A 

funding. Overall, there are a total of 22 Health Services 

for Residents of Public Housing grantees. 




COMMUNITY HEALTH CENTERS (CHCs) 

I. Program Description 

a. History of the Program 

CHCs were first funded by the Federal Government as part of 
the War on Poverty in the mid-1960's. By the early 1970's, 
about 100 neighborhood health centers had been established 
under the Economic Opportunity "Act. These centers were 
designed to provide accessible, dignified personal health 
services to low income families. Consumer participation was 
mandated, and this commitment continues today with each 
center required to have a governing board which is comprised 
of a majority of users of its services. 

The Public Health Service (PHS) began funding neighborhood 
health centers in 1969. While services were directed to the 
poor and near poor, the centers also provided access to a 
broader population who could pay all or part of the cost of 
their health care. With the phaseout of the Office of 
Economic Opportunity in the early 1970's, the centers 
supported under this authority were transferred to the PHS. 
Currently, CHCs are authorized under Section 330 of the 
Public Health Service Act. 

PHS Legislative History: The Comprehensive Health Planning 
and Public Health Services Amendments of 1966 (P.L. 89-749) 
added Section 314(e) to the Public Health Service Act to 
provide broad authority to support project grants for the 
development of health services delivery programs and related 
training. During the early 1970's, neighborhood health 
centers were administered under Section 314(e) . This 
authority was replaced in 1975 with a specific new 
authoritY--Section 330, Public Health Service Act (P.L. 
94-63) and the name of the program was changed to community 
health centers to represent a broader focus. 

b. Key Issue/Program Purpose 

To provide access to case-managed, family-oriented 
preventive and primary health care services for people 
living in rural and urban medically underserved areas. The 
CHC program makes grants to public and nonprofit private 
entities for the development and operation of CHCs. CHCs 
are located in areas throughout the country where there are 
financial, geographic, or cultural barriers to primary 
health care for a substantial portion of the population. 
CHCs seek to improve access by supporting local, community-
based health care systems and providers. . 



c. 

d. 

e. 

r, 

While the efficient and effective provision.of health 
services is their most important goal, CHCs also stabilize 
and upgrade the otherwise depressed urban and rural areas 
they serve .. They bring care to alternative sites where 
people live or work including schools, homeless shelters and 
migrant camps. They empower their communities,' generate 
jobs, assure the presence of health professionals and 
facilities and utilize local suppliers. 

Types Of Services 

CHCs provide comprehensive primary medical care services 
with a culturally sensitive, family oriented focus. These 
medical services include: preventive health and dental 
services; acute and chronic care services; and appropriate 
hospitalization and specialty referrals. CHC services are 
prevention-oriented and include such children's services as 
immunizations, well baby care, and developmental screenings. 
CHCs also provide essential ancillary services such as 
laboratory tests, X-ray, environmental health and pharmacy 
services. In addition, many centers provide such enabling 
health and community services as transportation, health 
education, nutrition, counseling, and translation services. 
Case management--the coordination of the center's services 
with community services appropriate to the needs of the 
patient (social, medical, or economic)--is emphasized. 

CHCs tailor their services to meet the specific needs of the 
community and its special populations that include the 
homeless, migrant and seasonal farmworkers, people infected 
with HIV/AIDS, the elderly and substance abusers. In 
addition, CHC services are expected to coordinate with those 
of State and local health departments, non-profit 
organizations, academic institutions, and other local 
organizations. 

Target Population 

Medically underserved, disadvantaged populations. These 
populations include: minorities, women of child bearing age, 
infants, persons with HIV infection, substance abusers 
and/or homeless individuals and their families. In fiscal 
year (FY) 1995, the CHC program served a total of 7,050,000 
patients. Of this total, approximately 44 percent were 
infants, children and youth aged ° to 19 years old. 

Eligible Grantees/Number of Current Grantees 

The CHC program makes grants to public and nonprofit private 
entities for the development and operation of CHCs. In 
FY 1995, there were approximately 623 federally funded CHCs 
located in medically underserved areas throughout the United 
States and its territories. Approximately 60 percent were 

http:provision.of


" 

- When maternity related services are included, which tend 

to disproportionately increase costs for CHCs, there is a 
savings to Medicaid of 14 percent per AFDC case and 10 
percent per enrolled year. 

- About half of the savings associated with CHC regular user 
status is produced by reduced inpatient care, and the 
remainder through reduced payments for outpatient care and 
other services. 

A recent study of Medicaid patients in Maryland that 
compared the costs versus quality of care in different types 
of primary care settings indicated that: 

- Compared to patients who use hospital outpatient clinics 
or physician's offices for their source of care, health 
center patients received care equal to or higher on 21 
different quality measures. s 

II. Appropriations 

FY 1994 $603,650,000 

(44,733,000 for perinatal activities) 


FY 1995 $616,555,000 

(44,733,000 for perinatal activities) 


III. Contact Infor.mation 

For additional information about the CHC program, please 
contact: 

Richard C. Bohrer 

Director 

Division of Community and Migrant Health 

Bureau of Primary Health Care 

4350 East-West Highway, 7th floor 

Bethesda, MD 20814 

(301) 594-4300 

5 Barbara Starfield, Neil R. Powe, Jonathan R. Weiner, Mary 
Stuart, Donald Steinwachs, Sarah H. Scholle, Andrea . 
Gerstenberger, Costs vs. Quality in Different Types of Primary 
Care Settings, JAMA, December 28, 1994. 



MIGRANT HEALTH CENTERS (MHCs) 

I. Program. Description 

a. History of the Program. 

Begun in 1962, the MHC program provides a broad array of 
medical and support services to migrant and seasonal 
farmworkers and their families, including such services as 
primary care, preventive health, transportation, outreach, 
dental, pharmaceutical and environmental health. The MHC 
program utilizes lay outreach workers, bilingual/bicultural 
health personnel and culturally appropriate protocols 
developed by the Migrant Clinicians Network. 

PHS Legislative History: The Migrant Health Act was enacted 
in September 1962 by Public Law 87-692 which added Section 
310 to the Public Health Service Act. Public Law 94-63 
(July 1975) substituted Section 319 for Section 310 and 
added amendments defining eligible services, population and 
service arrangements in detail. Public Law 95-626 extended 
Section 319 as Section 329 for two years, effective November 
1979. Subsequent reauthorizing legislation has not amended 
the program purpose or requirements. 

b. Key Issue/Program. Purpose 

To provide access to essential health services for migrant 
and seasonal farmworkers and their families. The MHC 
program makes grants to public and nonprofit private 
entities for the development and operation of MHCs. MHCs 
provide a broad array of medical and support services to 
migrant and seasonal farmworkers and their families. 
Programs are linked or integrated with hospital services and 
other health and social services existing within the :::ervi~~ 
area. 

c. Types Of Services 

MHCs provide comprehensive primary medical care services 
with a culturally sensitive, family oriented focus.· These 
medical services include: preventive health and dental 
services; acute and chronic care services; and appropriate 
hospitalization and specialty referrals. MHC services are 
prevention-oriented and include such children's services as 
immunizations,well baby care, and developmental screenings. 
MHCs also provide essential ancillary services such as 
laboratory tests, X-ray, environmental health and pharmacy 
services. In addition, many centers provide such enabling 
health and community services as transportation, health 
education, nutrition, counseling, and translation services. 
Case management--the coordination of the center's services 



with community services appropriate to the needs of the 
patient (social, medical, or economic)--is emphasized. 

The level of MHC activity is related to length of time the 
migrant population is in the service area, and.the 
availability and accessibility of health resources. These 
factors determine whether the project will be year-round, 
full-time multi-disciplinary primary health care delivery 
model; a seasonal or temporary (4-6 months) physician and/or 
nurse model with specialty referral; or a seasonal program 
which provides service with local health providers on a 
contractual arrangement. 

d. 	 Target Population 

Migrant and seasonal farmworkersand their families. A 
migrant or seasonal farmworker is an individual whose 
principal employment within the last 24 months is in 
agriculture on a seasonal basis. In fiscal year (FY) 1995, 
the MHC program served approximately 600,000 patients. Of 
this total, approximately 44 percent were infants, children 
and youth aged 0 to 19 years old. 

e. 	 Eligible Grantees/Number of Current Grantees 

The MHC program makes grants to public and nonprofit private 
entities for the development and operation of MHCs and 
migrant voucher programs. In FY 1995, there was a network 
of approximately 122 community based MHCs providing services 
to migrant and seasonal farmworkers and their families in 35 
states and Puerto Rico. About 390 clinics sites were 
supported through these 122 grants. 

f. 	 Linkages/Collaboration (Federal) 

o 	 Migrant Head Start 

o 	 Migrant Education 

o 	 Migrant Supplemental Food Program for Women, Infants 
and Children (WIC) 



/ .. 

II. Appropriations 

FY 1994 $59,000,000 

FY 1995 $65,000,000 


III. Contact Infor.mation 

For additional information about the MHC program, please 
contact: 

Richard C. Bohrer 
Director 
Division of Community and Migrant Health 
Bureau of Primary Health Care 
4350 East-West Highway, 7th floor 
Bethesda, MD 20814 
(301) 594-4300 



. Perinatal 'and Child Health Programs 


The Perinatal and Child Health services offered by Community and 
Migrant Health Centers provide support to reduce negative birth 
outcomes. To improve pregnancy outcomes and health status of poor 
and medically underserved women and infants, these programs have 

. . 

been funded for the development of comprehensive perinatal care· 
delivery systems which stress coordinated case management. In 1995 
BPHC began its newest endeavor in perinatal care, to provide early 
medical treatment to IllV positive pregnant women and their unborn 
infants. 

Le . slative Authori 
PHS Act Section 329/330 

FY 1992 FY 1993 FY 1994 FY 1995 

$3S.0 million $35.0 million $35.0 million $35.0 million 

Nwnber ofPro .ams 291 291 291 291 

Total C.lients Served in 187,757 185,530 174,762 112,163 

the Calendar .ear. I 

\ . 

- ••..,••..., served are defined as those pregnant women seen with a health center with 
\";OlIlprehet1!si.''Ie Perinatal Care Funding (CPCP). In 1994 CPCP was folded into the 329/330 

~~pr(1'Jmulll. CPCP provides additional funding to health centers for perinatal care services. 
Source: HRSA:BPHC:DPSP: 1995 Perinatal User Profiles 
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PERINATAL AND CHILD HEALTH PROGRAMS 

Number ofGrantees and Clients served by Region 

i 

I 

I 
I 

i 
I 
I 

I 

I 
! 

I 

I 
! 
1 

~~ill]ffi'(ooiWl~[?~agtaM~~rumrilg~iHil" ~~:~t~~~~~~.'~'4'''-:if~~~=''·''-''''-''''"''''''''''''~.e~~~..,,,.·,.,,~llr.:;:~l1'\;\,",,,~''->'ll.i~~-"~~),"'~'~~<- ~J:ii~'>.4"'~ ,
f;;J~f~.4-,...~.~~~~~~"~~~~~t.f.'-~~~~.~.:~!~~"'~~\£~.-. ~,!~ ~~~~ ,'" ,,:;;~~,';~~"'~~<t~ ~ 

Region Program~l Clients 

NUMBER NUMBER 

I 28 . 5.4% 7',070 3.4% 

n 46 8.8% 30,861 . 15.0% 

ill 7,8 15.0% 15,891 7.7% 

IV 119 23.0% 45,930 22.3% 

V 60 11.6% 20,789 10.1% 

VI 55 10.6% 24,349 11.8% 

VII 26 5.0% 9,190 4.4% 

vm 38 7.3% 14,239 6.9% 

IX 34 6.5%. 25,180 12.2% 

X 34 '6.5% 12,189 5.9% 

Total 519 100.0 205,841 100.0 

I Programs defined as all reporting community and migranthea1~ centers. 

