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Harvey Finkle & Philadelphis Deportment of Public Health-

A worksheps ﬂmf address fhe‘fheflengeo s Rﬂbf/!f}/ epresenmnves ‘ ';I.'he‘D,lrector 4 Corner
- from al 22 Heelfhy Sfarr pro;eds fhe Division of Heefrhy Start, ifs” ‘
- 1 contractors and other federal, public and pnvere organizations will gorhef
' i ot the Hotel Washington on November 17-19, 1994 for i depth -

"} discussions on sustainabiliy. - Pre-conference sessions addessing the - -
4 howtos of corporare collaboration, Jocal evaluaﬂon ond an infant '

| morta lity rewew are scheduid for November ] 6

 As autumn progressés and leaves chonge hue,
Healthy Start brings o new ook to the annual Granfee

" Meefing in November. The addition of thie Healthy -
Start Initiative - Special Projects.expands the program
to seven new: geographic oreas, promotmg a '
.comprehenswe effort to lower th infont mortality rate -
”10 a level that is more componble with other developed.
countries.- This issue of Progrom Updere is desi igned fo-
introduce these seven new members of the Healthy

]

ERAE R .::wx;

T R T

‘their legislative efforts to improve ealth care:;
Congressional and corporate leaders hod d chance in
September to ke introduced fo Heullhy Start ds it was

Healthy Start Expand.s S f L Sturtfumt!yondtosporkcremwe thmkmg ubouthow :
~ 4 weandany HeulthyStun‘swork mtothe next-century,

- eMerch 1994, fhe Division of Heel{hy Start ennoenced m 4 While Healthy Stortprojeds stoy busy i their -
' 4 expansion ef the federei demonsfmnea progmm In lote September ~{ communites, of course members of Congress ‘0""“”?

. { seven new communmes in seven new stofes were competmveiy selecfed
from omong-16 eligible appl:cants as Healthy Start Initiative - Speaa/ 1 iobe o ! '

: . ) mennone inf e II'I unt I'ﬂOﬂG !W presemutuon tO the
.4 Projects. foch Healfhy Start- Special Project was awarded | Congresional Block Caucus's Health Brainius,

' ‘approx/marely one million dollars fo /mp/emenr commumrydnven mfent | Lawmakers ard offier feaders saw first-hand the

R T ik,

: ! »mormllry reduction stategies for the first of two years. . . :22:::’::?03“;;‘;&“ s°“’"°'f‘§?‘"g e‘mpl“ed . N
.| What makes these new sn‘es SpeCf{Il IS m{}f fhey heve h{}d 0. 4 Welookforward to shunﬁg these solufions — und i
21 fomework of community-based matemol and chid heahh seriices 1 discussing sstinabity ot the Granteg Meeting..

, 4 Planning the meefing left. msuffltlem fime fo produce a -
already in plefe for ot least two yeers Heeirhy Start grenf foridswill ~ } * Tullngth i of Pragrom Updoe, so'we treted his

.1"; - help thess seven projects énfiance dnd accelerate e implemeéntafion of i',.'s""”e"e" editon. If you have coriments or.'
. services.within their communities. Slmllﬂf fo the.1 5 ongma/ Healthy ; you to contaict Danna Hutien af 1he Dw.,.o., of -
"1 Start sites, the. seven projects face local infant morm lfy fates that .~ - ;‘ Heul'hv&iaﬂ (301)443-8427
exceed one.and one-half fimés the:natiorial dverage; or] 45deafh5 per P i % Thurmo MiCari; WD, WPH,
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L ' As President (Imion summarize when mtroducmg the govemmem‘s
=t ik month perfarmance appralsal the admmlstrahon 5 gool is "to make

P’ix;'!ooe{ohio Heaf:b Departmen, Heof{of Stort, c‘roomro ‘«:;, L

: .The Dxrector’s Gorner

By creotmg effecmfe pubhc and pnvate sectoc
lmkoges Healthy Stari projects satisfy their need fo. -

# .colloborate among relevant providers and consumers of

"the entire federal government both fess @ expérisivé and more effmeni and' 4

o change the culture of our naﬂonal bureaucracy away | from complacency S :
and ent;ilemenr toward nm‘tohve and empowermenf The accompanying .
i 4 report lnid out foor key pnnaples cuﬁmg red. fape; putting the customer ~ -
o4 first empowermg employees fo get results -dnd culting back fo ‘the bsics.
: Heolthy Start projects already cut red fape by collaborotmg wo‘h excsz‘mg
& commynity clinics 10 make | health care: accessible for all project area-. ‘
3 families. One Heolthy Start sife has pui the'e cusiomer first by mérging eeth ? '
- 0 county health department hotlme to refer callers more effcc:eotly fo:
;. information and care.- Other sites empower employees by training aod

i f employing community oureach workers while allowing them o retain-
! eligibilty for food stamps and Medlcaid Cumng hack to the basicsata
+ . Healthy Start site can mean  designing o program ! fo feach maternal ond o
| child health Fundamentals o workers at local organizations. -
Dk Ivey Boufford Depory Ass:sfonf Seciefary for Heolih :
, rerogofzed at the 1993 Grantee Mee:‘mg that Heelihy Start pra;ecis ae
; fploy:eg a."pionéering rolé” in helpirg the atidn move foward health care -
4 reform.. By effecfwely collobocermg with othier govemmeof piograms oad
" local agéndies, the pro;ecix have also faken the leod in exemol:fymg how.
. the variois levels of government (federai state, county; city, iribal) can -
& work more efficiéntly in the future — by conmbutmg toword permoial

e systens of aie that work belrer and cost Iess

s
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. Prevention; New Orleans’ work with commumfy/msgcam-:
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* !.care; as is emphusuzed in the projets’ confinuation :

gmdonce each year., Working ith other federal” -

. programs is gne way Healthy Start projects go heyond
" traditional medical services fo impact high infant

monallty rates, and this service enhancement hos

RS
3
% proven successful a May 1994 article in the Joornal of
> 17 the American Medical Assotiation discusses the .
e |mponant ‘effect hisalth behiavior advice; as g -
=¥ - companent of perinatal care, has' o improving binh
"% oulcomes (JAMA volume 271, pages 1340-1345). - N
" This issué of Pragrom Updole describes five dszerent -

but effective exomples o federal linkages of work..

Highlighted are Birmingkiom's imminization clinics,
teamed up with the Centers for Disease. Control and

health centers, funded by the Health Resources and -

Services Administrafion; Washmgron DCs work ith the B
- Department of Agncuhuresz( Program; (hlcagos

wark with the Health Care Finiancing Adininistrations -
Medicaid Program and ‘Philadelphia’s Fesidential drug
freatment program, a collaboration’ with the Subsiance
Abuse and Mental Health Services Admimstrahon ‘
‘We encourdge you fo cephcate these and the many

y o!her colloborahons shored under the Heahhy Stan
. lnmatwe in your own. communmes

- We welcome your input, comments and
suggesttons for Program !!pdate. Please contad
Puul S Rusmko af (301) 443-842?

- " Thurma MéCanp, &D M. PH
Dlrector Division. of Heahhy Start -
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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 medlcally—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.

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, WIC, 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.

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. o

¢ Administer grants to over 600 community-
based public and private . nonprofit
organizations that develop and operate
CHCs, and in turn support 1,600 clinics.

* Support CHCs that serve over 7 million
people yearly, of whom 66 percent live

* CHCs

below the poverty level.

demonstrate cost effective re-
sponsiveness, empower underserved
communities, and are credited with:

Reducing infant mortality rates

U.S. Department of Health & Human Services

Public Health Service

Health Resources & Services Administration
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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 seasonal farmworkers 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 farmworker 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

e 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
MHC:s, 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.8. Department of Heaith & Human Services

Public Health Service

SRS\

Health Resources & Services Administration
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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 by homeless individuals to primary health care and
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

* 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).

U.S. Department of Health & Human Services

Public Health Service

Health Resources & Services Administration
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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.

Provide comprehensive primary health care
services, ‘(e.g., diagnostic laboratory and
radiology as well as preventive health,

Establish referrals to provide other health,
social, and educational services—with entities
such as- hospitals, community and - migrant
health centers, . Head Start and other
educational programs, and programs that

prevent and treat child abuse.
ACCOMPLISHMENTS

A recently conducted evaluation found that nearly all of tﬁe 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

Health Resources & Services Administration
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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
accessmg health services. The program improves the health status of residents by providing prlmary
care in or near public housing developments.

ACTIVITIES

‘s Provide primary health care services, includ- * Aid residents to establish eligibility for

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

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
health status of more than 35,000 clients.

* Served more than 20,000 children and youth

under 20 years of age (58 percent of clients);
62 percent of all clients served were female.

U, S Department of Health & Human Sarvices
Public Health Service

Health Resources & Services Administratio
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BUREAU OF PRIMARY HEALTH CARE
 HEALTH CENTERS
FY 1995

Unduplicated Statistics:

| ‘ | Grantee . o
Program Organizations -+ People Served (est.)
CHC . 643 , o . 7.050
Migrant " 20 * o  ‘\ o .600
Homeless | o 71 k% | 444
Public Housing . - ' g wkx - - .025

SUBTOTAL - 722 o ' 8.1 Million

In addition, there are 101 FQHC Look -Alike organlzatlons with 151

FQHC provider delivery sites -- serving approx1mately 800,000
patlents : L
. Includes orgéﬁizations that receive only Section 329

funding. Overall, there are a total of 122 Migrant Health
Center grantees.

* ‘Includes organlzatlons ‘that® receive ;only Section 340
funding. - -Overall; :there ‘are d'*total of 119 Health Care ‘for
-the HomeleSSJgrantees, 10 Outreach ‘and Primary- Care.Serv1ces

-

for ‘Homeless' Chlidren grantees%and=2? HEalthy’Schools* o
ST : ' InE

SUE ETHAl Susdw v

funding.:+'‘Overall,
-for: Re31dents of PubL

Hou81ng grantees
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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 utlllze local suppllers.

gxges 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 essentlal ancillary services such as
laboratory tests, X-ray, environmental health and pharmacy
services. 1In addltlon, 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 tallor 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 Pogulation

Medlcally underserved dlsadvantaged populatlons ‘These
populatlons include: minorities, women of child bearing age,
infants, persons with HIV infection, substance abusers

“and/or homeless'lnd1v1duals and their families. In fiscal

year (FY) 1995, the CHC program served a total of 7,050,000

patients. Of thlS total,. approximately 44 percent were .

infants, children and youth aged 0 to 19 years old.

*Eligible'Grentees[ﬁnmber of~Curren£ Grantees

A

..The CHC program makes . grants to. publlc and nonproflt private
'éntities for the development and operatlon of CHCs. .. In .. ...

FY 1995, there ‘were approximately 623-federally. funded CHCs' o
located in’ medlcally underserved.areas throughout the Unlted
States and its territories.’ Approxlmately 60 percent were" e
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MiGRANT'HEALTH CENTERS‘fMHC52
Program Description

Higtory of the Program

Begun in 1962, the MHC program prov1des 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 Mlgrant Clinicians Network.

PHS Leglalatlve History: The Mlgrant 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 requlrements. : :

Key Igsue/Pro ram Purpose

To provide access to essentlal health services for mlgrant
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 soc1al servmces existing w1th¢n the gexvice
area.

Types of Services

MHCs provide'eomprehensive 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 approprlate

hospitalization and specialty referrals. MHC services are

prevention-oriented and include such children’s services as-
immunizations, well baby care, and developmental screenlngs.

'MHCs also provide essential ancillary services such as
-laboratory tests, X-ray, environmental health and pharmacy

services. 1In 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



IT. Appropriations

FY 1994 $59,000,000
FY 1995  $65,000,000

III. Contact Information

For additional information about the MHC program, pléase
.contact: ' : ‘ ’ :

Richard C. Bohrer

Director o

Division of Community and Migrant Health
Bureau of Primary Health Care .

4350 East-West Highway, 7th floor -
Bethesda, MD 20814 o
(301) 594-4300



Perinatal and Child Health A}"rogmms

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 HIV posmve pregnant women and their unborn

infants.

L , Legislative Authority
PHS Act Section 329/330 3 ,
' FY 1992 FY 1993 FY 1994 FY 1995
Authorized Funding $35.0 million | $35.0 million | $35.0 million | $35.0 million
Number of Programs 291 ' 291 291 291
‘Total Clients Served in | 187,757 185,530 174,762 112,163
the Calendar vear.' -

fCIients served are defined as those pregnant women seen with a health center with
Comprehenswe Perinatal Care Funding (CPCP). In 1994 CPCP was folded into the 329/330
ngl‘am CPCP provides additional funding to health centers for perinatal care services.

Source; HRSA:BPHC:DPSP: 1995 Perinatal User Profiles
' ' L 48 ‘




-

PERINATAL AND CHILD HEALTH PROGRAMS

Number of Grantees and Clients served by Region
Region Programs - Clients
NUMBER NUMBER
p I 28] s4% 7,070 34%
i 46 8.8% 30,861 15.0%
m 78] 15.0%| 15,891  7.7%
v 9] 23.0% 45930  22.3%
v 60|  11.6% 20,789 10.1%
VI 55 10.6% 24,349 11.8%
VI 26 5.0% 9,190 4.4%
VI 38 7.3% 14,239 6.9%
X 34 6.5% 25,180  12.2%
X 34| 65% 12,189 5.9%
Total 519]  100.0] 205,841 100.0

' Programs defined as éll reporting community and migrant health centers.
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PERINATAL AND CHILD HEALTH PROGRAMS
Number and Percent Distribution of Services Delivery Models Reported by Funding

i o
, )

All Programs | CHCs with CPCP! | CHCs without CPCP
Total Number of Centers 519  100.0% 254|  100.0% 265(100.0%
T Number of Centers Providing Services | ’
~|by: | .
On-Site Prenatal and Delivery | 224 43.4%| - 158 62.7% - 66{ 25.0%
. |On-Site Prenatal and Referral Delivery | * 158/  30.6%| = 72| 28.6%| 86| 32.6%
" [Referral Perinatal and Delivery 134 26.0%| 22 8.7% 112{ 42.4%
! |Total Number of Centers Reportin ~_516]  100.0% 252

100.0% 264|100.0%

: .[Number of Centers Provrdmg wIC

’ Serv1cesBy o _ S 3
‘SltersLocaIWICAgent o 144 60.0%| . 96| 64.0%| = 48] 53.3%

- |Outstationed from Local Health Dept. 96| 40.0%| 54] 36.0%| @ 42| 46.7%
' [Total Number of Centers Reporting a 240 100.0% 150 100.0%|  90(100.0%

' CPCP- The Comprehensive Perinatal Care Program was folded into the 329/330 program in 1994, This funding stréam provides the health- centers. with
additional funding for perinatal services

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

All Programs

CHCs with CPCP

CHC's without CPCP

umber and ect z’stribution 9 riatal Users b Selected Characteristics and Fundin 4

~ Prenatal Users by Status

1,127,654

467,610

| Newly Pregnant Users

68.5%| 112,163

28.774]

66.5%

Prenatal Users from Previous year

3L5%|

-50,383|

33.5%

" |All Prenatal Users -

Teenage Pregnanczes by Age

162,546,

* |Under Age 15

71%

8.1%

15-19 Years:

92 9% |

I1.9% .

