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EXECUTIVE SUMMARY
 
In compliance with federal funding requirements, every five years California conducts a needs 
assessment of the maternal, child and adolescent population, which includes children with 
special health care needs (CSHCN). The five year needs assessment establishes priorities that 
guide overall program activities, including those supported by the Health Services and 
Resources Administration Title V Maternal and Child Health Block Grant.  This report 
documents the 2011-2015 Title V Needs Assessment background, methods, findings, and 
priorities.  
 
The Maternal, Child, and Adolescent Health Program (MCAH Program) of the California 
Department of Public Health (CDPH) conducts the assessment of the MCAH population in 
collaboration with the Children’s Medical Services Branch (CMS) of the California Department of 
Health Care Services (DHCS), which implements the needs assessment for the CSHCN 
population. Together the MCAH Program and CMS Branch administer Title V funds for these 
respective populations. Needs assessment processes and results are presented as separate 
reports.  
 
The 2011-2015 MCAH Program needs assessment was based on an extensive local needs 
assessment process that drew upon the expertise of over 2,700 stakeholders statewide.  Each 
of California’s 61 local health jurisdictions (LHJs) conducted a comprehensive local needs 
assessment, which included stakeholder engagement, a standardized health status 
assessment, capacity assessment, and identification of priority needs. Technical assistance was 
provided to LHJs by the MCAH Program and the Family Health Outcomes Project (FHOP) at 
the University of California, San Francisco.  At the state level, the MCAH Program analyzed a 
comprehensive set of health status indicators describing population strengths and needs for 
women of reproductive age, pregnant women, infants, children, and adolescents.  The state-
level capacity assessment included an internal assessment and a web-survey of statewide 
partner capacity. Together, the rich findings from the local and state-level assessments 
informed the identification of needs and the development of priority statements.   
 
The CMS Branch conducted the CSHCN needs assessment, with assistance in data collection, 
analysis, and stakeholder process facilitation from FHOP. The CMS Branch invited 67 
stakeholders to participate in two all day meetings for the purpose of identifying issues and 
prioritizing needs for the CSHCN population. In addition, stakeholders participated in a series of 
eight webinars as well as subcommittees for key informant interviews, focus groups, surveys, 
and needs assessment data.  
 
California’s Title V priority needs are as follows:  

• Modify the CCS program, with appropriate funding, to cover the whole child. 

• Expand the number of qualified providers of all types in the CCS program. 

• CCS will work with appropriate partners to define and create and implement standards for 
Medical Homes for CCS children. 

• Improve maternal health by optimizing the health and well-being of girls and women 
across the life course.  

• Promote healthy nutrition and physical activity among MCAH populations throughout the 
lifespan beginning with exclusive breastfeeding of infants to six months of age. 
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• Reduce maternal morbidity and mortality and the increasing disparity in maternal health 
outcomes.   

• Reduce infant mortality and address disparities by promoting preconception health and 
health care and by preventing causes such as birth defects, low birth weight/prematurity, 
SIDS, and maternal complications in pregnancy.  

• Support the physical, socio-emotional, and cognitive development of children, including 
the prevention of injuries, through the implementation of prevention, early identification 
and intervention strategies. 

• Promote positive youth development strategies to support the physical, mental, sexual 
and reproductive health of adolescents. 

• Link the MCAH population to needed medical, mental, social, dental, and community 
services to promote equity in access to quality services. 

 
The California Title V 2011-2015 Needs Assessment is an essential element in the cycle of 
continuous improvement of maternal, child and adolescent health. In 2010, the MCAH Program 
will develop State Performance Measures and the State Outcome Measure.  Through 
collaboration with our partners, the MCAH Program and CMS Branch will identify strategies to 
achieve performance and outcome targets, and to improve the health of MCAH populations in 
the priority areas, especially in the newly identified areas. Between 2011 and 2015, actions and 
strategies will be implemented, processes and outcomes will be monitored, and modifications 
will be made as necessary to optimize the life course health trajectories for California women, 
children and adolescents. As part of this effort, the MCAH Program and CMS Branch will 
facilitate improvements to California’s MCAH system in response to capacity assessment 
findings. 
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BACKGROUND AND METHODS 
 
The mission of the California Maternal and Child Health Program is to develop systems with the 
goal of helping to protect and improve the health of California’s reproductive age women, 
infants, children, adolescents, and their families. In order to fulfill this mission, California MCAH 
performs the functions outlined in the 10 MCAH Essential Public Health Services framework in 
collaboration with MCAH Programs in each of California’s LHJs and an extensive set of external 
partners.  
 
As a cornerstone to the MCAH Program’s strategic planning, MCAH conducted its 2011-2015 
Title V Needs Assessment to strengthen and extend partnerships, establish a foundation of 
evidence describing health needs and MCAH system capacity at the state and local levels, and 
identify priorities to guide Program activities over the next five years. The following goals and 
objectives have guided the 2011 Needs Assessment: 

 
Goal 1: Use the needs assessment as an opportunity to reach out to new partners, and 

strengthen existing partnerships at local and state level. 
Objective 1:  Involve stakeholders in the development of the local needs 

assessment guidelines  
Objective 2:  Ensure an open and inclusive process for community involvement in 

the local needs assessment process   
Objective 3:   Involve internal MCAH staff in the capacity assessment process  
Objective 4:   Solicit input from external stakeholders and state partners in 

assessing the state needs and capacity 
 

Goal 2:  Provide leadership in establishing a unified direction for local MCH programs. 
Objective 1:  Provide trainings and technical assistance to local MCH programs in 

the development of their needs assessment. 
Objective 2:  Use information gathered from the local needs assessment processes 

to establish state priorities. 
Objective 3:  Develop a strategic plan to address priorities identified. 
Objective 4:  Provide resources to local MCAH programs to address local priorities 

identified in their local assessments. 
Objective 5:  Ensure that resources allocated are working towards achieving 

established priorities. 
 
The California 2011-2015 Title V Needs Assessment Report documents the California MCAH 
Program’s needs assessment process and findings, identifies the 2011-2015 MCAH Program 
priorities, and establishes the foundation for the strategic planning process that will begin in 
2010. California faces an ongoing fiscal crisis that is anticipated to have continued negative 
effects on both the MCAH populations and state and local MCAH Program budgets.  This report 
provides an important evidence base upon which resources allocation decisions can be made.  
 
The California MCAH needs assessment has been a broad effort to describe and assess the 
large and diverse MCAH population and the multi-faceted MCAH system that ensures their 
health. Thus, the needs assessment has been guided by an emphasis on describing the 
diversity in populations, systems, and needs across California’s LHJs through investment in an 
extensive local assessment process. In taking this approach, the MCAH Program has 
recognized the fundamental role played by the LHJs; the expertise of local MCAH partners, 
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staff, and Directors; and the rich assessment of the MCAH populations and system produced by 
this decentralized process.  
 
The 10 Essential Services of Public Health serve as an organizing framework for the California 
Department of Public Health (CDPH), and have been incorporated into the CDPH Decision 
Framework for evaluating internal proposals. The MCAH Program uses the 10 MCAH Essential 
Services to structure and describe activities implemented by the state and local MCAH 
programs.  
 
10 Essential Maternal, Child and Adolescent Health Services 

1. Assess and monitor maternal and child health status to identify and address problems.  
2. Diagnose and investigate health problems and health hazards affecting women, 

children, and youth.  
3. Inform and educate the public and families about maternal and child health issues.  
4. Mobilize community partnerships between policymakers, health care providers, families, 

the general public, and others to identify and solve maternal and child health problems.  
5. Provide leadership for priority-setting, planning and policy development to support 

community efforts to assure the health of women, children, youth and their families.  
6. Promote and enforce legal requirements that protect the health and safety of women, 

children, and youth, and ensure public accountability for their well-being.  
7. Link women, children, and youth to health and other community and family services, and 

assure access to comprehensive, quality systems of care.  
8. Assure the capacity and competency of the public health and personal health work force 

to effectively address maternal and child health needs.  
9. Evaluate the effectiveness, accessibility, and quality of personal health and population-

based maternal and child health services.  
10. Support research and demonstrations to gain new insights and innovative solutions to 

maternal and child health-related problems. 
 
The conceptual framework outlined by the Health Resources and Services Agency (HRSA) for 
the Maternal and Child Health Title V Block Grant to States is depicted in the MCH Pyramid of 
Services. The levels include: infrastructure-building services that establish the foundation of the 
MCH system, population-based services universally available to MCH populations, enabling 
services targeting groups and individuals, particularly those experiencing barriers to services, 
and direct (gap-filling) services. This framework is used to organize the presentation of 
information throughout the report, particularly in the capacity assessment section.  
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The Life Course Perspective, Social Determinants of Health, and Health Equity models provided 
the theoretical frameworks through which California’s 2011-2015 Needs Assessment findings 
were interpreted and presented. These frameworks, introduced below, gained prominence 
nationwide as the needs assessment process evolved and evidence accumulated pointing to 
the need to reframe the causes of and solutions to health disparities.  
 
The Life Course Perspective is an evolving public health paradigm1, 2 that has been applied 
extensively in MCAH in recent years. It describes health as a trajectory across the continuum of 
the life course beginning with the period in utero, and some suggest stretching back to the fetal 
experiences of previous generations.3 This framework explains health disparities by focusing on 
differential exposures and opportunities during sensitive developmental periods (in utero, early 
childhood, adolescence, pregnancy) that may have more powerful influences on subsequent 
health trajectories.3, 4 Further, the model considers the cumulative effects of chronic stress 
across the life span. As a result of social disadvantage3 or episodes of negative exposures,5 
physiologic changes occur, such as stress hyper-reactivity and immune dysfunction, that 
contribute to worsening health outcomes over time. The Life Course Perspective informs the 
examination of MCAH outcomes, emphasizing the importance of health prior to and between 
pregnancies in the causal pathway for birth and maternal outcomes, as well as the life long 
consequences of risks and health conditions that occur during childhood, particularly during the 
period from birth to age five.6,7, 8, 9

 
Health outcomes data for the MCAH populations in this report are presented according to a life 
course trajectory, with linkages to preceding and subsequent developmental periods. The health 
needs of reproductive age women are included to illuminate important but more distal factors 
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related to observed birth outcomes in California’s populations. Assessment of the health and 
developmental status of children provides critical information not only about current well-being, 
but also in relation to the promotion of health and well-being into adulthood. Early childhood 
measures are of particular importance in this regard. Adolescent health receives specific 
attention, as improvements and negative exposures during this sensitive period may have a 
great potential to shift the adult health trajectory.   
 
Implicit in the Life Course Perspective is a consideration that health results from not only 
genetics and health behaviors, but from the social, psychological, economic, environmental, and 
cultural context in which health outcomes arise. 1,2, 3,4, 6  Collectively, these factors are referred to 
as the social determinants of health. In California, as in the United States, differential access to 
resources in these arenas has resulted in MCAH outcome disparities for certain racial and 
ethnic groups, the poor, non-citizens, and other population groups. 10, 11 
 
The health equity framework emphasizes that health disparities observed among these groups 
derive from systematic differences based on their historically restricted access to power and 
resources.11 At its foundation is the ethical commitment to prioritizing the improvement of 
outcomes among these disadvantaged groups.12   
 
In California, the importance of health equity and social determinants in affecting statewide 
health outcomes has been recognized through the integration of these concepts into the CDPH 
Decision Framework, the department-wide process and tools developed to facilitate shared 
decision-making, improve communication, and assure responsiveness to health challenges in 
the 21st Century.  
 
Data on the social determinants of health across California’s population describe the context in 
which health risks and outcomes arise. Health status data are presented by race/ethnicity to 
highlight the importance of MCAH disparities in California, while the intersection of race and 
income will highlight the social determinants of select outcomes. In the action planning stage, 
the consideration of the broad set of determinants of health will be integrated into the analysis of 
priority health problems in California, including those distal contextual factors that shape 
individual behavior.13  
 
Overview of the Public MCAH System in California 
 
California’s public MCAH system is comprised of the state-level MCAH Program, which provides 
funding, technical assistance, and administrative oversight to MCAH programs in each of the 61 
LHJs.  As the operational arm of the state public health system, LHJs enforce public health laws 
and deliver essential public health services, primarily at the enabling, population-based, and 
infrastructure-building levels of the MCAH pyramid for their local populations. While 
governmental public health agencies are major contributors, the coordinated and cohesive 
MCAH infrastructure relies on contributions of multiple academic institutions, healthcare 
providers, public safety agencies, human service organizations, education and youth 
development organizations, foundations and community-based organizations.   
 
California Title V Needs Assessment Leadership 
 
The Acting Chief of the Maternal, Child and Adolescent Health Program is the California Title V 
Director and the 2011-2015 Needs Assessment Project Director who oversaw the 
implementation of the project from initial planning to report writing. The Title V Director is 
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responsible for ensuring the ongoing needs assessment process upon completion of the needs 
assessment report. 
 
The Acting Chief of the MCAH Epidemiology, Assessment, and Program Development Branch 
(EAPD), directed the development of methods, implementation of the needs assessment 
process, coordination with internal and external partners and development of the needs 
assessment report.  
 
EAPD staff were responsible for project coordination, including planning and management, 
development of the local needs assessment guidelines, technical assistance and trainings to 
state and local MCAH staff, facilitation of steering committee meetings, and report development.    
 
The internal steering committee was composed of branch chiefs, nurse consultants, program 
specialists and scientists from the MCAH Program. This committee facilitated coordination and 
communication among MCAH Branches; identified strategies for strengthening the local and 
state MCAH Programs’ ability to conduct a high quality needs assessment; made 
recommendations regarding the needs assessment process; and assisted in determining the 
capacity assessment approaches at the state and local level. The steering committee also 
facilitated a broader understanding of California’s MCAH infrastructure.    

 
FHOP provided capacity building training to local MCAH staff to prepare for conducting the local 
needs assessment, supplied local health indicator data, assisted in data interpretation, 
supported local capacity assessment processes, and compiled all the needs assessment 
reports submitted by LHJs. 
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Methods 
 
Overview 
 
The MCAH Program is responsible for ensuring the health of and providing services to mothers, 
infants, children, adolescents and their families.  CMS is responsible for assuring 
comprehensive services for the CSHCN population. Thus, the MCAH and CMS Programs 
conduct separate needs assessments using methods and approaches appropriate to each 
Program’s mission, values, organizational structure, and capacity.  
 
The MCAH Program needs assessment is composed of two complementary efforts: the local 
health jurisdiction MCAH assessment and the State MCAH Program assessment. The local 
needs assessment process was undertaken to address the tremendous variation in geography, 
demographics, underlying determinants of health, system capacity, and organization across 
California’s local health jurisdictions.  
 
In early 2008, the MCAH Program initiated its needs assessment process with the formation of 
a steering committee. With the oversight of the steering committee and input from local MCAH 
Directors and FHOP, MCAH developed standardized guidelines for conducting the local needs 
assessment in each of the 61 LHJs. These guidelines are included in Appendix 1.  FHOP was 
contracted to develop and provide capacity-building training sessions to LHJ staff, which are 
described in Appendix 2.  To initiate the local needs assessment process, the MCAH Program 
conducted an orientation meeting to help local MCH directors understand the intent and scope 
of the local assessment, procedures for its implementation, and reporting requirements (see 
Appendix 3 for orientation meeting presentation slides).   
 
Each of California’s 61 LHJs conducted a needs assessment, which involved engaging 
stakeholders in assessing the needs of their communities, examining community health status, 
identifying needs, assessing capacity, and matching needs with existing capacity and desired 
outcomes to identify MCAH priorities for the next five years. Each LHJ submitted a needs 
assessment report summarizing findings. Information gathered from each local needs 
assessment was then compiled and analyzed to determine common themes and patterns in 
needs, capacity and priorities.    
 
While local needs assessments followed the general approach outlined in the guidelines, each 
local needs assessment process was unique. Variation across jurisdictions result from 
differences in organizational structure, local MCAH systems, relationships with stakeholders, 
available resources, and staff capacity among other factors.  
 
The synthesized findings from the local needs assessments were supplemented by the findings 
from the State MCAH Program assessment. This included analysis of statewide surveillance 
data over time and by racial/ethnic groups, state-level capacity assessment, and a statewide 
stakeholder capacity assessment survey (see Appendix 4). External stakeholder input was 
gathered throughout the process. Together, these findings were used to identify priority needs 
and capacity-building priorities for the next five years. California will continue a strategic 
planning process during the second half of 2010, based on the priorities and associated 
measures developed as part of the needs assessment.  
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Local Capacity Building and Provision of Technical Assistance  
 
FHOP staff provided technical assistance and other capacity-building support to LHJs, including 
the development and dissemination of surveillance data, data analysis tools, and assistance in 
the local analysis process.  Technical assistance was provided by phone and through local site 
visits, training, and other activities as needed or requested.   
 
The FHOP website was used extensively as a tool for disseminating information about the 
needs assessment process. A section of the website dedicated to local MCAH jurisdictions 
facilitated access to resources, including data, automated worksheets with key indicators, links 
to additional data sources, and tools.  FHOP’s monthly newsletter, the FHOP Express, which 
contains training announcements, information about new products, and other resources relevant 
to local MCAH staff and their communities, helped to keep local MCAH staff updated about 
needs assessment related resources. When data or resources were added or updated on the 
FHOP website, an additional “Data Alert” was sent to newsletter recipients to inform them of the 
update. 
 
Ongoing Nature of the Needs Assessment Process 
 
California’s political, economic and demographic landscape is constantly changing.  Therefore, 
California’s needs assessment is a continuous process of assessing the health status and 
service needs of California’s MCAH population, setting priorities, developing interventions, 
implementing programs and monitoring progress towards meeting goals and objectives for 
health priorities.   
 
After conducting the five year needs assessment at the local and state level, MCAH develops its 
set of priorities.  These are shared with LHJs to set the direction of where the state MCAH 
Program will focus resources in the next five years.  LHJs are required to select at least one of 
the several state health priorities and formulate objectives based on how the local program’s 
activities are expected to contribute to the improvement of the health priorities selected.  These 
measurable objectives become part of the blueprint of the local MCAH program and are 
incorporated into the scope of work funded by the state MCAH Program.  Local MCAH 
programs are asked to conduct their local strategic planning with their stakeholders and outline 
planned activities to meet the local objectives in their scopes of work. As part of local 
assurance, annual reports are submitted by the local programs to the state MCAH Program.  
These reports serve as a tool for monitoring local activities and progress toward achieving local 
objectives.   
 
Needs Assessment Interface with Title V Block Grant 
 
The local needs assessment includes analysis of 27 local health measures and indicators 
(LHMI), of which half are Title V performance measures, outcome measures, health status 
indicators or health system capacity indicators reported in the annual Title V grant application 
and annual report. In the local needs assessments, LHMI are compared to the state rate or 
Healthy People 2010 objective, if available. Ten year LHMI trends are also analyzed for 
significant movement toward or away from the desired outcome. Results are presented to local 
stakeholders, used to identify local community health needs, and documented in the local needs 
assessment report. 
 
Similarly, while MCAH reports on the rates for the performance measures, health status and 
capacity indicators annually, a more in-depth analysis of performance measures and indicators 
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was conducted for the needs assessment.  Trend data were analyzed by race/ethnicity and 
statewide trend data were presented in the report. Cross-sectional data were presented by 
race/ethnicity and by income, when available.  These analyses identified increasing or 
decreasing disparities and statewide changes over time towards or away from targets.   
 
Methods for Obtaining Stakeholder Input 
 
One of the core values of the California Department of Public Health (CDPH) is collaboration. 
CDPH fosters collaboration both internally to empower and engage staff and externally by 
reaching out to diverse groups and external stakeholders. Echoing our department’s values, 
MCAH has been committed to engaging stakeholders in the needs assessment process, from 
its conceptualization to the identification of priorities. Involvement of partners in the needs 
assessment mirrors the approach of MCAH’s extensive collaboration with its ongoing activities; 
an approach that is essential to addressing the complex needs of the MCAH population within 
our diverse and populous state.   
 
Stakeholder involvement in the development of the 2011-2015 Title V Needs Assessment plan 
and guidelines was essential to the process. The involvement of MCAH branches in developing 
and implementing the needs assessment was facilitated through the steering committee, which 
met regularly throughout the early phases of the process and as needed during report 
development. Input from additional MCAH staff was solicited during planning meetings. In 
revising the local MCAH guidelines for the current needs assessment, MCAH sought input not 
only from internal MCAH staff but also from three local MCAH Directors and FHOP (as a long-
term technical advisor to local MCAH programs, FHOP has regular contact with all MCAH 
Directors). External stakeholders assisted in developing a plan for the implementing the new 
local capacity assessment component and recommended increasing training and technical 
assistance opportunities. Additionally, they supported the use of worksheets and tools for 
certain aspects of the local report to increase efficiency and reduce the burden of the process 
on local jurisdictions, which was particularly important in the context of recent staff reductions 
resulting from budget cuts.  
 
A function of local health jurisdictions in California is to engage a broad set of partners from the 
local MCAH systems and communicate local health and capacity priorities to the State MCAH 
Program. Therefore, extensive engagement of partners occurred at the local level during the 
needs assessment process. A full description of this input is included in the Stakeholder section 
of this report.   
 
Stakeholder involvement at the state level included collaboration with internal staff and external 
partners. Extensive staff participation was involved in the state-level capacity assessment.  A 
broad range of staff from a number of MCAH branches participated in implementing various 
aspects of the needs assessment, including data analysis, interpretation, development of 
priorities, and drafting of narrative, which ensured that a broad range of perspectives were 
incorporated into the process and products. External stakeholder input was incorporated at the 
state level through a survey of the capacity of external partners of the State MCAH Program, 
including HRSA/MCHB funded organizations or projects in California. In addition, a draft needs 
assessment report was posted for public comment and input from external stakeholders was 
incorporated into the final document. 

Page 10 



California 2011-2015 Title V  MCAH Needs Assessment 

 
Local Health Jurisdiction Assessment of MCAH Population Strengths and Needs 
 
A key component of the local needs assessment process was the review of 27 LHMI in each 
jurisdiction (see Appendix 5). The LHMI were used for the 2005 needs assessment based on 
input provided by local MCAH Directors and the availability of the indicator data at the county 
level. These same LHMI were retained for the 2011-2015 needs assessment.  The final list of 
indicators fell into several groups, including: birth, death, prenatal/postpartum care, health, 
injuries, and other.  
 
A number of “optional topics” of MCAH interest were suggested for which indicator data were 
limited or not available for all counties.  Some of the recommended “optional” topics included 
perinatal substance abuse, physical activity, gestational diabetes and oral health. Jurisdictions 
were encouraged to use locally developed data sources and/or qualitative data for these 
measures. 
 
To decrease local jurisdiction burden and ensure standardized analyses, jurisdiction-level count 
and rate data were compiled and posted on a FHOP password-protected website. The data 
were stratified by race/ethnicity to identify disparities, unless limited by small numbers.  Several 
excel workbooks were developed by FHOP with input from CDPH to simplify comparisons of 
local rates with the State rate or Healthy People (HP) 2010 objectives. These workbooks 
automated the analysis process. Each LHJ was provided data from multiple statewide data sets 
and surveys that had been analyzed by FHOP staff.  Spreadsheets were auto-generated for 
each LHJ which include rates, comparisons, and charts for each health indicator assessed. 
Additionally, a workbook was developed to report results of trend analyses conducted by FHOP, 
including easy-to-interpret notations related to the direction of the trend, significance, and 
comparisons (see Appendix 6).  This workbook facilitated assessment of rate changes over 
time, without requiring local jurisdictions to have specialized statistical capacity.   
 
Statewide Assessment of MCAH Population Strengths and Needs 
 
The state-level assessment was based on an expanded set of indicators drawn from an 
extensive review of HP 2010 objectives (HP 2020 objectives had not yet been released), the 27 
LHMI, the National and State Performance Measures, Health Status Indicators, and Outcome 
Measures.  Additional measures were drawn from topic or population specific sources, such as 
the California's 27 Critical Objectives for Adolescent Health and the CDC’s proposed Core State 
Preconception Health and Health Care Indicators.  
 
Data were compiled by the Epidemiology, Assessment, and Program Development Branch 
based on primary data analyses conducted internally, as well as secondary data sources. In 
order to identify disparities among racial/ethnic populations and among income groups, data 
were presented by race/ethnicity and income. If available, trend data were presented to facilitate 
examination of changes over time.  Additional indicators were selected for analysis based on 
input from external stakeholders during the public comment period.  
 
In addition, data describing underlying social, economic, and environmental factors that support 
or constrain the health of the MCAH populations were included in the Social Determinants of 
Health section of this report.  
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Local Capacity Assessment Methods 
 
A primary focus of the local needs assessment was to assess the capacity of the local MCAH 
system to carry out the 10 MCAH Essential Services. The purpose of examining capacity was to 
understand the current organizations and systems that comprise the local MCAH infrastructure, 
to identify strengths and weaknesses in the local MCAH system in carrying out the 10 MCAH 
Essential Services, and to improve and better coordinate MCAH activities.  
 
The tool that the LHJs used to analyze their local capacity was a modified version of the 
Capacity Assessment for State Title V (mCAST-5) (see Appendix 1 for LHJ guidelines, which 
include the capacity assessment tool on page 36). The original CAST-5 tool and instructions 
were developed by the Association of Maternal and Child Health Programs and the Johns 
Hopkins Women’s and Children’s Health Policy Center for use in examining the organizational 
capacity of state MCAH programs to carry out the 10 MCAH Essential Services. The California 
MCAH Program, in collaboration with FHOP and three local MCAH Directors, revised the 
original tool and instructions to assess organizational capacity at the local level. In addition, 
because local MCAH programs work closely with other agencies and systems that serve the 
MCAH population, the revised tool broadened the scope of assessment to look beyond 
individual services and the local MCAH program and include all organizations that serve the 
MCAH population within that jurisdiction.  
 
The mCAST-5 consisted of 10 components, each representing 1 of 10 MCAH Essential 
Services. For each Essential Service, the LHJs ranked process indicators to show how well the 
MCAH system performed a particular function; recorded notes generated from the discussion of 
each process indicator; and listed the strengths, weaknesses, opportunities, and threats (SWOT 
analysis) that the MCAH system experienced in carrying out each Essential Service.   
 
The mCAST-5 was intended to generate discussion and collaboration across program areas in 
each local MCAH system, therefore external stakeholder input was required. MCAH jurisdictions 
were encouraged to include leaders and experts of other health department programs as well as 
other governmental agencies, healthcare providers, human service organizations, schools, 
universities, community-based organizations, youth development organizations, and any other 
stakeholders who contribute to the health and well-being of the MCAH population in the 
jurisdiction. 
 
Because local MCAH systems operate under a broad range of circumstances, the LHJs were 
given discretion on the implementation of the mCAST-5 tool, and the LHJs accomplished this in 
a variety of ways. Some LHJs held a series of stakeholder meetings, while others identified 
workgroups for each Essential Service depending upon interest and expertise. A few LHJs 
completed the assessment in one day with small breakout groups for one or two Essential 
Services. Many LHJs completed the initial capacity assessment internally, and then distributed 
the results to the wider community for review and comment. Some capacity assessments were 
completed electronically, either through emails or in the form of a web-based survey. Smaller 
jurisdictions found that face-to-face meetings worked best; whereas, larger jurisdictions created 
surveys accessible either through their department’s website or through online survey software.  
 
State-level Capacity Assessment Methods 
 
The state MCAH Program conducted the state-level capacity assessment with the same tool 
used by LHJs, the mCAST-5. The tool was completed first internally by staff based on Essential 
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Services that were most relevant to their function. A series of meetings was held to provide 
orientation to the mCAST-5 and to facilitate completion of the tools. After the mCAST-5 was 
completed, staff participated in in-depth discussion of results.   
 
In spring 2010, the California MCAH Program solicited direct input through a web-based survey 
of 208 key stakeholders in order to assess California’s capacity to carry out the 10 MCAH 
Essential Services.  The stakeholders invited to participate in the survey included: organizations 
collaborating with or funded by State or Local MCAH Programs, health care organizations, 
professional organizations, academic institutions, community organizations, HRSA Maternal and 
Child Health Bureau-funded organizations, and other organizations involved in statewide activity 
on MCAH issues (see Appendix 7).  Each organization received one survey, sent via email to a 
pre-identified representative.  
 
The survey consisted of a brief questionnaire structured to obtain basic information regarding 
the participating organization’s activities and capacity in delivering the 10 MCAH Essential 
Services (see Appendix 4). Additional information collected included the MCAH target 
populations and health priorities of the organization. Participants were instructed to describe 
only priorities and activities relevant to MCAH programs of the organization. 
 
Participants were contacted via email and completed the survey either online through 
SurveyMonkey.com or with an electronic or paper-based form that was returned to the MCAH 
Program via email or fax. Participants were given two weeks to respond, and two reminder 
emails were sent to encourage participation.  
 
Data Sources 

 
CDPH, Birth Cohort File 
CDPH, Birth Statistical Master File (BSMF) 
CDPH, California Birth Defects Monitoring Program (CBDMP) Registry 
 Registry includes over 40% of annual births in California, which represents the state’s 

geographic, environmental and racial/ethnic diversity. 
CDPH, Center for Health Statistics, Vital Statistics Query System 
CDPH, Death Statistical Master File (DSMF) 
CDPH, EPICenter California Injury Data Online 
 Includes fatal and hospitalized nonfatal injuries. Cases identified through death 

certificates and hospital discharge data. Excludes injuries due to adverse effects of 
medical encounters and drugs. ICD-9 E-codes for deaths and hospitalization used prior 
to 1999; ICD-10 used for deaths only beginning in 1999, with ICD-9 E-codes for 
hospitalizations. 