I :" ,',' .... ­. , .. 
".' 

Source: HRSA: BPHC: DPSP: 1995 Perinatal User Profiles 
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PERINATAL AND CHILD HEALTH PROGRAMS 

Number and Percent Distribution ofServices Delivery Models Reported by Funding 

Total 
umber ofCenters ,Providing Services 

.. . ~ . 

O,utstationed +ior.1I'W 

Total Nuhiber 

2651100.0% ' 

.6% 
42.4% 

100.0% 

53.3% 
.7% 

.~ 0% 

t CPCP- The Comprehensive Perinatal Care Program was' folded into th~ 3191330 pr6gr~ in 1994. This ~hding stream provides the heaitb centers with 
additional funding for perinatal services " 

Source: HRSA: BPHC~ DPSP: 1995 PetinaUiI User Profiles 
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PERINATAL AND CIllLD HEALTH PROGRAMS (1 

Selected Characteristics and 

.4% 
41 100.()% 

Source: HRSA: I1PHC: DPSP: i995 Perinatal USet Profil~s 

51 




i·,' 

Number and Percent Distribution ofClients ofPerinatal User 
Birth Outcomes and· WIC Enrollment 

1,316 
5.355 

. 91.726 

Source: HRSA: BPHC: DPSP: 1995 Perinatal User Profiles 
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PERINATAL AND CIllLD HEALTH PROGRAMS 

Number and Percent Distribution ofPerinatal-Users by Selected Characteristics 
and Type ofService Delivery Model 

Source: HRSA: BPHC: DPSP: 1995 Perinatal User Profiles 
53 
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DATA HIGHLIGHTS 

COMPREHENSIVE PERINATAL CARE PROGRAM 

NUMBER .. PERCENT 

II REPORTING PROGRAMS 254 

• TOTAL FEMALE USERS 1,127,654 

• PREGNANT WOMEN 162,546 

• PREGNANT TEENS .. 33,866 20.8% 

• lllV+ PREGNANT WOMEN 3,722 2.3% 

• 1 ST TRIME.STER EN'FRY .68,112 60.7% . 

• 2ND TRIMESTER ENTRY 33,5'76 29.9% 

a 3RD TRIMESTER ENTRY 10,475 9.3% 

-DELIVERIES 79,494 

• LOW BIRTHWEIGHT BABIES 5,400 6.80/0 

• POSTPARTUM RETURNEES 61,773 

11 NEWBORN RETURNEES 59,851 

Source: HRSA: BPHC: DPSP: 1995 Perinatal User ProJiles 
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Monthly Vltol Stotistics Report. Vol. 45. No. 11($). June 10. 1997 

T"ble 34. Percent or moth.... b.glnnlng prenatal care In the flrst trimester and percent of mothers with late or no prenatal :care by race of 
mother: United States and each State, Puerto Rico. Virgin Islands, and Guam, 1995 

/By piece of residence) 

?ercenl beginning care in 1st trimester 	 Percent late 1 or no care 

StatCl .All 	 AJtWhite . Blsck 	 White Blackraces 2 	 flCflS 2 

United States 3 ........................ ; ..................... .. 	 83.6 70.4 4.2 3.5 
 7.6 

Alabama' .......................................................... . 81.7 87.8 69.5 3.8 2.2 7.0 

Alaska .............................................................. . 83.'; 85.7 85.3 3.3 2.7 • 

Arlzona ............................................................ . 72.; 73.2 68.9 8.2 7.8 8.2 

Arkansas .......................................................... 76.0 80.8 62.1 6.3 . 4.7 12.1 

California ......................................~...: .............. . 78.5 . '78.5 76.3 5.2 5,2 6.0 

Colorado ..................................... : ........... : ....... .. 80.4 • 81.1 72.9 5.1 4.9 7.5 

Conn9CllcUl ..: ................................................. .. 87.S . 89.5 76.3 2.5 2:1 5.5 

Delawlil'e .;: ...................................................... . 85.3 88.5 74;4 2.8' 1.9 5.8 

Dlslrld of Columbia ........................ ; ............... .. .'.59.8. 76.9 54.5 14.9 B..2 17:0 


l 
Florida .............................................................. . 82.6 85.9 . 71.3 3.4 2.6 5.9 

Georgia ............................................. : .............. . 84.2 88.8 75.S 3.2 2.1 5.4 

Hawaii .............................................................. . 83.7 88.8 91.9 :l.6 2.2 • 

Idaho .............. : ................................................ . 799 80.1 7B.3 4.1 4.0 

illinois ......................................................... ; ... .. SO.S 84.4 67.1 4.4 3.1 9.2 

Indiana ............................................................. . eo.9 82.5 66.9 3.6 3.1 7.2 

Iowa .................................................................. 87.1 87.7 72.2 2.4 2.3. 6.2 

Kansas' ............................................ : ........... : ... . 85.7 B6.8 75.0 2.7 2.4 5.6 

Ksmuc:ky .................... : ..................................... . 84.3 85.7 71.2 . 2.9 2.6 6.5 

Louisiana ............................... : ......................... . 80.7 . 88.3 70.0 4.0 1.9 7.1 

Malne ........................ ~...................................... . 89.1 89.4. 7B.2 1.7 1.7 * 


Maryland .......................................................... . 67.9 92.4 77.7 3.0 1.6 6.4 

MassBchusetts .................._ ........................... .. 09.3 90.8 78.7 1.9 1.5 4.7 


83.6 86.8 69.5 3.3 2.3 7.7~::ui·::::::::::::::::::::::::::::::::::::::::::::::::::::::::: 83.S 86.3 62.9 3.0 2.2 9.2 
Misslaaippl ....................................................... . 77.2 87.0 66.1 4.B 2.1 7.7 
MI&IiOur1 ............................................................ 85.2 87.7 71.7 3.0 2.2 7.7 
Montana ........................................................... 81.5' 83.5 ·85.0 3.5. 2.8 4 

Nebraska ....... : ................................................. . 84.1 85.2· 70.S 2.9 2.6 6.3 

Nevada ............................................................. • 75.7 76.6 85.9 7.9 7.6 12.0 

New Hampshire .............................................. .. 90.0 90.1 82.9 1.8 1.8 • 


.	New Jersey ...................................................... . 82.8 86.4 67.3 4.2 2.8 10.4 

New Mexico ...................................................... 69.5 71.6 60.6 e,1 7.2 12.9 

New York ......................................................... . 76.() 81.5 66.5 5.2 4.1 9.0 

NorIh Carolina ................................................ .. 83.5 88.3 71.3 3.3 2.1 6.4 

Norltl Dakota ................................................... . 83.9 85.2 76.8 2.3 1.9 

Ohio ................................................................. . 84.7 87.3 69.5 ·3.5 2.5 9.3 

Oklahoma ........................................................ . 78.2 80.9 66.1 4.9 3.9 8.7 . 

Oregon ..: ........................................................ .. 78.5 79.2 72.8 4.3 4.2 7.2 

PennsylvanJa ..................... : ..................... : ......... O~."" 86.5 65.3 3.9 2.7 11.1 

Rhode Island .................................................. .. 89.7 91.1 77.4 1.3 1.1 4.5 


" 
South CliI'Ollna ................................................. . 76.S 85.5 66.2 ~.e 2.8 8.4 

SoUlt1 Dakota ................................................... . 81.9 85.6 72.7 3.6 20 • 

Tennessee ....................................................... . 82.S 86.2 71.1 3.6 2.4 7.6 

Texas ................................................................ 77.3 77.6 73.7 5.7 M 6.6 

Utah ........................................ :: ....................... . 84;3 85.3 66.4 3.0. 2.7 

Vermont ......... : ...................................... : .......... . 87.3 ··87.5 70.3 1.9 1.9 

Virginia ............................................:................ . 83.S 878 . 71.7 ·3.2 2.1 6.7. 

Washington ........................................... : ......... . 82.7 83.6 75.8 3.5 3.2 6.3 

WillS'! Vlrglnla .................................................... 82.0 82.6 66.8 3.0 2.8 8.3 

Wisconsin ........... : ........................................ ; .... 83.4 86.6 65.5 3.4 2.6 9.1 

WyOming .......................................................... 8;):, 83.9 72.7 3.B 3.5 


,f( 

Puerto Rico ..................................................... .. 77.0 78.0 85.0 3.7 3.3 8.6 

Virgin Islands .................................................. .. 513.0 59.4 54.6 14.9 15.4 14.9 

Guam ............................................................... . 70.1 79.7 78.0 SA . 
 · 

1figure does no! meet atand/It!ja elf rellllb8ity or pted$ioiI. 

car.. bltglnnlng in 3rd IrImeslur. . 


2 Indudea _ olh8l' !han wtII!e 1Il1I11:11ack. 

3 ExciUdes clata for Puerto Rico. V\"gIn Islande, and Quam. 
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Table 35. Uve births by month of pregnancy prenatal care began, number of prenatal vlslta, and median number 01 viaIts, by raet of mother: 
United State., 1995 ' . 

Monlh of pregnancy prIJfJ8tBi care tJegao 

NlJm/:xJr Of prenatal visits 
and raoe o( motl1/J{ 

AI! 
olnhs 

Total 

1st trimester 

1st and 2d 
monthls 

3d' 
month 

2d trimellter 

4th-oth 
months Total 

Lale or no care 

7th·9ttl 
months 

No 
csre 

Not 
stated 

Ail races 1 ..........................................~ ....... 3,89'8,559 3,094,402 2,341,956 752,440 551.366 . 161,678 114.986 46,892 92.143 

No \/lslts .............................................. : ...... . 
1-2 visits ..................................................... 
3-4 visits ..................................................... 
5-6 vtslts .................................................... . 
7-8 visits ..................................................... 
9-10 visits ................................................... 
, 1-1211islts ........ : .... ; ................................. .. 
13·14 \'ism; ............. ; ...: ............................. .. 
15-16 visits ................................................ . 
17·18v1sits ................................................ . 
19 visits or more ......................................... 
Nol stated ............................................ : .... .. 

<5.592 
42.718 
85,611 

184,5(7 
335.934 
738.:158 

1.019.338 
637.953 
436.315 
97,453 

139,7S0 
132.140 

9,502 
22.789 
75.772 

200.737 
569.550 
924,125 
601.426 
413.730 

92,674 
131,642 

52,455 

. 

... 
5.974 

12,622 
42,422 

121,682 
377.370 
701,493 
496.094 
351,339 

78,550 
114,362 
40,048 

3,528 
10,167 
33,350 
79.055 

192,180 
222,632 
105.332 
62,391 
14,124. 
17.280 
12.407 

10,622 
32,196 
78,456 

118.015 . 
152,728 
B6.S63 
32.551 
19,817 
4.067 
6,766 

10.985 

40.692 
20.639 
28,966 
27.315 
18,275 
9.145 
3.617 
1.385 
1,022 

245 
511 

5.866 

20,639 
28.966 
27.315 
16,275 

9,145 
3.617 

.1,385 
',022 

245 
511 

5.800 

48,892 ... 
1.955 
2,060 
3,034 
3.957 
7.535 
5,083 
2,601 
1.748 

477 
881 

62.834 

Median number of visits ........................... .. 12.2 12,6 12.8 11.6 9.6 5.3 5,3 10.3 

White ....................... , ................................. : .3,1)9.3,&85 .2.5J8.067 1.943.366 . 594.701 390.867. 107.400 79.729 27,871 62.551 

No visits ..................................................... . 
1·2111sits ..................................................... . 
3-4 vl6hs ............................................. , ..... .. 
H visits .................................................... .. 
1-11 \/lalts ........................................ : ............ . 
1J.10 visits ................................................. .. 
11-12 visits ......................................... " .... .. 
13-14 visits ............................................. " .. 
1 5-16 \/lalts ..................~ ......... : ................... . 
17-18 vislls .." ........ " ................................. .. 
19 vlslI& or more ................................. " ..... . 
Not staled .............. : .................................. ;. 