All Teen Pre"’anéies “<

Number of HIV+ Prenatal Patients

New Users by Ti rzmester of First Visit

- First

- 60.7%

19.133

Source: HRSA: BPHC: DPSP: 1995 Perinatal User Profiles
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| - 87245| °  61.9%)| 68,112| 66.5%

~|Second -~ "~ - 39,649]  28.1%|  33,576]  29.9%| 6,073 21.1%
Third =~ 14,043 10.0%| 10,475  9.3%|  3,568| 12.4%
All Newly Pregnant_,Users 140,937)  100.0%| . 112,163] 100.0%|  28,774] 100.0%



PERINATAL AND CHILD HEALTH PROGRAMS

Number and Percent Distribution of Clients of Perinatal User

Birth Outcomes and WIC Enrollment by Fundin

CHCs without CPCP

Fetal Deaths

Infant Deaths by Age at Death

N y All Progranis CHCs with CPCP
Number of Deliveries by Birthweight | |
Under 1500 grams 1,316 1.3% 1,094 1.4% 222 1.2%|
1501 - 2499 grams 5,355 '5.4% 5.4% 1,049 5.5%|
2500 grams and over - '
Total Number of Deli

27 Days or Less

360

73

28 Days or More

35

Tot ] Number of Infant Death:

- Post-Natal Care ‘
Postpartum Returnees 76,128 100.0% 61,773 100.0% 14,355] 100.0%]| -
Infants Returning for Newborn Visit 72,765 100.0% 59,8511 100.0% 12,914 100.0%
L . All Programs CHCs with CPCP CHCs without CPCP
Number of Infants 308,402 221,807 ' 86,595
Number of Pregnant Women 212,811 162,936 49 875
Number of Lactating Women 73,010 54,233 18,777

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

Number and Pércent Distribution of Perinatal Users by Selected Characteristics
and Type of Service Delivery Model

On-site Prenatal On-site Prenatal Referral Prenatal

On-site Delivery Referral Delivery Referral Delivery

: . : . Number Percent |Number Number ,
Number of Centers Reportin : -224{100.0% 158 100.0%|  134] 100.0%

Female Users Aged 15-44

\ Prenatal Users by Status )
Newly Pregnant Users ‘ 84,574|

45.116 70.8%| 10,596

Prenatal Users from Previous year 42,222 18,644 - 3,694
14,290

All Prenatal Users

_ Teen Pregnancies :
Under Age 15 = ' 1,886] 6.6% 1,076 8.5% - 286 10.7%
15-19 Years ‘ 26,755| 93.4% 11,637  91.5% 2,395 89.3%
All Teen Pregnancies | 100.0% 100.0%]| 100.0%

3,979] 100.0%

Number of HIV+ Prenatal Patients 1000% | IN(})O.O%

Sozfrce: HRSA: BPHC: Dng; 1995 Perinatal User Profiles




COMPREHENSIVE PERINATAL CARE PROGRAM

i,

&

4

DATA HIGHLIGHTS

NUMBER
REPORTING PROGRAMS 254
TOTAL FEMALE USERS 1,127,654
PREGNANT WOMEN 162,546 |
PREGNANT TEENS 33,866
HIV+ PREGNANT WOMEN 3,722
IST TRIMESTER ENTRY 68,112
2ND TRIMESTER ENTRY 33,576
3RD TRIMESTER ENTRY 10,475
DELIVERIES | 79,494
LOW BIRTHWEIGHT'BAB'IES 5,400
POSTPARTUM RETURNEES 61,773
NEWBORN RETURNEES

.

|

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

&A.

59,851

PERCENT

20.8%
3%
60.7%
29.9%

9.3%

6.8%

it
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U.S. Department of Health and Human Services
HEALTH RESOURCES AND SERV[CES ADMINISTRATION @

Division of Legislation
- (Tel. 301-443-1890)

Fax: 301-443-9270

— R —— e Mt e
- e s

THIS FAX IS FOR:
‘ Ms. Sarah Hurwitz : c -
White House Domestic Policy Cou.ncxl Fax: 202-456-5557

e ——————— e T —_—_— e ——
e mm——eee —— S —— ——

Lawrence M. Sauer .

Director, Division of Legislation

Health Resources and Services Admuusu"anon _
Room 14-36 Parklawn Bidg. :
5600 Fishers Lane

Rockville, MD 20857 -

= T

Number of pages (including cover page):9 - : ‘ '
Date: July 25, 1997 - ‘ . ,
Remarks:
This is in response to your request for information about prenatal care/infant mortality N
prevermon programs of this agency. S
Infant mortality prevention cuts across many of our programs, but is parucularly focused [
in three program areas: The Matemal and Child Health Block Grant; the Healthy Start program; 9 ’
and the Community Health Center program. Artachcd therefore, are three Fact Sheets dealmg
with these programs. , \9
' I hope this will be helpful. ; —
Healdlens s

3ot 4% nsoq

~Larry Sauer Stocd | | j’
* &
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Aatemal and Child Health Buresu Fact Sheet

kttp://www. hlis.gov:80/hrsa/nichbdoves view.hh

Mzitemal and Child Health Bureéu - Overview

“The final purpose of the Bureau is to serve all children, to try to work out standards of care and protection whnch shall
give to every chﬂd his fair chance in the world.”

Julia Lathrop, first Chief of the Chnldren s Bureau, 1912

History and Mission

Charged with the the primary responsibility for promoting and improving the health of our Natlon s mothers and children, thefMIAtErTAlAnd. Child
HealthiBureau- (MCHB) draws 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 assuring the health of mothers and children now for more than 60 years:

Today, Title V is administered by the Maternal and Chitd Health Bureau as palt of the Health [{esourcw and Services /\dmfmsuanon Public
Health Service, 1.S. De partment. of Health and Human Services.

MCHB continues to provide its leadership, partnership, and resources to advance the health of all our Nation’s mothers, infants, children, and ~

adolescents-including families with low income levels, those with diverse racial and ethnic heritages and those living in rural or isolated areas
without access to care. ' ‘

Programs

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

* Lhe-Maternalzand Child Health™Services. Block-Grant- (T»t e- V)-Fi‘{—97~budget-$681 Tillion
¢ - The Healthy Start-Initiative (Public- ¢-Health=Service-Act)-FY-97-budget=$96-million<”
e The‘Emergency*Medlcal Services for Children Program (Public Héalth Service Act); FY 197 budget=$12:5: mxlhon

7/25/97 3:03 PM



379

PAGE

1D: 3814438270

JUL—25—S7 15:21 FROM:DHHS/HRSA/OPEL

—7
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® Giants:-forHIV-Coordinated_Services.and: Access-0. Research for Women Jnfants,_C,hL dren and Youth(Title 1V, of the Rya Ryan White
QCARE Act), FY'97 budget-$,36 milliond

Maternal and Child Health Servnces Block Grant

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

The purpose of the block grants to the States is to create Federal/State pam\erslups to develop service systems in our Nation's commuaities to
meet critical challenges in maternal and child health, mc!udmg.,

Significantly reducing mfant mortality
Providing comprehensive care for women before, during, and afler pregnancy and childbirth -
Providing preventive and primary care services for children and adolescents

Providing comprehensive care for children and adolescents with special health needs
- Immunizing all our children

Reducing adolescent pregnancy

Preventing injury and violence. Puttmg into community practzoe national standards and guidelines for prenatal care, for healthy and safe
child care, and for the health supervision of infants, children, and adolescents:

Assuring access to care for all mothers and children
Meeting the nutritionat and developmental needs of mothers, children, and families

& © ¢ o o & o

¢ @

The block grant program requires that States match $3 in funds or resources for every $4 in Federal tunds they recetve, and that a minimum of

30 percent of block grant funds be used to support programs for children with special health needs. This partnership with the Smtex generated
more than $1.7 billion in FY *97 for services at the State and local level.

Activities supported under Special Projects of Regional and National Significance include MCH research, training, genetic servic‘:es‘ hemophilia

- diagnostic and treatment centers and maternal and child health improvement pl‘()jeCtS that support a broad range of innovative strategxes InFY

‘97 the Bureau funded 500 SPRANS grants at a total of $103 million.

InFY ‘97, 112 Community Integrated Service Systems grants were awarded, totalling $10 million. The CISS program seeks to reduce infant

mortality and improve the health of mothers and children by funding pro;ects for the development and expansion of integrated services at the
community level.

Categorical Programs

The Healthy Start lniiiative funds the development of programs and strategies to reduce infant mortality in targeted high-risk communities, and

725197 3:03 PM
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the replication of program successes across the Nation,

The Emergency Medical Services for Children Program funds granls to the States to develop or enhance EMS programs for children with critical
illnesses and life-threatening injuries. :

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

Bureau Organization

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

OfYice of the Director

Division of Maternal, Infant, Child and Adolescent Health
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

e 6 & o & o

Al MCH:B programs aim to achieve one goal: to promote compreheusive, coordinated, famlly-centered and culturally sensitive systems of
health care that serve the diverse needs of all families within their own communities.

For more inf‘ormalion, contact: MCHB Communications, (301) 443-0205

Moaternal and Child Health Buvesu Overview | Grunts Guidance | Federal Reglst}r Nofices | Nensletiery and Publications
Fact Sheets on MCH Programs | Links (o maternal and child health related slies
HRSA Home Papge | IIHS Home Page

Last updated April 28, 1997

f3 17237197 3:03 PM
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. TheiUmt’e‘ngt atesiranks 24th-among-industrialized-counteiesin;the; mxmber of babiesw whodie: m-thexr first year.
* In 1991, the national infant mortality rate was 8.9 per 1,000 live births in the United States. The provisional data for 1992 indicates a rate . -

reduction to 8.5 deaths per 1,000 live births.

® The 3-year average infant death rates among the Healthy Start communities for lhe period 1988 1990 ranged from 14.3 to 26.9 deaths per

1,000 live births.
'@f th€4: -million:babies-born-in-the United States in 1991; 36,700 died before their first‘blrthday

© /Low.birthweight-is-a-leading-cause-of-infant_deatli, _Low birthweight babies (less than 5’5 -poufids) are 40 times more likely to to-die:in-tl thelr

Cirst-month. re 40

* In 1989, 7 percent of all babies born in the United States were bom at low b:rthwenght The 3-year average of low birthweight infants bom v

in Healthy Start communities ranged from 5.4 to 17 percent for the period 1988 1990.

~ * (PTEnatal_care can réduce the incidence-of-low-birthweight.-Babies born-to-women-who received fio. p_rcnatgl‘care are three-times.more

likely-to-be-born-at-low- bwthwenghband four_times.more: hkely_to,dxe than_those- whose mothers received-firsttrimester: W"‘” —

Components of Healthy Start

The success of Healthy Start relies on community-based collaborative efforts to provide comprehensive health and social support services, as
well as individual and community development activities, in order to:

make health and social support services more accessible by streamlining ehgxbshty processes developing one-stop shopping centers,
providing transportation to care, and facilitating onsite child care;

develop a comprehensive package. for perinatal care services, including preconception and family planning counselmg and services,
prenatal and postpartum care, immunizations, and well-baby care;

make available an appropriate array of self-help programs and services, such as numtaon counseling, smoking ccssatxon substance abuse
counseling and treatment, and mental health;

supply case management services Lo facxhtate the entry and followup of at-risk women into appropriate services and programs;
employ outreach workers, often from the neighborhood, to locate and educate women and their families about the importance of early and

7725197 301 PM
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regu ar prenatal care;

“improve participation of eligible women, children, and their families in entitlement programs such as Medicaid; Early and Periodic

Screening, Diagnosis and Treatment (EPSDT); Spec1a1 Supplemental Food Program for Women, Infants and Children (WIC); Food
Slamps and public housing; _

¢ increase the cultural sensitivity of local providers; '

implement programs and activities targeted to the special needs of adolescents, mcludmg 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 acuvely engagmg community members in program development.

Grants

The Healthy Start Initiative is a demonstration program that builds on the principles of innovation, community commitment and involvement,
increased access, service integration and personal responsibility with the objective of decreasing infant mortality in targeted urban and rural
communities. Begun in 1991, 15 communities with infant mortality rates 1 1/2 to2 1/2 times greater than the national average were selected to
participate in the 5-year den\onstrauon program. During the first year, the 15 projects developed community consortia, conducted needs
assessment, and formulated com‘prehensivé action plans to implement health care and social support services intended to reduced infant mortality

by 50 peroem in their respective communities in 5 years. Services to children, women of chlldbearmg age, and their families began the followmg
year.

In order to broaden the knowledge base of successful strategies to reduce infant morality, seven new special projects received grants to
accelerate the implementation of innovative strategies. These projects, which begin October 1, 1994, will run for two years.