CDPH, Fetal Death File 
CDPH, Genetic Disease Screening Program (GDSP), Newborn Screening Database 
 Includes all nonmilitary hospitals providing maternity services. 
CDPH, STD Control Branch, STD surveillance systems 
 Includes Chlamydia, gonorrhea, syphilis, pelvic inflammatory disease (PID), and 

chancroid.  Large amount of missing race/ethnicity data from laboratory reports, 
Confidential Morbidity Reports, and provider data. 

California Department of Social Services / University of California at Berkeley, California 
Child Welfare Dynamic Reports System http://cssr.berkeley.edu/ucb_childwelfare/

California Health Interview Survey (CHIS) 
 Sample does not include an institutionalized population or people without telephones. 

Low response rate. Adult proxy used for children under 12. 
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California Healthy Kids Survey (CHKS) 
 Based on most California school districts (a few are exempt). Data are weighted to state-

level enrollment, not district-level enrollment. 
California Highway Patrol, Statewide Integrated Traffic Records System (SWITRS)   
 Data obtained from motor vehicle traffic collision reports received from local police, 

sheriff jurisdictions, and California Highway Patrol field offices.  
California Women’s Health Survey (CWHS) 
 Telephone-based survey.  Excludes women without a telephone in their home. 
Department of Finance (DOF) Population Projection File: State of California, Department of 

Finance, Race/Ethnic Population with Age and Sex Detail, 2000–2050. Sacramento, CA, 
July 2007. 

Kidsdata.org 
 Leading cause of death data tabulated from death file and DOF population projections. 
Maternal and Infant Health Assessment Survey (MIHA) 
 MIHA surveys are available in English and Spanish only (no Asian languages). 
Maternity Practices in Infant Nutrition and Care (mPINC)  
CDC Biennial Survey of all hospitals and birth centers in the United States. Response provided 

by key informant.  
National Immunization Survey (NIS) 
 Vaccination coverage estimates based on provider-verified responses from children who 

live in households with telephones. Adjusted for children whose parents refuse to 
participate, who live in households without telephones, or whose immunization histories 
cannot be verified through providers.  

National Survey of Children’s Health (NSCH) 
 Based on data reported by parents/caregivers of children ages 0 to 17. Not 

representative of institutionalized children or people without telephones. 
Office of Attorney General, SafeState.org 
 Data based on the number the domestic violence-related calls received by law 

enforcement. 
Office of Statewide Health Planning and Development (OSHPD) Patient Discharge Data 
 Excludes federal facilities and some research hospitals. Estimates based on discharges, 

not individual patients. Changes in rates of hospitalizations may be attributed to changes 
in hospitalization practices or diagnostic coding of illnesses, or reflective of true changes 
in the patterns of disease. Hospitalization data may not describe the presence of a given 
illness of the population, since many who have the illness are not hospitalized.  

Pediatric Nutrition Surveillance System (PedNSS) 
 Data are representative of low-income children and are reported voluntarily by federally 

funded health clinics.  
U.S. Census Bureau, Small Area Income and Poverty Estimates (SAIPE) 
 Annual income and poverty estimates for all states, counties, and school districts.  
U.S. Census Bureau, American Community Survey 
 
Dissemination 
 
Multiple drafts of the needs assessment report were circulated among MCAH staff and 
managers for review and comment.  
 
The needs assessment draft report was posted on the MCAH website for public comment for 
two weeks in May 2010. Local MCAH Directors, state departments, foundations, health care 
providers, advocacy groups, academics and other partners were encouraged to review and 
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comment on the needs assessment during this period. Comments were incorporated into the 
final report.  
 
Due to resource constraints, no statewide face-to-face meeting was held for the 2011-2015 
Needs Assessment. In order to address the need for stakeholder consultation in the process, 
extensive outreach was conducted at the local level, and a statewide stakeholder survey was 
conducted. This input shaped the identification of priorities.  
 
Following the submission of the needs assessment report to HRSA, the full needs assessment 
report will be disseminated to LHJs and stakeholders and will be posted to the state MCAH 
Program website.  
 
Strengths and Weaknesses 
 
California’s decentralized needs assessment process facilitated a comprehensive assessment 
of both state and local level MCAH programs. The benefits of this process include the extensive 
stakeholder input; the thorough assessment of the variation in strengths, needs, and capacity 
across California’s 61 LHJs; and enhanced capacity in public health practice across LHJs 
resulting from undertaking the comprehensive process. The technical assistance provided by 
FHOP to LHJs, including preparation of surveillance data for small jurisdictions and training in 
its interpretation, was a strength of the process that will have an ongoing benefit within the 
MCAH system in California.  Despite the benefits, this process was burdensome for LHJs and 
was increasingly difficult for them to complete due to decreased resources. The MCAH Program 
will continue to seek new approaches to a decentralized and comprehensive needs assessment 
process, while reducing the associated challenges for LHJs.  
 
The effort to conduct a comprehensive assessment of the MCAH system in California at the 
state and local levels, and among the many essential stakeholders was a strength of the 
process. In developing the capacity assessment methods the MCAH Program reviewed 
available capacity assessment tools and previously tested approaches implemented by other 
states, federal agencies, and universities.  No tools were identified for the comprehensive 
assessment of local MCAH system capacity. Therefore, the MCAH Program, in collaboration 
with FHOP and MCAH Directors modified the CAST-5 tool for use by LHJs. The resulting 
process was intended to build collaboration and increase local public health practice capacity 
while providing comprehensive assessment findings.  Feedback indicated that despite the 
benefits of the capacity assessment, the resource intensive process was difficult for some LHJs 
to implement.  
 
Within the MCAH Program, the internal needs assessment steering committee was beneficial in 
planning processes and developing guidelines and tools. The steering committee was also 
essential for obtaining stakeholder input on needs assessment methods.  
 
Mandated furloughs and a four day work week throughout the needs assessment process 
impacted timelines and limited the ability to conduct the needs assessment as planned.  Despite 
these challenges, the comprehensive nature of the assessment of MCAH population strengths 
and needs at the state level will continue to be useful for improving ongoing activities. The 
application of the social determinants, life course, and health equity frameworks to the MCAH 
Program and the population it serves will strengthen ongoing efforts to address the root causes 
of health disparities in California.  
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PARTNERSHIP BUILDING AND COLLABORATION EFFORTS 
 
Overview of MCAH Partnerships and Collaborations 
 
The State MCAH Program’s partnerships and collaborations with state agencies, local health 
jurisdictions, academia, community organizations, advocacy groups and stakeholders are 
important in developing and sustaining prevention and health promotion initiatives.  No one 
agency has the resources, access and relationships to address the wide range of community 
determinants of public health problems.  Collaborations allow the MCAH Program to strengthen 
its capacity to successfully address the broad range of issues impacting the MCAH population. 
 
These successful partnerships and coalitions generate a greater awareness of public health 
issues while minimizing duplication of effort and resources among members.  Partnerships 
provide leadership and focus, identifying and addressing population-based issues of public 
health significance and assisting communities in the development of effective policies and 
activities.  One example of a successful partnership is the formation of the Preconception Health 
Council of California (PHCC), which was founded in May 2006 by the MCAH Program and the 
California Chapter of the March of Dimes.  The PHCC is a statewide forum for planning and 
decision-making on the integration, development and promotion of optimal health before 
pregnancy. The Council is composed of representatives from local and state-wide organizations 
and programs that are stakeholders in the development of preconception care services in 
California.  
 
The table on the next page provides a list of recent partnerships in which the MCAH Program 
either convenes or serves as a member. 
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Ongoing MCAH Program Partnerships and Collaborations 
Title Partners Involved MCAH Role and Contributions 
State-level Multi-Party Partnerships

Adolescent Family Life 
Program Regional 
Representatives 

Lake Family Resource Center; Placer County Health & Human 
Services; Stanislaus County Health Dept.; San Joaquin County Public 
Health Dept.; Family Services Agency of San Francisco; Santa Clara 
County Public Health Dept.; Ventura County Dept. of Public Health; El 
Nido Family Health Centers; Orange County Health Care Agency; San 
Diego Unified School District; Branagh Group; CA Dept. of Social 
Services, CalLEARN; CA Dept. of Education, Cal SAFE 

Program administrator 
Establish policies and procedures 
Facilitate communication 
Coordinate statewide meetings 
Provide technical support, funding and epidemiology and data support 

Adolescent Sexual Health 
Workgroup 

CDPH Office of Family Planning; CDPH Office of Aids; CDPH Sexually 
Transmitted Diseases Control; CDPH Immunization; CA Dept. of 
Education; CA Adolescent Health Collaborative; CA Family Health 
Council, ETR Associates, CA School Boards Association;  Internet 
Sexuality Information; Public Health Institute; Center for Health Training 

Steering committee and leadership group member 
Provide expertise and financial support through the California 
Adolescent Health Collaborative contract 

Alcohol and Other Drug, 
FASD Workgroup of State 
Interagency Team 

Alcohol and Drug Programs (lead); CA Dept. of Social Services; CA 
Dept. of Mental Health; Administrative Office of the Courts; CA Dept. of 
Education; CA Dept. of Corrections and Rehabilitation; The Arc of 
California; Fetal Alcohol Teamwork, Consultation & Training; Children & 
Family Futures; Iris Center 

Participant 
Provide expertise and data 

Black Infant Health Program  
Advisory Committee 

Former and current local BIH Coordinators; national and local MCH 
experts 

Convener 
Provide administrative and financial support 
Develop revised BIH model 

Bright Beginnings Maternal 
Mental Health Professional 
Education Grant (UC 
Berkeley) 

UC Berkeley MCH Program (lead); CA Dept. of Mental Health; Los 
Angeles County Dept. of Public Health, MCAH; Los Angeles County 
Public Defender's Office; MPCAH, Alameda County Health Services 
Agency; County of Contra Costa Family, MCH Programs 

Key collaborator in HRSA MCHB grant   
Planning committee member for continuing education courses; provide 
expertise, grant writing and letter of support for grant application 

CA Adolescent Health 
Collaborative 

National Center for Youth Law; Adolescent Sexual Health Working 
Group; National Adolescent Health Information Center; Los Angeles 
County Dept. of Public Health, MCAH; Children’s Hospital Los Angeles; 
Family Violence Prevention Fund 

Provide funding to the collaborative to support technical assistance to 
LHJs 

CA Breastfeeding 
Roundtable 

WIC; CA WIC Association; AAP; ACOG; International Board Certified 
Lactation Consultants; CA Hospital Association 

Planning committee member 
Drafted strategic plan for CDC's obesity grant 
Provide data 

CA Statewide Screening 
Collaborative 

CA Dept. of Alcohol and Drugs Program; CA Dept. of Developmental 
Services; CA Dept. of  Education; California First 5; DHCS; CA Dept. of 
Managed Health Care Services; CA Dept. of Mental Health; Managed 
Risk Medical Insurance Board; CA Dept. of Social Services; Academy 
of Family Physicians; The Arc of California; AAP; CA Association of 
Health Plans; First 5 Association and county commissions; Lucile 
Packard Hospital; UC Davis MIND Institute; UCLA 

Participant 
Provide project-specific funding, expertise and in-kind support 

CA WIC Association WIC directors, service providers, businesses, vendors, and the general 
public 

Provide data and expertise to promote lactation services and support in 
Medi-Cal 
Plan work of Breastfeeding Roundtable 
Promote workplace lactation support 
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Title Partners Involved MCAH Role and Contributions 
California Maternal Quality 
Care Collaborative 

American College of Nurse Midwives; ACOG; Association of Women's 
Health; Obstetric and Neonatal Nursing; CDPH Center for Health 
Statistics; CPQCC; CDPH Office of Vital Records; OSHPD; RPPC; 
Kaiser Health System; March of Dimes; Society of Maternal Fetal 
Medicine; Sutter Health System; UC Health System 

Participant 
Provide technical assistance, oversight,expertise, funding and data 
Conduct process/progress evaluations 

California Perinatal Quality 
Care Collaborative 

California Association of Neonatologists; DHCS California Children's 
Services; CPeTS; CDPH Office of Vital Records; OSHPD; RPPC; 
ACOG; Pacific Business Group on Health; David and Lucile Packard 
Foundation; Vermont Oxford Network 

Participant 
Perinatal Quality Improvement Program (PQIP) subcommittee member
PQIP QI Infrastructure committee member 
Consultant to CPQCC data system and CPeTS Executive Committee 
Provide funding 
Provide expertise on project development 

California Women's Health 
Survey (CWHS) 

CDPH Chronic Disease and Injury Control; CDPH WIC; CDPH 
Environmental Health Investigations Branch; CDPH Genetic Disease 
Screening Program; CDPH Division of Communicable Disease Control; 
CDPH Office of Family Planning; CDPH Health Information and 
Strategic Planning; CDPH Childhood Lead Poisoning Prevention 
Branch; DHCS (Office of Long Term Care); OSHPD  

Participant 
Provide expertise and funding 

CDPH Data Policy Advisory 
Committee 

CDPH Director's Office; CDPH Office of Women's Health; CDPH Office 
of Multicultural Health; CDPH Coordinating Office for Obesity 
Prevention; CDPH Health Information & Strategic Planning; CDPH 
Public Health Emergency Preparedness; CDPH Center for Chronic 
Disease Prevention & Health Promotion; CDPH Center for Infectious 
Disease; CDPH Center for Environmental Health; CDPH Center for 
Healthcare Quality; CDPH Public Health Laboratory Director; CDPH 
Administration Division; CDPH Legal Services; CDPH Information 
Technology Services Division; California Conference of Local Health 
Officers; California Conference for Local Health Data Management 

Committee member 
Contribute to and approve data policy recommendations 
Disseminate data policy information 
Provide expertise on data, programs, epidemiology and data 
operations 

CDPH/DHCS Nutrition 
Services Coordinating Group 

CDPH WIC; CDPH Genetic Disease Screening Program; DHCS 
Children's Medical Services  

Collaborator 
Provide expertise in coordinating services and nutrition/physical activity 
messages 

Center for Social Emotional 
Foundations for Early 
Learning Workgroup 

State Agencies; early child care and education staff; university early 
childhood development staff; technical assistance consultants 

Participant 
Provide expertise 

CityMatCH/AMCHP/NHSA 
Partnership to Eliminate 
Disparities in Infant Mortality 
Action Learning 
Collaborative 

Los Angeles County Dept. of Public Health, MCAH; LA BioMed; March 
of Dimes CA Chapter; Shields for Families; Los Angeles County Dept. 
of Public Health, BIH Program; University of Southern CA School of 
Social Work; Healthy African American Families II 

Co-lead (Title V representative) 
Provide expertise 

Comprehensive Perinatal 
Services Program Executive 
Committee 

Perinatal Services Coordinators representing four regions of the state: 
Northern, Central, Southern and Bay Area 

Provide technical assistance, training and support 
Consult on provider enrollment 

Department of 
Developmental Services 

State Departments, parents, advocacy group, health professionals and 
family support groups 

Participant 
Provide expertise and data 
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Title Partners Involved MCAH Role and Contributions 
Fetal Alcohol Spectrum  
Disorders Task Force 

The Arc of California (lead); Alcohol and Drug Programs; State Indian 
Health Program; Administrative Office of the Courts; MCAH Action; Arc 
of Riverside; Arc of Bakersfield; Family Empowerment Center; Violence 
Intervention Program Community Mental Health Center, Los Angeles; 
Lassen Fetal Alcohol Services Inc.; Fetal Alcohol Teamwork, 
Consultation & Training; People First of California, Inc.; Parents of 
FASD children; CalFAS; Dept. of Alcohol & Drug Services, Santa Clara 
Valley Health & Hospital System; Children & Family Futures; other 
community organizations that are corresponding members 

Participant 
Provide expertise and data 

Home Visiting Needs 
Assessment Planning Department of Social Services, Department of Education, Department 

of Alcohol and Drug Programs, First 5 Commission 
Lead on the California Maternal, Infant and Early Childhood Home 
Visiting Program 

Human Stem Cell Research 
Advisory Committee 

UC San Francisco; UCLA; Stanford University; UC Hastings College of 
Law; American Jewish University; Santa Clara University; Children’s 
Hospital and Research Center Oakland; Salk Institute for Biological 
Studies; Signum Biosciences; California Institute for Regenerative 
Medicine 

Committee founder 
Provide advice on research guidelines and revisions 
Provide administrative support and funding 
Organize and facilitate meetings 
Review and finalize committee recommendations 
Manage internal processes of publicly releasing documents 
Provide research/program updates 

Interagency Nutrition 
Coordinating Council 

CDPH; DHCS; CA Dept. of Education Participant 
Provide expertise 

Interagency Planning Autism 
Workgroup 

UC Davis MIND Institute; State Agencies early care and education; 
regional centers; local education areas; UCED; diagnostic centers 

Participant 
Provide expertise 

March of Dimes Program 
Services Committee  

Providers, hospital systems, community-based organizations, state and 
local MCAH programs 

Member   

Maternal Quality Indicator 
(MQI) Workgroup 

UCLA; Cedars Sinai Medical Center; Kaiser Permanente West Los 
Angeles Medical Center; Saddleback Medical Center; White Memorial 
OB/GYN Medical Group; Loma Linda University; Health Information 
Solutions; OSHPD; March of Dimes; CMQCC  

Participant 
Provide funding, oversight, and conduct progress reviews 
Provide technical assistance in developing measures, risk-adjusted 
maternal health indicators, data evaluation, and surveys, couducts 
process and progress evaluations 
Assist in forming collaborations 

MCAH Action (Association of 
local health jurisdiction 
MCAH Directors) 

MCAH Directors; Perinatal Services Coordinators; BIH Coordinators; 
AFLP Directors; MCAH Action Steering Committee 

Provide program and policy expertise and technical support to MCAH 
Action Steering Committee 
Provide input to policy and program decisions; disseminate information 

Nursing Leadership 
Education: Focus on 
Underserved Adolescents 
and Young Adults (UCSF) 

UCSF Division of Adolescent Medicine, UCSF Insititute on Health 
Policy Studies, UCSF School of Dentistry, UC Berkeley MCH Program 

Advisory group member 
Provide student learning opportunities 

Obesity Prevention Group CDPH Programs Participant 
Provide expertise 

Oral Health Workgroup Medi-Cal; DHCS Children's Medical Service; CDPH Office of Oral 
Health; CA Dental Association and Foundation; CA Dept. of Education; 
CA Rural Indian Health Bureau; Dental Health Foundation; First 5; 
UCSF; Managed Risk Medical Insurance Board 

Participant 
Collaborate on oral health issues 
Provide evaluation research and data support 
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Title Partners Involved MCAH Role and Contributions 
Perinatal Oral Health 
Guidelines Advisory 
Committee 

Medi-Cal; CA Dental Association and Foundation; CA Society of 
Pediatric Dentistry; CA Dental Hygienists' Association; local MCAH 
representatives; CA Nurse-Midwives Association; ACOG; UCSF; AAP; 
NY Dept. of Health; additional physicians and dentists 

Participant 
Provided expertise in development of oral health guidelines 

Preconception Health 
Council of CA 

CDPH OFP; CA Dept. of Mental Health; ADP; universities; LHJs; 
CBOs; health plans; ACOG; California Academy of Family Physicians; 
California Family Health Council; hospital systems 

Executive Committee member; Liaison to Council 
Provide funding, expertise, data and organization and logistical support 

Regional Perinatal Programs 
of California 

CA birthing hospitals; county MCAH and public health leaders; public 
and private health care providers; managed health care plans; DHCS 
Children's Medical Services; perinatal professional groups and 
agencies  

Develop and monitor RPPC activities 
Provide funding, expertise, consultation and technical assistance 
Assist in data evaluation 

RPPC/Vital Records Birth 
Clerk Trainings 

MCAH; CDPH Office of Vital Records; county registrars; birthing 
hospitals administration and staff; Paternity Opportunity Program; 
RPPC Leaders; county MCAH leaders  

Participate in content development for trainings on improving data 
quality on birth certificates 
Provide logistical support for training sessions 

Single-entity Partnerships
CDPH Office of Family 
Planning   

Collaborate on social marketing projects and proposed federal policy 
initiatives (waivers)  

CDPH WIC Division  

  

Coordinate weight gain grids 
Coordinate nutrition guidelines for CPSP, CDAPP and AFLP 
Administer the CA Breastfeeding Roundtable 
Provide lactation technical assistance to labor and delivery hospitals 
and assist with WIC peer counseling program 
Gain contact information for MIHA survey 
Provide information from MIHA for WIC program evaluation and 
planning 
Collaborate on legislatively required hospital training on model hospital 
QI in breastfeeding 
Peer counseling program collaboration related to breastfeeding 

CDPH Genetic Disease 
Screening Program 

  

Provide preconception messages on folic acid; Share newborn 
screening data on infant feeding choices after delivery; Gain contact 
information for MIHA survey; Provide information from MIHA for GDSP 
program evaluation and planning 

California Epidemiologic 
Investigation Services   

Preceptor for California EIS Fellows 

UC Berkeley School of 
Public Health MPH MCH 
program    

Preceptor for MPH students and guest lecturer 

UCSF Center on Social 
Disparities in Health   

Coordinate multiple research and evaluation projects related to MIHA 
survey and the Black Infant Health Program 

Family Health Outcomes 
Project 

  

Support local health jurisdictions by providing technical assistance, 
surveillance data and training in support of needs assessment and 
ongoing public health activities. 

UC Davis School of 
Medicine MPH program    

Preceptor for MPH students and guest lecturer 
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Title Partners Involved MCAH Role and Contributions 
CDPH Center for Health 
Statistics 

  

Collaborate on vital statistics data including birth, death, cohort, fetal 
death, and linked birth - hospital discharge data. Provide funding for 
data linkages, collaborate to improve data quality, provide geocoding 
services, participate in meetings, analyze and disseminate vital 
statistics indicators specific to MCAH, validate vital statistics data and 
identify potential errors, contribute to data standardization  

WIC-MCAH Partnership 

  

Combine WIC program data with MCAH data and use GIS and hot-spot 
maps to identify areas where there is a need for WIC services, 
opportunities to better target WIC services to MCAH populations, and 
evaluate outcomes associated with the receipt of WIC services. Use 
these results in conjunction with data from the Maternal and Infant 
Health Assessment (MIHA) to produce state- and select county-level 
descriptions of income-eligible women who are not enrolled in WIC, 
descriptions of WIC participants, and a statewide evaluation of WIC 
impact in order to help WIC better target and allocate resources and to 
fulfill mandated federal reporting requirements 

National / Federal Partnerships
PRAMS/MIHA Survey 
Development   

CDC Division of Reproductive Health, Applied Sciences Branch Collaborate with CDC and coordinate the inclusion of similar questions 
on PRAMS and MIHA when possible;  pilot test the MIHA survey and 
use the results to provide expertise and improve survey questions in 
PRAMS and MIHA 

Development of MMWRs of 
National Level MCH 
Estimates 

CDC Division of Reproductive Health, Applied Sciences Branch  Combine data from PRAMS and MIHA to produce MMWRs, the first of 
which will examine characteristics of WIC-eligible women who are 
enrolled in WIC during pregnancy and those who are not enrolled in 
order to identify opportunities for intervention 

Development of HP 2020 
Indicators 

CDC Division of Reproductive Health, Applied Sciences Branch  Collaborate with CDC to develop 7 proposed Healthy People 2020 
measures, which will combine data from PRAMS and MIHA and will 
allow tracking of key MCAH indicators, including infant sleep position, 
substance use and weight gain during pregnancy, postpartum smoking, 
and preconception/interconception care, many of which are otherwise 
unavailable from other data sources, and will represent approximately 
85% of all births in the US 

Percentage of gestational 
diabetes mellitus attributable 
to overweight and obesity by 
race/ethnicity 

CDC Division of Reproductive Health, Maternal and Infant Health 
Branch  

As a co-investigator, provide data and collaborate on a paper 
examining the  percentage of gestational diabetes mellitus (GDM) 
attributable to overweight and obesity and differences according to 
race/ethnicity 

Association of maternity care 
practices on in-hospital 
breastfeeding and 
dissemination of regional 
maternity care practice data  

CDC Division of Nutrition, Physical Activity, and Obesity Serve in a leadership role as the Principle investigator, and provide 
data and MCH expertise to examine whether hospital performance on 
CDC's Maternity Practices in Infant Nutrition and Care (mPINC) Survey 
is associated with better in-hospital breastfeeding rates, as collected by 
the Genetic Disease Screening Program (GDSP) 

Epidemiology of Sickle Cell 
Disease During Pregnancy 

CDC National Center on Birth Defects and Developmental Disabilities, 
Division of Blood Disorders  

Serve as the lead on study examining sickle cell disease co-morbidities 
and complications at delivery 
Provide expertise on maternal morbidities, access to data from 
California and analysis of data 
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Title Partners Involved MCAH Role and Contributions 
March of Dimes Big 5 March of Dimes; CMQCC; CPQCC; MQI; Joint Commission; OSHPD; 

Florida Dept. of Health; Texas Dept. of State Health Services; New 
York State Dept. of Health; Illinois Dept. of Public Health 

Provide technical assistance and participate in meetings 
Provide oversight to joint CMQCC, CDPH and March of Dimes quality 
improvement toolkit; Provide oversight to prematurity 
campaigns/collaborations; Provide data, program and policy expertise; 
Facilitate multi-stakeholder collaborations 

National State and Local 
MCH Epidemiology Practice 
Committee 

Council of State and Territory Epidemiologists, National Association of 
City and County Health Officers, AMCHP, state and local epidemiology 
representatives 

Participant 
Provide experitise on best practices in MCH Epidemiology 

MCH Epidemiology 
Workforce Development 
Subcommittee 

Council of State and Territory Epidemiologists, National Association of 
City and County Health Officers, AMCHP, state and local epidemiology 
representatives 

Participant 
Provide expertise 

Association of State and 
Territorial Public Health 
Nutrition Directors MCH 
Nutrition Council 

National MCH Directors; MCH Nutrition Professors; Title V nutrition and 
physical activity leads 

Member and chairperson 
Provide leadership to achieve optimal well-being of MCAH population; 
Provide expertise on IOM recommendations 

National Council on Folic 
Acid Steering Committee 

ASTPHND; ADA; Spina Bifida Association; ACOG; Nurse Midwives; 
American Pharmacy Association; CDC 

Member 
Promote folic acid 

US Breastfeeding 
Committee 

ASTPHND; ADA; AAP; ACOG; MCHB; CDC Member 
Promote workplace lactation support 

National MCH Epi 
Conference Planning 
Committee 

HRSA; CDC; AMCHP; CSTE; other state, tribal and academic 
institutions 

Participant 
Provide expertise to conference agenda, selection of abstracts and 
development of plenary sessions 

National Preconception 
Indicator Workgroup 

Epi and Policy staff from CA,  DE, FL, MI, NC, TX, UT. Supported by 
CDC. 

Participant 
Provide expertise in development of preconception health indicators 

Institute of Medicine Prenatal Weight Gain Committee Partner 
Implement new IOM prenatal weight gain recommendations 

National Preconception 
Health and Health Care 
Steering Committee 

CDC; preconception health leaders from across the country Participant 
Provide expertise 

National Consumer 
Workgroup on 
Preconception Health 

CDC; preconception health leaders from across the country Participant 
Provide expertise 

AMCHP Board of Directors AMCHP staff; regional directors; family representatives  Liaison to the board for Region IX  
Provide leadership and expertise in administering Title V programs and 
services; conduct conference calls to share data, issues, best 
practices, policies  
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Stakeholder Involvement in the Needs Assessment 
 
Several approaches have been undertaken to obtain stakeholder input in the California needs 
assessment process: extensive involvement of stakeholder input at the local level, a statewide 
stakeholder web-survey, and public posting and solicitation of input on the needs assessment 
report.  
 
Stakeholder Involvement in Local Health Jurisdiction Assessments 
 
The California MCAH Program leverages the local relationships and systems expertise of LHJs 
in order to ensure broad and diverse stakeholder input into the needs assessment process. 
LHJs obtain input from other local public agencies, service providers, non-profit organizations, 
and families or clients. This input shapes their local approach to the assessment of health status 
and capacity, and in determining local priority health needs. This extensive local input is 
communicated to the state MCAH Program through each jurisdiction’s comprehensive local 
needs assessment report, which in turn informs the selection of statewide priorities needs and 
responses.  The results of the local capacity assessment are incorporated into the capacity 
assessment section of this report. The results of the local prioritization of health needs are 
presented in the State Priority Needs section.  
 
Given the large geographic and population size of California, and the diversity represented 
across the state, this decentralized process ensures greater public and partner input into the 
statewide needs assessment process. Further, the decentralized needs assessment process 
allowed each LHJ to develop a process that worked best within the capacity and organization of 
their local MCAH system.  
 
Among the 58 LHJs reporting stakeholder involvement (95%), 2,768 stakeholders participated in 
the needs assessment process.  Stakeholder participation was not reported in 3 of 61 
jurisdictions.  
 
Stakeholders represented a variety of entities. Among local health jurisdictions, the most 
commonly reported partners included internal health department staff (56 jurisdictions), 
community-based organizations (55), health providers (54), other state or local agencies (53), 
school or academia (40), and state or nationally affiliated non-profit organization (32). Clients, 
community members, or family members were represented in 25 jurisdiction needs 
assessments, or over 40% of all jurisdictions.  Faith-based organizations and professional 
organizations also contributed in a limited number of jurisdictions.  
 