'"27,671 . 
26.290 
55,S94 

125;606 
25.3,847 
S83.5S2 
e-w,023 
5JS.9Oa 
::.ss,191 

80,905 
113,672 
Sl,6:26 

8,017 
14,444 
53,085 

156.743 
460.567 
n2.333 
509.21Q 
341.525 
n,257 

107.956 
38.930 

3.849 
8,040 

29.776 
96,219 

308.579 
591,857 
422,34a 
291.743 
85.9l!'O 
94.765 
30.270 

." 
. 2.168 

6.404 
23,309 
60,524 

151.988 
180.476 
86.862 
49.782 
11,331 
13,191 

8.86Q 

5,n18 
20.373 

. 52.430 
82.574 

110:938 
64.952 
24.827 
14.505 
3.018 
4,744 
6.858 

27,671 
13,396 
19,553 
19.106 
11,732 
6.601 
2.750 
1.009 

796 
195 
373 

.4.218 

." 
13.396 
19.553 
19.106 
11.732 
6,601 
2.750 
1.009 

796 
195 
373 

4.218 

27.671' 
1,089 
1.224 
1,985 
2.798 
5.446 
3,988 
2.062 
1,385 

375 
599 

41.620 

MedIan number 01 vl$llli ....... : .................... . 12.3 12.6 12.8 11.7 9.8 5.5 5,5 10.5 

Black ............... ~..................... , ................... .. 603,139 .; 407.723 '289.932 117,791 121.360 44.127 27.026 17.101 23.929 

No visits ................ " .................. : ................ . 
1·2111slts ................................................... .. 
3-4 visits ................"';,,.............................. . 
5-6 vishs ................................................... .. 
7·8 visits ............................................... ; ... .. 
~10 IIIsits ................................................. .. 
11·121115lts ................ " ............... " ............. . 
13-14l11s11s ................................................ . 
15-16 visits ......... ; ................. , ......... : .... , ..... . 
17-16vtsM ....................... ; ........................ .. 
19111slts or more ..... : .................................. . 
Not stated ................................................. .. 

17.101 
13.f50 
25."25 
~5.i03 
61.945 

"5.134 
125,875 
72,791 
59,051 
12.400 
21,106 
32,&58 

2,945 
7.049 

18.132 
32.005 
78.522 

107,454 
65.807 . 
54,101 
11,478 
19.012 
1.1,218 

l,n3 
3.900 

10.292 
16.641 
49.230 
76,663 
52.089 
44.363 

9.216 

j 15,639 
8,046 

". 
1.172 
3.149 
7.840 

13.364 
29.292 
30.791 
13,718 
9,n8 
2.202 
3.373 
3.172 

4,213 . 
10.327 
20.4<)8 
25.580 
32,958 
16.949 
6.291 
4,480 

809 
1.149 
3.616 

17,101 
5.748 
7.341 
6.296 
3,441 
1.977 

628 
295 
170 
38 

113 
981 

.5.748 
7,341 
6,296 
3.441 
un 

628 
295 
170 
38 

113 
981 

17.101 
744 
708 
867 
939 

1.679 
844 
398 
300 
n 

232 
17.141 

Median number of visits ............................. 11.4 12,4 12.7 .,'1.2,·t 9.1 5.0 5.0 9.4 

i" ' 
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PmlaraJ Advice 

Over the laSt two decades. consider­
able emphasis has been placed on the im­
POl1allce ofadequate prenatal care for mi­
nority populations, who have been 
identified as having Ii greater risk of poor 
pregnancy Outcome. To the extent that 
health care educational messagcs and 
campaigns have been effective, one might 
hypothesize that minority women who do 
receive prenalal CalC would be more likely 
than White women ~o be givcn infurma~ 
tion on these topics. These data indicate 
that this is not the case and suggest the 
need for continued and expanded medical 
education programs to increase: provider 
awareness of the importance of these is­
sues as part of prenalal caxe services to all 
women, panicularly women at higher risk 
of poor pregparicy outcome. 

The findings that there are variations 
in the content of pren:nal care by ethnicity 
ofthe mother. site of care, and age, among 
other factors, also have implications for 
the interpretation of investigations focus~ 
ing on the impact of the adequacy of pre­
natal care, as measured by the month of 
initiation of prenatal care and by tlle num­
ber of prenatal care visitS. Indices of pn.:­
natal care utilization have been used to 
investigate ethnic differences in preg­
nancy outcome. 30.31 Although ethnic vari­
ations in prenatal care utilization have 
been repeatedly uncovered. the magni­
rude of these variations wa." insufficient to 
explain prevailing ethnic disparities in 
pregnancy outcome measures. The pre­
sent findin£s. indicating that the contc:nt of 
prenatal Care is not consistent for all ethnic 
groups, must now be considered as an· 
other potential explanation. 

Hall.ever, it should be srressed that. 
although rhese data suggest that Black 
wamc.n reCeive less prenat.al care advice on 
alcohol and tobacco US<!, it would be im­
prudent to Cl'lel'Speculate on whether theSe 
ethnic differences in the content of prenatal 
care advice arc: likely to appreciably ex· 
plain the obserVed ethnic disparities in 
pregnancy out~ the lower like­
lihOOd of Black women's smoking and 
drinking before delivery. However, the 
come-nt of prenatal care and the linkage of 
COntent and maternal needs in our under­
standing of the causes of racial disp3riti.:s 
in birth outcomes must nO"W' be considered. 

Conclusion 
The prescnt study suggestS that (argt.' 

number.; of women of all races do not re~ 
ccj-,.·c sufficient hcahh behavior mQdifica­
tion information as pan of the content of 
their prenaul c:lr~. In pan:icuhr. Black 

JanU3."{ J~. Vot S4. No. 1 AmcricanloumaJ of Public Health :)7 
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women are more likely pOt to receive 
health behiMor advice that could reduce 
their chances of having an adverse preg­
nancy outcome. Specifically, they are less 
likely to fe!X>rt receiving smoking and al­
cohol cessation advice. 0 
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cessation of drug, use followed a pattern 
simiJar to that of smoking amice, with 
women o[poorer socioeconomic starus re­
ceiving more advice_ Advice on cessation 
of illegal drug usc was significantly more 
frequent for single. Ie!;...; educated, younger, 
and poorer women. Public clinics gave 
more advice than priv-ate sources of carc, 

Advice promoting breast-feeding 
was the advice reported lei1St often. In 
general, there was some tendency for 
women of higher socioeconomic status to 
get more brea';I-(ccding advice. Breast­
feeding advice was more frequent in 
Whites, married women, and women with 
more than 12 years of education; it was 
least frequent in the lowest·income 
women. Site of prenatal care presents (\ 
complexpicrure, with HMOs and publicly 
funded clinics the most frequent providc:rs 
of breast-feeding infonnation. \VIC par­
ticipants reported only a 54.7% rate of re­
ceiving :breast-feeding advice from their 
health care providers. 

Table 3 shOVo's the unadjusted and 
adjusted ORs (controUing for all variables 
in the logistic model) for nO! reponing reo 
ceipt of advice on each ,of the four health 
behaviors. by race. Bdore adjustment. 
Black women were significantlY more 
likely to report not receiving advice· on 
cessation of alcohol consumption, smok­
ing cessation, and breast-feeding promo­
tion_ After adjustment, a significant racial 
cfu.-parity in advice for alcohol and smok· 
ing cessation stilI remained. Breast-feed­
ing promotion just missed reaching signif­
icance: and wassimilarty skewed towards 
more advice [or 'N1rite women. The un· 
adjusted OR for race in the analysis of 
drug usc: cessation was 0.99. When race 
was analyzed with the covanates, before 
interaction terms were assessed. the 
adjusted OR became significant (1.28), in­
dicating that racial disparities were 
masked in the bivariate analysis. How­
ever. there was a significant interaction 
betw'een race and msritru status: Black 
single women wer¢ 1.4 times more likdy 
than Whlte single women not torci:cive 
advice on. dnlg us¢ cessation, whereas 
tbere were no racial differences among 
married women. ­

Table 41'l'W~cn\.::> th.. full lQ&l,,\ic "m\!­

ysisfor each of the outcome variables. for 
advice on cess3tion of alcohol consump­
tion. only six variables Were significant: 
drinkers were more likely to be given ad­
vice; and older women (>35 years). 
women with less than 12 years of educa­
(ion. Bbelc w()men. W1C non~ar(iciD,mts. 

- and wom~n who b~g,m prenatal care after 
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the first trimester were all less likely to be . 
given advice. 

For advice on smo.idng cessatiOn, 
there were seven significant factors. 
Smokers were substantially more likely 
than nonsmokers to receive advice. Older 
and separated women received less smok­
ing cessation advice. Although the bivari­
ate :ma1ysis indicated that income was not 
significant, the multivariate analysis 
showed that lower-income ..women 'With 
incomes of less than $6 000, $6 000­
511 999. and 512000-$17999 received 
less advice than upper-income women. 
WIC nonparticipants also reponed less' 

, advice .. 
For b~'t-feeding promotion, there 

. were six significant factors, and each was 
stronger than race. Single women, women 
with less than 12 years of education, 
",-omen with the lowest income levels, and 
WIC nonparticipants received less advice 
promoting breast-ft:cding. Women who re­
ceived .most of their prenatal care al pub: 
Jicly funded sites or H:.M0s or who hrld no , 
private insurance were more likely to re­
port receiving advice than women who re­
ceived care at private physicians' offices. 

Three factOrs predicted not receiving 
drug C¢SSation advice. Ra~, in the pres­
ence of interaction, was Dot significant. 
Qlderwomen (ages 30-34 and 35+ years) 
and WIC nonparticipants received lcss ad­
vi~; women who used eith~r public pre­
natal care sites or hospital clinics received 
more adv.i<:e than those who received care ' 
at prrvntc offices. Once 3gain~ WIe non­
participants received less advice. 

J.nterllctiun ',U:;= (whit ra.:,,) .... r.. 


examined for .eachof the four health be­

havior outc.omc measures. They were nOl 


significant or informative for smoking, al­

cohol. or ,breast~feeding advice. A signif­

icant interaction tenn(race by marital sta­

LUS) was noted ror illegal drug usc 

(OR';' 1.43). ' 

Discussion 

Advice about prenatal health b~hav­
ior is not a uniform feature of all prenatal 
care. Regardlessofr~, Olle thirdormon: 
of the women surveyed rcportcd receiving 
no prenatal advice on alcohol, tobacco, or 
drug use, and approximately 50% reo 
ceived no prenatal information on breast· 
feeding. Tneobservation tMI w9ro::·n who 
smoked or dralU: were more lik::l)' to re­
port receiving prenatal wice on lobacco . 
or alcohol use is a positive indication that 
Sf['.1CCS were: being targeted to 3t-ri$k 
groups. Notwidlstanding, given the em­
phasis placed on the imjXlrt:mGe of pro­
viding all Women with pn;nat.ai advice on 
substance use and bn::lSt-fc.:ding, :hese 
findings indicate that much improvement 
is still needed in the content of pn:nalai 
care being provided to womer. i;; the 
Uni\.i!d States. 

The contcr1t of preoat.:J care is not 
W1iform across racial groups. Compan:d 
v.ith White women, Black women receiv· 
ing prenatal care advice "1:re significa!l!1y 
Jcss li.kc:ly to report receiving a<ivjo; on 

, drinking and smoking cessation, and the 
disparity in breast-feeding advice ap­
proached significance. Tnis i;:; the other 
critical finding of the study. 