For I'Y 1995, the Healthy Start program is funded at $110 million. Healthy Start projects are in the following communities:

The 15 original projects:

Baltimore, Maryland

Birmingham, Alabama

Boston, Massachusetts

Chicago, Illinois

Cleveland, Ohio

Detroit, Michigan

New Orleans, Louisiana

New York, New York

Northern Plains Reservations (South Dakota, North Dakota, Jowa, Nebr. aska)

Rl N

772597 3:01 PM
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1.
12.
13.
14.
15.

Northwest Indiana

Oakland, California ,

Pee Dee Region, South Carolina
Philadelphia, Pennsylvania
Pittsburgh, Pennsylvania
Washington, District of Colombia

The 7 special projects:

NN h W=

Dallas, Texas
Essex County, New Jersey
Florida Panhandle

- Milwaukee, Wisconsin

Mississippt Delta
Richmond, Virginia
Savannah, Georgia

Evaluation

Inp:/iveww.bhs gov:B0/hrsa/mehb/healthys.hun

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 effectiveiess across distinct populations. Each grantee is also conducting evaluations
of some of their unique interventions.

The lessons leamed from Healthy Start will be shared with the wider maternal and child health community. A first report, Consortia
Development, is available from the National Maternal and Child Flealth Clearinghouse, 8201 Greensboro Drive, Suite 600, McLean VA 22]02

te ephone (703) 821-8955, extensions 254.0r 265.

Public Information/Education Campaign

The Healthy Start program also has an aggressive public information and education component to raise awareness concerning the problem of

Eormere: "‘fowac'ﬂwn‘of“Healthy;Sth'r,t;*:at?(:}:O:l:_)*:Aﬁt‘.‘ssOSO9~»

10/94

- infant mortality, promote healthy behaviors, and motivate mothers to enter prenatal care early .

123197 201 PM
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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 ngram provides access to case-managed, family-orieated preventive and primary h&lth 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 milor services to the needs of the community.

ACTIVITIES |

e Offer CHC services that include primary and * Provide links to welfare, Medicaid, substance

- preventive care, outreach, and dental care. -

Offer essential ancﬂlary 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.

W
T

ACCOMPLISHMENTS

abuse treatment, WIC, and related services.

o 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.

CHCs are a catalyst for economic development, generating jobs, assuring the presence of health
professionals and faciliies, and vilizing local services. In FY 1995, the CHC investment generated
neatly $3 billion in revenues for moovenshed 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 turn support 1,600 clinics. sponsiveness, empower underserved

' communities, and are credited with:
e Support CHCs. that serve over 7 million ' ;
people yearly, o6f whom 66 percent live - Reducing infant mortality rates L

U.S. Dopadrnen: of Health & Humas Sernvioes
Putiic Med® Server:

@IRSA

Heanh
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- Lowering hospital admission rates and

length of hospital stays for patients

COLLABORATIVE LINKAGES

e The CHC Program coordinates cooperative

agreements and grants, with National, State,
and regional health and primary care organi-
zations, which are key to developing and im-
plementing primary care resource strategies.

® CHCs coordinate with State and local organi-
zations to develop services; examples follow.

- Avm:d-winning partnership between Lin-

coln Heights Health Center, 2 CHC in an
economically depressed arez, and Univer-
sity of Cincinnati Medical Cenier maxi-
mizes resources and access to primary and
' preventive caré for un- and underinsured.

- Award-winning East Side Heaith Coalition
(Southem Illinois Healthcare Foundation,
East Side Health District, local health
department, and Touchette Regional Hos-
pital) redesigned service delivery pro-

APPROPR!AT!ON S

ID:3014438270 PAGE 8/9

- Lowering Medicaid patents’ health costs.

 grams into a “one-stop™ model that
benefits each member as well as patients.

- Annual Tangier Health Fair of the Eastern
Shore Rural Health System, Inc. in Vir-
ginia—sponsored by 14 national and local
programs—provides access to affordable

~ screening, referral, and health promotion
activities that focus on personal responsi-
bility for health and reducing risk factors.

-~ The Focus on Renewal Center of Sto-Rox
Neighborhood Family Health Center in
Pennsylvama links primary care, legal
crisis care, food assistance, and social
services for people in two urban communi-
ties. Partmerships with a hospital, school
district, university, and other programs
-extend services to include home care, par-
enting programs, 2 school-based program,
adult literacy, and homeless services.

FY 1994 $603.65 million (344 733 million for pennatal activities)
FY 1995 $616.555 million ($44.733 million for perinatal activities)
FY 1996 3618 459 million (%«i 733 million for perinatal activities)

FUTURE c HALLENGES

Developing networks and comprehensive systems of primary care is critical 1o health services delivery
success. Collaborating with public and private partners to obtain capital and infrastructure resources
is necessary to develop and maintain primary health care capacity in the most underserved areas.

For more information contaci:

Richard C. Bohrcr Director ‘
Division of Community and Migrant H&Jth 71
4350 East-West Highway, 7th Floor \rr,(

N\
.

/N
> M
@

Bethesda, MD 20814 | .
301/594-4300 301/5944397FAX O (1€ g

http://www .bphc.hrsa.dhhs.gov
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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 C71 k% ‘ - .444
Public Housing g *wk .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.

*hh

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)

Program Description

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.

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. '



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.

Tvpeg 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. 1In 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. 1In
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. 1In 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.

Eligible Grantees/Number of Current Grantees

The CHC program makes grants to public and nonprofit private
entities for the development and operation of CHCs. 1In

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.®

IT. Appropriations

FY 1994 - $603,650,000
(44,733,000 for perinatal activities)
FY 1995 $616,555,000

(44,733,000 for perinatal activities)

ITTI. Contact Informatiqn

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

® 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)

Program Description

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.

RKey Igsue/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 service
area.

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
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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.

Target Population

Migrant and seasonal farmworkers and 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.

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.

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 19885 $65,000,000

III. Contact Information

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
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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 outéomes 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 HIV positive pregnant women and their unborn

. Legislative Authority
PHS Act Section 329/330 L , S L

: S FY 1992 FY 1993 FY 1994 FY 1995
Authorized Funding $35.0 million | $35.0 million | $35.0 million | $35.0 millio
Number of Programs 291 291 291 1291 ~
Total Clients Served in 187,757 185,530 174,762 112,163

| the Calendar year.! |

Qlients serve’d are defined as those pregnant woren seen with a health center with
gymprehmsive Perinatal Care Funding (CPCP). In 1994 CPCP was folded into the 329/330
Program. CPCP provides additional funding to health centers for perinatal care services.

Source: HRSA:BPHC:DPSP: 1993 Perinatal User Profiles
-



| PERINATAL AND CHILD HEALTH PROGRAMS

o Number of Grantees and Clients served by Region

Region Programs' Clients
| NUMBER NUMBER |
I 28 5.4% 7,070 3.4%
T 6] 88% 30861  15.0%
m 78] 15.0% 15,891 7.7%
v 119 230%| 45,930 22.3%
Vv 60| 11.6% 20,789 10.1%
VI 55| 10.6%| 24,349 11.8%
vl 26 5.0% 9,190 4.4%
VI 38| 73% 14,239 6.9%
X 34 65%| 25,180 12.2%
X 34 65%| 12,189 5.9%
Total 519 1000 2053841 100.0

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

P

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

| Number and Percent Dzstrtbutzon of Servzces Delivery Models Reported by Funding

aim

C . All Programs | CHCs with CPCP' | CHCs without CPCP _
Total Number of Centers | ©519]  100.0% 254/ 100.0% 265|100.0% -
Number of Centers Providing Services | |
by: e |
'|On-Site Prenatal and Delivery e 224 43.4% 158  62.7% 66| 25.0%
|On-Site Preriatal and Referral Delivery | - ° 158]  30.6%| 72| 28.6%| 86| 32.6%
" |Referral Perinatal and Delivery 134 26.0%)| 22 8.7%]| 112| 42.4%

Total Number of Centers Reportin

- [Number of Centers .Provxdmg» WIC
Services By .

100.0%

252

100.0%

264{100.0%

144

60.0%

53.3%

Site is Local WIC Agent | ) 96|  64.0% 48] 5
" |Outstationed from Local Health Dept 96| 40.0%| 54 36.0%| 42| 46.7%
240]__100.0%] 100.0%] 90[100.0%

Total Number of Cénters Reporting

150

' CPCP- The Comprehenswe Perinatal Care Program was folded into thé 3291330 program in 1994 This ﬁmdmg stream provades the health centers with

additional ﬁmdmg for perinatal services

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

' Number and Percent Dzstrzbutzon 0 ermatal Users b . Selected Characterzstzcs and F undm ng

All Programs

CHCs w1th CPCP

CHCs without CPCP

Prenatal Users by Status

1,127,654

467,610

100.0%

Newly Pregnant Users 140,937  68.5% 112,163 69.0% 728,774 66.5%
|Prenatal Users from' Prekus year ' 31.5% 50,383 31.0% 14,521) 33.5%
All Prenatal Users . 100.0% ‘ : )

, Teenage Pregnandzes by Age
|{Under Age 15 = -

7.3%

7.1%

842

8.1%

15 19 Years

92.7%|

92. 9%

9,532

91.9%

Number of HI V+ f’renatal Patients

New Users y T rzmester of First Visit

100.0%

First 87,245  61.9%|  68,112] 60.7%| 19,133 66.5%
Second 39,649 . 28.1%| 33,576 29.9%| 6,073 21.1%
Third 14,043  10.0% 10,475  9.3% 3,568 12.4%
All NewlyPregnan_t_USers 140,937 100.0%| 112,163] 100.0%| 28,774 100.0%

Source: HRSA: BPHC: DPSP: 1995 Perinatal User Profiles
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PERINATAL AND CH[LD HEALTH PROGRAMS

Number and Percent Distribution of C‘lients of Perinatal User
L Birth Outcomes and WIC Enrollment by Fundin

Fetal Deaths

Infant Deaths by Age at Death

L 3 _ All Programs CHCs with CPCP | CHCs without CPCP
Number of Deliveries by Birthweight B : ‘ | ,
Under 1500 grams™ 1,316 1.3%| 1,094 1.4% 222 1.2%
1501 - 2499 grams 5,355 5.4% 4,306 5.4% 1,049 5.5%
2500 grams and over - 91,726 93.2% 74,094 93.2%| 17,632 93.3%
Total Number of Deliveries 98.397 100.0% 79,494] 100.0% 18,903| 100.0%

73

67.6%)|

|27 Days or Less 360f 70.6% 287 71.4%
28 Days' or Mote o 150  29.4% 115 28.6% 35 »32.4%
Total Number of Infant Deaths 100.0% 100.0%| 81 100.0%

"~ Post-Natal Care : , <
Postpartum Returnees 76,128 100.0% 61,773 100.0% 14,355| 100.0%
Infants Returning for Newborn Visit 72,765 100.0% 59,8511 100.0% 12,914 100.0%

, Ry All Programs CHCs with CPCP CHCs without CPCP
Number of Infants 308,402 221,807 86,595 =
Number of Pregnant Womerni 212,811 162,936 49,875

|Number of Lactating Women - 73,010 54,233 - 18,777

Source: HRSA: BPHC:

DPSP: 1995 Perinatal User Profiles
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PERINATAL AND CHILD HEALTH PROGRAMS

Number and Percent Distribution of Perinatal Users by Selected Characteristics
and Type of Servzce Delivery Model

On-site Prenatal

On-site Prenatal -

|Referral Prenatal

Female Users Aged 15-44

931,354

 [On-site Delivery Referral Delxvery " [Referral Delivery |
. Number Percent [Number Number .
224 158  100.0% 134| 100.0%

Prenatal Users by Status

66.7%

70.8%|

74.1%

 [Newly Pregnant Users 84,574 " 45,116 10,596
Prenatal Users from Previous year 42,_222 33.3%| 18,644 29.2% 3,694 25.9%
|All Prenatal Users ' ’ 100.0%| 100.0%

i\Iumber of HIV+ Prenatal Patlé‘ﬁté}w

- Teen Pregnancies |
Under Age 15 1,886 6.6% 1,076 - 8.5% 286/ 10.7%
15-19 Years. 26,755| 93.4%| 11,637 91.5% 2,395/ 89.3%
All Teen Pregnancies 100.0% 100.0% 100.0%

100.0%|

100.0_%

Source: HRSA: BPIz;C: DPgP:;: 1985 Perinatal User Profiles




DATA HIGHLIGHTS
COMPREHENSIVE PERINATAL CARE PROGRAM

NUMBER ~  PERCENT
E REPORTING PROGRAMS 254
® TOTALFEMALEUSERS 1,127,654
® PREGNANT WOMEN 162,546
W PREGNANTTEENS . 33866 20.8%
W HIV+ PREGNANT WOMEN 3722 2.3%
W ISTTRIMESTERENTRY 68112 60.7% -
® OND TRIMESTER ENTRY 33576  29.9%
& 3RD TRIMESTER ENTRY =~ 10475 6.39%
& DELIVERES 7949 -
B LOWBIRTHWEIGHT BABIES 5400  6.8%
B POSTPARTUM RETURNEES 61,773 |
& NEWBORN RETURNEES sogst

Source: HRSA: BPHC: DPSP: 1993 Perinatal User Profiles
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Monthly Vital Stafistics Repon e Vo, 45 No. 11(8) e June 10, 1997
Table 33. Live births by manth of pregnancy prenatal care began and percent ol mothsrs beglinning csre in the first trimoster and ‘percont