Stakeholder input was provided on all aspects of the needs assessment in the vast majority of 
local health jurisdictions. Jurisdictions obtained input from the greatest number of stakeholders 
during the local capacity assessment and decision-making stages of the local needs 
assessments. Over 1,900 stakeholders contributed to local capacity assessment in 92% of 
jurisdictions; over 1,300 stakeholders helped to identify local MCAH problems and needs in 85% 
of jurisdictions, and nearly 1,200 assisted in selecting local MCAH priorities in 85% of 
jurisdictions. Stakeholder input was also obtained during earlier stages of the needs 
assessment in the majority of jurisdictions, though jurisdictions typically worked with smaller 
groups of stakeholders at this point in the process.  Statewide, 591 stakeholders assisted in 
shaping needs assessment mission statement and goals, 624 stakeholders identified health 
status indicators to be assessed, and 524 participated in developing the community health 
profile.  
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In addition to face-to-face meetings, LHJs also used other methods for obtaining input. 
Approximately 15 LHJs administered or utilized recent surveys of community members, clients, 
or families and 15 LHJs implemented stakeholder surveys with partner organizations and 
providers. Well over 800 individuals participated in these surveys. One rural LHJ addressed 
quantitative health status data limitations (resulting from their very small county population) by 
implementing a community survey to assist in identifying needs and community priorities. 
Additionally, online surveys replaced stakeholder meetings in some LHJs due to funding 
limitations and stakeholder preference.  In other LHJs, hard copy surveys among partners, key 
informant interviews (10 LHJs), and focus groups (10 LHJs) supplemented input obtained in 
meetings.  
 
Many LHJs described the stakeholder input process as part of their ongoing efforts to build 
collaboration within their local MCAH system.  All of them identified a number of ongoing 
coalitions to improve MCAH in general, or to respond to a particular issue facing their 
communities.  
 
State-level Stakeholder Involvement 
 
In spring 2010, the California State MCAH Program solicited direct input through a web-based 
survey of 208 key stakeholders in order to assess California’s capacity to carry out the 10 
Essential Public Health Services for the MCAH population.  The group of state-level 
stakeholders invited to participate in the survey included: organizations collaborating with or 
funded by state or local MCAH programs, health care organizations, professional organizations, 
academic institutions, community organizations, HRSA MCHB funded organizations, and other 
organizations involved in statewide activity on MCAH issues.  Each organization received one 
survey, sent via email to a pre-identified representative. (See Appendices 4 and 7 for the survey 
and the list of stakeholders.) 
 
A total of 131 organizations participated in the survey. The organizations responding were 
mostly state or local health departments (50%), community-based organizations (16%), other 
state or local agencies, such as education or social services (9%), and schools or other 
academic institutions (8%).  The remaining respondents were hospitals, managed health care 
organizations, professional associations and others.  Populations served by these organizations 
were primarily pregnant women (86%), infants (82%), and mothers (80%).  Children, 
adolescents and families were target populations for 73% of the organizations.  Approximately 
half of the organizations provided services for fathers. This stakeholder survey provided an 
opportunity to obtain direct input related to the capacity of partners within the broader MCAH 
system in California.  
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SOCIAL DETERMINANTS OF HEALTH IN CALIFORNIA 
 
Background 
 
California is a complex and multidimensional state. Its diversity in geography, social and cultural 
groups, and the wealth and education of its citizens has a profound influence on the health of 
the population and the development of public health prevention efforts and infrastructure. In the 
United States, and in California, certain racial and ethnic groups, the poor, non-citizens, and 
other population groups continue to demonstrate disparities in MCAH outcomes. The causes of 
these disparities are rooted in the differential distribution of access to societal resources, in 
addition to environmental conditions and individual factors (such as genetics, behaviors, or 
practices). Individual behaviors, though, are heavily influenced by upstream factors such as 
living conditions and broader social norms.13 Together, social, economic, psychological, and 
environmental factors that influence health are referred to as the social determinants of health.  
 
In a recent article, the Director of the Centers for Disease Control and Prevention suggested 
that interventions that address social determinants of health have the greatest potential to 
improve public health. He also noted that obtaining the broad social support needed to 
implement these types of societal interventions is an obstacle.13 Despite the challenge, 
numerous efforts across California have been initiated by LHJs and other entities to reorient 
public health practice toward addressing fundamental causes of health disparities. The Bay 
Area Regional Health Inequity Initiative has developed a health equity framework utilized in 
many of these efforts.14  The report produced by the Alameda County Public Health 
Department, Life and Death from Unnatural Causes, provides an excellent example linking 
health to social inequity within a jurisdiction, and has served as an important reference to this 
section of the needs assessment.  
 
Socioeconomic status is a powerful predictor of health status.  Those with higher socioeconomic 
status experience fewer adverse MCAH outcomes and risk factors, in part through their 
enhanced ability to access societal resources that reduce risk and protect health.15 
Socioeconomic status is a combination of income, education, and social position, and is 
described in this report through proxy measures of poverty, income, employment, and 
education. Each measure of socioeconomic status is closely associated with to race and 
ethnicity.  
 
California’s demographic composition and social landscape has been shaped by its long history 
of immigration. Many immigrants face unique challenges in accessing services due to lower 
income, safety net program eligibility restrictions, cultural factors, language barriers, 
discrimination, and difficulty navigating complex service delivery systems. These factors are 
particularly difficult for undocumented immigrants, who face more limited access to services and 
lack many protections afforded to legal immigrants and citizens. Despite a lower socioeconomic 
status and less access to care, MCAH outcomes among foreign-born women and their infants in 
some racial and ethnic groups tend to be better than their US-born counterparts.15  
 
Multiple pathways link socioeconomic factors to negative health outcomes through 
neighborhood conditions.15 Due to the parallel between the income in a neighborhood and its 
racial and ethnic composition, the role of neighborhood conditions provides a powerful 
explanation of the causes of racial and ethnic MCAH disparities in California. In general, the 
combination of housing, social, and environmental conditions, and resource availability in 
neighborhoods are referred to as living conditions.  
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Demographic Data 
 
The demographic and birth statistics presented in this report describe changes to California’s 
population that will continue to impact the overall need, as well as the rate and burden of MCAH 
outcomes over the next five years. Social determinants data are presented for California overall, 
and for certain counties. County level data for selected indicators portray variation in the 
distribution of social determinants of health throughout California, and provide a glimpse of the 
challenges involved in providing the essential services of public health within local health 
jurisdictions for the MCAH population. It is important to note that county-level summarizations 
often obscure regional or neighborhood variation within counties. 
 
Population 
 
In 2010, an estimated 39.1 million people resided in California, an increase from 34.1 million in 
2000.  California’s population growth is expected to continue over the next 10 years to reach 
44.1 million by 2020.  In 2010 an estimated 42% of the population is White, 37% Hispanic, 12% 
Asian, 6% Black, 2% multi-race, 0.6% American Indian, and 0.4% Native Hawaiian/Pacific 
Islander. Trends in the racial/ethnic composition of California’s population through 2020 predict 
a continuing decline in the White population proportion and an increase in the Hispanic 
population, which will become the largest racial/ethnic group in California. The proportions of 
other racial and ethnic groups in California will remain relatively stable through 2020

16

16

 (Figure 1).  
 
Figure 1. Population Projections
Percent of California population, by race/ethnicity, 2000-2020

Data source: State of California, Department of Finance, Race/Ethnic Population with Age 
and Sex Detail, 2000–2050. Sacramento, CA, July 2007.
Note: Racial/ethnic categories with less than 5% of the population were omitted from this 
figure. 
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California’s diversity is shaped by the multitude of racial and ethnic sub-groups across the state. 
For example, California’s Asian population, the largest in the nation, demonstrates substantial 
diversity (Figure 2).  The largest Asian sub-groups in California are Chinese, Filipino and 
Vietnamese. Language and culture vary substantially both within and across Asian sub-groups. 
While the largest numbers of Asians reside in the population centers of Southern California in 
Los Angeles, Orange, and San Bernardino counties, counties with the largest percentage of 
Asian residents are in the San Francisco Bay Area.16  
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Figure 2. Asian Subgroups in California 
Percent of Asian population, 2006-2008

Data source: U.S. Census Bureau, 2006-2008 American Community Survey
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Hispanic groups in California are predominantly of Mexican origin (83%), followed by other 
Hispanic or Latino groups from Central and South America (15%). Less than 2% are Puerto 
Rican or Cuban (Figure 3). Due to shifts in immigration patterns, an increasing number of 
indigenous Mexicans have settled in California.17 While Southern California counties have the 
largest numbers of Hispanic residents, counties on the Mexican border and Central California 
have the highest proportion of Hispanic residents. At 77%, Imperial County has by far the 
largest proportion of Hispanic population in California. In addition, more than 50% of the 
population in the agricultural counties of Central California are Hispanic.18  
 
Figure 3. Hispanic Subgroups in California 
Percent of Hispanic population, 2006-2008

Data source: U.S. Census Bureau, 2006-2008 American Community Survey
Note: Percentages do not add to 100% due to rounding.
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Age Distribution 
 
As with the overall population of California, the MCAH population will continue to grow in 
number and diversity over the next 10 years (Figure 4, Figure 5). The population of children 0-
17 years of age has increased to 10.0 million in 2010 from 9.3 million in 2000, and is projected 
to reach 10.9 million by 2020. In 2010, the population of children who are Hispanic is 50%, 
compared to 30% White, 10% Asian, and 6% Black. Over the next 10 years, the proportion of 
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Hispanic children will continue to increase while the proportion of White children will decrease. 
Other racial/ethnic groups will remain relatively stable.  
 
Figure 4. Population Projections
California population, by age group, 2000-2020

Data source: State of California, Department of Finance, Race/Ethnic Population with Age 
and Sex Detail, 2000–2050. Sacramento, CA, July 2007
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Figure 5. Population Projections among Children
Percent of California children ages 0 through 17, by race/ethnicity, 2000-2020

Data source: State of California, Department of Finance, Race/Ethnic Population with Age 
and Sex Detail, 2000–2050. Sacramento, CA, July 2007
Note: Racial/ethnic categories with less than 5% of the population were omitted from this 
figure.
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Young children 0-5 years of age are in a particularly sensitive developmental period, and 
experiences during this time have great influence over subsequent life course health 
trajectories. The population of children 0-5 years of age has increased from 3 million in 2000 to 
3.3 million in 2010, and is projected to reach 3.9 million by 2020. The 2010 racial/ethnic 
distribution of the young child population was similar to children overall.  The proportion of 
children ages 0-5 who are Hispanic will continue to increase through 2020, while the proportion 
that is White will continue to decline. Other racial/ethnic groups are projected to remain fairly 
stable through 2020 (data not shown).16  
 
The number of reproductive age women (15-44) in California has increased steadily in the past 
10 years to 8.1 million in 2010 (Figure 4).  The population is projected to continue this trend 
through 2020. In 2010, the largest group is Hispanic women (41%), followed by White (37%), 
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Asian (13%) and Black (6%). The percentage of Hispanic women will continue to increase 
among this age group through 2020 to 47%, and the percentage of White women will decline to 
32%. Other groups will remain somewhat stable (Figure 6).  
 

 

Figure 6. Population Projections among Women
Percent of California women ages 15 through 44, by race/ethnicity, 2000-2020

Data source: State of California, Department of Finance, Race/Ethnic Population with Age 
and Sex Detail, 2000–2050. Sacramento, CA, July 2007
Note: Racial/ethnic categories with less than 5% of the population were omitted from this 
figure.   
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Of particular interest are the youngest women of reproductive age, who demonstrate increased 
risks and poorer birth outcomes compared to their older counterparts.  In 2010, there were 
an estimated 1.5 million women ages 15-19 and nearly 875,000 women ages 15-17 in 
California. Hispanic women were the largest racial/ethnic group among the 15-19 year olds 
(47%), followed by White (33%), Asian (10%), and Black (7%). Racial/ethnic distribution was 
similar among women ages 15-17.

19, 20

  
 

Page 31 



California 2011-2015 Title V MCAH Needs Assessment 
 

Birth Statistics 
 
Current birth data and trends are essential for understanding MCAH population needs in 
California.  In 2007, the 566,352 births in California accounted for approximately 1 in 8 of all US 
births, more than any other state (Figure 7). 
 
Figure 7. States with the Greatest Number of Births
Number of live births, 2007

Data source: Hamilton BE, Martin JA, Ventura SJ. Births: Preliminary data for 2007. National vital 
statistics reports, Web release; vol 57 no 12. Hyattsville, MD: National Center for Health Statistics. 
Released March 18, 2009. 
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During the period 2000 to 2008, the number of California births increased by 4%, from 531,285 
to 551,567. Through 2018, the number of births is expected to increase by about 5,590 per 
year, on average. That is, the number of births in 2018 is projected to be 10% larger than in 
2008, totaling 607,466.21 
 
Births among Hispanic, Asian, and multi-race women showed the greatest increase from 2000 
to 2008, while births to White and Black women declined (Figure 8). Between 2008 and 2018, 
births to women of all racial/ethnic groups are projected to increase, with the exception of births 
to Black women. In detail, births to Hispanic women will increase by 13%. Births to multi-race 
women will have the largest percent increase (72%). Although not shown in the figure, births 
among Pacific Islanders will also increase, from 2,477 in 2008 to 2,865 in 2018, as will births 
among American Indian/Alaska Natives, from 2,029 to 2,156.  
 

Page 32 



California 2011-2015 Title V MCAH Needs Assessment 
 

Figure 8. Historical and Projected Births in California
Number of live births among women ages 15-44, by race/ethnicity, 2000-2018

Data source: State of California, Department of Finance, Demographic Research Unit, 
Historical and Projected State and County Births, 1980-2018, with Actual and Projected 
Fertility Rates by Mother’s Age and Race/Ethnicity, 2000-2018. Sacramento, California: 
September 2009
Note: AI/AN and PI data are omitted from this figure due to small numbers. 
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Between 2008 and 2018, the number of births to women under age 25 will drop, while the 
number births to women in each of the older cohorts are projected to increase. Births to women 
ages 30-34 are expected to increase (Figure 9) by 33.6% or more than 44,500. Teen birth rates 
are discussed in more detail later in this report. 
 
Figure 9. Historical and Projected Births in California
Number of live births among women ages 15-44, by maternal age, 2000-2018

Data source: State of California, Department of Finance, Demographic Research Unit, 
Historical and Projected State and County Births, 1980-2018, with Actual and Projected 
Fertility Rates by Mother’s Age and Race/Ethnicity, 2000-2018. Sacramento, California: 
September 2009
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Social Determinants Data 
 
Immigration 
 
California is home to 9.9 million immigrants,22 the largest number and percentage of foreign 
born residents in the United States.23 International immigration has accounted for 40% of 
California’s population growth since 2000.  Furthermore, since 45% of California births are to 
women born outside the U.S.,  24 the well-being of this population has a strong influence on 
overall MCAH status in California.  Most of California’s immigrants are from Latin America (56%) 
or Asia (34%). The leading countries of origin for immigrants are Mexico (4.4 million), the 
Philippines (750,000) and China (659,000).25  
 
Immigration status is related to poverty among children in California, which in turn is a strong 
predictor of health outcomes. Overall, 48% of California’s children have immigrant parents: 34% 
have at least one legal immigrant parent and an estimated 14% had at least one undocumented 
immigrant parent. Among these children, 24% of children with legal immigrant parents are poor 
and 38% of children with undocumented immigrant parents are poor.26  
 
California has the largest number and proportion of undocumented immigrants of any state.27 
Many undocumented immigrants in California experience difficulty in meeting basic needs and 
accessing services, while facing additional health risks related to low wage jobs that lack 
protections and benefits. In 2008, approximately 2.7 million undocumented immigrants lived in 
California, an increase from 1.5 million in 1990.27 In 2004, approximately 41% of California’s 
undocumented immigrants resided in Los Angeles County.26  
 
Languages Spoken 
 
Limited English proficiency (being able to speak English less than ‘very well’) poses challenges 
for educational achievement, employment, and accessing services, and results in lower quality 
care for immigrant communities—each of which influences MCAH outcomes. Among 
California’s population over 5 years of age, 14.3 million speak a language other than English at 
home and 7.0 million have limited English proficiency.28  
 
California’s linguistic diversity requires the MCAH system to develop linguistic competence in 
multiple languages. Among youth in California’s public schools, one in four is an English 
Language Learner (ELL) who is not proficient in English. These 1.5 million students speak 56 
different languages, but over 1.2 million of ELL students are Spanish speakers.  Other common 
languages are Vietnamese, Filipino, Cantonese, and Hmong. ELL students reside in every 
county in California, and in 14 counties located within California’s Southern, Central Valley, and 
San Francisco Bay areas, ELL students comprise over 25% of the student population.29  
 
Socioeconomic Status 
 
Socioeconomic status (SES), the combination of income, education, and social position, 
impacts health outcomes by determining access to societal resources. Those with higher SES 
experience fewer adverse MCAH outcomes and risk factors.15 California shows a stepwise 
gradient in many MCAH risks and outcomes according to income, with the best outcomes 
observed among the highest earners.  SES and race/ethnicity are closely related, with certain 
racial or ethnic groups experiencing higher poverty rates. The influence of parental income on 
the education and income of their children provides some insight into the persistence of MCAH 
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racial disparities over time. Proxy measures of socioeconomic status are presented below: 
poverty, income sufficiency, employment, and education.  
 
Poverty 
 
According to the most recent census data, over 4.6 million Californians, 13% of the population, 
have incomes below the federal poverty level (100% FPL). Blacks, Hispanics, and American 
Indians have the highest rates of poverty in California.30 Among children under age 18 the rate 
is higher: 16% of the population is in poverty, or approximately 1.6 million children.31 

 
California child poverty varies tremendously by region. Counties with the highest child poverty 
rates are in the Central Valley, Northern Mountain, or border regions of California: Tulare (31%), 
Lake (28%), Fresno (28%), Del Norte (28%), and Imperial (27%). Counties with the lowest rates 
of child poverty (below 10%) are in the San Francisco Bay Area and the Lake Tahoe/mountain 
recreational area.31  
 
Projections of child poverty rates through 2012 anticipate that child poverty in California will 
increase as a result of the recession, peaking at 27% in 2010 before declining slightly to 24% in 
2012. In Los Angeles County, home to 25% of California’s children, one in three children is 
projected to be in poverty in 2010.32  
 
Only describing the population that meets the federal definition of poverty obscures the 
struggles faced by many families due to the high cost of living in California. An alternate 
measure of poverty is the self-sufficiency standard, a measure of the income required to meet 
basic needs (housing, child care, transportation, health care, food, applicable taxes and tax 
credits and other miscellaneous expenses) that accounts for family composition and regional 
differences in the cost of living. While 1.4 million (11%) of California households are below the 
FPL,33 an additional 1.5 million households in California lack adequate income to meet basic 
needs. 34 
 
Income insufficiency is highest among households with children. Among households with 
children, 36% of married couple households, 47% of single father households, and 64% of 
single mother households have insufficient income to meet basic needs. Households headed by 
single mothers in some racial/ethnic groups have even higher rates of income insufficiency. 
Nearly 8 out of 10 Hispanic single mother households and 7 out of 10 Black single mother 
households experience income insufficiency. The major financial stressors for households with 
children are housing and child care; many of these families cannot afford quality child care and 
have limited financial resources to address crises. 34 
 
These data demonstrate that a much larger group of Californians are unable to meet their 
families’ financial needs than those whose incomes are below 100% FPL. Thus, the safety net 
programs that are designed to protect families from the worst effects of poverty, such as food 
insecurity, sub-standard housing, and lack of health care or early childhood development 
services, are not extended to many needy families in California who have incomes above the 
poverty line.  
 
In the proposed FY 2009-2010 budget, some safety net programs have been identified for 
elimination, including Cal-WORKS (California’s TANF program) or for reduction, including 
California Food Assistance Program (California’s food stamp program). If approved, these 
reductions in the safety net for California’s most vulnerable families will result in a greater 
burden on the public MCAH system, particularly at the local jurisdiction level.  
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Among workers in California, income is not evenly distributed. Data indicate that income 
inequality was growing even before the recent recession began in 2008.35 Between 1979 and 
2008, the inflation-adjusted hourly wage of low-wage workers declined by 6% and the typical 
middle-income worker’s wage increased by only 4%, while the highest paid workers hourly 
wage increased by 21%, resulting in a widening gap between rich and poor in California.36  
These and other data show that the benefits of economic growth in recent pre-recession years 
have failed to trickle down to most Californians.36  Many health outcomes, including overall 
health status, low birth weight, and preterm birth improve as income increases. Even middle 
income groups experience worse outcomes than those with the highest income.  
 
Employment 
 
Employment is associated with income, insurance status, working conditions, and stress; 
therefore it impacts a host of MCAH health outcomes through direct and indirect pathways. The 
relationship between employment and health also includes the impact of elevated rates of 
unemployment on community well-being by weakening social networks and neighborhood 
engagement, factors that have been shown to influence MCAH outcomes. Particularly among 
youth, inability to find paid work can result in turning to the street economy to make money 
through selling drugs or sex, among other activities.15  
 
The current recession has had a major impact on the California job market. Between July 2007 
and July 2009, California lost nearly 1 million non-farm jobs, many more than were gained in the 
prior 4 years. In July 2009, unemployment levels were at their highest point since 1977. All 
sectors were impacted, but construction was the hardest hit. Further, Hispanics, who are most 
likely to work in sectors impacted by the recession, saw the greatest increase in unemployment 
during this period.36 In the second quarter of 2009, the overall unemployment rate rose to 11%, 
from 6% at the start of the recession in 2007. Unemployment for Blacks during the same period 
was 15% and for Hispanics was 16%.37  In some counties, overall unemployment exceeds 
25%.38 
 
Education 
 
Health is intimately connected with education in multiple ways across the life course. Education 
influences health through its impact on employment, and thus income and insurance status.  
With increased education, opportunities for better paying jobs improve. Further, increased 
educational achievement improves MCAH outcomes through its impact on health knowledge 
and behaviors, as well as sense of control, social standing and social support. Early childhood 
health and developmental status before a child even enters kindergarten has been shown to 
impact measures of success in school, such as high school graduation, that subsequently 
impact health outcomes for mothers and their children.15  
 
In California, one in five individuals over the age of 25 has not completed high school and nearly 
10% have not completed 9th grade. Further, measures of educational attainment show that high 
school graduation rates declined only slightly from 70% in 2000 to 69% in 2008, while high 
school drop out rates rose sharply from 11% in 2000 to 19% in 2008.39  
 
Educational attainment varies greatly by race/ethnicity and gender. The 2007-08 drop out rate 
was higher than the state average for Blacks (33%), American Indian/Alaska Natives (24 %), 
Hispanics (24%), and Pacific Islanders (21%), and was lower than the state average for Whites 
(12%), Filipinos (9%) and Asians (8%).39 Therefore, California’s high school graduation rate for 
Blacks (60%) and Hispanics (60%) was substantially lower than for Whites (80%) and Asians 
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(92%). The graduation rate for females (76%) is higher than for males (67%) overall, and within 
each racial/ethnic group.40  
 
California’s school system has taken substantial budget cuts in recent years, despite the 
growing population of children. In upcoming years when federal stimulus money is no longer 
available to fill budget gaps, further reductions of essential services are anticipated.41 In higher 
education, surging demand combined with severe reductions in funding for the University of 
California, California State University, and California Community College systems resulted in 
reduced admissions, increased fees, and service cut backs for students in California.42 
 
Housing 
 
California’s high housing costs create a burden for families, resulting in less income available for 
other resources needed to maintain health.15 Lack of affordable housing also forces families to 
live in conditions that negatively impact MCAH outcomes, like overcrowded or substandard 
housing, which increases exposure to toxins such as mold and lead, as well as increased stress 
and respiratory infections.15  
 
In 2010, the fair market rent in California ranged from $672 in Tulare County to $1,760 in San 
Francisco Bay Area counties.43 Even for working families, the high cost of fair market rent is out 
of reach. In California, on average, one wage earner working at minimum wage would have to 
work 120 hours per week, 52 weeks per year in order to afford a two-bedroom apartment at fair 
market rent.44 
 
The current foreclosure crisis has greatly impacted California home-owner families. In 2008 and 
2009 combined, there were over 425,000 residential foreclosures in California.45 Foreclosure 
can force families into lower quality homes and neighborhoods, lead to financial and emotional 
stress, and disrupt social relationships and educational continuity.  
 
Inability to access affordable housing leads to homelessness for some families. More than 
292,624 children are homeless each year in California, which is ranked 48th in the percent of 
child homelessness in the United States,46 with only Texas and Louisiana having worse rates 
among children. Homelessness in children has been linked to behavioral health problems,15 and 
negatively impacts educational progress.46  
 
Neighborhood Factors 
 
Individual health behaviors are shaped in part by the presence or absence of neighborhood 
resources such as recreational facilities, grocery stores, employment opportunities, pharmacies 
and service providers. Together with factors such as crime rates, social support, and the 
presence of role models, these neighborhood conditions influence the levels of stress and 
anxiety among residents. Poverty is concentrated in neighborhoods where resources are scarce 
and prevalence of negative conditions is high. Thus, a variety of pathways link neighborhood 
poverty to the poor health outcomes of community members.15  
 
Easy access to healthy foods improves the likelihood that food choices will be healthy, and is 
associated with healthy weight.47 Access to healthy foods in a county is measured by the 
number of county zip codes with a grocery store, or produce or farmer’s market, divided by the 
total number of county zip codes. Counties with healthy food outlets in fewer than 25% of their 
zip codes are those with large areas of low population and mountainous geographies or desert 
climates, such as Alpine, Sierra, and Trinity.48  
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The concentration of poverty, high rates of unemployment, and crime can strain social 
relationships in communities. Further, while many rural communities are known to pull together 
in mutual support, long distances and a lack of social gathering locations can increase social 
isolation. Counties with the highest prevalence of adults reporting lack of social-emotional 
support were Tulare, Los Angeles, San Joaquin, Kern, and Yolo.48  
 
Research shows that as the number of alcohol outlets increases, so do levels of crime and 
violence.  Excluding counties in the wine producing regions of California, those with the highest 
number of liquor stores per capita are both rural and urban: Del Norte (in the northwest corner 
of the state), San Francisco, and Alameda (Oakland).48 Counties with the highest violent crime 
rate were both rural and urban:  Alpine, San Joaquin, San Francisco, Alameda, and Tehama.48 
 
Finally, poor communities are typically more reliant on public transportation. Difficulty in 
accessing transportation can impact the ability to maintain employment, access shopping 
districts for nutritious foods, and attend health and other service appointments necessary for 
maintaining health. These factors are particularly acute among the rural poor, who live in areas 
with limited or no public transportation and live long distances from even the most basic 
services.49  
 
Family, Household Structure, and Marital Status 
 
Despite California’s racial/ethnic diversity, household structure in California is similar to the 
United States nationally.  About 69% of children in California live in married couple households, 
8% in father-only households, and 23% in mother-only households compared to 68%, 7%, and 
25%, respectively, in the United States50.  Though a statewide total of 32% of children live in 
single-parent households, there is significant variation by racial/ethnic group: 64% of Black 
children live in single-parent households compared to 43% for American Indians, 26% for 
Hispanics, 23% for Non-Hispanic White, and 17% for Asian and Pacific Islanders.51  Patterns of 
household type have remained relatively stable in California during the last decade.52   
 
In addition to the standard Census Bureau household types described above, in California, 8% 
of children live in households with cohabitating domestic partners53 and about 5% of children 
under age 18 live in the care of grandparents.54 An estimated 37,300 children live in households 
headed by same sex couples. Additionally, 10% of California’s adopted children live in same-
sex families.53  
 
Statewide, 48% of California adults over the age of 15 years old are married.  The percent of 
adults married varies by race/ethnicity: 57% of Asians, 50% of Native Hawaiian or Pacific 
Islanders, 50% of Non-Hispanic Whites, 47% of Hispanics, 41% of American Indians, and 29% 
of Blacks are married.55 
 
Average household size is 2.8 persons in California but varies by racial/ethnic group: Hispanic 
households are largest at 3.8 persons and Non-Hispanic White households are the smallest at 
2.3 persons.56 
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MCAH POPULATION STRENGTHS AND NEEDS 
 
Introduction 
 
In the 2011-2015 Needs Assessment, the health status of California’s large and diverse MCAH 
population was assessed at the state and local levels through the local health jurisdiction Needs 
Assessment.*  This section presents statewide results from quantitative analysis and the 
compilation of secondary data from multiple datasets.   
 
The Life Course Perspective frames health as a trajectory across the life course. It focuses on 
the cumulative biological effects of stress resulting from social inequities, and the impact of 
differential social, environmental, and psychological exposures during sensitive developmental 
periods (pregnancy, infancy, early childhood, adolescence) to explain subsequent health 
disparities. The Life Course Perspective emphasizes the importance of health prior to and 
between pregnancies in explaining maternal and birth outcomes.  
 
California MCAH uses the Life Course Perspective as the framework for organizing and 
interpreting the data presented for each of the MCAH developmental populations: women of 
reproductive age, pregnant/postpartum women and infants, children, and adolescents. (The 
health status of children with special health care needs is presented in the companion report 
completed by CMS.) 
 
For each MCAH population group, data are displayed by racial/ethnic group and income for the 
most recent year to highlight disparities. For most indicators the most recent data come from 
2008, but data from prior years may be presented if it is the latest available. Confidence 
intervals are presented to identify differences between groups. Overall trend data demonstrate 
improvement or decline in health status over time. When available, Healthy People (HP) 2010 
targets or national rates serve as benchmarks for comparison.   
 
Measures related to insurance status and access to and utilization of care, including prenatal 
care, are presented in a separate section following the health status measures. Strengths and 
needs of the children with special health care needs population are addressed in the companion 
report following the MCAH Needs Assessment Report. 
 