The current anaJyses suggest that al­
though race is an imp:mmt factor in the 
conlent of prenatal care, other program· 
matic and sociodemographi~ factors are 
equally, if not more, important. First, ado, 
vice about rwo of the behaviors,·smoking 
and drug use, was skewed towards ~rer 
WVHH':I1,. wlu;:u;::&lj tl4lV,~ ~t;x;rut .:ll.;;;ohol U'::l~ 

and bre:lSt.fceding whS sk~'ed tawards 

wealthier women. Health c:.n: pro-.idtrs 

may be giving ad..ice ba5~d ('In lhtir W:­


reory-pes of ..... ho is involve" ~r, Wil"i (yp:: 

, of behaviors and not on ;:. principal of eq­


uity. Second, the sile of preli31:J ';:ar~ ';";"':; 

impnrr:.m. Advice on illcg~1 Jr'..lg usc w;::s 


more common for patients of publicly 
funded sites and hospitalcJinics than for 
private-office patients. Panents of HMOs 
and publicly funded sit<::s were also found 
to have a lower' risk of nOl receiving 
breast-feeding advice compared 'With pli­
V'ate-Qffice patients. Third, participation in 
the WIC program. which mandates pre­
natal care advice on these behaviors as 
part of its basic package of se['.1ces,2J,:i:4 
had a protective effect in each multivariate 
analysis, with WIC nonparticipants re· 
porting less pren3taJ advice. Fourth, older 
women (>35 years of age) were more 

, likely to reJXl!t no! receiving advice on 
aJcohol. tobacco, and drug usc. This fmd­
ing may reflect a perception on the part of 
the providers that these women were in 
less need of this advice: because of earlier' 
pregnancies, panicularly in the case of i/­
Icgaldrug and alcohol use. Alternatively, 
providers may ~<JVe perceived that these 
messages would bc less effective in tenns 
of. changing established behaviors (e.g .. 
tobacco use) and consequently may have 
stressed (hem to a Jesser degree: 

Although interactions were explored 
for each of the outcome measures, a sig­
nificant interaction between marital status 
and race was only identified in the analysis 
of advice on illegal drug USc. This finding 
suggests that White single women were 
targeted for advice on illegal drug use 
more often that Black single wom<.:n or 
tended to report reCeiving such advi'ce in 
greater proportions. These data are insuf.' 
fidem to propose an explanation for these 
findings. Illegal drug use is a sensitive area 
of discussion, and further investigation of 
thc;:;.e fmdings m;JY need to c::xplore to what 
e.Xtem differences in ethnic lodcu/rural 
characteristics of provid~ and patientS 
may inlubit the provision of advice in this 
area. 

This study is limited in that it is based 
on the self.reports of the women sur­
veyed. It is unclear whether women may 
be more likely to overestimate or under­
estimate ,the actual rcc¢ipt of prenatal ad­
vice or whether error rateS vary by type of 
ad..ice" site of prenatitl care, ethnicity of ' 
the mother, birth outcome, or other fac­
tOrs_ Some studi~s have found that mater­
nalrecall is relatively aCQlnj,te for birth 
ou[comes,lS.26 whereas maternal recall of 
~:<'P""'':1.''''~·C; d\Jri"s pr.... e;"":\n"7 hMM h~..!t1 


mixed. 27.:!3 Moreover, pati~ntS and pro­

Viders may h<JVe different recall on the 

content of a visit. 29 Nonetheless. it is woo 


,men's .pcrccption, not the pro\;ders' reo 
port of [heir prd(..1ice, lhat is ul[imately 
mOst likely to be linked to health behavior 
changes. 

http:ou[comes,lS.26
http:pn;nat.ai
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'data sug~ 
ICilt that Bta~ women may be at 

Racial Disparities in Reported Prenatal 
Care Advice from Health Care Providers 

Michael D. Kogan., PhD, MillOn Kotelchuek. PhD, MPH, Greg R 
Alexander, SeD, MPH, and Wayne E. Johnson, PhD 

Introduction 

The relationship between maternal 
health risk behaviors during pregnancy 
(such as smoking. alcohol consumption, 
or illegal drug use) and adverse outcomes 
has been well documented. Maternal 
smoking has been associated with all in· 
creased risk of low birthweight. impaired 
fetal growth, fctal death, obstetric compli. 
calions, and infant monality .1.... Heavy al· 
cohol consumption has been linked to a 
group of anomalies known as fetal alcohol 
syndromc) Moderate or low alcohol 
consumption during pregnancy has been 
related to inl.-leased risks for pretenn de­
livery, n:duced bU1hweight, and sponfa­
neous abortions.~ Although it has been 
suggested that the evidence for linking 
moderate or low al(.;ohol consumption 
with adverse outoomes is nOl conclusive.~ 

health education messag<:s continue to ad· 
vise prudence in or abstinence from aleo. 
hoi con~umptionduring pregnancy_ Illegal 
drug use, particularly use of cocaine or 
crack cocaine, has been associated with 
devaled risks for small-for-gestational­
age births, premature births, abruptio pia· 
centae, and perinatal dealhs. lO•ll 

One way to alter these behaviors is 
through th~ advice and encouragement of 

, women's health care providers. Most 
women arc Seen during the first trimester, 
when cessation of rhese behaviors could 
100000'cr their risk of an :ldverse reproductive 
outcome:12 As such, providers arc in an 

weight infants, premature births, fetal 
mortality, sudden infant death syndrome, 
and all-cause infant mortality.I6-J.::I TIlere 
have been indications that Black women 
at high risk of giving birth to a low·birth­
weight infant may derive more irnponanl 
benefits from prenatal intef'l.'entions.l~ 

.Au1alysis of racial disparities in prena­
tal care heretofore implicitly assumed thilt 
all prenatal care is the same. Yet the con­
tent of prcnaLal care may no! be idemical 
for all populations. The equivalency of the 
content of prenatal care has yet to be dem­
onstrated, e:;p~ially for all ~C1cial groups. 
Differential prenatal clremay lead to dif· 
ferentia/ efficacy and could be a f«ctor in 
the large differential rates of birth outcomes 
by race seen in the United Statts. 

Prenatal C!fC interventions may be 
an important SOIlICC of~meliorating racial 
disparities in maternal risk STatus and ul­

, ti.rri:1tc?ly may be important (or birth out­
comes. A repon by the US Public Health 
Sef\<ice advocated examining the COOlent ' 

of prenatal care.:lD Perceived maternal ad· " 
"icc has ,not yc~ bcen e)"-rensivcly exam· 
ined, especially by race. 
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advanlllsc\J\JS position to identity preg­
nant women who an: smoking. drinking. 
or using drugs and to initiate. a health ed­
ucation program.lJ Studies have indicated 
that smokers are more likely to quit after 
receiving advice from a physician;14.1S 

Advice from providers may be par· 
ticularly imp<1rtant in minority popula· 
tions,who;;, have hIgher tates of low-binh· 

Michael D. Kogan, .l'nD. National ·...:entcr for' 
He31th Statistics, 6525 Bdcr,:!;t Rd. Room 840, 
HV:Hlsvilk-. MD 207S2.. 

. This paper WlIS :l.ccepted M"y 1, 1993. 
/'Jore. The opinions exprc~:.cd in this p~. 

per Jre (he aUlhors' :md do not necCs~ari1)' reo 
/lect the vjt;\O'S or !X>lides of (he ins(irutiol1$ with 
....hich the authors are allili~lecf. 
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The objectives of thls study were to 
. (I) examine the percentages of Black. arid 
non-Hispanic White women who reponed 
receiving advice from health care pro­
viders during pregnancy in four areas: 
tobacco !JSe, alcohol consumption, drug 
use. and breast-feeding; and (2) determine 
whether any observed racial disparities 
were the result of other contributing 
factors. 

Methods 
These objectives were explored with 

data collected from the 1988 National Ma­
ternal and Infant Health Survey can­
ducted by the National Center for Health 
Statistics. This was a fonow-back survey 
consisting of three groups: 9953 women 
who had a live birth in 1988, 5332 women 
who sufIered·an infant death in 1988, and 
3309 women who had a 1988 fetal loss. 
The SUIVey was designed to be nationally 
representative and was drawn from the 
1988 viial records of 48 states and the Dis­
trict of Columbia (South Dakoca and Mon­
tana Were not included). II included an 
oversampling of Blacks and low·birth­
weight infants. Approximately 50% of the 
respondents were Black, and 30% of the 
infants in the live birth sample bad a low 
birthweight. Both married and urunarried 
women were included in the sample. 

To adjust for this sampling frame, all 
live births were sorted into sampling strata 
formed by information taken from the 
birth certificate: mother's age and marital 
stat:llS and child's race 3Jld birthweight. To 
ensure an adequate sample size for ana). 
ysis, different sampling rates were applied 
to each stratum.· The same strata were 
use.d IlS nonresponse adjusnnent cells. 
The sample was then adjusted by post­
stratification to once again be representa­
tM: of the United States. A more cam. 
plete description of the design of the 1988 
National Maternal and Infant .Health Sur­
vey has been published elsewhere.~1 

The National Maternal and Infant 
Health Survey used a mil<.ed-mode meth­
odology (mail, phone, or personal inter­
view) to collect information from respon­
dents. The response rarc for women in the 
!<vl! birth cohort was 14.4%. Wizh respect 
to birth certificate information, nonre­
spenderS were slightly more likely than 
responders to be Black and urunarried 
(data not shown). 

This investigation included only 
women in the live birth cohon on the sup­
position that women with fetat deaths may 
not Ila"c; b(;cn in =e long enoue.h to re­
ceive certain types of advice from their 
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providers and. that women with infant 
deaths may rec.all their prenatal care ex­
periences differently. The study was also 
limited to White and Black women who . 
reported receiving some prenatal care: 
98% of the population, After other racial 
groups and women who classified them­
selves as Hispanic were ~Iuded, 8310 
women who had a live birth in 1988 were 
available fur analysis. The study popuhi­

. tion is nationally representative for non­
Hispanic \Vhit~ and Black: Ii~'e births only. 

The outcome mc;.asur.:s used in the 
present study included the mothers' re­
sponses (yes/no) toa series of questions 
regarding the receipt of any advice or in­
structions during any of their prenatal visits 
on (1) trying to breast-feed their baby; (2) 
reducing or eJim.inadng consumption of al­
cohol; (3) reducing or eliminating usc of 
tobacoo; and (4) not using illegal drugs such 
as marijuana. cocaine, or crack. cocaine. 

Maternal race. education, household 
income, and marital status was detct­
mined from thc:mothers' responses to. the 
questionnaire. Maternal age and the [ri­
meSter that wcom~!n began prenatal care 
was drawn from the birth certificate. 

Respondents were asked where they 

went for most oftheir prenatal care. TIley 

were gjven a choice of private doclor's or 

nurse·midwife's office, caunty or city 

health department, community health 

center, health maintenance organization 

(HMO), work or school clinic, hospital 

clinic, hospital emergency room. or other 

site. In the analysis; county or city health 

department and communitY health center 


. were combined into a variable caUcd pub­
licly fundc9 sites of care. Work or school 
clinic and hospital emergency room were 
included in·the "other" category because 
uf small numbers ( <: 1%). 