. wtth late or no care, by age and race of mother: United States, 1995

hoo2

Month of pregnancy pronalal care begen

Ape ard race Al 18! timastar 2d trimester Lats or no care Parcent
of mother binhs ot
Yotai 15i and 2d ad 4Bt Totat 7th-8th No slated Tst Latoor
. months month months months carg trimester  no care
Alfraces ' e, 3,009,589 3,084,402 2,341,958 752,448 851,366 161,678 114,986 | 48,692 92143 e a1a 4.2
Under 15 years .. 12,242 5,882 3,285 2377 . 4,297 1,801 1,270 531 482 48.1 15.3
1519 years . 499,873 322,348 210,144 112,202 127,287 as.ere 27,010 8,868 13,352 .868.3° 7.8
15 years 30,734 18,769 10,123 8.648 9,716 3,208 2,396 902 851 56.3 111
18 years 62,174 36,855 23,083 13815 18.008 5,983 3.975 1,418 1,875 61.2 8.9
17 years . 99,600 63,008 40,378 22,832 28,330 7.508 5,481 2,074 2,692 85.0 7.6
18 years . 138,535 91,028 59,778 31,260 34,247 8,684 7.095 2,583 3,585 €7.5 7.2
19 years . 168,830 114,632 76,783 37,848 38,996 ‘10,854 8,083 2.801 4,248 es.7 6.7
20-24 yoars . 065,547 715878 513,424 202,254 175,089 50,888 36,830 13,658 23,892 76.0 5.4
25-29 yoars . 1,083,539 886,519 £%0,739 165,780 118,582 34,837 24,564 10,273 23.601 85.2 33
30-34 yoarw . B804, 666 780,611 22,019 158,622 80,982 23,537 16,001 | 7.538 18,498 8a.2 27
. 35-29 years . 383,745 328,725 258,632 . 66,003 36,682 11,073 17,376 3.897 9,265 87.2 3.0
40 yoars and over ..... 69,977 56,831 43,713 13,118 8,427 2,664 1,835 - 829 2,085 837 3.8
WHIE ..invecnsannn 3,088,885 2,588,007 1.343,366 554,701 300,867 107,400 79,720 27,6871 82,551 83.6 as
Under 1S years ..., 5,854 2,886 1,788 1,187 1,825 837 576 281 206 52.8 14.8
15-19 years .. 348,638 234,518 163,878 80,840 83,486 23,596 17,743 5.853 8,055 88.7 8.8
15 yoars . 18,118 10,513 8,443 4,070 5,251 1,895 1,391 S 459 §9.5 10.7
18 years . 48,208 25,024 15,693 5,331 10.867 3,257 2,468 789 1,058 6.9 83
17 yoars . 88,841 45,349 29,235 16,114 17,083 4,840 13,807 1,233 1,568 ar.4 1.2
18 years . £8,63% §7,042 44, 107 22835 | 23075 6,318 4,757 1.562 2,198 89.5 [:X:
19 yours . 123,835 - 88,550 - 58,200 28380 27,210 7,285 2,520 1.785 2.760 715 8.0
20-24 yoors .. 743,123 . 668,939 309,928 187,161 . 125,349 34,724 26,138 8,388 18,081 78.0 4.8 .
25-29 yoars ., 873,022 745,462 585,984 159,478 87,571 23,648 17,538 6,109 18,341 87.0 2.8
30-34 yoars .. . 754,662 685 886 535,240 - 130,448 59,880 15,478 11,253 4,222 13,811 88.8 2.1
. 3539 years .. . 316,168 275,414 220,184 55,230 26,847 - 7.338 5,202 2,138 8,587 88.0 24
40 ygars and over . 58,423 47,012 38,563 10,349 8119 1,782 1,278 504 1,510 BS.8 32
(=17, T 603,139 407,723 289,932 117,191 127360 - 44,027 27,028 17,101 23,929 70.4 7.8
Ureiar 15 years 5.827 2,404 1,398 1,088 2,308 § B74 g4 250 61 43.8 154
1518 years .. 133,894 78,2114 s0.522 27,689 38,922 ﬁ‘g‘ 11,721 8,018 3,706 4,840 €0.7 8.1
15 yours . 11,534 C 5714 3,307 2,827 4,102 1,258 894 364 480 51.8 14
18 yaars . 18,960 16,788 8,733 4,085 6,490 1918 1,335 581 . 768 68.2 10.0
- 17 years . 27618 15,904 10,058 5045 8,274 2,421 1,641 780 1,018 .. £9.8 2.1
18 years . {36,372 21,330 14,032 7.298 9,841 2838 2,008 ‘930 1,283 825 8.8
18 yoars . 39,210 24,475 18,311 8,184 10,215 3.188 2.138 1,050 1,332 64.8 84
20-24 yoars ., 183,435 122,551 85,829 36,722 40,773 13,481 8,654 4,827 6,630 89.3 - 7.8
25-20 yoare .. 133,535 98,660 71,978 24,984 22,515 8,532 4 B64 3.068 5,528 75.7 6.7
30-34 yoars .. 96,084 71,152 53,474 17.678 14,567 son 3,092 24879 4,264 7.5 6.8
35.39 yoars .. R 42,507 30820 2,784 8,038 6,812 2,849 1458 1.381 2,028 76.1 70
40 years and ovaer ..... 7,887 8548 ‘3,949 1,586 1.433 599 318 281 380 3.2 18

1 includes races other than whits and black.
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Table 34. Percent of mothers teginning prenatai care In the first trimester and percent of mothers with late or no pronatal care by race of
mother: Unlted States and each State, Puerto R lco, Virgin Islands, and Guam, 1995 -

[By place of residence]

. Percent beginning care in 13t trimester . Porcent late ¥ or no care
State ‘
LAl . . All
*races 2 White . Black  races ? White » Black
Unlted States 3 .........crconeieneonnesscnssanens, 81.5 83.6 70.4 42 35 7.8
AlRDAMA .........oocvitetie i g1.7 - 878 €9.5 3.8 2.2 7.0
Alaska ... v . 83.4 85.7 85.3 33 a7 .
AFZONG .ovovcirncenrioriectnn s cverecsanee 72.% . 73.2 68.9 &2 7.8 8.2
Arkansas 78.€ 80.8 2.1 63 4.7 12.1
Californla .. 785" 785 - i - 763 582 52 6.0
Colorado .. 802 . 81.1 ' 72.9 e 51 4.9 75
Connecticut ... w  87E" 89.5 76.3 # 25 21 55
Delawars ... SN : - X R . 885 L 744 ¥ . 28 1.9 5.8
Digtrict of Columbia S 588, 768 : 54.5 149 82 - 170
Floriga soxbesenst 826 - © 889 - 73 3.4 2.6 5.9
Georglg ..... 842 8a.8 75.5 3z 2.1 5.4
Hawall .............. ) 83.7 88.8 . 918 36 2.2 a
idaho . e 782 80.1 78.3 4.1 4.0 °
Hiinols .... 80.8 84.4 671 4.4 34 9.2
INGIBAS ... srb s st sere s eneness £0.3 . 828 ' 66,9 36 31 7.2
8§7.1 87.7 . 722 2.4 23. 6.2
85.7 86.8 750 27 2.4 5.6
84.3 85.7 : ne 29 - 26 6.5
80.7 . 88.3 70.0 4.0 1.9 71
89.1 894 . o782 1.7 17 *
87.8 92.4 - 77.7 39 1.6 6.4
89.3 90.8 . 78.7 1.9 . 1.5 4.7
....... £3.6 86.8 69.5 Kk 23 7.7
. 83.6 86.3 . €29 3.0 2.2 9.2
Missisaipp! 77.2 87.0 868.1 4.8 2.1 7.7
Missour! ............ 8s.2 87.7 71.7 3.0 22 7.7
Montana ....... 81,5 835 : - 850 35. 28 i
Nebragka . . 84.1 . 85.2- 70.6 28 26 - 6.3
Nevada o T 78.7 76.6 5.9 79 76 12.0°
MNew Hampshire ernesatrirnrensatesesa i e nras 80.0 . 90.1 829 1.8 i.8 | '
. Now Jersay ... 828 | 86.4 67.3 4.2 28 104
New Mexico .... 68.5 716 0.6 8.1 7.2 129
New York - 78.0 ' 81.5 66.5 §2 4.1 9.0
Northy Carolina 83.5 88,3 71.3 33 .23 6.4
Narth Dakota 83.9 85.2 76.8 ’ 23 1.9 e
OO ottt st ars s e . OB4T 87.3 : 69.5 + 3.5 2.5 9.3
Oklahoma .....c.coveee 78.2 B80.9 66.1 ‘ 4.9 3.9 8.7
Oregon ... w788 .- 79.2 o728 4.3 4.2 72
Pennsylvania . 83+ 86.5 65.3 3.9 2.7 11.1
Rhode Isiand ..., 59.7 91.1 77.4 13 1.1 45
. ) »
South Carolina ............. [ES et asanres 78.5 85.5 . 66.2 z‘, 4.8 2.8 8.4
South Dakota . . 81.¢ 85.6 727 w38 20 v
Tennessee . 82.8 86.2 711 36 24 . 7.6
Texas .. 77.3 77.6 - 7a7 57 58 €6
Utah ... 843 ‘ 853 66.4 3.0, 27 e
Varmont .. B7.5 -87.5 703 1.9 1.9 i
Virginla .. .83.8 . . 8zg - - oz 3.2 2.1 6.7.
Waahlngmn g2.7 ' 83s 75.8 38 3.2 6.3
Weast Vlrgin&a 82.0 . 826 66.8 3.0 28 8.3
Wisconsin ... 83.4 866 . €5.5 34 28 9.1
WYOMING ot canen 83.1 83.9 . 727 38 35 »
Puerto Rico 77.0 78.0 . 65.0 3.7 a3 8.6
Virgin Islands - 55.0 59.4 54.6 14.3 15.4 14.9
Guam .. 701 . 797 ) 780 8.4 4 .
F\gum does not moet standards of rellablity or pradsm i
Cam beginning in 3rd trimester. .
2 inciudes reces other than white and black.
Exciudes data for Pueria Rico, Virgin talands, and Guam.
!
¢ 4
B4
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Table 35. Live blnhs by month of pregnancy prenatal care began, number of prenmal vishs, and madian number of visits, by race of mother:

Unltod States, 1995
Month of pregnancy prenatal care began
Number of prenatal visits Al - " st trimester 2d rimester Late or no care :
and race of mother . oirths - - - No;d
: ‘ 1st and 2d 3 dth-6th 7th-9th No - slat
. Total months month  months ?wew months care

© Alraces ! .. — S 3893539 3094402 ° 2341,956 752446  S51366° 161,678 114986 46692 92,143
NO VISHS oo esenssconms oo ooos 45,632 S . 46892 .. 4892 -
1-2 vishts ... 42718 9,502 5,974 3,528 10,622 20839 20,639 1,95
34 visits ... 85,611 © 22769 12.622 10,187 32,796 28,966 28,966 - 2,060
5.6 vists ... 184,577 75772 . 42422 33,350 78,456 27.315 27.315 3.034
7-8 Visits ... 335,984 200,737 121,682 78055 118015  18.275 18,275 3,957
9-10 visits . 735,958 . 569,550..  a77.370 192,180 152,728 g,145 8,145 7.535
11-12 vishs ... . 1,019,388 924,125 701,490 222,632 86,563 3817 3,617 . 5,083
13-14 visits . 637,553 601,426 496,084 105,332 32,551 1,385 1,385 _— 2,601
1516 ViSHS .......... ceeeresere s e 436,315 413,730 351,339 62,391 19,817 1,022 1,022 1,746
17-18 visits .. 97,453 82674 78,550 14,124 4,087 245 245. 477
19 visits o more . 138780 131842 114,362 17.280 6766 - 511 511 w 881

- Not stated .. 182,140 | 52,456 40,048 12.407 10985 5,866 5,868 62,834
Medien qumber Of WisHS ..cocvvimee 122 - 126 128 116 96 53 53 103
WRHB oo eamesesnes s . .3,095.685 2,538,087 1943366 594701 390,867 107,400 79728 . 27871 62581
No vishts et 27,671 o S 18 21671
1-2 VBitS ... 26,230 6017 - 3849 - 2,168 5,788 13,396 13,396 - 1,089
3-4 vishs .. 55,594 14444 8,040 6,404 20,373 19,553 18,553 1,224
56 visits 125,506 © 63,085 29,776 23308 - 52,430 19,106 19,108 1,985
7-8 visks ... 263847 156,743 96.219 60,524 82,574 11,732 11,732 2788
8-10 visits ....... 583,352 480,567 308579 151,988 1100938 . 6,801 6.601 5,446
11-12 visits 244,023 772.333 591,857 180,476 84.952 2.750 2,750 3,988
13-14 vishs .. 536,908 509.210 422348 86,862 24,827 1,008 1.009 2.082
15-16 visits : ' 355,191 341,525 291,743 49,782 14,505 798 708 1,365
17-1BVISHB wovrooverneesoomssonsessrsens e 50,695 - 77.257 £5.920 11,337 3,078 195 195 ars
19 VISHS Of 0T ..oocovveerrne 13,672 107,956 94,765 13,191 4,744 373 a3 w589
Not stated .. . rrrveener £1,626 38,930 30,270 8,660 8.858 4,218 4,218 41,620
Medlan number of Vishs. ...l 12.3 C128 128 1.7 . 98 5.5 5% 105
Black . o ; 603139 407723 260802 117,791 127,380 44,127 27026 17301 23928
No VISHS .ovoonrvrereree, 17.101 T 17,101 17101 ..
1-2 viahts .. 13,850 2,945 LT a2 4213 §748 . 5748 744
3-4 vishs .. 25225 7,049 3,900 3148 10327 - . 7.341 7.341 708
546 visits ......... 15703 18,132 10,292 7,840 20,408 6,206 6,296 867
7-8 visits 51,545 32,005 - 18,841 13,366 25,580 3,441 3.441 839
BAOVISED 1rooooerosooesooreoooreeeesrenesrseseesers 115,134 78,522 48,230 29,262 32,958 1.877 1877 1,878
11-12 visits 125,575 107,454 76,663 30791 16,949 628 628 844
1314 vishs 72,791 §5.807 52,088 13,718 8,291 285 295 398
15-16 vishs ~ . ‘ 59,051 54,101 . 44,383 9,718 4480 . 170 170 300
17-1B ViSHS rneens - . 12,400 11,478 9276 2,202 808 38 a8 77
19 vishs of More ... 21,108 15,012 ; 15,639 3,373 1,748 113 113 232
Not stated ... . 32,258 11218 F 8048 3172 3616 981 981 17,141
Madian number of viss ........cc.o.ooceereurer 11.4 124 127 112 % 9.1 5.0 50 - 9.4

1 Includes races other than white and biack. o
A
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~ Ower the last two decades, consider-
able emphasis has been placed on the im-

portance of adequate prenatal care for mi-

nority populations, who have been
identified as having a greater risk of poor
pregnancy outcome. To the extent that
health care educational messages and
campaigns have been effective, one might
hypothesize that minority women who do
receive prenatal cure would be more likely
than White women to be given informa-
tion on these topics. These data indicate
that this is not the case and suggest the
need for continued and expanded medical
education programs 10 increase provider
awareness of the importance of these is-
sues as part of prenatal care services to all
women, particularly women at higher risk
of poor pregnancy outcome.