Race and SES 
 
Californians should have the chance to live long and healthy lives. Unfortunately, some 
populations do not have the same opportunities for health and well-being as others. Race and 
SES differentially shape risk behaviors and negative exposures, and contribute to health 
disparities among children and adults.57 Therefore, the indicators in this section are presented 
by race/ethnicity and by income. Although it was not possible to look at the intersection between 
race and SES for every indicator, it is widely acknowledged that this intersection must be taken 
into consideration in order to fully understand health disparities and to develop programs and 
policies that will eliminate them, which is illustrated below with several important infant 
outcomes.58-60 
 
                                                 
* Findings and interpretation from local health jurisdiction assessment of quantitative and qualitative data 
were included in each jurisdiction’s needs assessment report to the state MCAH program. The resulting 
priorities are presented in the California 2011-2015 Title V Priorities section.   
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Race in itself is a strong predictor of health independent of income.60 Although Blacks and 
Hispanics experience higher rates of poverty than Whites and Asians, disparities in birth 
outcomes according to SES exist within each of these groups. Among Blacks, Hispanics, 
Whites, and Asians alike, women on Medi-Cal have higher rates of preterm birth than higher-
income women with private/other insurance (Figure 1a), which supports other evidence that 
SES is a strong determinant of health status. Populations with greater earning power and 
education are likely to have a better understanding of health behaviors, more resources (i.e., 
health insurance and access to care), and living conditions that facilitate healthier choices in 
terms of diet, physical activity, and health seeking behaviors.57   
 
Figure 1a. Preterm Births by Delivery Payment Source
Percent (95% CI) of live singleton births, by race/ethnicity, 2008

Data source: Birth Statistical Master File (BSMF)
Black : White Preterm Birth disparity ratio: 
Medi-Cal Births:          14.3 : 9.3 = 1.5
Private/Other Births:   12.2 : 7.7 = 1.7
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Figure 1a demonstrates that both among women on Medi-cal and among women with 
private/other insurance, Blacks and Hispanics had poorer birth outcomes than Whites, indicating 
that income and insurance status alone does not explain the racial/ethnic differences in preterm 
birth. Race and ethnicity continue to influence important determinants of health, including 
education, employment, and housing. Compared with Whites of similar socioeconomic status, 
Black and Hispanic families more often live in communities that are not safe or that are 
deteriorating.57 Neighborhoods that support safety, education, recreation, and social 
cohesiveness in turn support healthy pregnancies, by reducing stress, for instance, which has 
been linked to poor birth outcomes.61 
 
For some outcomes, such as low birth weight and infant mortality, the disparity between Blacks 
and Hispanics, compared with Whites, increases as socioeconomic status increases. This 
suggests that even if economic inequalities were eliminated, it is likely that race would continue 
to influence health outcomes through other pathways.60, 62 For instance, the prevalence of low 
birth weight (LBW) births is just as high among Hispanic women with private/other insurance as 
it is among Hispanic women on Medi-Cal (Figure 1b). Compared with White women on Medi-
Cal, Hispanic women on Medi-Cal were actually less likely to deliver a LBW baby (5.0% vs. 
5.5%). Among higher-income women with private/other insurance, however, Hispanic women 
were more likely to deliver a LBW baby (4.9% vs. 3.8%). This phenomenon has been labeled 
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the Latina paradox, where Latinas, particularly those who are foreign-born, experience lower 
rates of LBW and infant mortality, compared with White women, despite the fact that they are 
generally less educated and medically underserved, highlighting the need to consider protective 
as well as adverse risk factors. 63-65  
 
Figure 1b. LBW Births by Delivery Payment Source
Percent (95% CI) of live singleton births, by race/ethnicity, 2008

Data source: Birth Statistical Master File (BSMF)
Notes: LBW = low birth weight
Black : White LBW disparity ratio:
Medi-Cal Births:            10.6 : 5.5 = 1.9
Private/Other Births:    9.3 : 3.8 = 2.4

0

2

4

6

8

10

12

Medi-Cal 10.6 5.0 5.5 6.5 5.6

Private/Other 9.3 4.9 3.8 5.9 4.9

Black Hispanic White Asian State Total

Pe
rc

en
t (

95
%

 C
I)

 
 
The disparity between Blacks and Whites has also been shown to increase as socioeconomic 
status increases.60, 66 The disparity ratio comparing the prevalence in preterm birth between 
Blacks and Whites was 1.5 among women on Medi-Cal, and slightly higher (1.7) among women 
with private/other insurance (Figure 1a). For LBW, the Black-White disparity ratio was 1.9 
among women on Medi-Cal, and 2.4 among women with private/other insurance (Figure 1b). 
Finally, the ratio comparing the infant mortality rate among Blacks compared with Whites was 
1.7 among women on Medi-Cal, but much higher (2.8) among women with private/other 
insurance (Figure 1c). Black women with private/other insurance had infant mortality rates that 
were nearly as high as Black women on Medi-Cal (9.7 and 10.1 per 1,000, respectively). This 
finding is consistent with other evidence suggesting that race contributes to poor birth outcomes 
through pathways such as stress and discrimination, as well as through the cumulative effects 
of socioeconomic disadvantage on physical health over time, also known as the weathering 
hypothesis.59, 61, 67 
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Figure 1c. Infant Mortality by Delivery Payment Source
Rate per 1,000 (95% CI) live singleton births, by race/ethnicity, 2007

Data source: Birth Cohort File
Black : White infant mortality disparity ratio
Medi-Cal Births: 10.1 : 6.0 = 1.7
Private/Other Births: 9.7 : 3.5 = 2.8
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American Indians and MCAH in California 
 
The American Indian peoples of California comprise a special population with health needs and 
disparities that are difficult to address completely in this assessment. A variety of reasons are 
discussed below. 
 
California is home to 110 of 564 federally recognized tribes and is the state with the largest 
American Indian population.68  California contains 12% of the national population but 14% of the 
American Indian and Alaska Native population. Despite these relatively large numbers, 
American Indians and Alaska Natives comprise just 1 to 2% of the state’s population.69   Most 
federally recognized California tribes are relatively small in numbers of people, much smaller 
than large land-based tribes in the Southwest or Great Plains. Most American Indians in 
California declare ancestry that derives from non-California tribes.68 With regard to general 
health conditions, American Indian adults experience many health disparities including high 
rates of asthma, hypertension, diabetes, arthritis, generally poor health, and high rates of 
smoking.70  
 
With regard to maternal, child, and adolescent health, California ranks fourth among states in 
the number of births to American Indian mothers at about 3,700 per year, following Arizona 
(about 6,500), Oklahoma (about 6,500 per year), and New Mexico (about 4,000 per year).71 As 
a percentage of California’s annual births, about 0.5 percent are to American Indian or Alaska 
Native women.72  American Indians have high rates of infant mortality compared with other 
racial and ethnic groups in California and in the United States, second only to Blacks.  The 
statewide infant mortality rate in California is 5.4 deaths per 1,000 live births and 6.9 in the 
United States.  However, for American Indians the infant mortality rate is 7.6 in California and 
8.9 in the United States.73 American Indians in California have the highest rate of late prenatal 
care (beginning in the 3rd trimester) or no prenatal care among racial/ethnic groups at 8% 
compared with 2.7% of mothers statewide.72 
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Key challenges for assessing the health needs of American Indians in California include 
identifying the population clearly and obtaining sufficient sample size in public health 
surveillance data.  The quality of American Indian health data is compromised by racial 
misclassification and ambiguity of racial categories.  Misclassification of American Indians to 
other racial/ethnic groups is common in health records—46% of American Indian births were 
misclassified in one study of California birth certificates.74 Furthermore, public health surveys 
often collect sample sizes insufficient for analyses of the American Indian population in 
California.  For example, the Maternal and Infant Health Assessment (MIHA) survey includes 
few American Indian mothers because the statewide population giving birth is a small. 
 
Women of Reproductive Age 
 
In order to improve overall maternal and infant health, and to address the racial and ethnic 
disparities discussed above, attention must be extended from the prenatal period to include 
women’s health prior to entering pregnancy. Since the most critical period of fetal development 
occurs in the first weeks after conception, before many women even know they are pregnant, 
interventions that occur exclusively during pregnancy do not start early enough to confer full 
benefits to the fetus.  Further, many interventions required to improve maternal health take too 
long to achieve sufficient improvements in health status or behaviors during pregnancy, 
regardless of trimester of prenatal care initiation. Data for women of reproductive age describe 
indicators of women’s health prior to pregnancy, which have been related to subsequent 
maternal and infant outcomes. Although women of reproductive age were defined as those 15 
through 44 years old in a prior section, the primary source of data for this population in 
California is the California Women’s Health Survey (CWHS), which is restricted to women ages 
18 and older. 
Income (2) 
Populations with higher socioeconomic status experience fewer adverse MCAH outcomes and 
risk factors.15 Nearly all the health risks and outcomes that will be described below vary by 
income, with the best outcomes observed among the highest earners.  Socioeconomic status 
and race/ethnicity are closely related, and certain racial or ethnic groups are overrepresented 
among low-income populations. According to the California Health Interview Survey (CHIS), 
39.4% of women ages 18-44 were living at < 200% of the FPL in 2007.  This is a slight increase 
from 37.7% in 2005, but still less than 41.8% in 2003.  In 2007, the percent of women living at   
< 200% of the FPL was highest among Hispanic (60.4%) and Black (50.4%) women, compared 
with Asian/PI (26.6%) and White (20.1%) women. Many AI/AN women also reported income 
<200% FPL (56.6%), but the confidence interval was wide (Figure 2). 
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Figure 2. Income Less than 200% of the FPL
Percent (95% CI) of women ages 18 through 44, by race/ethnicity, 2007

Data source: California Health Interview Survey (CHIS)
Notes: FPL = Federal Poverty Level (FPL); PI = Pacific Islander; AI/AN = American 
Indian/Alaska Native
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Depression (3) 
Depression at any time in a woman’s life is devastating mentally and physically.  When it 
occurs before pregnancy, women are more likely to experience depression during and after 
pregnancy.  Untreated depression during pregnancy is associated with pregnancy 
complications. Maternal depression can also affect mothers’ physical health, well-being, 
parenting behavior, and social functioning, and it can also lead to maladaptive social, emotional, 
and cognitive development in children. Indeed, it has been shown that children’s health 
improves when their mother’s depression improves.   In California, the prevalence of 
depression among women of reproductive age (18-44) was 12.5% in 2008.  Depression did not 
differ according to race/ethnicity; however, it was more common among low-income groups. 
Among women with incomes ≤ 100% of the FPL, 19.1% screened positive for depression, 
compared with 8.8% among women with incomes > 200% of the FPL (

75, 76

77

76, 78-80

81

Figure 3). 
 
Figure 3. Current Depression*
Percent (95% CI) of women ages 18 through 44, by income, 2008

*PHQ-8 score of 10 or more defined as current depression
Data source: California Women's Health Survey (CWHS)
Notes: Income shown as a percent of the Federal Poverty Level (FPL)
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IPV (4) 
Like depression, intimate partner violence is often debilitating, both mentally and physically. Not 
only does IPV include physical abuse, it is characterized by a much larger pattern of efforts to 
exert power and control over an intimate partner, which often entails financial control, coercion, 
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and threats.   This climate undoubtedly inhibits contraceptive use and family planning and has 
a significant impact on sexual and reproductive health. Women who experience IPV are at 
greater risk of contracting sexually transmitted infections (STI) and having an unintended 
pregnancy.  In California, among women of reproductive age, those reporting physical or 
psychological IPV in the past 12 months declined between 2001 and 2008 from 13.1% to 8.8%. 
Although the sample size was not large enough to detect statistically significant differences 
between racial/ethnic groups, in 2008 the prevalence of IPV was lower among White women 
(7.5%) than among Black and Hispanic women (nearly 11%). Any reported IPV was also more 
common among women with incomes ≤ 100% of the FPL (14.7%), compared with 6.5% among 
women with incomes > 200% of the FPL (

82

83,84

Figure 4).  
 
Figure 4. IPV* in Past Year
Percent (95% CI) of women ages 18 through 44, by income, 2008

*Includes any physical or psychological abuse
Data source: California Women's Health Survey (CWHS)
Notes: Income shown as a percent of the Federal Poverty Level (FPL); IPV = intimate 
partner violence
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Chronic Health Conditions (5) 
Chronic diseases during pregnancy are major contributors to poor maternal and infant health 
outcomes. There must be a focus on preventing the development of conditions, like asthma, 
diabetes, and hypertension during the earlier stages of life. Among women ages 18-44, in 2007 
13.6% had asthma, 3.0% had diabetes, and 10.6% had hypertension. Asthma was more 
common among Black (16.7%) and White (17.8%) women, compared with Hispanics (9.9%) 
and Asian/PIs (11.3%). Diabetes, on the other hand, was more common among Hispanic (4.5%) 
and Asian/PI (2.6%) women, compared with Blacks (2.2%) and Whites (1.8%). At 22.1%, Black 
women were much more likely to have hypertension than other racial/ethnic groups (Figure 5).   
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Figure 5. Chronic Health Conditions
Percent (95% CI) of women ages 18 through 44, by race/ethnicity, 2007

Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Oral Health  
Oral health is integral to general health and well-being, as oral infections can have profound 
effects on overall physical health, including cardiovascular disease, diabetes, pulmonary 
disease, and stroke.85 They are of particular concern among women of reproductive age 
because studies have linked maternal periodontal disease with increased risk of preterm birth, 
low birth weight, and gestational diabetes.86 Oral examinations and dental cleanings offer 
opportunities for risk screenings, health education, and effective interventions as part of routine 
oral health care. Oral diseases, such as periodontal disease and dental caries, are largely 
preventable and early detection of oral disease help women begin pregnancy in optimal health. 
Yet, among women of reproductive age these oral diseases are highly prevalent, especially 
among low-income and certain racial and ethnic minority groups.87 In California in 2008, almost 
one-third (30.2%) of women ages 18-44 did not receive routine dental care in the past year. 
More than half (52.7%) of the women who did not receive routine dental care stated that cost or 
lack of dental insurance was the main reason. 
Contraception (6) 
In California in 2003, 69.0% of sexually active women ages 18-44 were using contraception to 
prevent pregnancy (Figure 6). Conversely, approximately one-third of women were at risk of 
becoming pregnant, many of whom engage in health risk behaviors that could affect a future 
pregnancy. For instance, in the U.S. in 2003, 55% of women at risk of getting pregnant 
consumed alcohol, a risk factor for fetal alcohol syndrome.  It is recommended that family 
planning visits integrate preconception counseling, and that providers ask patients about their 
intent to become pregnant and offer counseling on contraceptive use.  In California, 
contraceptive use varied by race/ethnicity. Rates were lower among Hispanic (68.5%) and 
Asian (60.2%) women, compared with White women (72.2%).

88

89

 
 

Page 46 



California 2011-2015 Title V MCAH Needs Assessment 
 

Figure 6. Contraceptive Use to Prevent Pregnancy*
Percent (95% CI) sexually active women ages 18 through 44, 2003

*Among women who did not self-report that they are lesbian and who had at least 1 sextual 
partner in the past 12 months.
Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander; AI/AN = American Indian/Alaska Native
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STI (7) 
Women who do not use barrier methods of contraception are at risk for sexually transmitted 
infections (STIs). STIs, such as Chlamydia and Gonorrhea, often go undiagnosed in women and 
can have long-term consequences, leading to pelvic inflammatory disease, ectopic pregnancy, 
and infertility.  STIs among pregnant women are also associated with adverse outcomes 
among infants.  In 2009, the rate of Chlamydia among California women ages 20-44 was 995.6 
per 100,000 population (

90

91

Figure 7a). The rate of Gonorrhea was 94.9 (Figure 7b) and the rate of 
Syphilis was 0.9. The rate of Chlamydia was lowest among White (357.3) and Asian/PI (343.6) 
women and highest among Blacks (1884.5), Hispanics (873.7), and American Indian/Alaska 
Natives (AI/AN) (470.3). The same trends by race/ethnicity were observed for Gonorrhea. 
Because of small numbers, rates of syphilis by race/ethnicity are not shown. However, Black 
women did appear to have higher rates of syphilis than other groups. 
 
Figure 7a. Chlamydia Infection
Rate per 100,000 females ages 20 through 44, by race/ethnicity, 2009

Data sources: STD Control Branch, California Department of Public Health
http://www.cdph.ca.gov/data/statistics/Pages/STDDataTables.aspx Accessed 6/3/10;
State of California, Department of Finance, Race/Ethnic Population with Age and Sex 
Detail, 2000-2050 . Sacramento, California, July 2007
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Figure 7b. Gonorrhea Infection
Rate per 100,000 females ages 20 through 44, by race/ethnicity, 2009

Data sources: STD Control Branch, California Department of Public Health
http://www.cdph.ca.gov/data/statistics/Pages/STDDataTables.aspx Accessed 6/3/10; State 
of California, Department of Finance, Race/Ethnic Population with Age and Sex Detail, 2000-
2050 . Sacramento, California, July 2007
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Alcohol Use and Smoking (8) 
It is important that women limit consumption of alcohol and other substances in preparation for 
pregnancy, because they may not know they are pregnant until after a critical period of early 
fetal development, when defects or disabilities are at greatest risk of occurring.92 Because 
approximately half of all pregnancies in the U.S. are unintended, many women may not change 
their behavior in preparation for pregnancy—therefore, it is important that efforts increase 
awareness about the harmful effects of alcohol use among all women of reproductive age, 
regardless of pregnancy intent, in order to improve maternal and infant health, and to improve 
women’s health in general.93 In 2008, the percent of women ages 18-44 who reported drinking 
alcohol in the past month was 44.8%.  Reported drinking has decreased, especially in recent 
years. The prevalence in 2008 was 16% lower than it was in 2002 (53.6%) (Figure 8a). White 
women were more likely to report drinking in the past month (61.1%) compared with Blacks 
(44.4%) and Hispanics (27.7%) (Figure 8b). Whereas low-income women often report more risk 
behaviors and poorer health outcomes than women with higher incomes, alcohol use was least 
common among low-income women (25.4% among ≤ 100% FPL vs. 60.4% among >200% FPL) 
(Figure 8c). 
 
Figure 8a. Any and Binge Drinking* in Past Month
Percent of women ages 18 through 44, 2000-2008

*Defined as 5 or more drinks on one occasion through 2006, 4 or more in 2007-2008
Data source: California Women's Health Survey (CWHS)
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Figure 8b. Drank Alcohol in Past Month
Percent (95% CI) of women ages 18 through 44, by race/ethnicity, 2008

Data source: California Women's Health Survey (CWHS)
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Figure 8c. Smoking and Alcohol Use in Past Month 
Percent (95% CI) of women ages 18 through 44, by income, 2008

*Defined as 4 or more drinks
Data source: California Women's Health Survey (CWHS)
Notes: Income shown as a percent of the Federal Poverty Level (FPL)
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Excessive consumption of alcohol and binge drinking are of particular concern. The prevalence 
of binge drinking, defined as having 4 or more drinks on one occasion, among women ages 18-
44 was 12.8% in 2008 (Figure 8a). Women with incomes > 200% of the FPL (17.0%) were more 
likely to report binge drinking compared to women with incomes ≤ 100% of the FPL (7.9%) 
(Figure 8c). Although the sample size was not large enough to examine all racial/ethnic groups, 
White women were also more likely to report binge drinking than Hispanic women (16.1% vs. 
9.9%). 
 
Exposure to cigarette smoke is a preventable cause of disease among women of reproductive 
age and a preventable cause of adverse pregnancy outcomes.  Smoking during pregnancy 
increases the likelihood of preterm birth, low birth weight, stillbirth, SIDS, and infant mortality.94 
The sample size was not large enough to examine smoking within all racial/ethnic groups. 
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However, similar to drinking, White women were more likely to smoke—in 2008, 17.3% reported 
they currently smoked, compared with 6.5% of Hispanic women. Women with incomes > 200% 
of the FPL were the least likely to report smoking (8.8%), while the most likely were women with 
incomes ≤ 100% of the FPL (15.9%) (Figure 8c). Overall, the percent of reproductive aged 
women who reported they currently smoke steadily decreased from 17.0% in 2000 to 11.3% in 
2007, but increased slightly in 2008 (11.9%) (Figure 8d).  
 
Figure 8d. Smoking Status
Percent of women ages 18 through 44, 2000-2008

Data source: California Women's Health Survey (CWHS)
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Folic Acid (9) 
Similar to avoiding tobacco and alcohol, it is recommended that women take folic acid before 
conception.  Neural tube defects (NTDs) (e.g. spina bifida, anencephaly) affect 1 in every 
1,480 pregnancies in California. Consuming 400 μg of folic acid daily prior to conception has 
been found to reduce the risk of NTDs by as much as 80%.  The HP 2010 objective is to 
increase the proportion of women ages 15-44 who take folic acid daily to 80%. In California, the 
prevalence of daily folic acid use among women ages 18-44 was 40.0% in 2000, and showed 
little change through 2008 (39.2%) (

95

96,97

Figure 9a). Daily use was most common among White 
women (46.4%) and Asian/other races/ethnicities (44.1%), compared with Blacks (24.4%) and 
Hispanics (31.1%) (Figure 9b). Daily intake increased as income increased (28.6% among 
≤100%, 36.3% among 101-200%, and 47.7% among > 200% of the FPL) (Figure 9c). 
 
Figure 9a. Current Folic Acid Use
Percent of women ages 18 through 44, 2002-2008

Data source: California Women's Health Survey (CWHS)
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Figure 9b. Daily Folic Acid Use
Percent (95% CI) of women ages 18 through 44, by race/ethnicity, 2008

Data source: California Women's Health Survey (CWHS)
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Figure 9c. Daily Folic Acid Use
Percent (95% CI) of women ages 18 through 44, by income, 2008

Data source: California Women's Health Survey (CWHS)
Notes: Income shown as a percent of the Federal Poverty Level (FPL)                                     
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WIC and Food Stamps (10) 
Given that nearly half of women of reproductive age in California fall at or under 200% of the 
FPL, many women may not have access to affordable healthy foods.  Since foods high in added 
sugars and fats are cheaper, women with low incomes may be less likely to follow 
recommendations to achieve an optimal weight and adopt a healthy diet before becoming 
pregnant.  Depending on income, family, and household characteristics, some women of 
reproductive age qualify for assistance programs, such as food stamps or the Special 
Supplemental Nutrition Program for Women, Infants, and Children (WIC). Both programs have 
seen a substantial increase in participants over the last decade. In 2008, 10.5% of women ages 
18-44 were on food stamps during the past year, which was nearly double the prevalence in 
2001 (5.7%) (Figure 10). The prevalence of women who reported they were on WIC in the past 
12 months also increased, from 15.5% in 2000 to 19.1% in 2008. Food stamps were most 
common among Black (28.9%) and Hispanic (16.1%) women, compared with White women 
(5.4%). Additionally, WIC was most common among Hispanic women—41% reported they were 
on WIC in the past year, compared with 16.7% of Blacks, 6.0% of Whites, and 7.6% of other 
races/ethnicities. 
 

Page 51 



California 2011-2015 Title V MCAH Needs Assessment 
 

Figure 10. WIC and Food Stamps in Past Year                         
Percent of women ages 18 through 44, 2000-2008

*Data not available
Data source: California Women's Health Survey (CWHS)
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Overweight and Obesity (11) 
Women who are overweight or obese before conception have an increased likelihood of multiple 
pregnancy and delivery complications, including gestational diabetes, pregnancy-induced 
hypertension, fetal macrosomia, cesarean delivery, and delivering a low birth weight infant, 
which pose severe health risks to both pregnant women and their infants.  In 2008, 24.2% of 
women ages 18-44 were overweight. Another 24.6% were obese, which was a 22% increase 
from the prevalence in 2005 (20.1%). Black and Hispanic women were more likely to have a 
Body Mass Index (BMI) above normal (69.4% and 61.0%, respectively), compared with White 
women (42.1%) and other races/ethnicities (31.7%). Furthermore, nearly half of all Black 
women were obese, whereas non-Black women with a BMI above the normal range were more 
likely to be overweight than obese (

98

Figure 11). Overweight and obesity were also more common 
among women with lower incomes. 
 
Figure 11. Overweight and Obesity
Percent (95% CI) of women ages 18 through 44, by race/ethnicity, 2008

Data source: California Women's Health Survey (CWHS)
Notes: BMI = Body Mass Index
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Pregnant and Postpartum Women and Infants 
 
The roots of pregnancy outcomes for mothers and infants can be found in the earlier life stages 
of women and in their overall health status prior to pregnancy.  Unfortunately, too many women 
in California enter pregnancy in poor health. For all women, pregnancy presents opportunities 
for positive change, but for some, pregnancy can also be a period of vulnerability. Health 
conditions arising from individual, social, environmental and other factors during pregnancy can 
have powerful impacts not only on short term outcomes for the mother, but on her health during 
subsequent pregnancies and her overall life course health trajectory.   
 
For the infant, in utero experiences relate not only to birth outcomes, but set the stage for life 
long health status, impacting child development, chronic disease status in adulthood, and 
reproductive outcomes for females. Optimization of this critical developmental stage through 
support for healthy pregnancies can help to ensure that infants get a healthy start to life. 
Conversely, lost opportunities may contribute to poor birth outcomes for infants, such as low 
birth weight and preterm birth, which lead to great burdens on families, communities, and 
society.   
 
Maternal Health: Pregnancy 
Income (12) 
In 2008, over half (57.9%) of women with a live birth in California had incomes ≤ 200% of the 
FPL (Figure 12a). Poverty differed widely according to race/ethnicity: 72.7% of Black women 
and 81.9% of Hispanic women with a recent live birth had incomes ≤ 200% of the FPL, 
compared with 31.6% of White and 28.7% of Asian/Pacific Islander (PI) women (Figure 12b). 
Despite the current recession and increases in unemployment, the number of recent mothers 
with incomes ≤ 200% of the FPL in 2008 was similar to the prevalence in 2000 (58.3%).  
However, the effects of the current economic situation may not yet be reflected in the data.  
 
Figure 12a. Income as a Percent of the FPL
Percent of mothers with a recent live birth, 2000-2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: FPL = Federal Poverty Level
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Figure 12b. Income ≤ 200% of the Federal Poverty Level
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: PI = Pacific Islander
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Economic Hardships 
Still, the extent to which poverty and other hardships affect recent mothers paints a disturbing 
picture of the pregnancy experiences of women in California. During the years 2002-2006, 43% 
of all California women with a live birth experienced at least one of 11 measured hardships 
during pregnancy, including inability to pay bills, job loss or partner’s job loss, food insecurity, 
and lack of emotional support.  Lower-income groups reported more hardships; however, even 
among women with incomes > 400% of the FPL, 13% experienced at least one hardship during 
pregnancy. Common hardships were not being able to pay bills (26% among ≤ 200% FPL), job 
loss (14% among ≤ 100% FPL and 11% among 101-200% FPL), partner job loss (16% among  
≤ 100% FPL and 11% among 101-200% FPL), and homelessness (7% among ≤ 100% FPL and 
3% among 101-200% FPL).99 
Support and Divorce/Separation 
In addition to economic hardship, many women suffer from lack of emotional support and 
stressful, even dangerous, relationships with their partners. During the years 2002-2006, many 
women, particularly low-income women, reported that during pregnancy they had no one to turn 
to for comfort (15% among ≤ 100% FPL and 9% among 101-200% FPL). In these income 
brackets, respectively, 22% and 16% of women reported having no practical support, like having 
someone to turn to for a ride or help with shopping or cooking a meal. Furthermore, 13% and 
7% of women in these respective groups reported separation or divorce during pregnancy. 100 

IPV (13) 
Unfortunately, some women also experience abuse by their partner during pregnancy, which is 
associated with delayed entry into prenatal care, miscarriage, and various pregnancy 
complications, including harm to the fetus from physical abuse and mental stress and 
depression of the mother.  In California, physical IPV in the 12 months 83,84,76 before pregnancy 
declined from 4.9% in 2002 to 3.2% in 2008. The prevalence of physical IPV during pregnancy 
did not follow the same downward trend; it remained relatively unchanged from 2002 (3.8%) 
through 2008 (3.5%) (Figure 13a). Reported psychological abuse (with no reporting of physical 
abuse) was more common than any physical abuse during pregnancy (6.3% vs. 3.5%, 
respectively, in 2008) (Figure 13b). Black and Hispanic women reported IPV during pregnancy 
(physical or psychological) more frequently (16.9% and 12.5%, respectively) than did White and 
Asian/PI women (5.3% and 7.6%, respectively) (Figure 13c). Any IPV was also more common 
among women with lower incomes (16.3% among ≤ 100% FPL vs. 2.5% among > 400% FPL) 
(Figure 13d). 
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Figure 13a. Physical IPV Before and During Pregnancy
Percent of mothers with a recent live birth, 2002-2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: IPV = intimate partner violence; data on psychological violence was not collected 
until 2005

2

3

4

5

6

Before 4.9 4.4 4.0 3.6 3.2 3.6 3.2

During 3.8 3.1 3.8 3.3 3.0 3.7 3.5

2002 2003 2004 2005 2006 2007 2008

P
er

ce
nt

 
 
Figure 13b. Type of IPV During Pregnancy
Percent (95% CI) of mothers with a recent live birth, 2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: IPV = intimate partner violence
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Figure 13c. IPV* During Pregnancy
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

*Includes any physical or psychological abuse
Data source: Maternal and Infant Health Assessment Survey (MIHA)
Note: IPV = intimate partner violence; PI = Pacific Islander
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Figure 13d. IPV* During Pregnancy
Percent (95% CI) of mothers with a recent live birth, by income, 2008

*Includes any physical or psychological abuse
Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: Income shown as a percent of the Federal Poverty Level (FPL); IPV = intimate 
partner violence
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Depression (14) 
As the previous section indicated, about 12% of women of reproductive age suffer from current 
depression. Women who suffer from depression before pregnancy are more likely to have 
depression during and after pregnancy, which is associated with maternal health risk behaviors, 
such as poor nutrition, substance use, and problems for children.  In 2008 in California, 
recent mothers were asked about two of the nine DSM-IV symptoms used in diagnosing major 
depressive disorder—a depressed mood and markedly less interest or pleasure in nearly all 
activities. Overall, 19.2% reported they had both symptoms most of the day, for two weeks or 
longer, during their pregnancy. Depression during pregnancy was most common among Blacks 
and Hispanics (27.7% and 22.5%, respectively), compared with White and Asian/PI women 
(15.2% and 12.1%, respectively) (

76, 101, 78,80

Figure 14a). Reported depression during pregnancy 
decreased as income increased (Figure 14b). 
 