Women were asked how their prena­
tal care was paid for. The choices were the 
respondent's or her .partner's own in­
come, insurance that the resp::mdent car­
ried or was carried for her, Medicaid, gov­
ernment asSistance other than Medicaid 
(state or local), or other; Women were also 
asked whether. they bad received assis­
tance from tbci Women. Infants, and Chil­
dren's (Wlq program. becaiJse women 
participating in the WIe program arc sup' 
pob""'- to ",c.,'ve :advice on nutrition and 
health habits. . 

lnfonnation rcgardiflg the use of to­
bacco or alcoholic beverages in the 12 
months before the' respondents' infants 
were born was takeri from the Nation::i.l 
Macernal llnd Infant Health SUIVt.-y re­
sponses. Data .on reported drug usc were 
not includedbe<;;au:.e of t.he x.nov.ll llnrdi­

. P. 03/04 
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abiliry oisuch data. The National Maternal 
and Infant Health Survey did not inquire 
v,'hethcr prior infants were breast-fed .. 

On the supposition that women who 
had a previous adverse outcome would be 
more likely (0 obtllin or seek advice, a 
variable was created that categorized 
women into three risk groupsb.i.lscd on 
[heir response to pregIlancy history ques­
tions: women who did not repon a pre-.·j­
ous pregnancy: women who had a previ­
ous pregnancy without an adverse 
outCOme; and women whose previous 
pregnancy ended in either a stillbirth, mis­
carriage,. abortion, oriilfant death. 

An.aJysis 

Because of the camplex sampling 
method used in the National Maternal and 
Infant Health S1.lrvcy, aU analyses were 
weighted to be representative of the US 
'n;:nional distribution for non-Hispanic 
\\'hites and Blacks.2l 

The data presentation is OJmposcd of 
three sections. first, demogJaphics by 
racc; arc presented descriptively. Second, 
the br.wale racial disparities are noted 
for the four outcome mCaSUf!!S, as w~U as 
for the covariat,s. Third, logistic regres­
sions wereruo to isolate the contributions 
of face, 

Scaled weights were used to perfonn 

aU analyses. The scaling factor was the 

reciprocal of the mean weight; the sum of 

all the scaled weights is the same as [he 

actual number of observations. 


The lOgistic regression analysis con­
troUcd for age, marital starus, education, 
income, site of prrnatal care, type of pay­
ment, maternal health beh.uviors, trimes­
ter that care began, and prior adverse 
pregnancy outcomes. In addition. interac­
tion terms were eXlUluned in the multivari- . 
ate models. The logistic regression analy­
ses were conducted "';[h tne Survey Data 
Analysis software program.~ This pro­
gram was developed specUiC3.11y for cal. 
cUlating variances in complex sample sur­
veys. Adjusted odds ratios (ORs) and 95% 
COt'I.fidence intervals were computed by 
using the bela coefficients and standard 
errors obtained from the logistic analyses. 

Results 

Table 1 shows the characteristics, by 
race. of the sample of g310 women from 
the 19&8 National Maiemal and Infant 
Health Survey On aU study sociodemo­
graphic, heiilth system, health behaVion). 
and medical history variables, weighted to 
rclkct their real population disnibutions. 

http:Blacks.2l
http:x.nov.ll
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Demographically, Black women giving 
birth in 1988 WCfl~ distinct from White 
women giving birth in 1988. Black women 
were more frequently single, were less 
lilcely to be educaled beyond high school, 
were younger, anc.1 had lower incomes. 
Black women also utilized publicly funded 
~tes of care, the. Wle p..ngrnm. and Mcd· 

• "'.... •••• ",. _' ..4.. 

icald programs mOfe fl'cquc:ntly th ..n 

White women. Black women also re­
ported better smoking Ilnd drinking hcal[n 
behavior.; than V/hiu: women. 

Table 2 sh~s the bivariate as...<:.oda­
tion of race and aU study cavariatcs with 
the four health behavior advice variables.. 
In all four au:u.., l<;ubstantial numbers of 

women did not report receiving health be­
havior advice. Smoking cessation was the 
most common advice reported (69.5%). 
closely followed by cessation of aiQ;)hoI 
consumption (68.4%). Receiving breast­
feeding advice was repOrted by orily 51% 
of all women in the United States. 

White women reponed receiving 
more prenatal advice on alcohol. srook­
ing,3nd breast·feeding than did Black 
women. The disparity was greatest for 
avoidance of alcohol: only 60% of Blacks 
reponed that they received advice on al­
cohol avoidance from their prenataicare 
provider compared....;t!l 70% of\Vhites. 

For cessation of alcohol consump­
tion, advice was, in general, substantial 
lor all subgroups, but significantly more 
f:requentfor women of higher socioeco­
nomic S{3ruS (e.g., more often mamed, 
more than 12 ye3J'5 of education, and more 
income). Advice increased with age, 
through 30-34 ye3J'5. Not surprisingly, ad· 
vice on cessation of alcohol consumption 
was highest for alcohol usen; (76.1 %), but 
even in those cases, 23.9% of alcohol us­
ers did not get advice. Although not pre­
sented in Table 2, the racial disparity re­
mained after controlling for drinking 
status: 76.8% of White women who said 
they had drunk some alcohol in the 12 

. months bdore their delivezy reported that 
they received advic" compared with 
69.7% of Black drinkers. Disparities 
across education and income groups 
seemed slightly stronger tha.'] disparities 
by race. 

Advice on smoking. ceSsation ap­
peared to t'oUow a different trend than ad­
vice on cessation of alcohol consumption. 
Demographically, young~r women and 
women with less than 12 years of educa­
tion received more ad....ice. In<;omc and 
nurital StatuS were less significant. Hos­
pital clinics and other siles ofprenatal care 
were .the most lil<.ely to give advice; pri­
vate offices were the least likely. Smoking 
advice was given to 90.4<;"0 of smoken; and 
59.5% of nonsmok~rs. Smoking Status 
was, by far, the strongest prediCtor of 
smoking advice. Again, though not shown 
in the data presented. the racial disparity 
r~maina;d after conttollin& for the behavior 
status: 91.0% of White women who 
smoked in the year before deliveI)' re­
potTed n::.=iving advice c.nmpared with 
86.5% of Black women who smoked. Dis­
parities across age, WIC status, and 
smoking Stat1JS s.eeIllCd stronger than dis­
parities by race. 

Racial disparities were not noted' for 
advice on cessation of d!llg u..<e in l.he bi­
var:are ana.tysi!;. 1.n general, ndvice about 
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• cessation of drug use foUowed a pattern 
similar to that of smoklngadvicc, with· 
women of poorer socioeconomic starus re­
c:eMng more advice. Advice on cessation 
of illegal drug use was significantly more 
frequent for single, less educated, younger. 
and poorer women. Public clinics gave 
morc advice than private sources of care. 

Advice promoting breast-feeding 
was the advice reported least often. In 
general. there was some tendency for 
women of higher socioeconomic status to 
get more breast-feeding advice. Breast· 
feeding advice was more frequent. in 
Whites, married women. and women with 
more than 12 years of educadon; it was 
least frequent in the. lowest·income 
women. Site of prenatal care presents a 
c.omplexpicrure, with HMOs and publicly 
funded clinics the most frequent providers 
of breast-feeding infonnatioll. WIC par­
ticipants reported only a 54.7% ratc ot re­
ceiving breast-feedingadvic:e from their 
health care providers. 

Table 3 shows the unadjusted and 
adjusted ORs (controlling for all variables 
in the logistic model) for not reporting re­
ceipt of advice on each of the four health 

. behaviors. by race. Before adjustment; 
Black women were significantly more 
likely to report not receiving sdvice on 
cessation of alcohol consumption, smok. 
ing cessation, and breast-feeding promo­
tion. After adjustment, a significant racial 
..:_~..:... ;"" "r!v;,.. .. frn. "Irnhnlllnd smoL::. 

Preoatal AdviO! . 
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TABle 6-0utllne of the Adequacy of Prenatal Care Utilization Index 

I. 	 Month prenatal care began (Adequacy Of Initiation of Prenatal Carll) 

Aoequate Plus: 1st or 2nd month 

Adequate: 3rd or 4th month . 

Intermediate: 5th or 6th month 

Inadequate: 7th month or later, or no prenatal care 


II. 	 Proportion of the number of visits recommended by the American College of 
Obstetricians and Gynecologistsreceived from the time prenatal care 
began until delivery (Adequacy of Received Services) 

Adequate Plus: ~ 110% 

Adequate: 80-109')'. 

Intermediate: 50-79% 

Inadequate: <50% 


III. 	 Summary Adequacy of Prenatal Care Utilization Index 
Adequate Plus: Prenatal care begun by the 4th month and 110% or 

more of recommended visits received 
Adequate: Prena!al care begun by the 4th month and 80%-109% of 

recommended visits received . 
Intermediate: Prenatal care begun by the 4th month an<:! 50%-79% 

of recommended visits received . 
Inadequate: Prenatal care begun aner th!'l4th month or less than 50% 

of recommended visits received 

TABLE 7-Rlitlngs Assigned to Births According to tne Adequacy of Prenatal 

Care Utilization 'nde" Compared with the Kessner Index 


Adequacy of Prenatal Care Utilization Index 

Kessner Inadequate, Intermediate, Adequate. Adequate Plus, % of 
. Index % % % % TOlal Births 

Inadequate 7.7 0.0 0.0 0.0 7.7 
Intermediate 6.9 10. , 5.0 2.4 26.3 
Adequate :1 , 2. 1 38.3 15.4 65,9 

% of total births 16.7 22.2 43.4 17.7' 100.0 

Naif). Percentages Brc (hose 01 all us births; they may not add 10 100 because 01 fOlJndiog. 
Source. Perecnlsge~ are based on an analy~is 01 Olrth canlfieal8 data from the 1980 National 

Natality Survey." . 

2000's goal 14.11 is to incrcase first· 
trimester prenalal care to at least 90% or 
live births. I' By CO(IlT~\S[, continuiC)' of 
prena(al care once enrplled is mueh less 
emphasized, Pnifessional and public atten­
tion has been drawn lO me; theme of early 
access to care •. , believe, because we have 
been able to marshal 'lear evidence about 
prenatal care; ini.ti~1lion but we lack any 
rea.dily available measures of ~.re after 
enrollment Both current popular me;(l' 
lIures of prenatal care adequacy, trimester 
Qf initiation of care (hy definition) and the. 
Kessner Index (by algOrithmic biases). arc 
basically measures of inilial access to care. 
Improving binh outcomes, however, may 
be dependent on other features of prena­
tal care (~uch JS content, timing, and 
number o(vh;ils). One !JIilizacion measure 
may not capture all facets of pren:JUlI 
care. 

. ,,- ; ....'.~:."~. 

The 	 Kessner Index was a major 
achievement in perinatal health service 
research, transforming lWO· teChnically 
available but continuous and complex 
data items on birth cenifi.catcs into :a 
simple three·point utIlization scale. It~ 
original rationale· and basic algorithm 
seemed clear and diniCtllly rqsonable. 
Unfortunately, the Kessner Indclt appears 
[0 be seriouslyflswed; it may be leading uS 
£0 mi$perceive the nature of prenatal care 
utilization in the United St3tt:S. Four 

. limitations were noted in this paper. 
rir"t. the Kessl'"r Ind.;", is "v~r· 

whelminglya measure of the initiation of 
prenatal care. Only 14% of womenr",­
eeivc fewer visits· than [he nUlT,ber re­
quired for the trimester they cnler Cllre. 
This initiation bias may explain \IIhy those 
who ha....e used both the' Kessnc;r Indc1\ 
and tho! 'rirne~ter of prenatal care initia· 

. don note so lice)e differ..:nce between (hem 

in mo~t analyses; the larter measure is 
the~efore preferred because it dOeS n()t 
rcqldre the often inaccurately recorded or 
missing gestational age variable in its 
ca!cuimions (J.e. Kleinman, PhD, ..erbaJ 
communication, Novcmher 6, 1987). Sec­
om!, the Kessner Inde.~ do:::s not dis[in. 
gui~h between inadequacy due to late 
initiution and inadequacy due t\) an 
inadequate number of visits. Although the 
summary Kes:;ner Index was nOl dewl· 
opedto m¢;;!$ure the~e components sepa· 
r:lIefy, (he absem:t of indepcndent mea· 
sur<!~ results in thc loss of imponant 
information about {he nature of prenatal 
care adeqUl:i\:Y, esp¢cially since 24% of 
,",'omen. \l.·otild bt: raled diffcremly on 

these CWo dimcn~ions. Neither ofibe~ 
first tWQ ObSefV(triOI1S ab(lUI the Kessner 
lnde;\. through interesting, would seem [0 

. warrant it~ dismiss<ll. 