The findings that there arc variations
in the content of prenatal care by ethnicity
of the 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 mcasured by the month of
inidadon of prenatal care and by the num-
ber of prenatal care visits. Indices of pre-
natal carc utilizaton have been used to
Anvestigate ethnic differences in preg-
nancy outcome.*-* Although ethnic vari-
ations in prenatal care utilization have
been repeatedly uncovered, the magni-
tude of thesc variations was insufficient 10
explain prevailing ethnic disparities in
pregnancy outcome measures. The pre.
sent findings, indicating that the content of
prenatal care is not consistent for sll ethnic
groups, must now be considered as an-
other potential explanation.

However, #t should be stressed that

although these data suggest that Black
women receive less prenaial care advice on
aleohol and wbacco use, it wodd be im-
prudent to overspeculate on whether these
ethnic differences in the content of prenatal
care advice are likely to appreciably ex.
plain the observed ethnic disparities in
pregnancy outcame—given the lower like-
lihood of Black women’s smoking and
drinking before delivery. However, the
content of prenatal care and the linkage of
content and maternal needs in our under-
standing of the causes of racial disparities
in birth outcomes must now be considered.

Conclusion \

The present study suggests that large
numbers of women of all races do not re-
ccive sufficient health behavior modifica-

tion information as part of the content of
their prenaual care. In panicular, Black

January 174, Vol, 84, No. 1
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women are more likely not to receive
health behavior advice that could reduce
their chances of having an adverse preg-
nancy outcome. Specifically, they arc less
likely to report receiving smoking and al-
cohol cessation advice. [0
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cessation of drug, use followed a pattern
similar to that of smoking advice, with
women of poorer sociceconomic status re-
ceiving more advice. Advice on cessation
of illegal drug usc was significantly more
frequent for single, less educated, younger,

‘and poorer women. Public clinics gave

more advice than private scurces of cure.
Advice promoting breast-feeding

was the advice reported least often. In-

general, there was some tendency for
women of higher sociocconomic status to
get more breast-feeding advice. Breast-

-feeding advice was more frequent in

Whites, married women, and women with
more than 12 ycars of education; it was
least frequent in the lowest-income
women. Site of prenatal care presents a
complex picture, with HMOs and publicly
funded clinics the most frequent providers
of breast-feeding information. WIC par-
ticipants reported only a 54.7% rate of re-
ceiving bresst-feeding advice from their
heaith 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
bechaviors, by race. Before adjustment,
Black women were significantly more
likely to report not recetving advice on
cessation of aleohol consumption, smok-
ing cessation, and breast-feeding promo-
tion. After adjustment, a significant racisl
disparity in advice for alcohol and smok-
ing cessation still remained. Breast-feed-
ing promotion just missed reaching signif-
icance and was similacly skewed towards
more advice for White women. The un-
adjusted OR for race in the analysis of
drug usc cessation was 0.99. When race
was anatyzed with the covariates, before
interaction terms were asscssed, 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
between race and marital status: Black
single women were 1.4 times more likely
than White single womcen not 1o reccive
advice on drug us¢ cessation, whercas
there were no racial differences among
married women.’ ‘
Table 4 prescnws the full logistc anal-
ysis for each of the outcome variables. For
advice on cessation of aleohol 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-
tion, Black women. WIC nonparticipants,

" and women who began prenatal care after
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the first trimester were all less likely to be '

given advice.

For advice on smoking 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 analysis indicated that income was not

significant, the multivariate analysis
showed that lower-income Wwomen with
incomes of less than $6 000, $6 000~

$11 699, and $12 000-$17 999 received

less advice than upper-income women.

WIC nonparticipants also reporied less’

- advice. .

For breast-feeding promotion, there

. were six significant factors, and cach was

stronger than race. Single women, women
with less than 12 years of education,

" womnen with the lowest income levels, and

WIC nonparticipants received less advice
promoting breast-feeding. Women who te-

ceived most of their prenatal care at pub-
licly funded sites or HMOs or who had 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 cessation advice. Race, in the pres-

ence of imteraction, was not significant. -

Older women (ages 30-34 and 35+ years)

_ and WIC nonparticipants received less ad-

vice; women who used either public pre-
natal care sites or hospital clinics recaived

more advice than those who received care -
at privatc offices. Once again, WIC non- -

participants received Jess advice.
intcracton werms (with race) were
examined for cach of the four health be-
havior outcome measures. They were not
significant or informative for smoking, al-
cohol, or breast-feeding advice. A signif-
icant interaction term (race by marital sta-
tus) was noted for illegal drug usc
(OR = 1.43). ’ f '

Discussion

Advice about prenatal health behav-
ior is not a uniform fearure of all prenatal

care, Regardless of race, one thirdor more

of the women surveycdreported receiving
no prenatal advice on aleohol, tobacco, or
drug usc, and approximately S0% re.

ceived no prenatal information on breast-

feeding. The observation that womsn who
smoked or drank were more Likely 1O re-

port receiving prenatal advice on tobacco -

or aleohol use is @ positive indication that
services were being targeted to st-nisk
groups. Nowwithstanding, given the em-
phasis placed on the importance of pro-
viding all somen with prenatal advice on
substance use and breast-fecding, these
findings indicate that much improvement
is still needed {n the content of prenatal
carc being provided 10 women in the
United States. ;

The content of prenatal caic is snot
uniform across racial groups. Comparcd
with White women, Black women receiv-
ing prenatal care advice were significantly
less likely to report receiving advice on

- drinking and smoking cessaton, snd tfie

disparity in breast-feeding advice ap-

- proached significance. This is the other

critical finding of the study. «
The current analyses suggest that al-
though race is an important factor in the
conient of prenatal care, other program-
matic and sociodemographic factors are
equally, if not more, important. First, ad-
vice about rwo of the behaviors, smoking
and drug use, was skewed towards poorer

wormen, wheicas advice abdut aleohol use
and breast-feeding was skewed towards
wealthier women. Health care providers
may be giving advice based on their ste-
réotypes of who is involved in whal ©ype

- of behaviors and not on @ principal of 2g-

uity. Second, the site of prenatal cers was
imponani. Advice on illegs! drug use was

Jul 28 "97

15:37 P.03/03

more common for patients of publicly

funded sites and hospital clinics than for
private-office patents. Patients of HMOs
and publicly funded sites were also found
1o have a lower risk of not receiving
breast-fecding advice compared with pri-
vate-office patients. Third, participation in
the WIC program, which mandatcs pre-
natal carc advice on these behaviors as
part of its basic package of services,.s
had a protective effect in each multivariate
analysis, with WIC nonparticipants re-
porting less prenatal advice. Fourth, older
women {>35 years of age) were more

“likely to repart not receiving advice on

aleohol, tobacco, and drug use. This find-
ing may reflect a pereeption on the part of
the providers that these women were in
less need of this advice because of earlier”
pregnancies, particularly in the case of il-
lcgal drug and alcohol use. Alternatvely,
providers may have perceived that these
messages would be less effective in terms
of changing established behaviors (¢.g..

~ tobacco use) and consequently may have

stressed them 1o a lesser degree.

Although interactions were explored
for each of the outcome measures, a sig-
nificant interaction between marital status
and race was only identfied in the analysis
of advice on illegal drug use. This finding
suggests that White single women were
targeted for advice on illegal drug use
morc often that Black single women or
tended to report receiving such advice in
greater proportions. These data are insufe’
ficient to propose an explanation for these
findings. Hlegal drug use is a sensitive area
of discussion, and further investigation of
these findings may necd to explore to what
extent differences in cthnic and .cultural
characteristics of providers and patients
may inhibit the provision of advice in this
arca.

This study is limited in that it is based
on the self-rcports of the women sur-
veyed. It Is unclear whether women may
be more likely to overestimate or under-
estimate the actual receipt of prenatal ad-
vice or whether error rates vary by type of
advice, . site of prenatal care, ethnicity of -
the mothcer, birth outcome, or other fac-
tors. Some studies have found that mater-
nal recall is relatively accurate for bisth
outcomes, -2 whereas maternal recall of

cxpuwrures Juring pregnanay hxsx Boan

‘mixed.?7=# Moreover, patients and pro-

viders may have different recall on the
content of a visit.? Nonetheless, it is wo-

-men’s perception, not the providers’ re-

port of their practice, that is ultimately
most likely to be linked to health behavior
changcs. ’ .
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Racial Disparities in Reported Prenatal
Care Advice from Health Care Providers

.‘gcut that Black yvomcn may be at
g:canermkfomot receiving informa-
tion that could reduce their ¢hances

of hmng an advcrsc pmgnancy out-g

Michael D: Kogan, PhD, Milton Kotelchuck, PhD, MPH, Greg R
Alexander, ScD, MPH, and Wayne E. Johnson, PhD

Introduction

The relationship between maternal
health fisk behaviors during pregnancy
(such as smoking, alcohol consumption,
orillegal drug use) and adverse outcomes
has been well documented. Maternal
smoking has been associated with an in-
creased risk of low birthweight, impaired
fetal growth, fetal deatly, obstetric compli-
cations, and infant monality - Heavy al-
cohol consumption has been linked to a
group of anomalies known as fetal alcohol
syndrome .5 Moderate o7 low alcohol
consumption during pregnancy has been
related 1o increased risks for preterm de-
livery, reduced birthweight, and sponta-
neous abortions.®¥ Although it has been
suggested that the evidence for linking
‘moderate or low alcohol consumption
with adverse outcomes is not conclusive,’
health education messages continuc to ad-
vise prudenee in or abstinence from alco-
hol consumption during pregnancy. lllegal
drug use, particularly use of cocaine or
crack cocaine, has been associated with
elevated risks for small-for-gestational-
age births, premarure births, abruptio pla-
centae, and perinatal deaths. 10

Onc way to alier these behaviors is
through the advice and encouragement of

. women's health care providers. Most
women arc scen during the first trimester,
when cessation of these behaviors could
lower their risk of an adverse reproductive

- outcome 2 As such, providers arc in an
advantugeous position to identify preg-
nant women who are smoking, drinking,
or using drugs and to initiate a health ed-
ucation program.? Studies have indicated
that smokers are more likely 0 quit after
receiving advice from a physician 415

Advice from providers may be par-

ticularly impontant in minerty popula-
tons, who have higher rates of low-binh-

weight infants, premarure births, fetal
mortality, sudden infant death syndrome,
and all-cause infant mortality.16-18 There
have Deen indications that Black women
at high risk of giving birth to 2 low-birth-
weight infant may derive more important
benefits from prenatal interventions. !
Analysis of racial disparities in prena-
tal care heretofore implicitty asswmed that
all prenatal care is the same, Yet the con-
tent of prenatal care may not be identical
for all populations. The cquivalency of the
content of prenatal care has yét {o be dem-
onstrated, especially for all racial groups.
Differential prenatal care may lead to dif-
ferential efficacy and could be a factor in
the large differential rates of birth outcomes
by race seen in the United Staies,
"Prenatal care interventions mayv be
an important source of smeliorating racial
disparities in maternal risk status and ul-

- timately may be important {or birth out-

comes. A report by the US Public Health
Scrvice advocated examining the content .
of prenatal care.® Perceived maternal ad- -

~ vice has not yet been extensively exam-

ined, cspecially by race.
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The objectives of this study were to
.(1) examine the percentages of Black and
non-Hispanic White women who reported
recelving advice from health care pro-
viders during pregnancy in four areas:
tobacco use, aleohol 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-
ternsl and Infant Heelth Survey con-
ducted by the National Center for Health
Statisdes. This was a follow-back survey
. consisting of three groups: 9953 wormen
who had a live birth i 1988, $332 women
who suffered an infant death in 1988, and
3309 women who had a 1988 fetal loss.
The survey was designed to be nationally
representative and was drawn from the
1988 vital records of 48 states and the Dis-
trict of Columbia (South Dakota and Mon-
taena were not included). It included an
oversampling of Blacks and lfow-birth-

-weight infants. Approximately 50% of the - :
went for most of their prenatal care. They

respondents were Black, and 30% of the
infants in the live birth samplé¢ bad a low
birthweight. Both married and unmarried
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
status and child’s race and birthweight. To
ensure an adequate sample size for anal-
ysis, different sampling rates were applied
1o each stratum. The same strata were
used as nonresponse adjusmment cells.
The sample was then adjusied by post-
stratification to once again be representa-
tive of the United States. A more com.
plete description of the design of the 1988

National Maternal and Infant Health Sur-

vey has been published elsewhere.?

The National Maternal and Infang
Health Survey used a mixed-mode meth-
odology {mail, phone, or personal inter-
. vicw) to collect inforrnation from respon-

dents. The response raic for women in the
Yve birth cohort was 74.4%, Wilh respect
to birth certificate informarion, nonre-
sponders were slightly more likely than
responders 10 be Black and unmamcd
(dat not shown).