Page 56 



California 2011-2015 Title V MCAH Needs Assessment 
 

Figure 14a. Depression* During Pregnancy
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

*Depressed and lost interest in things usually enjoyed, 2 weeks or longer
Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: PI = Pacific Islander
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Figure 14b. Depression* During Pregnancy
Percent (95% CI) of mothers with a recent live birth, by income, 2008

*Depressed and lost interest in things usually enjoyed, 2 weeks or longer
Data source: Maternal and Infant Health Assessment Survey (MIHA)
Note: Income shown as a percent of the Federal Poverty Level (FPL)
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Chronic Health Conditions (15) 
The cumulative affects of economic and social hardships and mental health problems on 
physical well-being include chronic health conditions. Among women giving birth in California, 
the prevalence of conditions like diabetes, hypertension, and asthma at the time of labor and 
delivery has steadily increased over the past decade. In 2000, 5.6% of women had an ICD9-CM 
code  for hypertension at the time of labor and delivery. Since then, the number of women with 
hypertension has steadily increased to 6.6% in 2007.  Gestational or pre-existing diabetes at 
delivery has also increased, from 5.0% in 2000 to 7.4% in 2007.  Additionally, in 2000, 1.0% of 
women had a code for asthma at the time of labor and delivery.  Since then, asthma has also 
steadily increased to 2.1% in 2007 (

1

Figure 15a). Asthma and hypertension were more common 
among Black (5.3% and 11.2%, respectively) and White (2.9% and 7.0%) women, compared 
with Hispanic (1.5% and 6.2%, respectively) and Asian/PI women (1.4% and 5.1%, 

                                                 
1 The International Classification of Diseases, Ninth Revision, Clinical Modification is the system of 
assigning codes to diagnoses and procedures associated with hospital utilization in the United States. 
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respectively). In contrast, diabetes was more common among Hispanic (8.0%) and Asian/PI 
(10.8%) women, compared with Black (5.3%) and White (5.6%) women (Figure 15b). 
 
Figure 15a. Chronic Health Conditions at Delivery 
Percent of labor and delivery hospitalizations, 2000-2007

Data source: Office of Statewide Health Planning and Development (OSHPD) Patient 
Discharge Data
Notes: HTN stands for hypertension; ICD9-CM codes 493 (asthma); 250, 775.1, 648.0, 
648.8 (diabetes); 401.0,  401.1, 401.9, 402–405, 437.2, 642 (hypertension)                             
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Figure 15b. Chronic Health Conditions at Delivery 
Percent (95% CI) of labor and delivery hospitalizations, 2007

Data source: Office of Statewide Health Planning and Development (OSHPD) Patient 
Discharge Data
Notes: ICD9-CM codes 493 (asthma); 250, 775.1, 648.0, 648.8 (diabetes); 401.0,  401.1, 
401.9, 402–405, 437.2, 642 (hypertension)  
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Oral Health 
Poor oral health and oral infections during pregnancy increase risk of adverse birth outcomes, 
including low birth weight and preterm birth.75 Moreover, infections, such as dental caries, are 
transmissible from mother to infant after birth.102 In California during the period 2002-2007, 65% 
of all women with a live birth reported receiving no dental care during pregnancy, 52% reported 
a dental problem during pregnancy, and 62% of those women did not receive care. Visiting the 
dentist varied by maternal characteristics, overall and among women with a dental problem. 
Even though women who are typically considered disadvantaged (e.g. less educated, on Medi-
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Cal, low-income, unmarried, non-English-speaking) were the least likely to receive dental care, 
over 40% of women in the highest income category also reported lack of dental care during 
pregnancy.103 
Overweight and Obesity (16) 
Obesity is a major contributor to increases in chronic health conditions, and California has seen 
a rise in pre-pregnancy obesity. In 2000, 24.0% of women were overweight and 13.2% were 
obese, prior to pregnancy. In 2008, the prevalence of overweight remained about the same 
(25.1%), but the prevalence of obesity rose to 18.4% (Figure 16a). Blacks (55.7%) and 
Hispanics (53.0%) had the highest prevalence of pre-pregnancy overweight and obesity, 
followed by Whites (37.9%) and Asian/PIs (19.8%). Furthermore, a greater proportion of Blacks 
and Hispanics who had a BMI above the normal range were obese, whereas most White and 
Asian/PI women with a BMI above normal were overweight (Figure 16b). Overweight and 
obesity were also more common among women with the lowest incomes, compared to women 
with the highest incomes (50.4% among ≤ 100% FPL vs. 31.2% among > 400% FPL). 
 
Figure 16a. Pre-Pregnancy Weight*
Percent of mothers with a recent live birth, 2000-2008

*Body Mass Index <18.5=underweight; 18.5-24.9=normal; 25-29.9=over; ≥30=obese
Data source: Maternal and Infant Health Assessment Survey (MIHA)
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Figure 16b. Pre-Pregnancy Overweight and Obesity
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: BMI = Body Mass Index; PI = Pacific Islander
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Weight Gain Pregnancy (17) 
It is important to enter pregnancy at a healthy weight because women who enter pregnancy 
above the normal BMI are more likely to gain excessive weight during pregnancy, which is 
associated with cesarean delivery, large-for-gestational-age (a marker of neonatal morbidity), 
postpartum weight retention, and childhood obesity later in life. It is recommended that women 
return to a healthy weight after pregnancy because overweight and obesity can contribute to 
subsequent chronic health problems among mothers, as well as pregnancy complications and 
adverse birth outcomes in subsequent pregnancies.104 Although the percent of women who gain 
weight within the Institute of Medicine (IOM) recommended ranges during pregnancy has 
increased in recent years, from 33.4% in 2000 to 38.0% in 2008, nearly half (43.0%) of all 
women gained excessive weight during pregnancy (Figure 17a). Black (52.3%) and White 
(51.6%) women had the highest prevalence of excessive gain. In comparison, only 38.2% of 
Hispanics gained above the recommended range during pregnancy, despite the fact that 
Hispanic women had a prevalence of pre-pregnancy overweight/obesity that was higher than 
other groups. Furthermore, Hispanic women were more likely to gain below the recommended 
ranges (23.3%), compared with Black (15.6%) and White (13.2%) women (Figure 17b). Women 
with incomes ≤ 100% of the FPL were also more likely to report inadequate weight gain during 
pregnancy (23.9%, which was above the state average of 19.0%) (Figure 17c).  
 
Figure 17a. Weight Gain* During Pregnancy
Percent of mothers with a recent live birth, 1999-2008

*Gain below, within, or above ranges recommended by the Institute of Medicine (IOM), May 
2009
Data source: Maternal and Infant Health Assessment Survey (MIHA)
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Figure 17b. Weight Gain* During Pregnancy
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

*Gain below, within, or above ranges recommended by the Institute of Medicine (IOM), May 
2009
Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: PI = Pacific Islander
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Figure 17c. Weight Gain* During Pregnancy
Percent (95% CI) of mothers with a recent live birth, by income, 2008

*Gain below, within, or above ranges recommended by the Institute of Medicine (IOM), May 
2009
Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: Income shown as a percent of the Federal Poverty Level (FPL)
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WIC and Food Security (18) 
Over half of all women with a live birth in California fall at or under 200% of the FPL, making 
many women eligible for WIC and/or food stamps during pregnancy. It is therefore not surprising 
that in 2008, 52.8% of women reported they were on WIC during pregnancy, an increase from 
50.5% in 2000 (Figure 18a). Overall, 9.7% of women reported food insecurity. In 2008, 14.4% of 
women were on food stamps. Black and Hispanic women were more likely to be on WIC, 
receive food stamps, and report food insecurity than White and Asian/PI women (Figure 18b). 
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Figure 18a. WIC and Food Insecurity During Pregnancy
Percent of mothers with a recent live birth, 2000-2008

*Data not available
Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: Food insecurity measured using a 6-item scale developed by the U.S. Department of 
Agriculture (USDA), where scores 3-6 represent food insecurity
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Figure 18b. WIC and Food Insecurity During Pregnancy
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: Food insecurity measured using a 6-item scale developed by the U.S. Department of 
Agriculture (USDA), where scores 3-6 represent food insecurity; 
PI = Pacific Islander
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Alcohol Use and Smoking (19) 
The paragraphs above have described physical and mental health outcomes among California 
women during pregnancy and surrounding social and economic contexts that contribute to poor 
prenatal health. Although many women enter pregnancy in less than optimal health, pregnancy 
also presents opportunities to practice more healthy behaviors that lead to improved maternal 
and infant outcomes. However, some women engage in risk behaviors shortly before and during 
pregnancy. Prenatal exposure to alcohol is one of the leading preventable causes of birth 
defects and developmental disabilities in the U.S.  Therefore, the U.S. Surgeon General 
recommends abstinence from alcohol among women who are pregnant or are planning to 
become pregnant and states there is no known amount or timing of alcohol that is considered 
safe to consume during pregnancy.  

105
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In 2008, the percent of women who reported drinking alcohol in the first or third trimester was 
12.9%, a 33% decrease from the high of 19.2% in 2001 (Figure 19a). Almost 25% of White 
women reported drinking during pregnancy in 2008. Blacks and Hispanics were less likely to 
report drinking (16.8% and 7.3%, respectively) (Figure 19b). Alcohol consumption during the 1st 
or 3rd trimester increased as reported income increased. Women with incomes > 400% of the 
FPL were the most likely to report drinking (21.1%), compared with 8.6% among women with 
incomes ≤ 100% of the FPL (Figure 19c).  
 
Figure 19a. Smoking and Drinking During Pregnancy
Percent of mothers with a recent live birth, 2000-2008

*Smoked during the 3rd trimester; drank during the 1st or 3rd trimester
Data source: Maternal and Infant Health Assessment Survey (MIHA)
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Figure 19b. Smoking and Drinking During Pregnancy
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

*Smoked during the 3rd trimester; drank during the 1st or 3rd trimester
Data source: Maternal and Infant Health Assessment Survey (MIHA)
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Figure 19c. Drinking* During Pregnancy
Percent (95% CI) of mothers with a recent live birth, by income, 2008

*Drank during the 1st or 3rd trimester
Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: Income shown as a percent of the federal poverty level (FPL)

8.6

10.3

13.1

15.7
21.1

12.9

0

7

14

21

28

0-100%  101-200  201-300  301-400  > 400%

P
er

ce
nt

 (9
5%

 C
I)

State 
Total

 
 
The effects of smoking during pregnancy are well documented and were described above.  The 
HP 2010 objective is to reduce the prevalence of prenatal smoking to 1%. In the Pregnancy 
Risk Assessment Monitoring System (PRAMS) in 2007 the site-specific prevalence of smoking 
during the third trimester ranged from 4.7% (New York City) to 30.0% (West Virginia). In 
comparison, in 2008 in California, the percent of women who reported smoking cigarettes in the 
3  trimester was 3.3%, up slightly from 2.6% in 2007.  Before this year’s increase, the percent 
of women who reported smoking in their last trimester had decreased from 4.8% in 2000 to 
2.6% in 2007 (

rd

Figure 19a). In 2008, the prevalence of smoking during the 3  trimester was 
higher among Black (9.7%) and White (7.1%) women, compared with Hispanic women (1.0%) 
(

rd

Figure 19b). Smoking was also more common among women with incomes ≤ 100% of the FPL 
(5.6%) compared with women with incomes > 100% of the FPL (2.5%). 
Folic Acid (20) 
Even among high risk populations, daily folic acid consumption prior to conception may 
successfully decrease NTD-affected pregnancies.  Less than one third of women delivering a 
live birth in California reported daily intake of supplements containing folic acid prior to 
pregnancy between 2000 (27.3%) and 2008 (31.3%) (

106

Figure 20a). Nearly half (47.5%) of White 
women reported daily use compared with only 38.2% of Asian/PI, 23.4% of Black, and 20.3% of 
Hispanic women (Figure 20b). The prevalence of daily use increased as income increased 
(Figure 20c). 
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Figure 20a. Folic Acid Use Just Before Pregnancy
Percent of mothers with a recent live birth, 2000-2002, 2005-2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
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Figure 20b. Daily Folic Acid Use Just Before Pregnancy
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: PI = Pacific Islander
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Figure 20c. Daily Folic Acid Use Just Before Pregnancy
Percent (95% CI) of mothers with a recent live birth, by income, 2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: Income shown as a percent of the Federal Poverty Level (FPL)
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Unintended Pregnancy (21) 
Because risk behaviors affect fetal development during the early weeks of pregnancy, often 
before a woman knows she is pregnant, pregnancy planning is important. Women who plan 
their pregnancies are more likely to take folic acid and to abstain from using tobacco and 
alcohol during pregnancy.  For these reasons, efforts aimed at promoting healthy 
preconception and prenatal behaviors have encouraged women to establish a reproductive life 
plan, which is a set of goals about when and whether to have children and how this fits into 
one’s life course.   In California, there is a continued need for these efforts, as nearly half of all 
women with a live birth in 2007 reported their pregnancy was unintended (44.6%), which has 
changed little since 2000 (46.0%) (

107

95,3

Figure 21a).  Unintended pregnancy was more common 
among Black and Hispanic women (64.8% and 49.4%, respectively) than among White and 
Asian/PI women (37.1% and 33.0%, respectively) (Figure 21b). The prevalence of unintended 
pregnancy also differed widely by income level.  It was most common among women with 
incomes ≤ 100% of the FPL (59.4%), and the prevalence decreased as income increased. 
 
Figure 21a. Pregnancy Intent*
Percent of mothers with a recent live birth, 2000-2007

*Intended pregnancies were defined as wanted at that time; unintended pregnancies were 
defined as 1) mistimed (wanted but later), 2) unwanted (at that time or in the future), or 3) 
the woman did not know what she wanted
Data source: Maternal and Infant Health Assessment Survey (MIHA)
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Figure 21b. Unintended Pregnancy
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2007

Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: PI = Pacific Islander
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Maternal Health: Morbidity and Mortality 
Maternal Mortality (22) 
Maternal mortality, defined as deaths within 42 days postpartum, is an indicator of the overall 
health status of communities and countries. Although relatively rare in the U.S., maternal 
mortality is thought to be the “tip of the iceberg,” meaning that for every woman who dies from 
complications relating to childbirth, many more women suffer from severe and debilitating 
morbidity.  Indeed, rising rates of maternal mortality in California reflect rising rates of chronic 
health conditions, such as hypertension and diabetes, as well as complications at the time of 
labor, such as blood clotting problems and bleeding during delivery.  
 
The HP 2010 objective is to reduce the number of maternal deaths to 4.3 per 100,000 live 
births.  In California, the maternal mortality rate continues to rise, from 10.2 deaths per 100,000 
live births during the years 2000-2002 to 14.0 during the years 2006-2008. The pregnancy-
related mortality rate, defined as the number of obstetric-related deaths within one year 
postpartum per 100,000 live births,108 also rose from 10.3 to 16.4 during the same time period 
(Figure 22a). Black women have the highest maternal mortality rate (Figure 22b). In 2008, the 
maternal mortality rate for Blacks was 30.6, compared with White women who had the lowest 
rate of 10.9.   
 
Figure 22a. Maternal and Pregnancy-Related Mortality
Rate per 100,000 live births in 3 year aggregates, 2000-2008

Data sources: Birth and Death Statistical Master Files (BSMF/DSMF)
Note: MMR = maternal mortality rate (deaths within 42 days postpartum); 
PRMR = pregnancy-related mortality rate (deaths within 1 year postpartum)
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Figure 22b. Maternal and Pregnancy-Related Mortality
Rate per 100,000 live births (95% CI), by race/ethnicity, 2008

Data sources: Birth and Death Statistical Master Files (BSMF/DSMF)
Note: MMR = maternal mortality rate (deaths within 42 days postpartm); 
PRMR = pregnancy-related mortality rate (deaths within 1 year postpartum)
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Race and ethnicity are not risk factors in themselves but may be markers of social, economic, 
cultural, healthcare access, quality of care and other interrelated factors that increase risk of 
death among pregnant women.  When researchers examined mortality in the U.S. due to the 
five major complications of pregnancy (hemorrhage, eclampsia, preeclampsia, abruptio 
placentae, placenta previa), they found these complications did not occur at higher rates among 
Black women, but that Black women were two to three times more likely to die from these 
complications than White women.109  
Maternal Morbidity (23) 
If maternal deaths are the tip of the iceberg, then there is a large pool of surviving women who 
have experienced complications related to pregnancy and childbirth, resulting in inpatient care 
while pregnant, extended hospitalization before delivery, complications during labor, and 
additional outpatient care. Whereas there were 90 pregnancy-related deaths in California in 
2008, an even greater number of women experienced complications at the time of labor and 
delivery that, although not fatal, were severe. “Near miss” complications at delivery were 
assessed using the WHO method of disease-based and procedure-based groups.110 The 
disease-based group (a “near miss” diagnosis) consisted of severe anesthesia complications, 
renal failure, heart failure, puerperal cerebrovascular disorders, obstetric pulmonary embolism, 
pulmonary edema, adult respiratory syndrome, deep venous thrombosis, disseminated 
intravascular coagulation, sepsis, and shock. The procedure-based group (a “near miss” 
procedure) included hysterectomy, blood transfusions, and ventilation.  
 
In 2007, 4.9 out of every 1,000 delivery hospitalizations had a “near miss” diagnosis, which has 
remained relatively stable since 2000.  However, during this same time period, the number of 
“near miss” procedures performed increased from 4.7 to 8.1 per 1,000 delivery hospitalizations 
(Figure 23a). Black women were more likely to have severe complications of delivery than other 
racial/ethnic groups.  In 2007, the rate of “near miss” diagnoses was 8.5 among Blacks 
compared with the rate among Hispanic (4.5), White (5.0), and Asian/PI (4.7) women. The rate 
of “near miss” procedures was higher among Blacks (12.5) than among Hispanics (8.2), which 
were both higher than the rate observed among White women (6.9) (Figure 23b). Although the 
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rate of “near miss” procedures increased among all racial/ethnic groups, the rate increased the 
most (by 112%) among Black women, from 5.9 in 2000 to 12.5 in 2007 (Figure 23c). 
 
Figure 23a. Severe "Near Miss" Complications at Delivery     
Rate per 1,000 delivery hospitalizations, 2000-2007

Data source: Office of Statewide Health Planning and Development (OSHPD) Patient 
Discharge Data
Notes: DX stands for diagnosis and includes deliveries with an ICD9-CM diagnosis code for 
anesthesia complications, renal or heart failure, puerperal cerebrovascular disorders, 
obstetric pulmonary embolism, pulmonary edema, adult respiratory syndrome, deep venous 
thrombosis, disseminated intravascular coagulation, sepsis, or shock; 
PR stands for procedure and includes deliveries with an ICD9-CM procedure code for 
hysterectomy, blood transfusions, or ventilation                                  
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Figure 23b. Severe "Near Miss" Complications at Delivery
Rate per 1,000 delivery hospitalizations (95% CI), by race/ethnicity, 2007

Data source: Office of Statewide Health Planning and Development (OSHPD) Patient 
Discharge Data
Notes: Diagnosis includes deliveries with an ICD9-CM diagnosis code for anesthesia 
complications, renal or heart failure, puerperal cerebrovascular disorders, obstetric 
pulmonary embolism, pulmonary edema, adult respiratory syndrome, deep venous 
thrombosis, disseminated intravascular coagulation, sepsis, or shock; 
procedure includes deliveries with an ICD9-CM procedure code for hysterectomy, blood 
transfusions, or ventilation; PI = Pacific Islander

0

3

6

9

12

15

Black 8.5 12.5

Hispanic 4.5 8.2

White 5.0 6.9

Asian/PI 4.7 8.8

State Total 4.9 8.1

State Line 0.1 0.1

Diagnosis Procedure

R
at

e 
pe

r 1
,0

00
 (9

5%
 C

I)

 
 

Page 69 



California 2011-2015 Title V MCAH Needs Assessment 
 

Figure 23c. Severe "Near Miss" Procedures at Delivery          
Rate per 1,000 delivery hospitalizations, by race/ethnicity, 2000-2007

Data source: Office of Statewide Health Planning and Development (OSHPD) Patient 
Discharge Data
Notes: "Near miss" procedures include deliveries with an ICD9-CM procedure code for 
hysterectomy, blood transfusions, or ventilation; PI = Pacific Islander
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C-Sections (24) 
Rising rates of cesarean sections (c-sections) in recent years are thought to contribute to the 
rising rates of maternal morbidity described above. In the U.S., the c-section rate increased by 
50%, from 20.7% in 1996 to 31.1% in 2006.  Similarly, in California, there was a 39.3% 
increase, from 23.4% in 2000 to 32.6% in 2008 (

111

Figure 24a). Black women had the highest 
prevalence of c-section (37.3%), compared with Hispanic (32.0%), White (32.6%), Asian 
(32.4%), PI (32.5%), and AI/AN (32.4%) women (Figure 24b).  
 
Figure 24a. Delivery Method
Percent of live births, 1998-2008

Data source: Birth Statistical Master File (BSMF)
Notes: VBAC = vaginal birth after cesarean section
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Figure 24b. Cesarean Sections
Percent (95% CI) of live births, by race/ethnicity, 2008

Data source: Birth Statistical Master File (BSMF)
Note: PI = Pacific Islander; AI/AN = American Indian/Alaskan Native
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Although some c-sections are medically necessary (e.g. due to maternal health conditions, such 
as eclampsia), public health efforts have focused on identifying and preventing elective c-
sections. For instance, research has found that rising trends in c-sections in California are 
independent of maternal age and other demographic characteristics previously associated with 
increased risk of c-section. Additionally, not attempting labor has been used as a marker for 
electing c-section.  In California from 1999 through 2005 there was a 33% increase in primary 
c-sections without labor and a 69% increase in repeat c-sections without labor. Because certain 
circumstances increase risk of c-section (e.g. multiple births, prior c-section, breech 
presentation), the rate among nulliparous, term, singleton, and vertex (NTSV) births is also used 
as a marker of c-sections among relatively low-risk births. California has seen an increase in c-
sections among NTSV births, from 24.4% in 2005 to 26.3% in 2008.

112

 
 
Infant Health: Morbidity and Mortality 
Infant Mortality (25) 
Infant death is a critical indicator of the health of a population. It reflects the overall state of 
maternal health as well as the quality and accessibility of primary health care available to 
pregnant women and infants.113 The HP 2010 objective is to reduce the rate of infant deaths to 
4.5 per 1,000 live births, the rate of neonatal deaths (among infants < 28 days) to 2.9, and the 
rate of postneonatal deaths (among infants 28 days to 1 year) to 1.2. California has not met any 
of these objectives. However, from 2000 to 2008, the infant mortality rate decreased from 5.4 
per 1,000 live births to 5.1, the neonatal mortality rate decreased from 3.7 to 3.4, and the 
postneonatal mortality rate remained relatively the same (Figure 25a). 
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Figure 25a. Infant Mortality
Rate per 1,000 live births, 2000-2008

Data sources: Birth and Death Statistical Master Files (BSMF/DSMF)
Notes: Infant deaths < 1 year; neonatal < 28 days; postneonatal 28 days - 1 year
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Although infant mortality rates have decreased among all racial/ethnic groups overtime, 
disparities among select populations still exist. In 2008, infant mortality rates were lowest among 
Asian women (3.1) and highest among Black women (12.1). The infant mortality rate among 
Black women was three times the rate among White women (4.1) (Figure 25b). The breakdown 
of neonatal and postneonatal deaths also differs by race/ethnicity. A larger proportion of infant 
mortality among Blacks, PIs, and AI/ANs occurs in the postneonatal period. In comparison, a 
larger proportion of infant deaths among Hispanics, Whites, and Asians occur in the neonatal 
period.  
 
Figure 25b. Infant Mortality
Rate per 1,000 live births (95% CI), by race/ethnicity, 2008

Data sources: Birth and Death Statistical Master Files (BSMF/DSMF)
Notes: PI = Pacific Islander, AI/AN = American Indian/Alaska Native
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Although the disparity in the infant mortality rate primarily affects Black women and infants, the 
burden in California is largely experienced by Hispanics because of the size of the Hispanic 
birthing population (Figure 25c). Acknowledging disparities in both rates and frequencies is 
important for public health program planning in California. 
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Figure 25c. Number of Infant Deaths
Number of deaths, by race/ethnicity, 2008

Data sources: Birth and Death Statistical Master Files (BSMF/DSMF)
Notes: PI = Pacific Islander; AI/AN = American Indian/Alaska Native
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Fetal and Perinatal Mortality (26) 
Since only live births are counted in infant mortality rates, taking into account perinatal and fetal 
deaths provides a more complete picture of perinatal health. The perinatal mortality rate 
includes both deaths of live-born infants through the first 7 days of life and fetal deaths after 28 
weeks of gestation. Between 2000 and 2007, the perinatal mortality rate decreased from 5.9 to 
5.3 per 1,000 live births plus fetal deaths (Figure 26a). This rate is still higher than the HP 2010 
objective of 4.5. In 2007, the perinatal mortality rate was lowest among Asian women (3.7) and 
highest among Black women (10.6) (Figure 26b).  
 
Figure 26a. Fetal, Perinatal, and Infant Deaths
Rate per 1,000 live births/fetal deaths, 2000-2008

*Data not available
Data sources: Fetal Death, Birth and Death Statistical Master Files (BSMF/DSMF)
Notes: Fetal (≥20 wks gestation) and perinatal (28 wks gestation-7 days postpartum) deaths 
per 1,000 live births + fetal deaths; infant death (<1 year) per 1,000 live births
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Figure 26b. Fetal and Perinatal Deaths
Rate per 1,000 live births/fetal deaths (95% CI), by race/ethnicity, 2007

Data sources: Fetal Death, Birth and Death Statistical Master Files (BSMF/DSMF)
Notes: Fetal (≥20 wks gestation) and perinatal (28 wks gestation-7 days postpartum) deaths 
per 1,000 live births + fetal deaths; PI = Pacific Islander
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LBW (27) 
Many complex factors drive the high rates of infant, fetal, and perinatal mortality among Blacks.  
Low birth weight (LBW) and preterm birth are strong predictors of infant mortality. The HP 2010 
objective is to reduce the proportion of LBW births to no more than 5.0%; California has not met 
this objective. The percent of LBW births increased from 6.2% in 2000 to 6.9% in 2005, and 
remained relatively unchanged from 2005 through 2008 (Figure 27a). California reports lower 
rates of LBW births compared with the U.S. population (8.2% in 2007).  However, due to the 
size of the birthing population in California, the burden of LBW is still large. There were nearly 
37,580 LBW births in 2008 and nearly half were among Hispanic women (

71

Figure 27b). The 
percent of LBW births among Black women (12.4%) is over double the percent among 
Hispanics (6.1%). At 6.4% and 7.8%, respectively, White and Asian women also have higher 
rates of LBW compared with Hispanics (Figure 27c). 
 
Infants who weigh less than 1,500 grams, or who are born very low birth weight (VLBW), have 
the greatest risk of dying in the first year of life.113 The HP 2010 objective is to reduce the 
proportion of VLBW births to no more than 0.9%. Since 2000, the percent of VLBW births has 
been stable in California, hovering around 1.2% (Figure 27a). Compared with Whites, 
Hispanics, and Asians, the percent of Black VLBW births was about 2 times higher (2.7% vs. 
1.0%) (Figure 27c).  
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Figure 27a. Low Birth Weight and Very Low Birth Weight  
Percent of live births, 2000-2008

Data source: Birth Statistical Master File (BSMF)
Notes: LBW = low birth weight (<2,500 grams); VLBW = very low birth weight (<1,500 
grams); births weighing <227 grams or >8165 grams were excluded from the analysis
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Figure 27b. Number of Low Birth Weight Births
Number of births, by race/ethnicity, 2008

Data source: Birth Statistical Master File (BSMF)
Notes: LBW = low birth weight (<2,500 grams); VLBW = very low birth weight (<1,500 
grams); births weighing <227 grams or >8165 grams were excluded from the analysis; PI = 
Pacific Islander; AI/AN = American Indian/Alaska Native
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Figure 27c. Low Birth Weight and Very Low Birth Weight
Percent (95% CI) of all live births, by race/ethnicity, 2008

Data source: Birth Statistical Master File (BSMF)
Notes: LBW = low birth weight (<2,500 grams); VLBW = very low birth weight (<1,500 
grams); births weighing <227 grams or >8165 grams were excluded from the analysis; PI = 
Pacific Islander; AI/AN = American Indian/Alaska Native
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Preterm Birth (28) 
Yet approximately 1 in 10 babies in California is born preterm (before 37 weeks). The preterm 
birth rate has not improved since 2000, and through 2005, showed small increases. In 2008 the 
prevalence of preterm birth was 10.7% (Figure 28a). Because multiple births are more likely to 
have a short gestation, the percent of preterm births among singletons was slightly lower 
(9.2%). The HP 2010 objective is to reduce the proportion of preterm births among all live births 
to no more than 7.6%. In 2008, Black women had preterm birth rates (15.4%) that were higher 
than the HP 2010 objective and higher than all other racial/ethnic groups. Preterm births were 
also higher among PI (12.8%) and AI/AN (13.1%) women, compared with Hispanics (10.8%). At 
9.7% in each group, White and Asian women had lower rates of preterm birth than women of 
other races/ethnicities (Figure 28b). 
 