The .Iimilation of the; Kessner Index 
to ninc visits is.· hOlJ.1evcr. critical. This 
limitation is lorally arbitrary and nol 
clinically derivecl; it i~ (he dirtct result of a 
comptlter data capacil)' limit<i!ion of the 
1968 N~w York City birlh fil..:. for 20 
ye:HS. Ihc US public health profession ha:; 
based its major index of· prenatal care 
adequacy on an algorithm de,'eloped to 
.:.ccommodate this single-digit limitation 
in the counting of the number of prenatal 
care visirs. 

Because of the nine·vi~it limilation, 
the K~ssner Index incorrectly assesses 
prenatal care utilization adequacy for 
normal and post-tenn births. (he vast 
majori\)' of birth); in ihc United States. 
The· extrapolated KC~$ncr Index algo­
rithm would indiciltc thJi unly 29%, nol 
66%. of births rcceivt! "adequate" carc. 
This is nm a minor difference in our 
perception of the e;.;tent of prcnarall."are. 
adequacy in the United Slates. Accurate 
assessmcnt of prenatal carc utilization for 
tenn infants may be panicularly impor­
tam. giventhe significant racial disparities 
in birth outcomes for normaJ-birthweight 
infan[sl5 and the recent ob~elVations that 
there are significant Black-While differ­
e;IlCCS in the utilization of prenatal cafe af 
toe end of pregmmcy.16.lj Moreover. the 

limitation to nine visits also biases the: 
assessment" of the relationship of prenatal 
care itnd binh ou\C.omc,;: Full-[crm ba­
bies, ..... hich are bigger and more fre­
quemly healthy, !ire mure n: ildily rated 3S 

having received "adequ<lte" cart:: than <Ire 
pretcrm babies. rhus anificially cn!lancing 
[he association ofpo~itive birth Qutcoml:S 
witb morc positive prcnul.'ll c::.re adequal:.), 
ratings, I. Thi$ bidS sug~ests Ihat .the 

Sepl\C\l1bcr 19\14. Vol. 1;.1, No. <J 
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current literature using [be Kessner Index 
may be overslating the I imited but positive 
association previously no(ed. 3•1Q 

finally, the lack of documentJtion 
for [he Kessner Index, not sllrprts.ing in (! 

less computer.intensive eril. h;)s resu!tl;d 
in different computations Llf the Kessner 
Index in different lucalities. Alexander el 

itLIl have sh()wn in grcat dttailhow 
different coding cunyentions regarding 
mi~in8 data can result in m"jordiffer. 
ences· in the' mC3:;urement of prenatal 
care adequacy and the eV(llualion of pcrina­
tal care programs such a:; Medicaid. 

The pwposed APNCU . .fm.k::. at· 
tcmpts to correct these four limitations of 
the Kessner. Index. The independem 
asscssment of .preniital carc utiliza[ion 
after initiation. adjusted for the full range 
of gestational ages, is clearly the most 
important new feature of the APNCU 
Index. It provides information and a 
perspective on prenatal C::ire utilizaLion 

. that is not presently availablt to the US 
public health community. This is impor­
tant because many maternal and child 
hcalth inl<.: rveOl ion programs are targeted 
toward continuity uf prenatal care Ser· 
vices Or e.lhaneement of $cr.·ices once a 
woman has en!cred care (.e.g., ease man­
agemem, risk screening, home visita­
tions). This new component should allow 
for a morc direct' l:I~essmej)t of these 
initiatives, independent of the timing of 
initiation of care. Rectnt Medicaid cn­
hancements appear to havc differential 
effects on [he two different components of 

11prenatal care utilization.20. 

The eS13blishment of an Adequate 
Plus category. ,mother innovativc feature 
ofth<: APNCU Index. pwvidesa means [U 

directly eStimare the number of women 
receiving more than the ACOG·n;com· 
mended number of visits, adjusted for the 
riming of care initi:ttiun. It appears that it 

·is important to isolate Ihis fairly large 
group of high·risk women because they 
bave a disproportionate number of the 
low-birthweight babiesP Efforts to isolate 
this high-risk grollp based simply on an 
absolute numb..r of visits (13 +) will not 
be acCurate, incorrectly classifying many 
women who start prenatal care lale or' 
who arc pusHi:rm. 

Though not cmph(l::>i<:."u '" the d"lQ, 

presentations in this paper, the APNCU 
IndC:l\ doc:~ allow for the dif<~<':l ascertain­
ment of th<e extent of "no prenatal carc" . 
as a subcategory of In<idequatc prenatal 
care. Several peTinlll..l analysts have em­
phasized the imponancc of dislinguishing 
between th('~c tu'o grc.)tIP~":'7 

:919-966-0458 Jul 28 

The proposed APNCU Index can bc 
seen ~s a seoond-generation prenatal care 
adequacy index. The APNCU Index wa~ 
d~'\'eloped in 1987 and improved through 
feedback from muhiple early users. The 
current version (III) includc~ 'an Ad­

i!quate Plus category in the Summary 
Index; distinguishes "no prenatal care" 
\vithin the Inadequate care: calegOI)'; has 
further clarified the coding of "no data," 
"missing data," and unusual data combina­
tion~; and allows users to adapt the 
cornputcrprogram for unusual coding 
convenrions in their uwn databases. Thc 
present version is basically a very minor 
revision of the prior APNCU Ind¢;I;'s 
algorithms. 

There are limitations to this new 
APNCU Index. First, ~t does nor mea:;urc 
thc adequacy of the content ofprcnalal 
CMe, (;lUt merely thllt of the utilization of 
prenatal care; hence its name. Sccond. the 
APNCU Index is .pnly as accuratc (1$ the 
data (birth certificate or otherwise) used 
to calculate it. Inaccuracies in birth 
certificate data have been well docu­
mented, espcciaHy for prenalal tare infor­
m<ltion:l and gestational age.24 Third. this 
index has the opposite bias of the Kessner 

Index: the longer the pregnancy, thc'more 
opportunity to miss prenatal cnre visit!;, 
and hence the less likeli bood of a raring of 
Adequate or Adequate Plus. Ie This bias i.') 
not, however, built into the structure of' 
the index; the adequacy ratings accuratdy 
reflect the increasing difficulty that women 
have in mceting the demllOding ACOG 
recommendations as the pregnancy contino 
ues. Fourth, the presem APNCU Jndel( 
does not adjust for the risk condieion!; of 
the mother. The ACOG recommenda.. 
lions are for women with uncomplicated 
pregnancies: thu~, the APNCU lnde:> 

produces a slightly conservative eSlimate 

of inadequate prenatal care utilization 


. bcc~tuse it underestimates the true need 
tor prenatal care visits. 

Conclusions. 

The proposed APNCU Index, with 

its. two components, provides a more 


. ;Jc.;urutc and compre.hensive::: se t uf me:l· 
sure~ of pren<ltal care utilizlltion than the 
widely used Kessner Index. The accuratc 
measurement of prenatal care utillzation 
is a critical Slep in the development 'of 
public health programs to imprOve pf':na· 
lal care services and ultimately to improve 
h;rth outcomes. 0 
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reprintAn Evaluation of the Kessner 
Adequacy of Prenat':ll Care Index 
and a Proposed Adec111acyof Prenatal 
Care'Utilizatiori Index . 

. Objecriv~:': 
the adequacy of 
tiOD is heavily 
which utilization is 
though it is widely 
major index of l.IllllZ<lu<;,n,";U 

lIer!Institute of Me;dicinelnc:leX; 
not been 

sueh an e:t;ilIl1ination~, ,r . , 

Me/hods. Data from the '. ' • 
National Natality Survey are u~~ t~, ';' 
disaggregate the componenti;'-()t:th~~!'.','<~ 
Kessner l~ex for detailed att:' . ';'~(~'.: ~p 
An alternativc two-j;a1tmd~~ '.. ,.)JA:J~ 
Adequacy of Prenaral Care l.1tiJjza.~::,r~·::; 
tion ludex, is proposedthat.. com-}.,:~~(' 
bines independent 8ssessm~~{ o.t~{../:·; 
the timing of prenatal cru.:e' ~;~{'.;i: 
and th: frequency of visil.$ 'r;~;:,:: 
afie,;: irutiation. . -'.;:.1:"" .•... :;-:.' 

Resulu. The Kessner Index' is ~, : 
seriously fl3Wed. It is hea~~e'ghted ,c,. r 

toward timing of prcn~t.~l.caf~ j~i~U1.:~tt<~ 
tion, does not distinguil;l1, 't;i,.w}ng ,l'?f;~: ::/ 
initiation from pooL subscqQ.enff.} 
utilization; inaccurately' niea~mes ~~:.. 
utilization for fun- or ~j.e{Il11ph~$~.. i,· .. 
nancie~ and l~~ :~9~"~(:~ClOClf~,.,',:.A
mentatlon for .~nslstenf.·~~puter' : ,': 
pr6granuniDg."j'\.;;;:.. ~-rl.J:<~'. '.'; ..~ 

Condwi0Tis; The.,t\d,.equacy of,)" 
PreIl~taI Care :.utilization, IndeX of- :~. 'i 
fel'S a more accurate and comprehc:n- . ; " . 
live se~ of measures ofpteiia6iJ care? :~ . 
utilization than' the KeSSiiedndex:',: . : 
(mn J PubIi£ Ht1lhh. 'i994;84~1414- ~'.:
.1420) , .",., 

'''.:', 

Milron Kotelchuck. PhD, MPH 

birth certificate and becau$c 'researchersIntroduction 
disagree with rhe indcx's assumption that 

Accurare assessment of prenalalcare cafC from puhlic selVices can n~ver be 
utilil..ationis the critical first step in the adequatc.~-l AJthough Kessner et .al. 
development of public health programs [0 , cal1eq their index the "Adequacy of 
improve prenatal care accessibility and Prenatal Care Jndex," lhelr measure 
ultimately to impro"e birth outcome;;. Thc indicates nothing about rhe content or 
assessment of the adeqtlacy of prenatal clinical adequacy. of prenatal care; it is a 
care utilization is hea..ily shaped by the utilization index only. 