This investigation included only
women in the live birth cohort on the sup-
position that women with feral deaths may
not have been in care long enocugh to re-
ceive certain types of adwvice from their

‘Fax:319-966-0458

providers and that women with infant
deaths may recall their prenatal care ¢x-
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-
sclves as Hispanic were excluded, 8310
wormen who had a Bve birth in 1988 were
available for analysis. The study popula-

-tion is nationally representative for non-
Hispanic White and Black live births only.
The outcome measures used in the

prescat study included the mathers’ re-

sponses {yes/no) to a series of questions

regarding the receipt of any advice or in-
structions during any of their prenatal visits
on {1) trying o breast-feed their baby; (2)
reducing or eliminating consumpson of al-
cohol; (3) reducing or eliminating usc of
tobaceo; and (4) not using illegal drugs such
a$ marijuana, cocaine, or crack cocaine.
Maternal race, education, household
income, and maritel status was deter-
mined from the mothers’ responses to.the
questionnaire, Maternal age and the -
mester that women began prenatal care
was drawn from the birth ceruficatc.
‘Respondents were usked where they

were given a ¢hoice of privatc doctor’s or
nurse-midwife’s office, county or city
health department, communiry health
center, health mainignance organization
(HMO), work ot school clinie, hospital
clinic, hospital emergency room, or other
site. In' the anatysis, county or city health
department and community health center

. were combined into a variable called pub-
licty funded sites of care. Work or school
clinic and hospital emergency room were -

included in'the “other” category because
of small numbers (<1%).

" Women were asked how their prena-
ta) care was paid for. The choices were the
respondent’s or her partner’s own in-
come, insurance that the respondent car-
ried or was carried for her, Medicaid, gov-
ernment assistance other than Medicaid
(state orlocal), or other. Women were also
asked whether they had reczived assis-
tance from the Women, Infants, and Chil-
dren's (W‘IC) program because women
participating in the WIC progmm arc sup-
pesed 1o receive advice on nutrition and
health habits.

Information regarding the wse of to-

_ bacco or alcoholic beverages in the 12

months before the ‘respondents’ infants
were bomn was taken from the National
Matemal and [nfant Health Survey re-
spomses. Data on reported drug use were

nol included beciuse of the known unrali-
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ability of such data. The Natiopal Maternal
and Infant Heaith Survey did not inquire
whether pror infants were breast-fed.
On the supposition that women who
had a previous adverse dutcome would be
more likely to obtain or seek advice, a
variable was created that categorized

. women into three risk groups based on

their response to pregnancy history ques-
tions: women who did not repost a previ-
ous pregnancy; women who had a previ-
ous pregnancy without an adverse
outcoms; and women whose previous
pregnancy ended in either a stillbirth, mis-
carriage, abortion, or infant death.

Analysis

Because of the complex sampling
method used in the National Maternal and
Infant Health Survey, all analyses were
weighted to be represeniative of the US
‘national distribution for non- Hlspamc
Whites and Blacks.2!

The data presentation is composed of
three secuons. First, demograghics by
race are presented descriptively. Second,
the bivariate racial disparities are noted
for the four outcome measures, as well as
for the covariates. Third, logistic regres-
sions were run to isolate the contributions
of race:

Scaled weights were used 1o perform
all analyses. The scaling factor was the
reciprocal of the mean weight; the surn of
all the scaled weights s the same as the
actual number of observations.

The logistc regression analysis con-
trolled for age, mantal status, education,
income, site of prenatal care, type of pay-
ment, matemnal health behaviors, trimes-
ter that care began, and prior adverse
pregnancy outcomes. In addition, interac-
tion terms were exanined in the multivari--
atc models, The logistic regression analy-
ses were conducted with the Survey Data
Analysis software program.® This pro-
gram was developed specifically for cale
culating variances in complex sample sur-
veys, Adjusted odds ratios (ORs) and 95%
confidence intervals were computed by
using the beta coefficients and standard
errors obtained from the logch analyses.

Results

- Table 1 shows the charactenstics, by
racc. of the sample of 8310 women from
the 1968 National Maternal and Infant
Health Survey on all study sociodemo-
graphic, health system, health behaviors,

. and medical history variables, weighted to

reflect their real population distibutions.
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Demographically, Black women giving
birth in 1988 were distinct from White
women giving birth in 1988. Black women
were moze frequently single, were léss
likely to be educated beyond high schoo,
were younger, and had lower incomes.
Black women also utilized publicly funded
sites of care, the WIC peogram. and Med-

R TR I S

icald programs more frequendy than
White women. Black women also re-
ported better smoking and drinking health
behaviors than White women.

Table 2 shows the bivariate associa-
tion of race and all study covariawes with
the four health behavior advice variables.
In all four areas, substantial numbers of

Jul
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women did not report receiving health be-
havior advice. Smoking cessation was the
most common advice reported (69.5%),
closcly followed by cessation of aloohol
consumption (68.4%). Receiving breast-
feeding advice was reported by only $1%
of all women in the United States.
White women reported receiving

" more prenatal advice on aleohol, smok-

ing, and breast-fecding than did Black
women. The dispanty was greatest for
avoidance of aleohol: only 60% of Blacks
reporicd that they received advice on al-
cohol avoidance from their prenatal-care
provider compared with 70% of Whites.

For cessation of alcohol consump-
tion, advice was, in general, substantal
for all subgroups, but significantly more
frequent for women of higher socioeco-
nomic status {¢.g., more often married,
more than 12 years of education, and more
income). Advice incrcased with age,
through 30-34 years. Not surprisingly, ad-
vice on cessation of alcohol consumption
was highest for alcohol users (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-
maiped after controlling for drinKing
status: 76.8% of White women who said
they had drunk some alcohol in the 12

“months before their delivery reported that
they received advice compared with

69.7% of Black drinkers. Disparitics
across education and income groups
seemed slightly stronger than' disparities
by race.

Advice on smoking.cessation ap-
peared to follow a different trend than ad-
vice on cessation of alcohol consumption.
Demographically, younger women and
womnen with less than 12 years of ¢duca-
ton received more advice. Income and
manital starus were less significant. Hos-
pital clinics and other sites of prenatal care
were the most likely to give advice; pri-
vate offices were the least likely. Smokang
advice was given (o 90.4% of smokers and

'59.5% of nonsmokers. Smoking status

was, by far, the strongest predictor of
smoking advice. Again, though not shown
in the data presented, the racial disparity
remained after controlling for the behavior
status: 91.0% of White women who
smoked in the year before delivery re-
pocted recciving sdvice campared with
86.5% of Black women who smoked. Dis-
parities across age, WIC status, and
smoking status seemed stronger than dis-
paritics by race.

Racial disparities were not noted for
advicr on cessation of drug use in the bi-
varfate analysis. In general, advice about

January 1994, Vol 8¢, No. I’
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» cessation of drug usé followed a pattern S IGEGE—_G_G_— TR r D
similar to that of smoking advice, with.  [LTABLES  Corg/AdVCE ¥
women of poorer SOCioCConoMmic status fe- e S . W
ceiving more advice. Advice on cessation
of dlegal drug use was significantly more T @;@:‘”
frequent for single, less cducated, younger, e el E"eﬁﬁ’;}i

" apd poorer women. Public clinics gave e Recori o
more advice than private sources of care, N Aes

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, marricd women, and women with
more than 12 years of cducation; it was
least frequent in the. lowest-income
women. Site of prenatal care presemnts a
complex picture, with HMOs and publicty
funded clinics the most frequent praviders
of breast-feeding information. WIC par-
ticipants reported only a 54.7% rate of re-
ceiving breast-feeding ‘advice from their
health care providers,

Table 3 shows the unadjusted and
adjusted ORs (controlling for all variables
i the logisuc 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 zeport not receiving advice on
cessation of alcohol consumption, smok-
ing cessation, and breast-fceding promo-

tion. After adjustment, 2 significant racial
| Aiemmsing in achsics for aleahal and smok-

7
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TABLE 6—Outline of the Adequacy of Prenatat Care Utliization Index

Adequate: 3rd or 4th month
interrmediare; 5th or 6th month

. Adequate Plus; 2 110%
Adequate; 80-109%
Intermadiate: $0-79%
Inadaquate: <50%

recommendad visits recsived

" 1. Month prenatal care began (Adequacy of Initiation of Prenatal Care)
Acequaie Plus: 1st or 2nd month

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

il. Proportion of the numbar of visits recorﬁmended by the Amerlean College of
- Obstetricians and Gynecologists received from the time prenata! care
began until delivery (Adequacy of Received Sarvices)

l. Summary Adequacy of Prenatal Care Utllization Index
Adequate Plus: Prenatal care begun by the 4th month and 110% or
more of recommendad visits received
Adequate: Prenatal care begun by the 4th month and 80%~109% of

Intarmediate; Prenatal care bequn by the 4th month and 50%~79%
of recommended visits received

Inadequate: Prenatal care bequn afier the 4th month or less xhan S0%
of mcommended visits recewed .

M ——

R —

TABLE 7-—Ratings Asslgned to Births According to the Adequacy of Prenatal
Care Utilization Index Compared with the Kessner index

Adequacy of Prenatal Cara Utilization Index

Kessner Inadequate, Intermediale, Adequate, Adequate Plus, ~ % of -
. Index % % % % Total Binhs
Inagequate 7.7 0.0 0.0 00 7.7
Intermediate 8.9 ~ 104 5.0 2.4 - 28.3
Adequate A0 12d 38.3 15.4 65.8
% oftotal births ~ 16.7 22 43.4 1777 100.0

Natality Sumey a

Note. Percentages are those of ail US births; they may not add 1o 100 because of rounding.
Saurce. Percentages are based on an analysis of binh cenlficate data from the 1880 National

2000 goal 1411 is w increase first-
trimester prenatal care 10 at least 90% of
live births." By coatrast, continuity: of
prenatal care once enrolled is much less
emphasized, Professional and public atten-
tion has been drawn 1o the theme of early
access to care, | believe, because we have
been able w0 marshal clear evidence about
prenatal care initiation but we lack any
readily available measures of care after
enrollment. Both current popular mea-
sures of prenatal care adequacy, trimester

of initiution of cure (by definition) and the

Kessner Index { by algorithmic biases), arc
basically measures of initial access 1o care.
Improving birth outcomes, however, may
be dependent on other features of prena-
tal care (such 2s content, tming, and
aumber of visits}, One arilization measure

may not capture all facets of prenam!
CHIL.

[ RN R T

The Kessner Index was a major
achicvement in perinatal health service
research, transforming two - technically
avaifable but continuous and complex
dats irems on birth certificates into a

' simple three-point utilization scale, Its

original rationale and basic algorithm
scemed clear and clinically reasonable.
Unfortunately, the Kessner Index appears
10 be senousty flawed; it may be leading us
© mbperccwe the aature of prenutai care
utilization in the United States, Four

. limitations were noted in this paper. -

First, the Kessper Index iz over-
whelmingly a measure of the initiation of
prcenatal care. Only 14% of women re-
ceive fewer visits than the number re-
quired for the trimester they cnter care,
This initiation bias may explain why those
who have used both the Kessner index
und the trimester of prenatal care nida-

“Jul 28 ‘97
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“tion note so litdle difference berween them

in most analyses; the latter measure is
theretore preferred because it does not
require the often inaccurately recorded or
missing gestational age variable in s
calculations (1.C. Kleinman, PHD, verbal
communication, November 6, 1987), Sec-
ond, the Kessner Index docs aot distin.
guish bewween inadequacy duc 1o late
initiation and imadequacy due tw aa
inadequate number of visits. Although the
summary Kessner Index was nol devel-
oped to measure these components sepa-
rately, the absence of independent mea-
sures results in the loss of imponant
information about the nature of prenatal
care adequacy, cspecially since 24%% of
women, would be rated diffcrently on
these two dimensions. Neither of {hese
first two observations about (he Kessner
Index, throygh interesting, would seem to

~warrant its dismissal.

The limilation of the Kessner Index
1o ninc visits s, however, criiical. This
limjtation is (otally arbitrary and not
chnically derived; itis the dirsct resultof a
computer data capacity limitation of the
1968 New York City birth fle. For 20
vears., the US public health profession has
based its major index of prenatul care
adequacy on an algorithm developed to
accommodate this single-digit limication
in the counting of the number of prenatal
carc visits,

Because of the nine-visit limitation,
the Kessner Index incorrectly assesses
prenatal care udlization adequacy for
normal and post-term births, the vast
majority of births in the United States.
The -extrapolated Kessner Index algo-
rithm would indicatc that unly 29%, not
66%. of births receive “‘adequate™ care,
This is not a minor difference n our
perception of the cxtent of prenatal care.
adequacy in the United States. Accurate
assessment of prenatal carc utilization for

term infants may be paricularly impor-

tant, given the significant raciai disparities
in birth outcomes for normal-birthweight
infan(s' and the reccnt observations that
there are significant Black-White differ-
cnces in the utilization of prenatal care at
the end of pregnuncy.'*’ Moreover, the
limitation to nine visits aiso biases the
assessmeat of the relationship of prenatal
carc and birth outcomes. Full-term ba-
bies, which arc bigger and more fre-
quently healthy, are mure readily rated as
having received “adequate’ care than are
preterm babies. thus artificially enhancing
the asseciation of positive birth outcomes
with more positive prenatal care adequacy
ratings.' This blas suggests that ihe

Seplember 19vs, Vol 84, No, 4
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current literature using the Kessner lndex
may be overstating the limited but positive
association previously noted 3!

Finally, the luck of documentation

~ for the Kessner Index, not surprising in 2

less computer-intensive ¢ra, has resulted
in different computations of the Kessner
Index in different localities. Alexander et
al¥ have shown in great dewil how
different coding conventions regarding
missing data can result in major differ.
ences in the measurcment of prenatal
care adequacy and the evaluation of perina-
tal care programs such as Mcdicaid.