Figure 28a. Preterm Births
Percent of all live births, 2000-2008

*Preterm births = < 37 weeks gestation; late preterm = 34-36 weeks gestation
Data source: Birth Statistical Master File (BSMF)
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Figure 28b. Preterm Births
Percent (95% CI) of all and singleton live births, by race/ethnicity, 2008

Data source: Birth Statistical Master File (BSMF)
Notes: PI = Pacific Islander; AI/AN = American Indian/Alaska Native

0

3

6

9

12

15

18

Black 15.4 13.4

Hispanic 10.8 9.7

White 9.7 7.6

Asian 9.7 8.3

PI 12.8 11.4

AI/AN 13.1 11.7

State Total 10.7 9.2

All Singletons

P
er

ce
nt

 (9
5%

 C
I)

 
 
Late preterm births that occur between 34 and 36 weeks gestation represent over 70% of all 
preterm births in California and in the U.S.   They also continue to make up a greater 
proportion of preterm births—71.7% in 2000 and 73.2% in 2008 in California.

114

 Late preterm 
births are also associated with infant morbidity and mortality.113 As a group, late preterm births 
can shed light on increasing morbidities among the pregnant population because many 
deliveries before 37 weeks gestation are medically indicated due to fetal or maternal conditions, 
like placental abruption and eclampsia. It is also thought that some late preterm deliveries are 
elective and reflect non-medical issues, such as scheduling considerations.114 This is 
particularly concerning because scheduled or elective inductions can increase risk of c-
section.115 Preventing elective late preterm births may improve infant and maternal outcomes. 
PPOR (29) 
Social conditions such as poverty, lack of social support, racial discrimination, and other 
sources of stress also play an important role in birth outcomes, and may occur not only during 
pregnancy but also across a woman’s entire lifespan, potentially affecting subsequent 
generations.  Nevertheless, there is no definitive scientific evidence about how to decrease 
racial disparities in birth outcomes and the known causes of poor birth outcomes, such as 
smoking, alcohol, drugs, and chronic medical conditions, do not completely explain disparities in 
infant mortality.116 However, it is known that birth outcomes and infant health are closely 
connected to maternal health. Therefore, special attention is paid to maternal health and factors 
related to preterm birth, which offer the greatest possibility for decreasing deaths during the 
perinatal period.  The Perinatal Periods of Risk (PPOR) methodology has been used to map 
perinatal health into four periods of fetal-infant risk and their associated causes: maternal health 
and prematurity, maternal care, newborn care, and infant health (CityMatCH methodology).   
 
Figure 29a shows the PPOR map for all of California based on birth cohort data from 2006 
(Figure 29a).  The total California fetal-infant mortality rate was 7.2 fetal and infant deaths per 
1,000 live births and fetal deaths.  The largest proportion of deaths occurred within the 
“Maternal Health/Prematurity” cell.  About 42% of the statewide rate was contributed by factors 
related to maternal health and prematurity (3.0 of 7.2). 
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Figure 29a. Fetal-Infant Mortality Rate Map  
Total State Population, California 2006 

 
 
Figure 29b shows the PPOR map for California’s Hispanic population based on birth cohort data 
from 2006 (Figure 29b).  The fetal-infant mortality rate among Hispanics was 7.1.  The largest 
proportion of deaths occurred within the “Maternal Health/Prematurity” cell.  About 42% of the 
rate was contributed by factors related to maternal health and prematurity (3.0 of 7.1). 
 
Figure 29b. Fetal-Infant Mortality Rate Map  
Hispanic Population, California 2006 

 
 
Figure 29c shows the PPOR map for California’s White population based on birth cohort data 
from 2006 (Figure 29c).  The fetal-infant mortality rate among Whites was 6.9.  The largest 
proportion of deaths also occurred within the “Maternal Health/Prematurity” cell.  About 38% of 
the rate was contributed by factors related to maternal health and prematurity (2.6 of 6.9). 
 
Figure 29c. Fetal-Infant Mortality Rate Map  
Non-Hispanic White Population, California 2006 
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Figure 29d shows that the Black fetal-infant mortality rate is almost double the statewide rate at 
13.4 (Figure 29d).  For Blacks, the PPOR map indicates that about 50% of the rate is 
contributed by deaths related to maternal health and prematurity (6.7 of 13.4).  These data point 
to the important role of programs like the Black Infant Health program and maternal mortality 
review for addressing perinatal health in California. 
 
Figure 29d. Fetal-Infant Mortality Rate Map  
Non-Hispanic Black Population, California 2006 

 
 
Each of the four PPOR cells for Blacks shows a disparity in fetal-infant mortality when compared 
with the White population.  Overall fetal-infant mortality is twice as high; the maternal health and 
prematurity cell is 2.5 times greater; the infant health cell is 2.1 times greater; the maternal care 
cell is 1.4 times greater; and the newborn care cell is 1.3 times greater. 
Causes of Infant Deaths (30) 
The leading cause of infant death in 2008 was congenital malformations, deformations, and 
chromosomal abnormalities (congenital malformations) (Figure 30). The rate of deaths due to 
congenital malformations was 131.4 per 100,000 live births, followed by disorders related to 
short gestation and low birth weight, not elsewhere classified (66.5); Sudden Infant Death 
Syndrome (SIDS) (7.2%), and maternal complications of pregnancy (35.5). 
 
Figure 30. Leading Causes of Infant Death
Rate per 100,000 live births, 2008

Data Sources: Birth and Death Statistical Master Files (BSMF/DSMF)
Notes: LBW = low birth weight; NEC = not elsewhere classified; 
ICD-10 codes: (1) Q00-Q99, (2) P07, (3) R95, (4) P01, (5) P02, (6) P50-52, P54, (7) P22, (8) I00-
I99, (9) V01-X59, (10) P201-21

8.7

11.1

11.1

11.6

16.3

20.7

35.5

36.4

66.5

131.4

0 30 60 90 120 150

(10) Intrauterine hypoxia, asphyxia

(9) Unintentional injuries

(8) Diseases of the circulatory system

(7) Respiratory distress of newborn

(6) Neonatal hemorrhage

(5) Complications placenta, cord, membranes

(4) Maternal complications of pregnancy

(3) Sudden Infant Death Syndrome

(2) Disorders of short gestation/LBW, NEC

(1) Congenital malformations

Rate per 100,000

 
Neural Tube Defects (31) 
In California approximately 1 in 33 births are affected by a structural birth defect, which can lead 
to mental retardation, long-term medical care and disability, and death.  Neural tube defects 117
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(NTDs), a group of conditions affecting the brain and spinal cord, including anencephaly, spina 
bifida, and encephalocele, are some of the most common and the most serious types of birth 
defects, and have a substantial public health impact. NTDs are monitored in-depth in eight 
counties in California’s Central Valley. In 2006 the incidence of NTDs in the eight counties 
studied was .72 per 1,000 fetal deaths plus live births. The rate of anencephaly was .27, the rate 
of spina bifida was .41, and the rate of encephalocele was 0.04 (Figure 31). Although the rates 
of anencephaly and spina bifida were comparable to past years in California, the rate for 
encephalocele has dropped from an average rate of 0.07 per 1,000 in 2002. It should be noted 
that these counties do not represent the state as a whole because their maternal population is 
younger and a greater proportion of women are Hispanic relative to the state population.  
 
Figure 31. Neural Tube Defects in 8 California Counties*
Rate per 1,000 (95% CI) fetal deaths and live births, 2006

*In Fresno, Kern, Kings, Madera, Merced, San Joaquin, Stanislaus and Tulare counties; 
excludes military births and all cases with single gene disorders and abnormal 
chromosomes
Data sources: Birth Statistical Master File (BSMF), fetal death file, hospital charts, genetics 
clinic data
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SIDS (32) 
Although there has been a marked reduction in Sudden Infant Death Syndrome (SIDS), SIDS 
remains a leading cause of postneonatal death among all racial/ethnic groups in California.  The 
SIDS rate decreased by 43%, from 41.8 per 100,000 live births in 2000 to 23.8 in 2006, but 
increased in 2007 and 2008 for the first time since 1994. The rate of SIDS among Black infants 
was 89.5 per 100,000 live births during the period 2005-2007, over twice the rate among Whites 
(36.2) (Figure 32). A reduction in the rate of death from SIDS, particularly among Blacks, would 
contribute greatly to reducing the overall infant mortality rate and to closing the Black-White gap 
in postneonatal death.  
 

Page 80 



California 2011-2015 Title V MCAH Needs Assessment 
 

Figure 32. Sudden Infant Death Syndrome
Rate per 100,000 live births (95% CI), by race/ethnicity, 2005-2007

Data source: Birth and Death Statistical Master Files (BSMF/DSMF)
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It is thought that trends in SIDS over the past decade have been influenced by changes in 
definitions used by local coroners and medical examiners in determining and reporting the 
cause and manner of sudden unexpected infant deaths (SUIDs).118 Recent evidence has shown 
that the national decline in SIDS, from 1996 through 2004, was offset by an increase in 
accidental suffocation and strangulation in bed (ASSB) and cause unknown deaths.119 Because 
ASSB and cause unknown deaths share many of the same risk factors and socio-demographic 
characteristics as SIDS, risk reduction efforts may address the full range of SUIDs. 
Sleep Environment (33) 
Even with changes in coding, the decline in SIDS over the last several decades is largely 
attributed to the success of “Back-to-Sleep” campaigns. In California, the number of women with 
a recent live birth who report usually placing their infant to sleep on their back has increased 
substantially, from 60.4% in 2000 to 72.2% in 2008 (Figure 33a). However, some groups still fall 
below the state average. Black and Hispanic women were less likely to place their infant to 
sleep on their backs (59.5% and 68.2%, respectively), compared with White (78.2%) and 
Asian/PI women (78.8%) (Figure 33b). 
 
Figure 33a. Usual Infant Sleep Position
Percent of mothers with a recent live birth, 2000-2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
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Figure 33b. Usual Infant Sleep Environment
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: PI = Pacific Islander
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In more recent years, SIDS prevention efforts have expanded to focus on other risk factors in 
the sleep environment, such as co-sleeping. In 2005, the American Academy of Pediatrics 
recommended that infants be placed to sleep on their backs in a crib that meets safety 
standards and that is proximate to, but separate from the parent’s bed.  In 2008, 40% of 
mothers with a recent live birth reported their infant slept in the same bed with them or with 
someone else always or often. Bed-sharing was more common among Black (60.1%), Hispanic 
(44.7%), and Asian/PI (43.1%) women, compared with White women (27.7%) (

120

Figure 33b). The 
prevalence of infants who were placed on their backs increased and the prevalence of bed-
sharing decreased as income increased (Figure 33c). 
 
Figure 33c. Usual Infant Sleep Environment
Percent (95% CI) of mothers with a recent live birth, by income, 2008

Data source: Maternal and Infant Health Assessment survey (MIHA)
Notes: Income shown as a percent of the Federal Poverty Level (FPL)
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Postpartum Period 
Postpartum Contraception (34) 
In 2008, 88.7% of women with a recent live birth reported they were currently doing something 
to prevent pregnancy in the postpartum period, including abstaining from sex or using a method 
of contraception. Overall, 22.5% of all women reported their main method of contraception was 
condoms. Birth control pills (20.0%), Intrauterine Devices (IUDs) (11.7%), and abstinence 
(9.6%) were the next most common forms of postpartum contraception. Any postpartum 
contraception use did not appear to vary by race/ethnicity (Figure 34).  
 
Figure 34. Postpartum Contraception Use*
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

*Any contraception use at time of response, including abstinence from sex
Data source: Maternal and Infant Health Assessment survey (MIHA)
Notes: PI = Pacific Islander
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Breastfeeding (35) 
Breastfeeding initiation shortly after birth is critical to establishing feeding practices and 
sustaining breastfeeding after the mother and infant leave the hospital. Although the prevalence 
of any in-hospital breastfeeding increased from 76.5% in 1994 to 86.6% in 2007, exclusive 
breastfeeding rates have remained stagnant at approximately 40%. Therefore, the gap between 
exclusive breastfeeding and supplemented breastfeeding is wide and continues to grow (Figure 
35a). 
 
Figure 35a. Any and Exclusive In-Hospital Breastfeeding 
Percent of mothers with a recent live birth, 1994-2007

Data source: California Department of Public Health, Genetic Disease Screening Program, 
Newborn Screening Database
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It is recommended that educational efforts take into account women’s attitudes toward formula 
feeding and promote breastfeeding as the normal way to feed infants. Rather than focusing on 
the tremendous benefits of breastfeeding, some populations may benefit from messages that 
convey the risks of formula feeding and the costs to health and the community of not 
breastfeeding. For instance, a recent study found that preference for formula feeding affects the 
likelihood that Black women will initiate breastfeeding.121 Indeed, in 2007 in California, Black 
women had the lowest in-hospital breastfeeding initiation rates (74.7%) and only a third of Black 
women breastfed exclusively. Although 85.8% of Hispanic women breastfed their infants in the 
hospital, they also had the lowest rates of exclusive breastfeeding (32.4%). Over half of 
breastfeeding Hispanic women gave their infants formula during the hospital stay, while less 
than one third of breastfeeding White women supplemented with formula (Figure 35b). 
 
Figure 35b. In-Hospital Breastfeeding
Percent of mothers with a recent live birth, by race/ethnicity, 2007

Data source: California Department of Public Health, Genetic Disease Screening Program, 
Newborn Screening Database
Notes: PI = Pacific Islander; AI/AN = American Indian/Alaska Native
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Undoubtedly, hospital policies and practices affect whether women initiate and continue 
breastfeeding. In 2007, the Centers for Disease Control and Prevention (CDC) administered a 
national survey of maternity care policies and practices, entitled the Maternity Practices in Infant 
Nutrition and Care (mPINC) Survey, at all facilities providing maternity care in the United States. 
Results from the survey indicate that birth facilities throughout the nation are not providing 
maternity care that is fully supportive of breastfeeding. California is no exception; the mean total 
mPINC score among the 201 facilities that participated was 69 out of 100. Among the seven 
subscales, the highest mean score in California (82) was for breastfeeding assistance (i.e., 
assessment, recording, and instruction provided on infant feeding); while the lowest (49) was for 
breastfeeding support after discharge (i.e., provision of “gift packs” containing infant formula, 
postpartum follow-up/referrals).122 The American Academy of Pediatrics (AAP) recommends 
inclusion of specific elements in facility breastfeeding policies. The percent of California facilities 
reporting each of the elements of a model written breastfeeding policy are as follows: pacifier 
use (47.8%), in-service training (52.2%), prenatal breastfeeding classes (52.7%), exclusive 
breastfeeding (58.2%), teaching lactation maintenance during separation (73.6%), asking about 
mothers’ feeding plans (78.6%), breastfeeding on-demand (79.1%), referral of mothers with 
breastfeeding problems (79.1%), 24 hour/day rooming-in (81.1%), and early initiation of 
breastfeeding (85.6%). Clearly, work must be done by the CDPH to ensure facilities adopt 
evidence-based maternity care policies and practices that are supportive of breastfeeding. 
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It is important that women have the knowledge and support to continue breastfeeding after they 
return home from the hospital. The HP 2010 objective is to increase to 40% the proportion of 
mothers who breastfeed exclusively through 3 months. In California in 2008, 39% of Black and 
39% of Hispanic mothers reported breastfeeding exclusively at 1 month postpartum.  By three 
months postpartum, only White mothers (46.0%) met the objective, while less than one third of 
Hispanic (26.1%) and Black (19.9%) mothers breastfed exclusively (Figure 32c). Breastfeeding 
at 3 months was also least common among low-income women. 
 
Figure 35c. Breastfeeding at 3 Months
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: PI = Pacific Islander
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Postpartum Depression (36) 
As the previous section indicated, about 19% of women with a recent live birth reported 
depression during pregnancy in 2008. The percent reporting depression dropped in the 
postpartum period (15.0%). Postpartum depression was most common among Blacks and 
Hispanics (18.1% and 16.4%, respectively), compared with White and Asian/PI women (13.9% 
and 10.0%, respectively) (Figure 36a). Furthermore, depression after pregnancy decreased as 
income increased (Figure 36b).  
 
Figure 36a. Postpartum Depression*
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

*Depressed and lost interest in things usually enjoyed, 2 weeks or longer
Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: PI = Pacific Islander
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Figure 36b. Postpartum Depression*
Percent (95% CI) of mothers with a recent live birth, by income, 2008

*Depressed and lost interest in things usually enjoyed, 2 weeks or longer
Data source: Maternal and Infant Health Assessment Survey (MIHA)
Note: Income shown as a percent of the Federal Poverty Level (FPL)
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Maternal factors in the postpartum period, particularly depression, are important because they 
impact many aspects of maternal and child health. Women who experience postpartum 
depression, for instance, are less likely to breastfeed.123 Additionally, postpartum depression not 
only affects a mother’s physical health, but can influence parenting behavior, social functioning, 
and lead to maladaptive social, emotional, and cognitive development in children.101, 124-126 The 
status of maternal health in California, as described above, undoubtedly shapes the contexts in 
which children live and grow. The following sections move on to discussing child and adolescent 
health and development. 
 
Child and Adolescent Health 
 
Child and adolescent health provide the foundation upon which adult health is built. When 
children and adolescents are physically and emotionally healthy, they are more likely to succeed 
in school, behave appropriately, and have healthy relationships. Vice versa, supportive 
environments at school, within the community, and at home are important for proper 
development and for emotional and physical.57  
 
In this section, the environments in which children live and learn are emphasized because they 
impact cognitive, emotional, and social development, particularly during the first years of life.124, 

125 Because children do not live in isolation, it is imperative that they are seen in the context of 
their family, early care and education providers, peer groups, and their larger physical and 
cultural surroundings. Children are dependent on others to provide them with safe, stable, and 
supportive environments where their physical, social, emotional, and educational needs are 
met.  As their child’s first teacher, parents can do things at home to promote development, such 
as reading to their child daily, limiting screen time, and preparing healthy foods. Likewise, 
children look to their parents to keep them safe from injury and harm and to take them to the 
doctor for routine preventative care and to manage chronic conditions. Schools also play a role, 
as this is where children spend a significant portion of their day. It seems obvious that in order 
for children to be able to concentrate and learn they must be in a school environment that is 
safe and conducive to learning.  Similarly, the physical environment is very important—poor 
indoor air quality affects half of the nation’s schools and this has been shown to have negative 
effects on student’s academic achievement and can exacerbate symptoms among children with 
asthma.126, 127 Unsafe neighborhoods create stress on the child and neighborhoods without 
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amenities such as parks impact children’s physical activity levels and weight.  Finally, children 
who are born with a disability or special need, or who might be delayed in their development, 
depend on parents, health care providers, schools, and early care and education providers for 
early identification and intervention so that these children have the best chance at normal 
development.   
 
Child Health 
Vaccination/Immunization (37) 
Parents and other caregivers ensure that children are protected from infection and injury in early 
childhood. As in other industrialized countries, vaccinations have contributed to decreases in 
childhood mortality in California and in the U.S. The percent of children 19-35 months old who 
received the full schedule of age-appropriate immunizations against measles, heamophilus 
influenza, and hepatitis B steadily increased from 75.3% in 2000 to 81.3% in 2004, and has 
remained similar since then (80.6% in 2008). It is recommended that children 6 months through 
18 years old get an annual flu shot.128 In 2007, only 32.6% of children 6 months through 18 
years old had a flu shot in the past year. The prevalence among White children was low 
(28.8%), compared with the prevalence among Hispanic (33.0%) and Asian/PI (42.6%) children 
(Figure 37). 
 
Figure 37. Had Flu Shot in the Past 12 Months
Percent (95% CI) of children 6 months through 18 years, by race/ethnicity, 2007

Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Causes of Death and Hospitalization (38) 
In California, child mortality rates decreased from 2000 through 2008, from 28.7 to 21.3 per 
100,000 children ages 1-4.  The mortality rate for children ages 5-14 also declined from 15.6 to 
11.2 per 100,000 children between 2000 and 2008.129 Given improvements in vaccinations and 
reductions in infectious disease, injuries are the leading cause of mortality among children. 
Unintentional injuries were the leading cause of death among children in 2007, and homicide 
ranked in the top five causes (Figure 38a). Among children ages 1-4, most fatal unintentional 
injuries were due to motor vehicle traffic (MVT) collisions (n = 59) and drowning (n = 53), and 
homicide was the leading intentional cause (n = 31). Among children ages 5-14, most 
unintentional deaths were also due to MVT collisions (n = 121) and homicide was the leading 
intentional cause (n = 39).130 
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Figure 38a. Leading Causes of Child Death
Number of children ages 1 through 4 and 5 through 14, 2007

Data source: kidsdata.org
http://www.kidsdata.org/data/topic/Dashboard.aspx?cat=49 Accessed 4/22/10
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Injuries also rank among the leading causes of childhood morbidity and hospitalization. In 2008, 
there were over 10,600 non-fatal injury-related hospitalizations among children ages 1-11 (18.0 
per 10,000) (California Department of Public Health, Safe and Active Communities Branch 
(SAC), July 6, 2010). Unintentional falls (n = 4,119), MVT collisions (n = 1,065), other 
unintentional injuries (n = 1,013), poisoning (n = 779), and natural/environment injuries (n = 603) 
were the five leading causes of injury-related hospitalization (Figure 38b).    
 
Figure 38b. Leading Causes of Hospitalization for Injuries*
Number of children ages 1 through 11, 2008

*Non-fatal injuries
Data source: EPICenter California Injury Data Online
Notes: The leading five causes were all unintentional injuries
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Child Restraints 
Many child injuries sustained in MVT collisions may be prevented through proper use of child 
restraint systems.  When properly used, child restraint systems reduce fatalities by 71% for 
infants and 54% for toddlers in passenger cars.131  Booster seats reduce the risk of injury for 
children 4 to 7 years of age by 59% compared to the use of vehicle seat belts alone.132 The 
California Vehicle Code now requires all children under age 16 years to be appropriately 
restrained in a motor vehicle, and specifically identifies that children under 6 years old or 60 
pounds should be in a child restraint system in the rear seat. However, research has shown that 
even when child safety seats are used, up to 90% are not installed properly.133 Among California 
children under age 7, there were 47 deaths and 1,680 injuries associated with incorrect or lack 
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of child safety restraints in vehicle crashes in 2009 (California Department of Public Health, Safe 
and Active Communities Branch (SAC), July 6, 2010).  
Bicycle Injuries and Helmet Use (39) 
Of hospitalizations for MVT collisions, nearly 10% were the result of a motor vehicle collision 
with a bicycle (n = 127) and there were another 423 hospitalizations to children ages 1-11 for 
non-MVT bicycle-related injuries. Helmet use greatly reduces risk of brain injury and 
hospitalization among children, and California law mandates that children under age 18 wear a 
helmet while riding a bicycle.  In California in 2003, 62.6% of children ages 6-11 who ride 
bikes always wore a helmet. Helmet use was more common among White children (77.4%), 
compared with Asian/PI (67.3%), Black (53.2%), and Hispanic (50.1%) children (

134

Figure 39). 
 
Figure 39. Always Wears a Helmet while Riding a Bike*
Percent (95% CI) of children ages 6 through 11, by race/ethnicity, 2003

*Among children who ride bikes
Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Child Abuse (40) 
Although it did not rank in the top five causes of injury-related hospitalization, there were 140 
hospitalizations among children ages 1-11 due to assault in 2006. An even greater number of 
children experience child abuse. Reported child abuse cases decreased from 12.2 per 1,000 in 
2000 to 9.8 per 1,000 in 2008 (Figure 40a). However, in 2008, there were still 97,558 cases of 
substantiated abuse. The most common form of reported child abuse was general neglect, 
followed by substantial risk (e.g. threat of harm), and emotional and physical abuse (Figure 
40b). Black (25.0 per 1,000) and AI/AN children (19.9) experienced higher rates of child abuse 
than Hispanics (10.1), Whites (8.4), and Asian/PIs (4.0) (Figure 40c). 
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Figure 40a. Substantiated Cases of Child Abuse
Rate per 1,000 children ages 0 through 17, 2000-2008

Data source: Needell, B., Webster, D., Armijo, M., Lee, S., Dawson, W., Magruder, J., Exel, 
M., Cuccaro-Alamin, S., Williams, D., Zimmerman, K., Simon, V., Hamilton, D., Putnam-
Hornstein, E., Frerer, K., Lou, C., Peng, C. & Moore, M. (2010). Child Welfare Services 
Reports for California. Retrieved 7/7/2010, from University of California at Berkeley Center 
for Social Services Research website. URL: <http://cssr.berkeley.edu/ucb_childwelfare>
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Figure 40b. Type of Child Abuse
Number of substantiated cases of abuse among children ages 0 through 17, 2008

Data source: Needell, B., Webster, D., Armijo, M., Lee, S., Dawson, W., Magruder, J., Exel, M., Cuccaro-
Alamin, S., Williams, D., Zimmerman, K., Simon, V., Hamilton, D., Putnam-Hornstein, E., Frerer, K., Lou, 
C., Peng, C. & Moore, M. (2010). Child Welfare Services Reports for California. Retrieved 7/7/2010, from 
University of California at Berkeley Center for Social Services Research website. URL: 
<http://cssr.berkeley.edu/ucb childwelfare>
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Figure 40c. Substantiated Cases of Child Abuse
Rate per 1,000 children ages 0 through 17, by race/ethnicity, 2008

Data source: Needell, B., Webster, D., Armijo, M., Lee, S., Dawson, W., Magruder, J., Exel, 
M., Cuccaro-Alamin, S., Williams, D., Zimmerman, K., Simon, V., Hamilton, D., Putnam-
Hornstein, E., Frerer, K., Lou, C., Peng, C. & Moore, M. (2010). Child Welfare Services 
Reports for California. Retrieved 7/8/2010, from University of California at Berkeley Center 
for Social Services Research website. URL: <http://cssr.berkeley.edu/ucb_childwelfare>
Notes: PI = Pacific Islander; AI/AN = American Indian/Alaska Native
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Parent-Rated Health Status (41) 
In addition to injuries, developmental disorders and chronic health conditions have significant 
impacts on child health and well-being. Overall, a child’s health status, as perceived by his or 
her parents, is a useful indicator of general health and functionality. In 2007, 76.3% of California 
children ages 1-11 were reported to be in excellent or very good health by their parents. 
Excellent/very good health was reported more frequently by Whites (90.8%), compared with 
Asian/PIs (76.7%), Blacks (74.6%), and Hispanics (66.6%) (Figure 41). 
 
Figure 41. Parent-Rated Excellent or Very Good Health
Percent (95% CI) of children ages 1 through 11, by race/ethnicity, 2007

Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Developmental/Chronic Conditions (42) 
In 2005 in California, 5.6% of children ages 1-11 had a condition that limited or prevented 
activities usual for the child’s age. Asian/PI children were least likely to have a limiting condition 
compared with other racial/ethnic groups (Figure 42a). Of the 16 chronic health conditions 
measured in the National Survey of Children’s Health (NSCH), 11 were available at the state-
level in California in 2007. Common health conditions among California children through 17 
years old included asthma (8.0%), learning disabilities (7.9%), Attention Deficit Disorder 
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/Attention Deficit Hyperactivity Disorder (ADD/ADHD) (4.1%), developmental delay (3.5%), and 
speech problems (3.0%) (Figure 42b). In 2003, 4.9% of children ages 1-11 needed therapy for a 
developmental problem, and 10.3% were prescribed medication for a special need (Figure 42c). 
 
Figure 42a. Condition that Limits Activities Usual for Age
Percent (95% CI) of children ages 1 through 11, by race/ethnicity, 2005

Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Figure 42b. Current Chronic Health Conditions
Percent (95% CI) of California children ages 2 through 17, 2007

Data Source:National Survey of Children's Health (NSCH)
Notes: Percent of children ages 2-17, unless otherwise noted; ADD = Attention Deficit Disorder; 
ADHD = Attention Deficit Hyperactivity Disorder
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Figure 42c. Treatment for Special Needs
Percent of children ages 1 through 11, by race/ethnicity, 2003

Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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ADD/ADHD (43) 
ADD/ADHD is one of the most common neurobehavioral disorders of childhood. Children with 
the disorder have trouble paying attention, controlling impulsive behaviors, and are often overly 
active. The causes of ADD/ADHD are not well understood and diagnosis is often not 
straightforward, as other conditions have similar symptoms. ADD/ADHD diagnosed in childhood 
often lasts into adulthood.  Among children ages 3-11, 3.7% were ever diagnosed with 
ADD/ADHD. Diagnosis was more common among White children (4.7%) compared with 
Hispanic (2.8%) and Asian/PI (2.1%) children. ADD/ADHD was highest (8.3%) among Blacks, 
but the confidence interval was wide (

135

Figure 43). 
 