way in which u@zation is measured. The Kessner Index has been widely 


Currently, thcre an; two ""idely used adl!pred for public health researcn. plan­
measures of adequacy of prenatal care ning. and reSource allocation. However, it 
ut.j.Jization: the trimester of prenatal car~ appears that the index was not ~ubjccted 
Initiation and the Kes~ner!1nstitu(e of ro close scrutiny prior to its widespread 
Medicine (10M) Adequacy of Prenaral adoption, .Th.e accuracy of the Kessner 
Care Index) Trimester of initiation will lode:>: is critical bcCduse any limiratiuns 
not be examined here because it provides may distort our perceptions aDllut prena· 
no infonnation about prenatal care utiliza­ tal care atlequC!cy in the United StJtes and 
tion after initiation; it has been CTitic"lIy' may incorrectly influence prognmmatic 
examined clsewhereP The Kessner In­ efforts to improve prenatal care utiJiza·· 
dex-the principal adequ:..cy of prenatil lion. The Kessner Index has abo been 
care utilization index in use in (he United wideJy used to assess rhe association 
Stales today"":"include$ infonnarion about betwcen prenatal care and birth out-
both the timing of prenatal care iniliation . ~,comc$."-' The limited positive associa­
and prenatal care visits after initiation. it tions nored may be more a rclkclion of . 
was published. in 1913 as part of an the internal characteristics of the Kessner' 
IOM-supponedstudy of infant mortalilY lnde~ than of the true strcngth of that 
in New York'City) TIle Ke~~nerJridex re!aii<)llship. . 
combines [wo COntinuous· numeric mea­ The ability to measure prenaral care 
sur~ (month prenatal care begins and . utilization atterinirialion.remains under­
number of visits, adjusting for I<:ngth of developed. The Kessner Index docs nol 
gestation) and rigidly links them into a separately isolate utilization after enrolle 
very easy to understand inde.:t with three mem, . nor docs any other prenatal care 
levels of adequacy (Adequate, Intermedi­ index. Yer a di~tinction between'iniriarion 
ate, and Inadequate). To be rated Ad­
equate on thc Kes..~erlndex, one must 'ln~a\lthor is with the O<!paruncnlol M.:.tcrnal 


. start prenatal care in th~ 'first trimester atld Child Health. School of Public Health. 

and have nine prenatal Clire ,visits for a University of North Carolina al ChapeIHiU.. : 


. Rcque~ts .for ro:prims shvuld be sent to
o.ClTm::tI-lenB!h pregnancy.' . 
Mil101) i(o(clchud:.PhD. MPH. Department .. Table 1 presents thc.Kcssncr lriuex of Maternal and ChilQ !leultn. 5011"01.,.( Pul>lie 


algorithm as initially published. In this . He<ll[h, University of North CaroUna at Chapel 

original de;;cription. public or. private Hill. CB# 7400, Ch<JpcI Hill, NC 21599·WJJ, 


This papu ....as :lcccpled September 23,obstetric seI"o'ice was a, third factor, but 
1993.this factor has .. bc\;n dropped by all 

Edit.or"a Note;. Scerdatcd tdiLOrial by
subsequent, researchers because the type Wi~e (p D74) and anidc by KOlclchud:. (p 

of Service is not noted on the standard US 141:16) in [his i5,U':. . 
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and utilizaljo~l once in care may have 
differential implications for birth out­
comes and for prenatal care program 
practices. 

In this paper I examine the charllctcr­
i$tics and limitations of the Kessner 
Adequacy of Prenatal Care Index and 
propose an alternative. the cwo-f<lctor 
Adequacy of Prenatal Care Utilization 
Index. 

Database 
The database for this pllper j;; the 

National' (:ent<::f fOf Health Statistics' 
1980 National N,Wllity SUT'liey, il represen­
tative sample of US births in 1980,~ This 
survey useS a follow-back methOdology 
involving the coUection of data from four 
sources: maternal retfQspeeti\'c informa­
tion, physician and hospitall'eeords, radio­
logic records. and birth and death certifi ­
cates. Data are available on 9941 live 
births. oversampled (4:1) for low-birth­
weight infants. Responses were weighted 
by a posrstratification ratio e~timatl;; proce­
dure to be representative of the 1980 US 
birth cohort. Prenatal care information is 
absent for 15% of the births. :"IJI missin{! 
'data were imputed via ::l calcgoric~ 
matrix hOI-deck methodology, DCCilils of 
the survey and study population are 
described elsewhere.9 

All data u~d in this paper are 
derived from tht birth certificate d.lI:l 
source only. The birth certificale data 
w~re chosen because they are readily 
available {Q the public health community. 
they are the principal dalabase for the 
assessment of a community's prenar.al 
care utilization <~dequacy, and they ,:ue 
available for 311 married and unmarricd 
women in the 1980 National Natality 
Survey. 

Kessner Index Assessment 
The Kessner Inde", is a seriouslv 

flawed index or adequaC)' of prenatal'car~ 
utilization. Four features merit attention. 

Fin!. th,e Ke~ner Index is principally 
a measure of the timing of initiation of 
prtnatal care. The Kes~ner Index algo­
rithm requires that to be r3ted Adequate, 
prenatal care must begin in the first 
trimel:ter; to he rated rntermedi;He. C<Ire! 

must begin in thl! second trimes(cr~ and to 

be rated Inadequate. care must begin in 
the third [rimester or not :11 all. The 
additional factor in the Ke$lOncr lndc;!:, ~h\; 
number of prc;;n:ltal care visits, can only 
lower tile rating earesory, This rarely 
happen$. T<ibh.: :2 shows thaI ,hc trimester 
of <=<Ill! 0"'of'...hc!min~Jy (for ,xr,,2'1<' of 
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TABLE 1-Three-Factor Health Services Index Controlled for Gestation and 
Balled on Number of Prenatal Visits, Interval to First P~90atal Visit, 
and Type of HospItal Service 

Gestation 
Medical Care Index (Weeks) Number of Prenatal Visits 

Adequate' 13 or less and 1 or more or nol slaled 
14-17 and 2 or mora 
18-21 and 3 or more 
22-25 and 4 or more 
'26-29 and 5 or more 
30-31 and 60r more 
32-33 and 7 or more 
34-35 and 8 or more 
36 or more and 9 or more 

Inadequ3teb 14-21< and ,0 or not stalBd 
22-29 and l' or less or nat stated 
30-31 and 2 or less or no! ?tated 
32-33 and :3 or less or' not stated 
34 or more and 4 or less or nct staled 

Intermedlale Al! combinations other than specified 'above 

'In adQltion to the specific number 01 visits indicated for <iloequat(; car~, the interval to lila firs! 
prenatal "Isit had to be 1:) wee~3 or less (Ilrst trima$(.;r), and me dOllvery mU8,h~ve r.z,'<9r; place on 
a prI"ate obstetrical service, 

blO addition to tile specific numCl"r of vlsils inolcatod for inadequate care, all women who st'l.rted 
their prenatal care during the third Irimester (:,a weCk~ or laler) were considered inadequate. 

<For thi$ gestation group: care ....as considered Inadequst!.' it Ihs,time oHM f,rst visit was nOl staled, 
Soutce. Reprllited with permission Irom Infant Oeach: An An;j/ysls by MstJ3m&/ Risk and h'os/In Care 

(Table 2·3. p 59). Copyright "1973. National'AcaOemy of Sciences. COl;nesy of the Na!ional 
Academy Press. Wast\ingl0n. DC, 

TA6LE 2-Ratlngs AssIgned 10 Sinha AccordIng to the KeS$Mr AdaqUllCY of 
, Prenatal Care Index, by the Trimester of Initiation of Prenatal Care 

Kessner Index Rating 
Trimester 01 % of 

InitIation of Care Inadequate, % Intermediate, % Adequate, %' Total BirthS 

1 1.4 ' 10.6 ' 65,9 77.9 
2 1.8 '15.7 17.5 

3 or no care 4,6 4.6 


%,0110tal births 7.7 26,3 65,9 ' 

NOTe: percentages' are, those of all US births. COr.COrd,anceol !Timeste, and index rilling ~86'~2' 
PercenUlgCs may nOl Qdd to 100 because C'f rounding, ,'" , 

Source. Pefl:entagea 910 bas<ld on an ar.alysj~ o( birth certificale data from the 1980 National 
, Na.tlliiTy Sutlley.e " , 

ncr Indcx) and 45.6% of ""'omen startingU:omen) predie~s the Kessner Index rat· 
prenatal care in the last trimestcr or not at ing. Only 13.8% of women.have (heir f3[. 

all (rated Inadequate by the Kessneriogs reduced owing to insufficien t visits. 
, Second, the Kessner Index does not lodell) would be c1assilled differently 

based on ,an indcx with twO distinctivedistinguish inadequacy of carc due to late 

initiation from inadequacy of care due to [actors. 

in:>uIflciclIl nuroucr of vi~ili. Tahle 3 Third. [he Kessner Index is un~ble to 

shows that, these f',I.'O implicil sub$calcs adcquately characferize pfcnatC1! ....lI'C uti­

have distinctiYe distribmions. O"ewiL liz:ltion for normal-gestation and 'postma" 

24.7% of US women would be cl(l~sified (ure births. For all nonnlll.!ength pregnan­


differcntly if (he {wo were me3~ufed cies (more (han 36 wed:s gc.slati(lfI). {he 

scparately. More srriking, 61.1 % ofwomc n Kcssner lndc;( require~ only nine visits f,w 

starting prenatal care in (he: ~col\d C,lTe to he AJeq\'llte. Vel up !O 36 weds' 

trimester (rated 1ntennecii;ue b)' the K~ss- ges!~.(ion. the Kessner InJex ;!djUS1S (he 
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TABLE 3-Ratlngs Asslgnad to Births According to the Number of Visits 
Component of the Kessner Adequacy of Prenatal Care Index, by the 
Trimester of Initiation of Prenatal Care 

Number of Visits 
Trimester 01 

Initiation Inadequate Intermediate Adequate %01 
of Care «5), % (5-8), 'ro (~9l, % Total Births 

1 1.4 10.6 65'.9 77.9 
2 1.8 6.9 a.9 17.5 
3 or no care 2.5 1.3 0.8 4.6' 

% of total births 5.7 18.8 75.5 

Note, Peroontag8S are !.I1ose 01 all us births. Concordance 01 trime31erand l1L1mOer 01 visits '" 
75.3%. Percentages may nOI add to 100 because 01 rounding. , 

Source. P~rcentages are wed on an analySIS 01 birth certificsle dBta from tne 1980 National 
Natality Sur.ey.e 

TABLE 4-Ratlngs Assigned to Birtha According to the KeGsner Adequacy 01 
Prenatal Care Index; Original and Extrapolated beyond Nine Prenatal 
Care VlslfS 

Ratil1g Original Kessner Extrapolated Kessner' '1 

Adequate. % 65.9 29.2 

Intermediate. % 26.3 54.5 

Inadequate. % 7.7 16.3 


Nore. Percentages are Ihose of aU US birthS: tl'ley may no! addlO 100 because crt rounding. 
SQurce. Percentages are based on an analysis 01 birth certificate da!(\ from the 1980 National 

Natality Survey.s , '. 

,­
~alings are based on trimester prena!al care began plus proportion oftO\aI visits recommended by 

American College of Obstetricians and Gyn&cologists roceivlld (all recommended visits leceived 
for a rating 01 Adequate and f_er than half the' recommended ViSflS received lor a rating of 
InadeQuato). 

TABLE 5-Ratlngs ASSigned to Births According to tneKassner Adequacy of 
Prenatal Care Index, Original and Extrapolated beyond Nine Prenatal 
Care Visits, by Wl!ek of Gesratlon at Delivery 

~dQq~ate Intermediate Inadequate
Week of 
Gestation Kessner, Extrapolated; Kessner. Extrapolaled. Kessner. Extrapolated. 

0,4at Delivery % % % % %,' 

35 57.7 57,7 27.8 27.8 14.5 14.5 
36 53,5 ' 53.5 33.1 29.7 13.4 16.8 
37 55.7 47.2 31.7 36.S 12.6 16.1 
38 61.3' 39.a 29.9 44.4 8,.8 15.8 
39 69.5 38.9 ' 24.6 49.2 5~9 11.9 
40 87.0 21.8 26.0 61.5 7.0 16.7 
41 73.3 18:5 20.4 66.8 6.4 12.8 
42 69.9 13.1 24.6 85.7 5:5 21.1 
43 66.8 8,9 23.0 70.4- 10.1 20.7 
44 66.5 5.S 28.0 68.5 6.6 26.0 
45 58.7 3.5 37.4 66.6 3.9 29.9 

% of total 65.9 292 26.3 54.5 7.7 16.3 
births 

Nore. Porcent3g6s are those 01 all US binhs; IMy may t10t add to 100 because 01 rounding. 
SOIltt:G, Percentages are based on an ansJysis of bitlh cortilicale d&llI from the 1960 Naticnal 

NJ:lt.:'llity Survey.'1 
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required number of visits according 10 the 

well-established American College of Ob­
s{etricians and Gynecologists (.~COG) 
recommendations (one visit per moiah 
through 28 weeks' gestation, on~ vil'it 
every 2 week$ through 36 weeks' gesta­
tion, and one visit per week thereafrc.:r).10 
No discussion of the ralionale for stOp­
ping at nine visits is presented. 