The proposed APNCU .Index at-
tempts w correct these four limitations of
the Kessner Index. The independent
asscssment of prenatal carc utilization
after initiation, adjusted for the full range
of gestational ages, is clearly the most
important new feawure of the APNCU
Index. It provides informaiion and a
perspective on prenatal care utilizalion

- that is not presently available 1o the US

public health community. This is impor-
tant because many maternal and child
health interveniion programs are targeted

toward continuity of prenatal care ser- .

vices or enhaacement of services once 2
woman has entered care (e.g., case man-
agement, risk scrcening, howme visita-
tions), This new component should allow
for a morc dircct assessment of these
initiatives, independent of the timing of
initiation of carc. Recent Medicaid cn-
hancements appear to have differential
effects an the two diflerent components of
prenatal care utilization. 02! '

The cswablishment of an Adequate
Plus category. unother innovative feature

of the APNCU Index, provides a means to |

directly estimate the number of womnen
receiving more than the ACOG-recom-
mended number of visits, adjusted for the
timing of care initintion. It appears that it

-is important 1o isolate this fairly large

group of high-risk women because they
have a disproportionate number of the

low-birthweight babies.”* Efforts to isolate -

this high-risk group based simply on an
absolutc number of visits (134 will not
be accurate, incorrectly classifying many

women who start prenatal care late or

who arc post-term,

~ Though not cmphasiced in e data
presentations in this paper, the APNCU
Index does allow far the direct ascertain-
ment of the extent of “no prenatal care™
as a subcategory of Inadequate prenatal
care. Several perinatal analysts have em.
phasized the imponance of disiinguishing
between theze two groups. #.8

IR L A S R NP, |

Fax:919-966-0458

Jul 28

The proposed APNCU Index canbe -
seen as a second-generation prenatal carc
adequacy inclex. The APNCU Index was
developed in 1987 and improved through
feedback from multiple carly vsers. The
current version (I} includes ‘an Ad-
equate Plys category in the Summary
Indcx; distinguishes “no prenatal care™
within the Inadequate care category; has
further clarified the coding of “no dara,”
“missing data,” and unusual data combina-
tions; and allows users to adapt the
computer program- for unusval coding
conventions in their own databases. The
present version is basically 2 very minor

revision of the prior APNCU Index’s

qomhms
There are limitations w0 thl: new
APNCU Index. First, it does not measure
the adequacy of the content of prenatal
care, but merely thut of the utilization of
prenatal carc; hence its name. Sccond, the

JAPNCU Index is only as accuratc as the

data (birth certificate or otherwise) used
to calculate it Inaccuracies in birth
certificate data have been well docu-
mented, especially for prenatal care infor-
mation® and gestational age.* Third, this
indux has the opposite bias of the Kessner
Index; the longer the pregnancy, the more
Opportunity to miss prenatal care visits,
and hence the less likelihood of a rating of
Adequate or Adequate Plus.' Thisbias is
not, however, built into the structure of
the index; the adequacy ratings accurately
reflect the increasing difficulty that women
have in mceting the demanding ACOG
recomnicndations as the pregnancy contin-
ucs. Fourth, the present APNCU Index
does not adjust for the risk conditions of
the mother. The ACOG recommenda.
tions are for women with uncomplicated
pregnancies; thus, the APNCU Index
produces a slightly conservative estimate
of inadequate prenatal care utilization

- because it undercstimates the true need

for prenatal care visits.

Conclusions

The proposcd APNCU Index, with
its.two components, provides a morc

. wecurate and comprehensive set of mea-

sures of prenatal care utilization than the
widely used Kessner Index. The accurate
measurement of prenstal care utilization
is a critical step in the devclopment of
public health programs to improve prena-

. 3l care services and ultimately (o improve

birth outcomes. [J

P. 03704
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Adequacy of Prenaral Care Utdxz
tion lndex, is proposed that
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- the timing of prenatal care mmatnon'
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toward timing of prenatal carg initia
tion, does not dxstmguzsh ummg of|
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An Evaluation of the Kessner

Adequacy of Prenatal Care Index
and a Proposed Adequacy of Prenatal

Care Utlhzatlon Index

Milton Kotelchuck, PhD, MPH

Introduction

Accurate assessment of prenalalcare

utilization is the critica) first step in the

development of public health programs to | '
improve prenatal care accessibility and

pitimately.to improve birth outcomes, The
assessment of the adequacy of prenatal
care -utilization is hcavily shaped by the
way in which utilization is measured.
Currently, there are two widely used

measures of adequacy of prenatal care’

utilization: the trimester of prenatal care
initiation and the Kessner/Institute of
Medicine (IOM) Adequacy of Prenatal
Care Index.! Trimester of initiation will
not be examined here because it provides
1o information sbout prenatal eare utiliza-

tion after initiazion; it has been critically:

examined clsewherc.?? The Kessner In-

dex—the principal adequacy of prenatal.

care utilization index in use in the United
States today—includes information about

_both the uming of prepatal care initiation

and prenatal care visits after initiation. It
was published in 1973 as part of an

© JOM-supperted study of infant mortality

in New York City.! The Kessner Index

‘combines two continuous numeric mea-

sures (month prenatal care begins: and

number of visits, adjusting for length of

gestation) and rigidly finks them into 2
very easy 10 understand index with three

levels of adequacy {Adequate, Intermedi-

ate, and Inadequate). To be rated Ad-
equate on the Kessner Index, onc must

. stari'pre‘natal care in the first {rimester

and have nine prenatal care visits for &
sovmal-length pregnancy.

Table 1 presents the Kcssncr Index
algorithm as initially published. In this
original description. public or private .

obstetsic service was a, third factor, but
this factor has been dropped by ali
subsequent resesrchers because the type

of service is not noted on the standard US

birth cenificate and because rescarchers
disagree with the index's assumption that
cate from public services can never be
adequate.’”’ AJthough Kessner et al,
called their index the “Adequacy of
Prenatal Care Index,” their measurc
indicates nothing about the content or
clinical adequacy. of prenatal care; ir is a

» utilization index only.”

The Kessner Index has been widely -
ddupted for public health research, plan-
ning, and resource allocation. However, it
appears that the index was not subjected
io close scrutiny prior to its widespread
adopuon The accuracy of the Kessner
Index is critical because any limjtations

.may distort our perceptions 3bout prena-

tal care adequacy in the United States and
may incorrectly influence programmatic
efforts to improve prenatal care utiliza--
tion. The Kessner Index has also been
widely used lo assess the association
berween prenatal care and birth out-

~comes. =7 The limited positive associa-

tions noted may be more 2 reficction of |
the ifitemal characteristics of the Kessner -
Index than of the truc suength of that
relationship.

The ability 1o measure prenatal care

“utitization after initistion_remains vnder-

developed. The Kessner Index docs not
separately isolate utilization after enroll-
ment, nor docs any other prenatal care
index. Yet a distinction between initiation

- The author is with the Depariment of Maternal

and Child Health, School of Public Health,

* Universizy of North Carolina at Chapel Hill,.

-Requests for reprints should be sent 1o

. Milion Kotelchuck, PAD, MPH, Department
* of Maternal and Chila 1{catth, Schivol of Public

Hcalth, University of Nonh Carolina at Chapel
Hill. CB# 7400, Chaupel Hill, NC 275997400,
This paper was accepted September 23,
1993, '
Editor's Note, Sce telated weditorial by
Wise (p 1374) and arucle by Loxclclwc.k (p
1488} in this issue.
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and utilization once in carc may have
differential implications for birth out-
comes and for prematal care program
practices.

In this paper I examine the character-
istics and limitations of the Kessner
Adequucy of Prenatal Care Index and
propose an alicrnative, the two-[actor
Adequacy ol Prenatal Care Ultilization
Index.

Database

The database for this psper is the
National' Center for Health Statistics’
1980 Natienal Natality Survey, a represen-
tative sample of US births in 1980.* This
survey uscs a follow-back methodology
involving the collection of data from four
sources: maternal retrospective informa-
tion, physician and hospital records, radio-
logic rccords, 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 poststratification ratio estimate proce-
dure to be representative of the 1980 US
virth cohort. Prenatal care informaton is
aabsent for 15% of the births. All missing
data werc imputed via 3 categorical
matrix hot-deck methodology. Derails of
the survey and study popul&nc}n are
described elsewhere

All data used in this paper are
dertved from the birth certificate dats
saurce only. The birth certificate duta
were chosen because they are readily
available 1o the public health communizy,
they ‘are the principal databasc for the

asscssmenl of a community’s prenafal

carc utilization adequacy, and they are
available for all marricd and unmarried
. womcn in the 1980 Nationa! Natality
Survey.

- Kessner IndexAs;essment

The Kessner Index is u seriously
flawed index of adequacy of prenatal care
utilization. Four features menit attention,

First, the Kessner Indexis prmcxpally
a measure of the timing of initjation of
ptenatal carc, The Kessner Index algo-
rithm requires that to be rated Adcquate,
prenatal care must begin in the first
trimaster: 10 be ruted Intermediate, care
must begin in the second trimester; and to
be rated Inadequate, carc must begin in
the third trimester or not at ali. The
additional factor in the Kessner Index, the
number of prenatal care visits, can only
lower the rating category. This rarely
happens. Table 2 shows that the trimester

of care wverwhelningly (for A6.2% of

LA RIS ERVERE % R )
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and Type of Hospltal Service

TABLE 1—Three-Factor Health Services index Controlled tfor Gestatlon and
Baged on Number of Prenatal Visits, interval to Flrst Pranatal Visit,

Gestation

Medical Care Index (Weeks) Number of Prenaial Visits -
Adequate® 13 orlcss and - 1 or more or not stated
: V4-17 and 2ormora

18-21 and 3 or more

2225 and 4 Or mors

2629 and 5 or more

30-31 and & or more

32-33 and 7 or more

3435 and 8 or more

36 ormore and 9 or more '
Inadequate® 14-21¢ and ‘0 or not staled

22-28 and ~1or less or not stated

30-31 ang 2 orless or not stated

32-33 and 3 or less ornot stated

34 ormare  and 4 or less or not staled
Intermediate Alt combinations other than specified above

a private abstelrical sgrvice.

(Table 2-3, p 58). Copyiight =
Academy Press, Wasnmgton 0C.

3in aadlion to the specific numnber of visits indicated for adequate cars, the intervai 1o the first
prenatal visit had 1o ba 13 weeks or le3s {fist wrimesier), and e delivery must have txkar place on

bin addhion 1o the spacific number of visits inglcated for inadequate care, all women who staned
their prenatal care during the third trimestar {28 wecks or later) were conslderad inadequats.
tFor this gestation group, cars was considsred Inadequate if tha lime of the first visit was aot stated.
Sourca, Reprinted with permission from Infant Death: An Analysis by Materns! Risk and Health Care
~1973, National Acagemy of Scsances Courtesy of the Nsncnat

s —————

TABLE 2—Ratings Assigned to Blrths According to the Kessnar Adaquacy of
Prenatal Care Index, by the Trimestsr of Inltiation of Prenatal Care

Kassner Index RaUng

Trimester of : - % of
Imuaxicn of Care Inadequate. % Intermediate. %  Adeéquats, %  Total Births
1 - 1.4 106 65.8 77.9
2 ' . 1.8 16.7 175
Jornocars 486 - 4.8
~ %.of total births - 7.7 26.3 659 -

Nore. Pefcsqtages are those of all US birhs, Cor.oroance of yimestes and index ram‘g - 86.2%.
Parcentages may not a¢d 1 100 becausa of rounding. -
Source. Percentages arg based on an analysiy of birth certificale gata from the 1980 National

Natality Survey.?

women) predicts the Kessner Index rat
ing. Only 13.8% of women have their rat-

~ ings reduced owing to insufficient visits,

Second, the Kessner Index does not
distinguish inadequacy of care duc 10 late

initiation from inadequacy of care due w0
imsutficicnt number of visitd, Tuble 3

‘shows that thcse two implicit subseales

have distinctive distributions. Overall.
24,7% of US women would be classified
differcntly if the two were measured
separately. More siriking, 61.1% of wonien
starting prenatal care in the sccond
trimester {rated Intermediate by the Kess-

ner Index) and 43.6% of women starting
prenatal care in the last rimester or not at
all (rated lInadequate by the Kcssner
Index) would be classified differently
based on an mdcx with two distinctive
factors,

Third, the Kessner lndet is undble 10
adequately characterize prenatal core uii-
lization for normal-gestation and postma-
wre births. For all nennul-length pregnan-
ci¢s (more thaa 36 weeks gestation), the
Kcssner Index requires only nine visits for
care 10 be Adequate. Yel up to 36 wecks'
gestation, the Kessner Index adjusts the

American Joumnal of Public Health 1415
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TABLE 3-—Ratings Assigned to 8irths According 1o the Numbar of Visits
Component of the Kessnar Adequacy of Prenatal Care Index, by the
Trimeaster of Inftiation of Pranatal Care

Noto, Percantages ara those of all US births. Concordance of rimester-and number of visits =
75.3%. Percentages may not add 10 100 becauss of rounding,

Source. Percentages are basad on an analysis ol birth certificate dam from the 1980 Natmal
N:namy Survey.?

. Number of Visits
Trimester of - )
Initiation Inadequate Intermediate Adequale % of
“of Care - (<5), % (5~8), % (29). % Total Births
1 ‘ 1.4 10.6 65.9 779
2 ) 1.8 6.9 89 175
3 or no care 2.8 : 1.3 0.8 4.6
% of total births 57 18.8 - . 755

m ———
TABLE 4-—Ratings Assigned to Births According to the Kessner Adequacy of
Prenatal Care Index; Original and Extrapolated beyond Ning Prenatal

Care Visits
Rating : Original Kessner Extrapolated Kessner*
Adequate, % 659 ' 29.2
Imermadiate, % 28.3 545
lnadequare. % 7.7 ) 16.3

Noe, Percentages gro (hose of all US births: they may not add 10 100 bacause of rounding.

Source. Percentages are based on an analysis of bsnh cenificate data from the 1980 Naliona!
Natality Survey.8

*Ratings are based on trimeste! prenatal cars began pfus pmponron of total visltg recommends by
Amarican College of Obstetricians ang Gynecologists receivad (all recommendad visits teceived
for & rating of Adequate and fower than halt the' recommended visits recalved Tor & latmg af
Inadaquate), .