Figure 43. Ever Diagnosed with ADD/ADHD
Percent (95% CI) of children ages 3 through 11, by race/ethnicity, 2007

Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander; ADD = Attention Deficit Disorder; ADHD = Attention Deficit 
Hyperactivity Disorder
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Asthma (44) 
Asthma is one of the most common long-term diseases of childhood. Uncontrolled, asthma 
causes wheezing and coughing, poor sleep, missed school, limited physical activity, 
hospitalization, and in some cases, death.136, 137 In 2007 in California, 13.4% of children ages 1-
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11 had ever been diagnosed with asthma. Asthma diagnosis was highest among Black children 
(19.4%) and lowest among White children (11.9%) (Figure 44). Although asthma diagnosis was 
highest among children ages 5-11 (15.4%) compared with children ages 1-4 (10.0%), young 
children have higher rates of emergency department (ED) visits and hospitalization for asthma 
than other age groups. In 2005 in California, there were 92.6 ED visits and 24.8 hospitalizations 
for asthma per 10,000 children ages 0-4. In comparison, the rate of ED visits for asthma among 
children ages 5-14 was 58.2 per 10,000.138  
 
Figure 44. Ever Diagnosed with Asthma
Percent (95% CI) of children ages 1 through 11, by race/ethnicity, 2007

Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Second Hand Smoke (45) 
In addition to maternal smoking during pregnancy, maternal exposure to environmental tobacco 
smoke (ETS), or second hand smoke, may increase risk of asthma symptoms in young 
children.  Continued exposure to ETS after birth is also associated with symptoms of 
asthma and asthma-related emergency department visits in childhood.  Furthermore, 
regulation of smoking in public places has made smoking in the home the primary source of 
fetal, infant, and childhood exposure to second-hand smoke.  In California in 2007, 2.6% of 
children ages 1-11 lived in a house where there was smoking indoors. The prevalence was 
higher among Black children (7.7%), compared with Hispanic children (1.5%) (

139, 140

141, 142

143

Figure 45). The 
rates among White and Asian/PI children were 3.3% and 2.5%, respectively. 
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Figure 45. Exposure to Smoking in the Household
Percent (95% CI) of children ages 1 through 11, by race/ethnicity, 2007

Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Oral Health (46) 
In addition to developmental disorders, chronic health conditions, and injuries, the oral health 
status of children in California is of particular concern, as the condition of children’s teeth in 
California was ranked the third worst in the country in the 2007 National Survey of Children’s 
Health (NSCH).144 In 2007, 8.0% of California children ages 1-5 and 18.5% of children ages 6-
11 had teeth that were in fair or poor condition, as reported by their parents (Figure 46). These 
were well above the national averages of 5.4% among children ages 1-5 and 11.5% among 
children ages 6-11.  Furthermore, in 2007, 3.2% of California children ages 1-5 had two or 
more oral health problems in the past six months. At 15.6%, the prevalence of two or more oral 
health problems was even higher among California children ages 6-11

145

.  
 

Figure 46. Oral Health Status
Percent (95% CI) of California children ages 1 through 11, 2007

Data source: National Survey of Children's Health (NSCH)
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Missed School (47) 
The health conditions described above impact child development and education by contributing 
to missed school. In California in 2007, 3.4% of children ages 6-11 missed 11 or more days of 
school in the past year due to illness or injury, another 9.9% missed 6-10 days, and 56.4% 
missed 1-5 days of school.145 More specifically, in 2007, 4.7% of children ages 6-11 missed 
school because of a dental health problem (Figure 47a). In 2005, 35.9% of children of the same 
age who had ever been told they have asthma missed school due to the condition. Asian/PI 
children with asthma were less likely than other racial/ethnic groups to miss school because of 
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the condition, particularly compared with Black children with asthma (14.3% vs. 52.2%). Only a 
very small percentage of Asian/PI children with asthma missed 5 or more days of school due to 
asthma (1.4%), compared with nearly one-third of Black children with asthma (32.4%) (Figure 
47b). 
 
Figure 47a. Missed School for Dental Problem, Past Year
Percent (95% CI) of children ages 6 through 11, by race/ethnicity, 2007

Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Figure 47b. Missed School Due to Asthma, Past Year*
Percent (95% CI) of children ages 6-11*, by race/ethnicity, 2005

*Among children who attended school or day care and have been told they have asthma
Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Overweight (48) 
Children who are obese in their preschool years are more likely to be obese in adolescence and 
adulthood. This is of particular interest for the MCAH system, as early onset of chronic disease 
or its precursors in girls can increase maternal and infant risks during the reproductive years. 
Childhood obesity has more than tripled in the past 30 years in the U.S., from 6.5% in 1980 to 
19.6% in 2008 among children ages 6-11. In comparison, in California in 2007, the percent 
of children ages 6-11 who were overweight (weight ≥ 95  percentile for age and gender) was 
12.3%. The prevalence among children ages 1-5 was similar (10.5%). Overall in 2007 in 
California, 11.4% of children ages 1-11 were overweight.  White (8.3%) and Asian/PI (6.3%) 
children were less likely to be overweight than Black (14.1%) and Hispanic (14.2%) children 
(

146, 147 

th

Figure 48a). 

Page 96 



California 2011-2015 Title V MCAH Needs Assessment 
 

 

 

Figure 48a. Overweight for Age*
Percent (95% CI) of children ages 1 through 11, by race/ethnicity, 2007

*Weight ≥ 95th percentile for age and gender; does not account for height
Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Furthermore, childhood obesity continues to be a public health concern that disproportionately 
affects low-income and minority children. Data from the Pediatric Nutrition Surveillance System 
(PedNSS) show an increasing trend of childhood obesity (≥ 95  percentile BMI-for-age and 
gender) among low-income children in California who participated in the Child Health and 
Disability Program (CHDP). In 1996, 14.6% of children aged 2-4 years were obese, compared 
to 17.1% in 2006. More troubling is the steady climb in obesity among California’s low-income 
school-aged children (ages 5-19 years). In 1996, 15.6% of California low-income youth ages 5-
19 were obese. By 2006, obesity in this population grew to 23.1% with no signs of leveling off, 
as seen in the preschool population (

th

Figure 48b). Increases in obesity among low-income, high-
risk school-aged children in California will lead to growing health disparities among future 
generations.  
 
Figure 48b. Obesity among Low-Income Children
Percent of low-income children ages 2-4 and 5-19 years, 1996-2006*

*Children who participated in the Child Health and Disability Program (CHDP)
Data source: Pediatric Nutrition Surveillance System (PedNSS)
Note: PedNSS collects height and weight measurements during clinical office visits
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The factors contributing to overweight and obesity and chronic disease among U.S. children are 
multiple and complex, and include family history, health risk and protective behaviors, like diet 
and exercise, access to affordable healthy foods, and the built environment.148, 149 
Diet (49) 
In California in 2007, 13.1% of children ages 2-11 ate fast food on three or more occasions in 
the past week and 7.9% drank two or more glasses of soda or another sweetened drink on the 
previous day. Only 48.2% of children ate five or more servings of fruit and vegetables on a daily 
basis, and 27.4% of children who drank milk drank whole-fat milk exclusively. Reported 
consumption of fast food, soda, and whole-fat milk, was higher among Black and Hispanic 
children compared with White children. Fast food and soda consumption was similar among 
Whites and Asian/PIs; however, like Blacks and Hispanics, Asian/PI children were more likely to 
drink whole-fat milk than Whites. Daily consumption of fruits and vegetables was higher among 
Black, Hispanic, and White children than among Asian/PI children (Figure 49). 
 
Figure 49. Diet
Percent (95% CI) of children ages 2 through 11, by race/ethnicity, 2007

*Among children who drink milk
Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Public Assistance Programs (50) 
Unfortunately, cheaper foods are often higher in sugar and fat, and dietary choices may be 
driven by what families can afford. Many families with children in California qualify for assistance 
programs, which may increase access to and affordability of nutritious foods. In 2007, 21.3% of 
children ages 1-11 were on food stamps, and 11.6% were receiving assistance from 
TANF/CalWORKS. In 2003, 37.9% of children ages 1-6 were on WIC. Use of food stamps was 
more common among Black and Hispanic children compared with White and Asian/PI children. 
Blacks were more likely than other racial/ethnic groups to be on TANF/CalWORKS. WIC was 
more common among Hispanic children than all other racial/ethnic groups. However, Black and 
Asian/PI children were also more likely to be on WIC than Whites (Figure 50).  
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Figure 50. Public Assistance Programs
Percent of children ages 1-11 or 1-6, by race/ethnicity, 2003 or 2007

*Among children 1-11 with annual family income ≤ 300% of the FPL, 2007
**Among children 1-6 years old, 2003
Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander; TANF = Temporary Assistance for Needy Families (TANF); 
WIC = Women, Infant, and Children Supplemental Food Program
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Physical Activity (51) 
At the individual level, obesity is the result of an imbalance between caloric intake and the 
calories a child uses to support growth, development, metabolism, and physical activity.148 In 
California in 2007, only 28.9% of children ages 5-11 were physically active for at least one hour 
every day in the past week, excluding physical education classes at school. Physical activity 
was more common among Black (42.1%) and White (33.1%) children, compared with Hispanic 
(26.3%) and Asian/PI (18.3%) children (Figure 51). 
 

 

Figure 51. 1 Hour Physical Activity per Day, Past Week*
Percent (95% CI) of children ages 5 through 11, by race/ethnicity, 2007

*Excluding physical education at school
Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Biking and Walking to School (52) 
Health behaviors, like physical activity, are shaped by the built environment surrounding where 
children live, play, and learn. For instance, many children do not live within walking or biking 
distance from school, which would facilitate daily physical activity. In 2007, only 29.2% of 
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children ages 1-11 who attended school walked, biked, or skated to school. Hispanic children 
(36.9%) were more likely than Whites (21.5%) and Asian/PIs (18.1%) to walk, bike, or skate to 
school (Figure 52). The prevalence among Black children was 29.6%. Among those who did not 
walk, bike, or skate to school, approximately half of parents (48.2%) indicated it was possible for 
their child to do so within a half hour. Proximity to school did not differ according to 
race/ethnicity. 
 
Figure 52. Walking, Biking or Skating to School
Percent of children ages 1 through 11*, by race/ethnicity, 2007

*Among children who attended school
Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Neighborhood Amenities (53) 
Neighborhood amenities, such as parks, recreational centers, and libraries, provide children 
with opportunities for activity, education, and socialization. Other characteristics, such as 
sidewalks, promote walkable neighborhoods and may prevent injuries.150, 151 In 2007 in 
California, 89.1% of children ages 0-17 had a park in their neighborhood, 88.4% had a library, 
86.2% had sidewalks, and 71.3% had a recreational center (Figure 53a). However, only 62.3% 
of children had all four amenities. Furthermore, only 52.5% of Hispanic children had all four 
amenities, which was less than other racial/ethnic groups (Figure 53b). 
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Figure 53a. Neighborhood Amenities
Percent of California children ages 0 through 17, 2007

Data source: National Survey of Children's Health (NSCH)
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Figure 53b. All Four Neighborhood Amenities*
Percent of California children ages 0 through 17, by race/ethnicity, 2007

*Park, library, sidewalk, and recreation center
**Other non-Hispanic, excludes multiple races
Data source: National Survey of Children's Health (NSCH)
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Detracting Neighborhood Elements (54) 
Even if a neighborhood had these amenities, other characteristics, such as litter, dilapidated 
housing, broken windows, and graffiti, can discourage activity and socialization within a 
community and contribute to crime and violence. Indeed, a neighborhood’s physical aspects 
have been linked to health status and neighborhood poverty has been linked to health 
disparities.61 In 2007 in California, 15.0% of children ages 0-17 lived in neighborhoods with litter 
or garbage, 12.9% lived in neighborhoods with dilapidated housing, and 20.7% lived in 
neighborhoods where there was vandalism (Figure 54). The confidence intervals around the 
estimates for litter and dilapidated housing by race/ethnicity were wide and no differences 
between racial/ethnic groups were observed. However, Hispanic children (27.3%) were more 
likely than White children (12.6%) to live in neighborhoods where there was vandalism. 
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Figure 54. Detracting Neighborhood Characteristics
Percent of California children ages 0 through 17, by race/ethnicity, 2007

*Other non-Hispanic, excludes multiple races
**Such as broken windows or graffitti
Data source: National Survey of Children's Health (NSCH)
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Neighborhood Safety (55) 
Neighborhood crime and violence also discourage socialization and physical activity within a 
community, and lead to chronic stress. It is thought that repeated stress leads to wear and tear 
on the body’s adaptive system, contributing to poorer health status over the life course. 
Furthermore, fetal exposure to maternal stress in utero is thought to affect birth outcomes and 
contribute to health problems later in life.152 In 2007 in California, 84.0% of children ages 0-17 
lived in neighborhoods that their parents thought were always or usually safe for children, and 
87.2% went to a school that their parents thought was always or usually safe. Hispanic children 
were less likely than White children to live in neighborhoods and go to schools that were 
perceived as always or usually safe (Figure 55). 
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Figure 55. Neighborhood and School Safety
Percent of California children ages 0 through 17*, by race/ethnicity, 2007

*Unless noted otherwise
**Among children 6-17 years old who were enrolled in school
***Other non-Hispanic, excludes multiple races
Data source: National Survey of Children's Health (NSCH)
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Engagement at School (56) 
Engagement at school and participation in organized activities outside of school contribute to 
children’s physical, social, and mental development.152 In 2007, when parents were asked about 
their child caring about doing well in school and doing all of his or her homework in the past 
month, 23.4% of children ages 6-17 were categorized as never, rarely, or sometimes (as 
opposed to usually or always) engaged at school. Lack of engagement at school was higher 
among Black children (50.0%), compared with Whites (24.1%), Hispanics (22.0%), and children 
of other races/ethnicities (11.4%) (Figure 56). 
 

 

Figure 56. Never, Rarely, or Sometimes Engaged at School
Percent of California children ages 6 through 17, by race/ethnicity, 2007

*Other non-Hispanic, excludes multiple races
Data source: National Survey of Children's Health (NSCH)

11.424.122.0

50.0

23.4

0

15

30

45

60

75

Black Hispanic White Other*

P
er

ce
nt

 (9
5%

 C
I)

State 
Total

 
Extracurricular Activities (57) 
In 2007 in Californias, 73.0% of children ages 6-17 participated in one or more organized 
activities, such as sports or clubs, outside of school. Hispanic children (60.1%) were less likely 
to participate in extracurricular activities compared with Blacks (86.2%), Whites (84.8%), and 
children of other races/ethnicities (84.0%) (Figure 57). 
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Figure 57. Participated in Extracurricular Activities
Percent of California children ages 6 through 17, by race/ethnicity, 2007

*Other non-Hispanic, excludes multiple races
Data source: National Survey of Children's Health (NSCH)
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Reading (58) 
Children are more likely to overcome challenges when parents provide a strong and safe base 
of support. Activities such as singing and reading to children stimulate cognition and voice 
recognition.  In 2007, 63.7% of children ages 1-5 were read to by a parent or family member 
every day in a usual week. Daily reading was higher among White children (79.6%), compared 
with Black (67.8%), Asian/PI (61.8%), and Hispanic (52.9%) children (

153

Figure 58). 
 
Figure 58. Read to Every Day
Percent (95% CI) of children ages 1 through 5, by race/ethnicity, 2007

Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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TV Consumption (59) 
Children today live in a media-centric culture. Unfortunately, media outlets can detract from 
other activities, such as reading and physical activity. Furthermore, television, movies, and 
increasingly, the internet, have profound impacts on child development and health risk 
behaviors. For instance, smoking and violence in the media have been linked to tobacco use 
and aggression in real life.  In 2005, 8.5% of children ages 3-11 spent 4 or more hours 
engaged with television or video games on an typical weekday, and 50.5% spent 2 or more 
hours. Black (15.4%) and Hispanic (9.7%) children were more likely to consume 4 or more 
hours, compared with White children (5.3%). The prevalence among Asian/PI children was 
8.7% (

154, 155

Figure 59). 
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Figure 59. ≥ 4 Hours of Television on Average Weekday
Percent (95% CI) of children ages 3 through 11, by race/ethnicity, 2005

Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Adolescent Health 
 
During adolescence new opportunities and vulnerabilities arise that can impact current and 
future health in areas such as injury, sexual and reproductive health, substance use, and 
nutrition and physical activities. These seemingly isolated health issues are influenced by 
common antecedent factors that can either protect or jeopardize adolescent development. The 
availability of supportive relationships and environments fosters the development of resilience, 
which positively influences health.156 While the cumulative effects of the earlier life stages may 
have already impacted the health status of adolescents, this sensitive period of physical, 
psychological, and social change presents opportunities to shift their life span health trajectories 
towards improved health.   
 
Adolescence is a period of transition from childhood to adulthood marked by increasing 
independence and responsibility. For both young men and women, adolescence marks the 
beginning of the reproductive period, which requires attention to reproductive life planning. For 
young women in particular, the impacts of adolescent health status, conditions, and behaviors, 
as well as the broader context that shapes these factors, must be considered in relation to a 
potential pregnancy.  
Causes of Adolescent Death (60) 
Both unintentional and violent injuries are responsible for a substantial portion of deaths among 
adolescents. In California in 2007, the leading cause of death for adolescents ages 15-19 was 
unintentional injuries (n = 562), followed by homicide (n = 388), suicide (n = 122), cancer (n = 
104), and diseases of the heart (n = 32) (Figure 60). Although the rate of death among 
adolescents ages 15-19 decreased from 78.7 per 100,000 in 1995 to 51.8 per 100,000 in 2000, 
there has been an increase since then, to 56.8 in 2006, putting California further away from 
reaching the HP 2010 objective of 39.8 per 100,000.  
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Figure 60. Leading Causes of Teen Death
Number of teens ages 15 through 19, 2007

Data source: kidsdata.org
http://www.kidsdata.org/data/topic/Dashboard.aspx?cat=49 Accessed 4/22/10
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Seat Belt Use (61) 
In 2007, motor vehicle crashes accounted for 72% of all fatal unintentional injuries among 
adolescents,130 many of whom are learning to drive or riding in cars with friends who are novice 
drivers. Being a newly licensed teen driver is, in itself, a risk factor for teen crashes.157  
Nevertheless, motor vehicle crashes involving teens are preventable. For instance, compared 
with other age groups, teens have the lowest rate of seat belt use.157 The HP 2010 objective is 
to increase the use of safety belts among drivers of all ages to 92%. In California in 2003, the 
percent of 12-17 year olds who reported always wearing a seat belt was only 79.6%. Whites 
reported the highest rate of always wearing a safety belt (83.2%), compared with Hispanics 
(76.8%).  The rates among Blacks and Asian/PIs were 80.3% and 78.1%, respectively (Figure 
61).  
 
Figure 61. Always Uses a Seat Belt when Riding in a Car
Percent (95% CI) of adolescents ages 12 through 17, by race/ethnicity, 2003

Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Driving/Riding under the Influence (62) 
Furthermore, drug and alcohol use contributes to motor vehicle crashes involving adolescents. 
An estimated 25% of teen drivers who die in motor vehicle crashes have a blood alcohol level 
above 0.08.157 During 2006-2008, 29% percent of 11th graders in California reported they had 
driven a car after drinking alcohol or that they had been in a car with someone who had been 
drinking. Among students in the 9  and 11  grades, Asians reported the lowest prevalence of th th

Page 106 



California 2011-2015 Title V MCAH Needs Assessment 
 

riding/driving when drinking (16%).  Hispanics had the highest prevalence (30%) followed by 
AI/ANs (29%), Whites (26%), PIs (26%), Blacks (23%), and Asians (16%)  (Figure 62). The HP 
2010 objective is to reduce the proportion of adolescents who report they rode with a driver who 
had been drinking alcohol in the past 30 days to 30%. 
 
Figure 62. Youth Driving and Riding Under the Influence
Percent of students in grades 9 and 11, 2006-2008

Data source: California Healthy Kids Survey (CHKS)
Notes: PI = Pacific Islander; AI/AN = American Indian/Alaska Native
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Physical Fighting (63) 
Homicide is the second leading cause of death among adolescents, and an even greater 
number of youth in California have experienced injury and psychological trauma as a result of 
physical violence. In 2007, 17.0% of 12-17 year olds reported having been in at least one 
physical fight during the past 12 months. Asian/PI youth were less likely to report fighting 
(4.6%), compared with Whites (14.2%). Both Asian/PI and White teens reported less fighting 
than Hispanic (19.8%) and Black (27.7%) teens (Figure 63).  Carrying a weapon at school 
increases the risk that physical fights on school grounds or after school will result in serious 
injury or death. During 2007-2008, 13.1% of 11th graders in California reported carrying a 
weapon on school property in the past 12 months.158 
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Figure 63. In at Least One Physical Fight in Past Year
Percent (95% CI) of adolescents ages 12 through 17, by race/ethnicity, 2007

Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Depression and Suicide (64) 
Depression in adolescence is a serious issue and can negatively impact many aspects of life.  
Adolescents suffering from depression may experience decreased social support, fewer friends, 
greater stress and or anxiety, physical health problems, and lower academic achievement.159 
Moreover, research suggests that depression and suicidal behavior are linked.159, 160 In 
California during 2006-2008, the percent of students that reported feeling sad and hopeless 
ranged from 28% of students in 7th grade to one-third of students in 11th grade. Females were 
more likely than males to report depression-related feelings across each grade level (Figure 
64a).    
 
Figure 64a. Depression in the Past Year*
Percent of students, by grade, 2006-2008

*Felt so sad or hopeless every day for at least two weeks or more that they stopped doing 
usual activities
Data source: California Healthy Kids Survey (CHKS)
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Suicide is the third leading cause of death among adolescents in California. In 2008, the suicide 
rate for 15-24 year olds was 6.6 per 100,000. Young males were more likely to die from suicide 
than females (10.1 and 3.0, respectively), as were Black and White youth (8.0 and 8.9, 
respectively), compared with Hispanics and Asians (4.8 and 5.5, respectively) (Figure 64b). 
Furthermore, an even greater number of suicides are attempted by adolescents in California. 
During 2006-2008, the percent of students who attempted suicide in the past 12 months was 
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12% among students in the 9  grade and 11% among students in the 11  grade.th th 161 The HP 
2010 objective is to reduce the rate of suicide attempts by adolescents in the 9th through 12th 
grades in the past year to 1%.  
 
Figure 64b. Suicide Deaths
Rate per 100,000 population ages 15 through 24, by race/ethnicity, 2008

Data source: Center for Health Statistics, California Department of Public Health 
http://www.applications.dhs.ca.gov/vsq/default.asp Accessed 5/5/10
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Dating Violence (65) 
For some adolescents, early dating experiences involve violence.  During 2006-2008, 4% of 
students in the 7  grade reported that their boyfriend or girlfriend hit, slap, or physically hurt 
them on purpose during the past 12 months. Reported dating violence was higher among 9  
and 11  graders (6% and 7%, respectively).  Among 9  and 11  graders, 11% of AI/AN,  9% of 
Black, 8% of PI, 7% of White, 7% of Hispanic, and 4% of Asian teens reported dating violence 
(

th

th

th th th

Figure 65). Dating violence among youth is associated with increased sexual risk behavior and 
pregnancy, which are discussed below.162 
 
Figure 65. Victim of Dating Violence in Past Year
Percent of students in grades 9 and 11, 2006-2008

Data source: California Healthy Kids Survey (CHKS)
Notes: PI = Pacific Islander; AI/AN = American Indian/Alaska Native
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Adolescence marks the beginning of the reproductive period. The development of a 
reproductive life plan (e.g., a plan to have children or not, or a plan for maintaining reproductive 
health) and the adoption of protective attitudes and behaviors (e.g., intention to use condoms at 
each intercourse) during this period can positively impact lifelong sexual and reproductive health 
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for both men and women, which in turn positively impacts MCAH outcomes for the next 
generation. 95,19   
Teen Birth Rates (66) 
Teenaged childbearing is associated with health and social risks for both mothers and infants.20, 

163 In California, birth rates have declined for teens ages 15-19, from 50.9 per 1,000 in 1998 to 
35.2 in 2008. California’s teen birth rate has also remained below the national rate over the past 
decade. The fact that there have been small decreases in the number of teen births in California 
marks an achievement considering there has been a steady increase in the size of the female 
teen population. Nevertheless, the number of teen births continues to represent a significant 
public health burden in California (Figure 66a).  
 
Figure 66a. Teen Births and Teen Population in California
Teens, births, and birth rate per 1,000 females ages 15-19, 1998-2008

*In 2007, data for 2008 not available
Data sources: Birth Statistical Master File (BSMF); California Department of Finance, 
Race/Ethnic Population with Age and Sex Detail, 1990-1999.  Sacramento, CA, May 2004; 
California Department of Finance, Race/Ethnic Population with Age and Sex Detail, 2000-
2050.  Sacramento, CA, July 2007; National Vital Statistics Report, Vol. 57, No. 7, January 
7, 2009; Births:  Preliminary Data for 2007.  National Vital Statistics Report, Vol. 57, No. 12, 
March 18, 2009

Birth Rate in CA 
35.2

50.9

Birth Rate in U.S.* 
42.5

50.3

58,141
Teen Births in CA 

51,704

Female Teens in 
CA 1,470,271

1,142,240

10

20

30

40

50

60

1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008
0

300

600

900

1200

1500

1800

B
irt

h 
R

at
e 

pe
r 1

,0
00

N
o.

 o
f F

em
al

e 
Te

en
s 

an
d 

Te
en

  B
irt

hs

 
 
The teen birth rate has also declined among younger teens, who are at greater risk of outcomes 
like premature labor, anemia, and high blood pressure.  Between 2000 and 2008, the birth 
rate per 1,000 females ages 15-17 declined from 26.5 to 19.1 (

163,164

Figure 66b).  
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Figure 66b. Teen Births and Repeat Teen Births
Rate per 1,000 females ages 15-17 and ages 15-19, 2000-2008

Data source: Birth Statistical Master File (BSMF); State of California, Department of 
Finance, Race/Ethnic Population with Age and Sex Detail, 2000-2050 . Sacramento, 
California, July 2007
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Among all teens and among younger teens, Hispanics have the highest teen birth rates, 
followed by Blacks, whereas White and Asian teens have the lowest teen birth rates.  In 2008, 
the Hispanic teen birth rate for females ages 15-17 (32.3) was over 7 times higher than the rate 
among Asians (4.5) (Figure 66c).  
 
Figure 66c. Teen Births
Rate per 1,000 females (95% CI), by race/ethnicity, 2008

Data source: Birth Statistical Master File (BSMF); State of California, Department of 
Finance, Race/Ethnic Population with Age and Sex Detail, 2000-2050 . Sacramento, 
California, July 2007
Notes: PI = Pacific Islander; AI/AN = American Indian/Alaska Native
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Births to teens that are already mothers, or repeat teen births, compound problems associated 
with teenaged childbearing.  Factors associated with an increased risk of repeat teen birth are 
lower cognitive ability  and wanting the first birth,  while factors that reduce risk include 
delaying onset of sexual activity,  initiating long-acting contraception,  and continuing school 
attendance following the first birth.  The declining trends over time and differences by 
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race/ethnicity described above for all teen births were also observed among repeat births 
(Figure 66b).  
Age at Sex (67) 
One recent study found that risk of pregnancy among U.S. adolescents is decreasing; 86% of 
the decline was attributed to increased use of contraceptives, while 14% was due to increased 
abstinence.171 In California in 2007, 91.8% of teens ages 15-17 reported they did not have 
sexual intercourse before age 15. Girls were more likely to abstain from sex until they were 15 
years old (94.0%), compared with boys (89.8%); as were White teens (97.0%) compared with 
Hispanics (89.5%) and Blacks (85.2%) (Figure 67).  However, adolescents in CHIS may 
underreport sexual risk behaviors. In comparison, in the National Youth Risk Behavior Survey 
(YRBS) in 2009, only 68.4% of students in the 9th grade (most of whom are younger than age 
15) reported they had never had sex.* Although data from California appear to support the 
observed decline in the teen birth rate (via increased abstinence from sexual intercourse), CHIS 
data on sexual activity among California teens should be interpreted with caution. Furthermore, 
the data certainly do not align with the high rates of Chlamydia and Gonorrhea among teens, 
which are discussed below.  
 
Figure 67. Had Not Had Sexual Intercourse by Age 15
Percent (95% CI) of teens ages 15 through 17, by race/ethnicity, 2007

Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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STI (68) 
Sexually transmitted infections (STI) can have lifelong impact on health, and certain STIs, such 
as Chlamydia and Gonorrhea, can lead to reduced fertility.  In 2009, the rate of Chlamydia 
among 15-19 year olds was 1362.5 per 100,000 population. Girls had a much higher rate of 
Chlamydia infection (2216.2) than boys (543.6) (Figure 68a), which could be due to the fact that 
screening for Chlamydia is more common among girls than boys.172  This marked an increase 
from 2000, when the rate among girls was 2134.5 and the rate among boys was 409.3.  Black 
girls ages 15-19 had the highest rate of Chlamydia (6471.9), followed by Hispanic and AI/AN 
girls (1553.5 and 1047.9, respectively), and White and Asian/PI girls (814.1 and 589.7, 
respectively).  Similar trends in Chlamydia infection by race/ethnicity were observed among 
boys.

92

 
 

                                                 
* Although parents are not present when adolescents complete the CHIS survey, the questionnaire is administered 
among both adults and adolescents in their household over the phone. In this setting, some adolescents may still be 
likely to underreport sexual risk behavior. In comparison, the National YRBS is administered in a school-based 
setting.  
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Figure 68a. Chlamydia Infection
Rate per 100,000 teens ages 15 through 19, by race/ethnicity, 2009

Data source: STD Control Branch, California Department of Public Health 
http://www.cdph.ca.gov/data/statistics/Pages/STDDataTables.aspx Accessed 6/3/10
Notes: PI = Pacific Islander; AI/AN = American Indian/Alaska Native
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The rate of Gonorrhea increased steadily from 2000 (277.6 for girls, 107.8 for boys) through 
2005 (374.6 for girls and 155.1 for boys), and has since decreased to 210.9 among girls and 
112.3 among boys in 2009.171 Gonorrhea trends by race/ethnicity were similar to those 
observed for Chlamydia (Figure 68b). 
 