It would lIpp~ar that the index stops 
ar nine visit:; because only one digit was 
allocated to record the numbcr of prena­
tal care visits on the 1968 New York City 
computerized birth certificate file used in 
(he Kessner et at analyses. l According to· 
ACOG, nine visits corresponds to the 
recommended number of visits at 36 
weeks' gestation: hence Ihe index's adjust. 
ments [or gestational age SlOp at thai 
puint. Thus, the Kessner Indtx i~ .eon­
structed 011' the oasis of an outd.lICd 
computer data Slor3ge limitation. Full ­
(enn births can, [hetdor;;, be rated as 
having Adequate· prenatal care even if 
[hey have had fewer than the ACOG­
recommended number of"i,!t$.The k1nger 
rhe pregnan(.)" the smuller the percentageI 
of recommended visio; needed for care to I be rated Adequate. Only premature births 
(36 weeks' gestation and less) Jtc <lssessed 
fully against the ACOG standards. 

If one e;,:uapolates the original Kess­
ner Index algorithm. beyond the nine 
visits. using the ACOG standards (eog., 10 
visilSby 37 weeks, II visits by 38 weeks, 
etc.), a major redistribution of prenatal 
.:are utilization adequacy would occur 
(Table 4). There wou10 be more than 
twice the number of ....·omen with Inad­
equate care,.a major increase and shift to 
Intel1J'ledii:lte care, and many fewer women 
with Adcquate prenatal care. lndeed, 
4·~% of all women ....ould now be da~sificd 
as having le$~ adequate prenatal care than 
previously classified. If one examines the 
ex'trapolation ,stratil1ed by weeks' gesta­
tion al delhery. as in TaBle S. one sees 
th'll this miscategori1.ation increasl!s as 
gestationalagc advances. 

Finally, the lack of adequate initial 
documentation for the Kessner Index has 
led to nonscandardized definitions and 
discrepancies in its· calculations. The 
algorithm presented in Table 1 appears to 
be the SQle documentarion for the Kess­
ner lIldeA. Thil' is c:h";,~ly inad.,qu~l'e. In 
particular, there is insuffiCient description 
of how w IrC<l( re~rds with missing; 
gestational age, mis~ing visits, missing 
initiation datc, etc. I! The result is that 
~ach public health cOIit)' has had to 
program the index itself, with resultant 
inconsi~[encies. For examplt, many stales 
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have added an "unknown" category if 
number of prenatal care visits or timing of 
first visit is unknown, while others still 
follow the original rcc.:ommendations and 

. record such binhs as haVing received 
"inadequate" care. Some states impute 
missing ge:mltional age on the basis of 
birrhweight, whereas olhers (e.g., New 
York) disregard all such n;cords or disre­
gard only those th,\t cannot be rated as 
"inadequate" (L. Dellehunt, wrinen com­
munication, September 29, 1986). The 
state of Missouri I~nd others have further 
simplifit:d the definition of the Adequate 
rating of the Kessner Index ro eight visits 
for full-term binh ano five visits ·for 
premature births (J. W. Stockbauer. wlit­
ten communication. September 26.1986), 
Thus, the Kessner Index ratings may not 

,be comparilble across sites. 

Adequacy ofPrenaUlI Care 

UtiliZlltion Index 


The. weaknesses of the Kessner In­
dex led the author [0 try to develop an 
alternative prenatal care utilization al8O­
,ithm, based on birth certificate data. The 
proposed Adequacy of Prenatal Care 
Utilization (APNCU) Index attempts to 
characterize:: prenatal care utilization on 
two independent and distinctive diinen· 
sions: Adequacy of Initiation of Prenatal . 
Care and Adequacy of Received Services 
(once prenatal care has begun). This 

. two-factor index does' not assess the 
quality of the prenatal care that is 
deli'liered, but simply it~ utiliz:ui<.)n. 

The initial dimension, Adequacy of 

Initiation of Prcnatal Care, characterizes 

the adequa<.)' of the timing of initiation of 

care. The month prenatal care begins, 

which is recorded on the birth ccrtific:ne, 

corresponds directly to the adequacy of 

timing of initialion of prenatal carc. The 

underlying assumption is that the earlier 

the initiation, the more adequate the 

prenatal care. The month in which care is 

initiated is grou~d not by trimester. but 

ioto four slightlydiffcrent ad~quacy group­

jng~: months.} and. 2, months 3 and 4, 


months 5 and 6, and months 7 throug.h 9, 

The secOnd trimester was fclt to eovenoo 

bruad '.. lime p';riod' ,,.;' be user\11 as a 
single initiation date category. No prena­
tal care, which can be isobted in this 
index.. is grouped in lhc·jate or inadequJ.te 
care category for this dimension. 

The scrond dimen~ion, Adequacy of 
Received Services. characterizes the ad­
equacy of the prenatal carcvisil~ received 
during the lime the WOllt4n j" O,<:tu:>.lIy in 

prenatal cafe (Le., from initiation until' 

Fax:919-966-0458 
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Prenatal Can: Use 

the ddivcry). The expected number of 

vj$its is based on the ACOG prenatal care 

visitation standards for uncomplicated 

pregnancies,Il adjusted for the gestlltional 

age at initiation of care and tor (Ile 

gestiltional age at delivery. The me::tsurc 

'for Adequacy of Received Services is the· o 

,.. 
~ :i-IMOJ'ItI'ratio of the actual number of visit, to the g 
Ue}:pectcd number of visits. q; 

. The expected number of visits for 

each pregnancy can be calculilted casily 
 . Un~Q:( GO%- 500-1,,,",, .0*109'. 'l~ .. 

Adequ .. "y of R&ce;ved Servic"s(by computer or by hand) by'noting the 
number of ACOG-recommended prena­ Summary Index 

\,,1 care visits for a pregnancy of a given o A~.Q"'''I'' ."..;"
gestation arid then adjusting or reducing . m ~t:I.q ...at·..
that number based on the gestational sge 

§ U!utl"Tl"d'.1tIIlt initiation of carc (missed visits arc 
~ !t"'.~~:':\,Ii!tl •.assumed not to be made up). Essentially. 


this procedure measures l\ segmenl pf a 

fixed recorrunended prenatal care uriliza· 


. tion metric, but in contrast to the Kessner FIGURE 1-The summary 

i Adequacy of Prenatal
Index, it is adjusted at two places: when 

CareUtlllUltlon Index. . (he woman begins prenatal care and When I 
I,she delivers. For example, for a 40-week 


pregnancy. ACOGrecorrimends 14 visib; 

if car¢began in month 4 (three missed. 


etc;). Figure Iponrays the conslruction ofvi~its), then the expected number of visits 
the summary APNCU Index. would be I 1~ The number of actual or 

A descriptive outline of the proposedobserved visits can ~ directly recorded 
index ani:! its two factor, is presented infrom (he birth certificate (OT any other 
Table 6. (A more detailed description ofprenatal care data soun;:e). The ratio of 
(he APNCU Index and its cooing i,sump­observed to expected ... isits is then grouped 
lions and an SAS Program for it:; compu~into four categories: lnadegu3te (less 
[alion are avaiJub!e from the author.)

than 50% of expected visits). Intermedi· 
. Table 7 prescn!,' a comparison of the 

ate (50%..:.79%). Adequate (80%-109%), 
APNCU and Kessner 1 ncit .. ratings. Only 

. and Adequate Plus (~11O%). A similar 71.5% of. women in '[hI: Unitei:! States
ratio concept is implicir in the existing . would be rared. th~ same on the two
Kessner Index, wherein i~apeq1Ja[e visits indexes (assuming the. APNCU's "Ad­
equal approximately 50%' of adequate eq~ate and Adequate Plus" equal Kess­
visits. These four percentage catcgorics 'ncr', "Adequate"), With 21.1% achieving
allow for a stigiltly broad6r range of a poorer. rating and 7.'1% an. improved 
'numbers of ,isits t9 be rated as Adequate rating. Women whose care was rated 
care (80%-109%) and provide, for the Jm<;:rmediale on the Kessner Index would 
first time, ~ measurement of prenatal care be (he most likely to be recategorized:
utilization that exceeds ACOQ standards. 34% would now be rated Inadequate and 
This dimension of Adequacy of Received 28% rated Adequate or Adequate Plus. 
Services is independent of (he previously In ;; rdated P;!pc:r in this issue of the 
d~senoed dimepsion of Adequacy 'of Journal I apply the APNCU Index to the 
Initiation of Prenatal Care. J9S0 National Natality Survey data to 

The two dimension$ can be ·com· assess the adequacy of prenatal care 
bined into a single summary prenatal care utilization in the United StateS and its 
utilization index. Inadequate utilization is as~oci(\tionwith low birthweight.b 
detined as either late i~jtiation (after the 
4t/l month 01' pr"1>""""""') or ICs.~ than 50% f)isc'U_,siQn
of recommended visits. All Other catego­
,de$ require initiation. ·of care by the 4th The aSSe$SmtlH of the adequacy of 
month of pregnane)' and'then arc coded prena1al care utiJiz.::.,ion is heaVily shaped 
according to the extent of received Ser­ by the way in which urilization is mea­
vices (e.g., to bc' rated Adequate Plus. sured. One of' the major strategic and 
requires initiation of care be{ween I and 4 programmatic IhrU,(5 !() reduce infant 
months :snd mQre than llO% of (he monality in this era is to increase early 
expected ACOG-recommemlcd ,·i~jtt. iniliali",\ of pren:1tnl care. Healthy People 
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Among , former 
Secretory, Deportment I ,M.D., former 
President, American College of Obstetricians and Gynecologists; AudfeYB. Nor~, . 
M.D., Assistant Surgeon General and Director; Maternal" " \ .1 

and Child Health Bureau., Representatives from Healthy' "@'\,,,/
Start pr"ojec" will spook on their model Proorrims ond:' , ~. " -: ' 
how they break down the balllers toaccessmg health ; - r - , 

I,' , core that face'many women dnd farnilies. The day-long :-..,.. ,~"-
, event will begin with avideo showing Healthy Start,in' Wmnm2 the FI~1It-

a.ctioil and w~1I conclude with anetworking oppatturii.fy., ' J\gaillst hi1ant Mllrtit1ity , 
1,,'1 

- Ad Coundl PSA Campaign and New 809 Numbers' 
Kicked-off at Summit· " ' ' ' . 

, ,~ The much-taiked-about HTightrope" public' se~viceadvertisementc(]~p~ign, cr~ated 

for the Division ofHealthy Start imd the M(]ternal mid Child Health BureauDythe ,: 


. nonprofit Advertising Council, will be rele(]sed at the Notional Summit. on5eptei)1be! 

,,18. The PSAs wi!1 be screened at the event lor Summit participanfs,~nd the.media, and 


officials from the Deportment of Health and Human Services will speak about the . 
,infant mortality problerii. The ,campaign inciudes'televisioll, print, billboard, and' , " 
.transit PSAs, some ofwhich are in Spanish, and, features apregnant woman walking a 
tightrope with th~slqgan, ,"Doh't put your baby~s healtnon th~ linf Dif,ferent spqts. 

" "','." _.. ".' 

"'", 
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