TABLE 5—Ratings Asslgned to Births According to the Kassner Adequacy of
Prenatal Care index, Original and Extrapoiated beyend Nine Prenata!
Caro Visits, by Weelk of Gestation at Delivery

inadequate

Adaguate Intermediate

Week of

Gestation Kessner, Extrapolated, Kessner Extrapoia!ed Kessner, Extfapalated
at Dalivery % % % % % %
35 §7.7 57.7 278 27.8 145 14.5
36 53.5 53.5 331 29.7 13.4 16.8
37 85.7 47.2 317 36,6 Co128 6.7
38 613" 39.8 29.9 T 444 8.8 158
33 : 69.5 389 1248 49.2 59 1.9
40 87.0 21.8 260 615 7.0 186.7
41 733 18.5 20.4 60.8 6.4 128
a2 69.9 13.1 246 - 857 55 211
43 66.8 8.9 230 70,4 , 1wy 207
44 665 55 280 68.5 6.6 26.0
45 58.7 3.8 374 666 -39 29.9

% oftotal 65,9 292 26.3 ‘845 7.7 18.3

births )

Note. Parcentagas ara those of all US births! they may notadd to 100 because of rounding.
Source, Parceotzges are Dased on an anmys:s of binh cortificate data from the 1580 Natcnal
Naulity Survay @

- P.0S/06

required number of visits according 1o the
well.established American College of Ob-
stetricians and Gynecologists (ACOG)
recommendations (one visit per month
through 28 wecks’ gestation, one visit
every 2 weeks through 36 weeks' gesta-
tjon, and one visit per week thereafter). !
No discussion of the rationale for stop-
ping at nine visits i$ présented.

1t would appear that the index stops
at nine visits because only one digit was
allocated 1o record the number of prena-
tal carc visits on the 1968 Néw York City
computcrized birth certificate file used in
the Kessner ct al. analyses.’ According to.
ACOG, pine visits corresponds (o the
recommended number of visits at 36
weeks' pestation; hence the index’s adjust.
ments {or gestational age stop at that
puint. Thus, the Kessner Index is.con-
structed on the basis of an outdatcd
computer data storage limitation. Full-
term births can, therefors, be rated as
having Adequate -prenatyl carc even if
they have had fewer than the ACOG-
recommended number of visits The longer
the pregnancy, the smaller the percentage
of recommended visits needzd for care to
be rated Adequate. Only premature births
(36weeks’ gestation and less) arc assessed
fuily against the ACOG standards.

If onc extrapolates the original Kess-

ner Index algorithm beyond the nine

visits, using the ACOG standards (e.g., 10
visits by 37 weeks, 11 visits by 38 wecks,
e1¢.), @ major redistribution of prenatal
care uulization adequacy would occur
{Table 4), There would be more than
twice the pumber of women with Inad-
equate care, a major increase and shift to
Intermediate care. and many fewer women
with Adcquate presatal care. Indeed,
44% of all women would now be ¢lassificd
as having less adequate prenatal care than
previously classified. If one ¢examines the
extrapolation stratified by wecks™ gesta-
ton at delivery, as in Table 3. one sees
that this miscalegorization increases as
gestational age advances.

Finally, the lack of adequate initial
documentation for the Kessner Index has
led 1o nonstandardized definitions and
discrepancies in its - calculations. The
algorithm presented in Table 1 appearsto
be the sole documentation for the Kess-
ner index, Thiy is cleasly inadequarte, {n
particular, there is insufficient description
of how to treat records with missing
gestational age, missing visits, missing
initiation date, ete.!! The result is that
cach public health entity has had 1o
program the index jsclf, with resultant
inconsistencies, For exarnple, many stares

September 1994, Vol 84, No. 9


http:thereafrc.:r).10

cv o UG MHITERNALACHILD

have added an “unknown” category if
number of prenatal care visits or timing of
first visit is unknown, while others still
follow the originai recommendations and
. record such births as having received
“inadequate” care. Some states impute
missing gestational age on the basis of
birthweight, whereas others (eg. New
York} disregard all such records or disre-

gard only thosc that cannot be rated as

“inadequate” (L. Dellehunt, written com-
.munication, September 29, 1986). The
state of Missouri snd others have further

sr.mphﬁed the definition of the Adequate

rating of the Kessner Index to eight visits
for fullterm birth and five visits -for
premature births (J. W. Stockbauer, writ-
ten communication, September 26, 1986).
‘Thus, the Kessner Index ratings may not
.be comparable across sites.

Adequacy of Prenatal Care
lkﬂﬁnﬁbnlhdhx

The weaknesses of the Kessper in-
dex led the author to try to develop an
alternative prenatal care utilization algo-
rithm, 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 dimen-

sions: Adequacy of Initiation of Prenatal -

Care and Adequacy of Reccived Services
{once prenaial care has begun). Thix
_two-factor index does not asscss the
quality of the prenatal care that is
delivered, but simply its utilization.

The initial dimension, Adequacy of
Initiation of Prenatal Care, characterizes
the adequacy of the timing of initiation of

care. The month prenatal carc begins,

which is recorded on the birth certificate,

corresponds directly to the adequacy of
timing of initiation of prenatal care. The
underlying assumption is that the carlier
the initiation, the more adequate tlie
prenatal care. The month in which care is
initiated is grouped not by trimester. but
into four slightly different adequacy group-
ings: months.] and 2, months 3 and 4,
months 5 and &, and months 7 through 9.

The second trimester was felt to covertoo
broad o tine peried 1o be uscful as a
single initiation date catcgory. No prena-
tal care, which can be isolated in this
index, is grouped in thelate or inadequate
care catcgory for this dimension.

The sceond dimension, Adequacy of
Received Services, characterizes the ad-
equacy of the prenatal care visits received
during the time the Woinan i> actuatly in

prenatal carc (i.c., from injtiation unil

Fax:919-966-0458

the delivery). The expected number of
visits is based on the ACOG prenatal care
visitation standards for uncomplicated

pregnancics,’? adjusted for the géstational

age al initiation of care and for tie
gestational age at delivery. The measurc

‘for Adequacy of Received Scrvices is the

ratio of the actual number of visits to the
expecied number of visits.

The expected pumber of visits for
cach pregnancy can be calculated casily
{by computer or by hand) by noting the
number of ACOG-recommended prena-
tul care visits for a pregnancy of a given
gestation and then adjusting or reducing
that number based on the gestational sge
at initiation of carc {missed visits are
assumed not to be made up). Essentially,
this procedure measures a segment of a
fixed recommended prenatal care ultiliza-

- tion metric, but in contrast 10 the Kessner
Index, it is adjusted at two places: when
" the woman begins prenatal care and when

she delivers. For example, for 2 40-week
pregnancy. ACOG recommends 14 visits;

if care began in month 4 (threc missed

visits), then the expecied number of visits
would be 11, The number of actual or

- observed visits can be directly recorded

from the birth certificate (or any other
prenatal care data source). The ratio of
observed to expected visits is then grouped
into four categories: inadcquate (less
than 509 of expected visits), Intermedi-

-ate (50%-79%), Adequate (80%%6-109%),
- and Adequate Plus (> 110%). A similar

ratio’ concept is implicit in the cxisting

‘Kessner Index, wherein inadequate visits

equal approximately 50% of adequate
visits, These four pércentage Catcgornes

aflow for a slightly broader range of

numbers of visits 1o be rated as Adequate
care (809%-109%) and provide, for the
first time, a measurcment of prenatal care
utilization that exceeds ACOG standards.
This dimension of Adequacy of Received
Services is independent of the previously

described. dimension of Adequacy of

Initiation of Prenatal Care.

The two dimensions can be com-
bined into a single summary prenatal care
utitization index. Inadequale utilization is
defined as either late initiation {after the
4th month of preganncy) or (Sss than 50%
of recommended visits. All other catego-
rics require initiatiop of care by the 4th
month of pregnancy and then are coded
according to the exent of reccived ser-

vices (6.8, 10 e rated Adequate Plus

requires initiation of carc between | and 4
months and more than 110% of the
expected ACOG-recommended  visite,

Jul 28 'gp
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FIGURE 1~-The summary
Adequacy of Prenatal
Care Utilization index.

etc:). Figure 1-portrays the construction of
the summary APNCU Index.

A descriptive eutline of the proposed
index and its two factors is presented in
Tabie 6. (A more detailed description of
the APNCU Indexand its coding assump-
tions and an SAS Program for its compu-
tation are availablc from the author.)

" Tsble 7 presents & comparison of the
APNCU and Kessner Index ratings. Only
71.5% of women in the United States

-would be rated ., !hc samc on the wo

indexes (assuming the. APNCU’s “Ad-
equale and Adequate Plus”™ equal Kess-

‘ner's “Adequate™), with 21.1% achieving

a poorer rating and 7.4% an Improved
rating. Women whose care was rated
Imennediate on the Kessner Index would
be the most likely to be recatcgonzed:
349 would now be ratcd Inadequate and
28% rated Adequate or Adequate Plus,

In a related puparin this issuc of the
Journal I apply the APNCU Indcx 1o the
1980 Nationdl Natality Survey data tw
assess the adequacy of prenatal carc
wiilization in the Unjted Statcs’ and its
association with low birthweight 12

Discussion

The assessment of the adequacy of
prenaral carc utilization is heavily shaped
by the way in which utilizagon is mea-
sured. One of the major suategic and
programmatic thrusts o reduce infant
mortality in this era is 10 increasc early
initiation of prenatal care. Healthy People

American Journal of Public Health 1317
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Secremry, Department of Healthond Hurfion 'Serwces “Ezra Davidson, M.0., former

President, American Collegé of Obstetricians and Gynecoioglsts und Audrey H.Norg, =~

M.D,, Assistant Surgeon General and Difector; Maternal: - .~ .

and Child Health Bureau. Représentatives from Healthy-

Start projects will speak on their model prograis ard” "

how they break down the barriers to accessing health - - _ ~ .
+ care that face many women and families. The day- |ong N
< - event will begin with a video showing Healthy Start in Wmmn% the F!%M' V
R acﬂen cmd will conclude with o networkmg oppunumty Agmm Infant 'ﬁnrta lty

 Ad Council PSA (umpmgn und New 800 Nnmbers B
Kltked off at Suinmit - : ;

o The much talked about “Taghfrepe puhh( service udvemsemenf campmgn tremed
for the Division of Healthy Stort and the Maternal and Child Health Bireau by-the

_nonprofit Advertising Councl, will be releused ot the National Simmit on.September

_§ . 18. The PSAs will be- screened ot the event.fof Summit participants.and the.media, nnd
officils from the Department of Health and Human Services will speak about. the

_infant mortality probler.. The campaign includes television, print, billboard, and

“transit PSAs, some of which are in Spanish, and.features o pregnant-woman walking o -
'nghrrope wnh the. slogun "Don t put your haby's heulth on the Ime leferent spots
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e o tgoidinating services ‘ond training;

! lcutmg These .
: sulfing Group-will provide projects with crunal
. ,mformutuon on the “how-to’s” of murketmg identitying altemate sources of fundmg
- collecting and disseminating data, and so on.. HCR will tailor the assistance using the .
. project’s demographic, programmatic, and cultural choracteristics dnd challenges.

The Division of Healthy Start hos also contracted with the Law Offices of Mark S..

1. Joffe, a Washington, DC based Medicaid/monaged-care expert, to ossist projects in’

‘examining ond exploring arrangements and opportunities with Medicaid manoged care .

plons and other provider organizations. Previously a Public Health Service senior

attorney and associate counsel of the Group Health Association of America, Joffe has -

doné considerable work focused orf managed care and Medicaid issues. He also teuches
umversny courses on contract. negotioting: - .

~ " The projects will have the first opportunny 1o present rhear strutegles for R

ih sustainability of the annual Healthy Starf Grantee Mesting, November 16 to 18, 1995,
-4~ Two roundrable sessions will serve as & forum for projects fo exchange mformuhon .

- and: ideas about the preporationand marketing of their program models.
leecrs will'be presentirig dnd discussing such moders 0 i
" cose management and outreach;

 consortium burldmg, .

 risk reduction; ‘

- MIS trackin gand public eduwnon
. @ wiop-oround services; and . . . g
" o fiscal/contrdct monitoring. .. '
Projects will be investigating ways m continue und perhcps combme their
. strategies with those of other projécts and drganizations that are,also working to. -
" reduce infont mortality. Projects will also be developing plans for passing on the
-knowledge and expertise they have gained in the follawmg aregs: '
~ 2 developing systems and tonsortig;. ..,

At

o educating Congressional, State, ond local offmuls regurdmg progmm lmpacr
- ond the need: fgor continved support; and. ‘j_:i« L ,

B explormg new and different resourcé biises:, ' 7.7 o

-\~ Sustaining Heolthy Start’s program; service, ond educunon medels through

¥ _ replication can provide o bisis for reducmg infant mortality notionally. If Heulthy

1 Stort can incorporate tiese components inta the nation’s health care. delwery system :

the results car grem‘ly enhnnce mntemnl nnd child heu!th in Amenca
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The Director’s Corner
* Greatings to fomily ond friends of Healthy Start, ond
welcome to another opportunity to share valuable
insi ghrs and information on the octivities and -
occomphshmems of the Healthy Start projects through
this newsletter: In the cirrent climate of change,
* reform, andUncertainty, we need o pause for reflection
— ond to rekindle the flow of fresh ideas aimed ot
sustaining the Healthy Start mrervem‘mns that are

4+ successful in our target communities.. The Initiative

needs to be focused on disseminating the models and

* strategies that project staff and consorti have, for the

lost four years, labored over to develop and nurture.
Before contiiing this discussion, let us first defme
sustumablhry and “replication.”” :
" Sustaining Healthy Start refers to efforts to preserve
those strategies that projects have implemented and
found successful in reducing infant mortality ot the
local level, both in current project sites and in other

- comrunities interested in reducing their infarit -

martality. The success or failure of Healthy. Sturt
- activities s mducared by.the a(comphshment of the
"agreed-upon oistcome indicators, which willbe
. published at the end of the national evaluation efforf.
. The analysis of the successful shrategies should include
fatmrs that either enhanced or hmdered ’rhe
arcemphshmem of the objectives, as well as »
" resource/ smfhng requirements to succeed. -

To repli icate Healthy Start interventions in new

‘ '(‘conﬁnﬁed)

Flging Amos


http:reduc!l.Pn