Figure 68b. Gonorrhea Infection
Rate per 100,000 teens ages 15 through 19, by race/ethnicity, 2009

Data source: STD Control Branch, California Department of Public Health 
http://www.cdph.ca.gov/data/statistics/Pages/STDDataTables.aspx Accessed 6/3/10
Notes: PI = Pacific Islander; AI/AN = American Indian/Alaska Native
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In 2009, the primary and secondary Syphilis infection rate among 15-19 year olds was 2.3 (per 
100,000). Boys had a higher rate of Syphilis infection (4.0) than girls (0.5).  The Syphilis rate 
has increased since 2000, when it was 0.2 for boys and 0.3 for girls.   Due to small numbers, 171
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rates are not presented by race/ethnicity. However, like Chlamydia and Gonorrhea, Syphilis 
rates appear to be higher among Black adolescents.  
Substance Use (69) 
Substance use in adolescence is associated with increased risk of a number of negative risk 
behaviors and outcomes such as injury, violence, and risky sexual behaviors.  Among 11  
grade students in California during 2006-2008, 18% reported marijuana use in the past 30 days. 
The prevalence among 9  and 7  graders was lower (12% and 5%, respectively). Among 
students in grades 9 and 11, Asians reported the lowest rate of marijuana use (7%) and AI/ANs 
reported the highest rate (20%), followed by Black (18%), White (17%), Hispanic (16%), and PI 
(15%) students, falling far short of the HP 2010 objective, which is to reduce the proportion of 
adolescents reporting marijuana use during the past 30 days to 0.7% (

92,173 th

th th

Figure 69). 
 
Figure 69. Substance Use in Past 30 Days 
Percent of students in grades 9 and 11, by race/ethnicity, 2006-2008

Data source: California Healthy Kids Survey (CHKS)
Notes: PI = Pacific Islander; AI/AN = American Indian/Alaska Native
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During 2006-2008, 64% of 11  graders reported no alcohol consumption in the past 30 days. 
Abstention was higher among younger students in the 7  and 9  grades (86% and 74%, 
respectively). Disconcertingly, when alcohol use did occur among 11  graders, it usually 
involved excessive consumption.  During the same time period, 19% of all 11  graders 
reported binge drinking (consuming 5 or more drinks in a row) in the past 30 days.  Asian 
students reported the lowest rate of binge drinking (8%), followed by Black (14%) and PI (17%) 
students. White, AI/AN, and Hispanic 9th and 11th graders reported the highest rates of binge 
drinking (21%, 21%, and 20%, respectively) (

th

th th

th

161 th

Figure 69). 
 
A number of students in California also reported tobacco use. During 2006-2008, the percent of 
11th graders who reported any cigarette use in the past 30 days was 13%, and lower among 
students in the 9th and 7th grades (9%, and 5%, respectively). Asian students in the 9th and 11th 
grades reported the lowest rate of cigarette use (7%), and AI/AN students reported the highest 
rate (15%), followed by White (13%), PI (12%), Hispanic (11%), and Black (10%) students in the 
same grades (Figure 69). 
Overweight and Obesity (70) 
Overweight and obesity in adolescence are a risk factor for chronic disease, such as diabetes, 
heart disease, and cancer in adulthood.  In recent years, the age of onset of chronic 174, 175
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disease, notably diabetes, has declined. When diabetes occurs during childhood, it is often 
assumed to be type 1, or juvenile-onset diabetes. However, increasingly, adolescents 
themselves are at risk of developing type 2 diabetes, formerly known as adult-onset diabetes.   
In 2007, 13.3% of 12-17 year olds were obese (BMI ≥ 95  percentile for age and gender) and 
27.7% were overweight or obese. Since 2001, there was has been a marked increase in the 
disparity in obesity between Blacks and Whites.  In 2001, at 10% and 15%, respectively, the 
obesity rates among White and Black 12-17 year olds were not statistically different. By 2007 
the disparity grew, and obesity was much more common among Blacks (23.1%) compared with 
Whites (8.5%) or Asians (5.1%).  In 2007, Hispanics also had a higher rate of obesity (17.4%) 
(

176

th

Figure 70). 
 

 

Figure 70. Overweight and Obesity
Percent (95% CI) of adolescents ages 12 through 17, by race/ethnicity, 2007

Data source: California Health Interview Survey (CHIS)
Notes: BMI = Body Mass Index; PI = Pacific Islander
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Asthma and Diabetes (71) 
In 2007, 18.7% of California adolescents reported having ever been diagnosed with asthma 
(Figure 71). Among the racial/ethnic groups, the prevalence of asthma was highest among 
Black (29.2%), Asian (21.6%), and White (19.6%) youth, compared with Hispanics (15.5%).  
 
Figure 71. Ever Diagnosed with Asthma
Percent of adolescents ages 12 through 17, by race/ethnicity, 2007

Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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During 2005 and 2007, less than one percent (0.7%) of adolescents reported ever being 
diagnosed with diabetes. Hispanic youth reported higher rates of diabetes diagnosis (1.1%), 
compared with White youth (0.5%). Nevertheless, ongoing studies show increasing rates of 
diabetes in youth, concurrent with the increase in childhood obesity.177  
Physical Activity (72) 
Physical inactivity among youth is associated with overweight and obesity during adolescence.  
In 2007, only 40.4% of 12-17 year olds in California reported 5 or more days of physical activity 
lasting at least one hour in a typical week.  Asian/PIs (30.9%) and Hispanics (34.5%) were less 
likely to report physical activity compared with Blacks (52.7%) and Whites (47.8%) (Figure 72).  
 

 

Figure 72. Physical Activity Lasting 1 Hour on ≥ 5 Days*
Percent of adolescents ages 12 through 17, by race/ethnicity, 2007

*In a typical week
Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Food Insecurity  
Establishing healthy diet and exercise patterns at this age is important because unhealthy 
habits developed during adolescence often carry into adulthood. Furthermore, food insecurity is 
associated with overweight and obesity, as households affected by hunger often lack access to 
affordable healthy foods, and may rely on less nutritious foods to get by. Using pooled data from 
2001-2007, on average 17.1% of households with children in California were food insecure.178 
The HP 2010 objective is to increase food security to 94% among U.S. households. 
Diet (73)  
Eating a wide variety of fruits and vegetables in adolescence can provide many vitamins and 
minerals, and fiber required by the body for maintaining good health and preventing many 
chronic diseases.179 During 2006-2008, consumption of the recommended minimum amount of 
fruits and vegetables (five servings) and milk and yogurt (2 servings) decreased with age 
(Figure 73a). The percent of youth consuming five or more servings of fruits and vegetables per 
day was 57% for 7  grade students, down to 48% for 11  graders. Similarly, the percent of 
youth consuming at least 2 servings of milk and/or yogurt daily decreased from 43% among 7  
graders, to 33% of 11  grade students. In addition, more than one-third of all youth reported 
consuming two or more sodas per day. This is concerning because intake of empty calorie 
beverages such as sodas often replaces consumption of important nutrients, such as calcium 
from low-fat milk.

th th

th

th
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Figure 73a. Dietary Patterns in the Past 24 Hours
Percent of students, by grade, 2006-2008

Data source: California Healthy Kids Survey (CHKS)
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Overweight status during adolescence is not only associated with obesity and chronic health 
conditions in adulthood, but with psychosocial problems such as low-self esteem, poor body 
image, and symptoms of depression in adolescence.180 Among overweight and obese youth, 
weight control behaviors can have a significant influence on dietary intake resulting in 
inadequate consumption of critical nutrients needed during growth periods in adolescence.181 
During 2006-2008, nearly half of youth in grades 7, 9 and 11, reported they were trying to lose 
weight and dieting (eating less food) as a way to maintain current weight or lose weight (Figure 
73b). Three out of every four 7  graders reported exercising or working out to lose weight, while 
only two-thirds of 11  graders reported exercise as the most common way they were trying to 
lose weight. However, between 7% and 14% of youth reported less healthy forms of dieting, 
such as fasting, taking diet pills and/or laxatives, or vomiting.

th

th

 These unhealthy dieting behaviors 
can impact dietary intake and physical and mental well-being among youth, especially 
adolescent girls. 
 
Figure 73b. Behaviors to Lose Weight
Percent of students, by grade, 2006-2008

Data source: California Healthy Kids Survey (CHKS)
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Youth Assets (74) 
Supportive relationships and environments at home and at school encourage healthy 
development and protect against many health risk behaviors in adolescents. The California 
Healthy Kids Survey (CHKS) provides a composite measure of protective relationships and 
environmental conditions (assets) at home, at school, and in the community perceived by 
adolescents. During 2006-2008, the percent of 11  graders scoring high in assets was 63% for 
the home environment, 33% for the school environment, and 63% for the community 
environment. There were disparities by race/ethnicity. For instance, White 9  and 11  graders 
scored highest in total assets in both school (36%) and community environments (73%), 
compared with school and community assets among Hispanics (27% and 57%, respectively), 
Asians (30% and 59%, respectively), Blacks (33% and 64%, respectively), PIs (32% and 65%, 
respectively), and AI/ANs (33% and 65%, respectively) (

th

th th

Figure 74).   
 
Figure 74. Youth Resilience and Social Support*
Percent of students in grades 9 and 11,  2006-2008

*Percent of students who scored high on scale measuring student assets and support at 
school and in the community
Data source: California Healthy Kids Survey (CHKS)
Notes: PI = Pacific Islander; AI/AN = American Indian/Alaska Native
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Summary 
 
In order to improve maternal and infant health outcomes, the health of females across the life 
course must be optimized. For many women, the effects of harmful exposures and risk 
behaviors have accumulated over time and negatively impact their current health status, as well 
as current and future pregnancies. Data on the health status of MCAH populations are 
synthesized below and areas of strength and need are identified. Subsequent to the submission 
of the Needs Assessment, these results will be used to develop an action plan and to assess 
where MCAH has been successful and where more resources are needed. 
 
Women of Reproductive Age 
 
The roots of poor infant and maternal outcomes can be found in the earlier stages of life. It is 
concerning that nearly half of all women ages 18 through 44 in California are at an unhealthy 
weight and that an increasing proportion of this population is not just overweight, but obese. 
Chronic diseases, substance use, oral and mental health, intimate partner violence, as well as 
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family planning and reproductive health, continue to be relevant issues among women of 
reproductive age.  
 
• In 2008, 48.8% of women ages 18-44 had a BMI above normal and 24.6% were obese, up 

from 20.1% in 2005. The Black-White disparity in obesity was significant (46.8% vs. 18.1%). 
 

• In 2008, 10.5% of women ages 18-44 were on food stamps during the past year, which was 
nearly double the prevalence in 2001 (5.7%) The prevalence of women on WIC in the past 
12 months also increased, from 15.5% in 2000 to 19.1% in 2008. 

 
• In 2007, 13.6% of women ages 18-44 had asthma, 3.0% had diabetes, and 10.6% had 

hypertension. 
 
• The prevalence of reported drinking decreased from 53.6% in 2002 to 44.8% in 2008. 

However, binge drinking, the prevalence of which was 12.8% in 2008, has not improved. 
 
• Current smoking steadily decreased from 17.0% in 2000 to 11.3% in 2007, but increased 

slightly in 2008 (11.9%). 
 
• In 2008, 30.2% of women ages 18-44 did not receive routine dental care in the past year, of 

which, 52.7% reported cost or lack of dental insurance as the main reason. 
 
• The prevalence of depression among women ages 18-44 was 12.5% in 2008. 
 
• Among women ages 18-44, physical or psychological IPV in the past 12 months declined 

from 13.1% to 8.8% between 2001 and 2008. 
 
• In 2003, 31.0% of sexually active women were not using contraception to prevent 

pregnancy, many of whom engage in risk behaviors that could harm a future pregnancy. 
 
• STIs often go undiagnosed in women and can lead to infertility, as well as poor infant 

outcomes if the infection continues during pregnancy. In 2009, the rate of Chlamydia among 
California women ages 20-44 was 995.6 per 100,000 population. The rate among Blacks 
(1884.5) was over 5 times the rate among Whites (357.3).  

 
Maternal and Infant Health 
 
Too many women begin pregnancy in less than optimal health, which contributes to poor 
outcomes among infants and mothers. Although infant mortality has decreased over time in all 
racial/ethnic groups, disparities still exist and there has been little progress in preventing known 
causes of infant death, such as low birth weight, prematurity, congenital malformations, and 
maternal complications. Even though alcohol and tobacco use during pregnancy have 
decreased, other health behaviors have improved little, such as daily consumption of folic acid, 
which has been shown to reduce the risk of certain birth defects. Women who plan their 
pregnancies are more likely to take folic acid and to abstain from tobacco and alcohol use 
during pregnancy, yet half of all pregnancies in California are unintended. Moreover, maternal 
morbidity and mortality has increased, and the disparity in maternal health outcomes between 
Black women and women of other races has grown. Too many women enter pregnancy 
overweight/obese or gain excessive weight during pregnancy, which increases risk of c-section, 
diabetes, hypertension, and maternal complications at delivery; and can also lead to poor 
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outcomes among children, such as obesity later in life. Breastfeeding protects against childhood 
obesity and provides a foundation for healthy nutrition throughout the life course; yet exclusive 
rates of breastfeeding have remained stagnant. Finally, stress and hardships around the time of 
pregnancy, such as job loss, intimate partner violence, and depression, contribute to poor 
maternal, infant, and early child outcomes and paint a disturbing picture of the pregnancy 
experiences of many women in California. 
 
• From 2000-2008, the infant mortality rate decreased from 5.4 to 5.1 per 1,000 live births. 

Fetal and perinatal mortality also declined.  
 
• In 2008, at 12.1, the infant mortality rate among Blacks was nearly 3 times the rate among 

Whites (4.1) and nearly 4 times the rate among Asians (3.1). 
 
• From 2000-2005, LBW increased from 6.2% to 6.9%, as did preterm births, from 10.5% to 

11.2%. There has been little improvement in LBW or preterm birth since 2005.  
 
• In 2008, LBW births were higher among Blacks (12.4%) than Hispanics (6.1%). LBW was 

also higher among Whites (6.4%) and Asians (7.8%) than Hispanics. 
 
• Black women had preterm birth rates (15.4%) that were higher than all other racial/ethnic 

groups. PI (12.8%) and AI/AN women (13.1%) had higher rates than Hispanics (10.8%). At 
9.7% in each group, Whites and Asians had the lowest rates of preterm birth. 

 
• In 2008, the percent of women who reported drinking alcohol in the first or third trimester of 

pregnancy was 12.9%, a 33% decrease from the high of 19.2% in 2001. 
 
• In 2008, the percent of women who reported smoking cigarettes in the 3rd trimester was 

3.3%, up slightly from 2.6% in 2007.  Before this increase, the percent of women who 
reported smoking in their last trimester decreased from 4.8% in 2000 to 2.6% in 2007. 

 
• Nearly half of all women with a live birth in 2007 reported their pregnancy was unintended 

(44.6%), which has changed little since 2000 (46.0%). 
 
• From 2000 through 2008, the prevalence of daily folic acid use just before pregnancy 

increased slightly, from 27.3% to 31.3%.  
 
• In 2007, diabetes and high blood pressure each affected 7% of women at delivery; 2% had 

asthma. Since 2000, diabetes increased by 48%, high blood pressure by 18%, and asthma 
by 110%.  

 
• In 2007, diabetes was more common among Asian/PI women (10.8%) and Hispanic women 

(8.0%), compared with Black (5.3%) and White (5.6%) women.  
 
• Hypertension, asthma, and excessive weight gain during pregnancy were all more common 

among Black and White women than among Hispanic and Asian/PI women. 
 
• In 2008, 43.5% of women were overweight or obese when they entered pregnancy. From 

2000-2008, obesity increased from 13.2% to 18.4%, but the proportion of women who were 
overweight remained about the same. 
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• Although excessive weight gain during pregnancy has declined in recent years, 43.0% of 
women still gained above the recommended range in 2008. 

 
• From 2000-2008, cesarean sections increased from 21.8% to 32.6%, with increases in both 

primary and repeat procedures. 
 
• From 2000-2007, the rate of a severe diagnosis at delivery (e.g. a stroke) remained stable, 

at about 5 per 1,000. However, the rate of deliveries involving a hysterectomy, blood 
transfusion, or ventilation increased from 4.7 to 8.1. 

 
• The maternal mortality rate increased from 10.2 per 100,000 during the period 2000-2002 to 

14.0 during 2006-2008. The increase in pregnancy-related mortality was even greater. 
 
• With the exception of diabetes and excessive weight gain during pregnancy, the causes of 

maternal morbidity and mortality described above were 14% (c-sections) to 181% (maternal 
mortality) higher among Blacks than Whites. 

 
• Furthermore, there is evidence that the Black-White disparity in maternal morbidity and 

mortality has grown. From 2000-2007, the rate of deliveries involving a hysterectomy, blood 
transfusion, or ventilation increased the most among Black women (by 112%), from 5.9 to 
12.5. In comparison, there was a 73% increase among Whites. 

 
• From 1994-2007, any in-hospital breastfeeding increased from 76.5% to 86.6%, but 

exclusive breastfeeding rates have remained stagnant, at about 40%.  
 
• In 2007, Black women had the lowest in-hospital breastfeeding initiation rates (74.7%) and 

only 33.1% breastfed exclusively. Although 85.8% of Hispanic women breastfed their 
infants, only 32.4% did so exclusively. In comparison, Whites had the highest rates of any 
(90.0%) and exclusive breastfeeding (63.6%) during the hospital stay. 

 
• The HP 2010 objective is to increase the proportion of mothers who breastfeed exclusively 

through 3 months to 40%. In 2008, only White mothers (46.0%) met the objective, while only 
26.1% of Hispanic and 19.9% of Black mothers breastfed exclusively. 

 
• Women who suffer from depression before pregnancy are more likely to have depression 

during and after pregnancy. In 2008, 19.2% of women with a live birth reported depression 
during pregnancy. Fewer women reported post-partum depression (15.0%). 

 
• Depression during pregnancy was most common among Blacks and Hispanics (27.7% and 

22.5%), compared with White and Asian/PI women (15.2% and 12.1%, respectively).  
 
• The prevalence of physical IPV during pregnancy remained relatively unchanged from 2002 

(3.8%) through 2008 (3.5%). 
 
• During the years 2002-2006, 43% of all California women with a live birth experienced at 

least one of 11 measured hardships during pregnancy, including inability to pay bills, job 
loss or partner’s job loss, food insecurity, and lack of emotional support. 
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Child Health 
 
The first few years of life are a critical period for a child’s cognitive, emotional, and social 
development, and health status during this period has important consequences for years to 
come. Positive early childhood development begins before birth with a healthy, stress-free 
pregnancy. Because some children experience negative exposures in utero, such maternal 
drinking and smoking, it is imperative that children are provided with safe and nurturing 
environments that can shift health towards healthy development and well-being. Although rates 
of immunizations increased from 2000 through 2004, they have since remained stagnant. Child 
mortality has declined, but injuries still contribute to a substantial number of child deaths and 
hospitalizations, many of which have proven interventions, such as proper use of child restraints 
in motor vehicles and bicycle helmets. Although rates of child abuse have declined, many 
children are still subjected to violence or neglect, which have lifelong impacts on cognitive, 
social, and emotional functioning. Many children also suffer from developmental disorders and 
chronic health conditions, such as ADD/ADHD and asthma. Conditions such as these not only 
affect physical health and social functioning, they cause children to miss school and are 
associated with costs to the health care system in terms of medication, therapy, and emergency 
department and hospital visits.  
 
Child health is shaped by the environments surrounding where children live, play, and learn. At 
home, exposure to second hand smoke, diet, exercise, reading, and television watching impact 
child health and development. Many children do not live within walking or biking distance from 
school and many live in neighborhoods in which they do not feel safe, or that lack parks, 
recreational centers, or libraries, discouraging physical activity and socialization and contributing 
to crime and violence.  
 
• Child mortality rates decreased between 2000 and 2008, from 28.7 to 21.3 per 100,000 

children ages 1-4 and from 15.6 to 11.2 per 100,000 children ages 5-14. 
 

• In 2007, unintentional injuries were the leading cause of death among children, most of 
which were sustained in a motor vehicle collision.  
 

• In 2008, there were 18.0 non-fatal injury-related hospitalizations per 10,000 children ages 1-
11.   

 
• Although child abuse decreased from 12.2 to 9.8 (per 1,000) between 2000 and 2008, there 

were still 97,558 cases of substantiated abuse in 2008. Black (25.0) and AI/AN (19.9) 
children experienced higher rates of abuse than Whites (8.4). 
 

• In 2007, 76.3% of children ages 1-11 were rated in excellent or very good health by their 
parents. Asian/PIs, Blacks, and Hispanics reported poorer health status than Whites. 

 
• In 2005, 5.6% of children ages 1-11 had a condition that limited or prevented activities usual 

for the child’s age.  
 

• ADD/ADHD is one of the most common disorders of childhood. In 2007, 3.7% of children 
ages 3-11 had ever been diagnosed with ADHD.  
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• In 2007, 18.5% of children ages 6-11 had teeth that were in fair or poor condition, as 
reported by their parents, putting California well below national averages. In the same year, 
4.7% of children of the same age missed school because of a dental health problem. 

 
• In 2007, 13.4% of children ages 1-11 had been diagnosed with asthma. Asthma was highest 

among Black children (19.4%) and lowest among White children (11.9%). 
 

• In 2005, 35.9% of children ages 6-11 who had ever been told they have asthma missed 
school due to the condition in the past year. Blacks with asthma were most likely to miss 
school because of asthma, especially compared with Asian/PI children with the condition 
(52.2% vs. 14.3%). Nearly one-third of Black children with asthma (32.4%) missed a week of 
school in total (5 or more days). 

 
• In 2007, 2.6% of children ages 1-11 lived in a house where they were exposed to second 

hand smoke. The prevalence was higher among Black children (7.7%), compared with 
Hispanic (1.5%), White (3.3%), and Asian/PI (2.5%) children.  

 
• In 2007, 63.7% of children ages 1-5 were read to by a parent or family member every day in 

a usual week. Daily reading was higher among White children (79.6%), compared with Black 
(67.8%), Asian/PI (61.8%), and Hispanic (52.9%) children. 

 
• In 2005, 8.5% of children ages 3-11 spent 4 or more hours engaged with television or video 

games on a typical weekday, and over half consumed 2 or more hours. 
 
• In 2007, 13.1% of children ages 2-11 ate fast food on 3 or more occasions in the past week 

and 7.9% drank two or more glasses of soda or another sugary drink on the previous day. 
Only 48.2% ate 5 or more servings of fruit and vegetables on a daily basis, and 27.4% of 
children who drank milk, drank whole-fat milk exclusively.  

 
• In 2007, 21.3% of children ages 1-11 with an annual family income ≤ 300% of the FPL were 

on food stamps, and 11.6% were receiving assistance from TANF/CalWORKS. In 2003, 
37.9% of children ages 1-6 were on WIC. 

 
• In 2007, only 28.9% of children ages 5-11 were physically active for at least one hour every 

day in the past week, excluding physical education classes at school. 
 

• In 2007, 84.0% of children lived in a neighborhood that their parents thought was always or 
usually safe for children and 87.2% went to a school that their parents thought was usually 
or always safe. Compared with Whites, Hispanic children were less likely to live in 
neighborhoods and go to schools perceived as safe. 
 

• Only 62.3% of children lived in a neighborhood with a park, a library, a recreational center, 
and sidewalks. Hispanic children were least likely to have all four neighborhood amenities. 

 
Adolescent Health 
 
Adolescence is a period when youth can shift health trajectories toward or away from greater 
health in adulthood. For females in particular, health in adolescence affects health during the 
reproductive years, as well as future pregnancies. Improvements in fostering safe and 
supportive relationships, substance use, overweight/obesity, physical activity, sexual risk 
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behaviors, and family planning during adolescence are necessary to improve maternal and child 
health later in life. 
 
• Although the rate of death among adolescents ages 15-19 decreased from 78.7 per 100,000 

in 1995 to 51.8 per 100,000 in 2000, there has been an increase since then, to 56.8 in 2006. 
Unintentional injuries, homicide, and suicide are leading causes of adolescent death. 

 
• In 2007, 17.0% of 12-17 year olds reported having been in at least one physical fight during 

the past 12 months. 
 
• During 2006-2008, the percent of students that reported feeling symptoms of depression 

ranged from 28% of students in 7th grade to one-third of students in 11th grade. 
 
• In 2008, the suicide rate for 15-24 year olds was 6.6 per 100,000. During 2006-2008, the 

percent of students who attempted suicide in the past 12 months was 12% among students 
in the 9th grade and 11% among students in the 11th grade. 

 
• During 2006-2008, the percent of students who reported dating violence during the past 12 

months ranged from 4% among students in the 7th grade to 7% of students in the 11th grade. 
 
• Birth rates have declined for teens ages 15-19, from 50.9 per 1,000 in 1998 to 35.2 in 2008. 

However, the decline is largely due to the steady increase in the size of the female teen 
population, as opposed to substantial decreases in the number of teen births, which 
continue to represent a significant public health burden and are associated with health and 
social risks for both mothers and infants. 

 
• In 2009, the rate of Chlamydia among 15-19 year old girls was 2216.2 per 100,000 

population. The rate was over 6 times higher among Black girls (6471.9) compared with 
Whites (814.1). Similar trends were observed for Gonorrhea. 

 
• During 2006-2008, 64% of 11th graders reported no alcohol consumption in the past 30 

days. Disconcertingly, when alcohol use did occur, it usually involved excessive 
consumption, as 19% of all 11th graders reported binge drinking in the past 30 days. 

 
• In 2007, 27.7% of 12-17 year olds had a BMI above normal and 13.3% were obese. 
 
• In 2007, only 40.4% of 12-17 year olds in California reported 5 or more days of physically 

activity lasting at least one hour in a typical week. 
 
• During 2006-2008, only 48% of 11th grade students consumed five or more servings of fruits 

and vegetables per day and only 33% consumed at least 2 servings of milk and/or yogurt 
daily. More than one-third drank two or more sodas per day. 

 
• During 2006-2008, nearly half of youth in grades 7, 9 and 11, reported they were trying to 

lose weight and dieting (eating less food) as a way to maintain current weight or lose weight. 
 
• During 2006-2008, the percent of 11th graders scoring high in assets was 63% for the home 

environment, 33% for the school environment, and 63% for the community environment. 
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CAPACITY ASSESSMENT 
 
Introduction 
 
The California MCAH Program strives to protect and improve the health of California’s MCAH 
populations through the performance of the functions outlined in the 10 MCAH Essential 
Services (see Background). The state-level MCAH Program implements activities related to 
infrastructure-building public health services, administers programs, and provides technical 
assistance and administrative oversight to MCAH programs within the Local Health Jurisdictions 
(LHJs).  California’s LHJs implement programs and enforce public health laws. Together LHJs 
and the state MCAH Program provide the framework for the public MCAH system in California. 
While governmental public health agencies are major contributors, the coordinated and 
cohesive MCAH infrastructure relies on contributions of multiple academic institutions, 
healthcare providers, public safety agencies, human service organizations, education and youth 
development organizations, foundations and community-based organizations.   
 
Capacity assessment for the CSHCN system is described in the companion report completed by 
CMS.  
 
The LHJ Role and Context 
 
In order to achieve the mission of protecting and improving the health of California’s MCAH 
populations and their families, the MCAH Program funds all of California’s 61 LHJs. As the 
operational arm of the state public health system, LHJs deliver essential public health services, 
primarily at the enabling, population-based, and infrastructure-building levels of the MCAH 
pyramid for their local populations.  A limited number of LHJs operate MCAH direct health care 
services.   
 
The context of local MCAH program activities varies tremendously.  LHJs with small populations 
in mountainous or desert regions experience overall resource limitations in multiple domains 
(i.e., health and social services, housing, transportation, professional workforce). These 
limitations present challenges in building comprehensive MCAH systems of care and 
implementing the full range of essential public health services. Surveillance challenges include 
small populations and limited epidemiologic support for MCAH services. Access to care in these 
areas can be difficult due to a limited number of health care providers and often leads to long 
travel distances to services out of county or even out of state. In harsh winter weather 
conditions, access barriers are exacerbated.   
 
In California’s urban centers where there are comparably more resources, local MCAH 
programs implement the essential public health services in the context of concentrated linguistic 
and cultural diversity compounded by poverty, income inequality, and complex systems of 
services. Access to care can be particularly difficult among those with financial, linguistic, 
cultural, or logistical barriers to care. Additionally, some large LHJs serve highly diverse urban 
populations and rural (or even frontier) communities within the same county. Examples include 
Los Angeles, Riverside, San Bernardino, and Fresno.  With larger populations and more 
resources, including nationally renowned hospitals and academic institutions, some California 
LHJs in urban or suburban areas are national leaders in developing innovative approaches to 
persistent MCAH problems.  
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Capacity Assessment Approach 
 
The California Department of Public Health uses the framework of the 10 Essential Services of 
Public Health to structure programmatic activities within the department. Therefore, the MCAH 
Program selected the Capacity Assessment for State Title V (CAST-5) to assess state and local 
capacity, as this assessment tool is based on the 10 MCAH Essential Services. The CAST-5 
tool was modified for assessment of local MCAH program capacity. A detailed overview of the 
capacity assessment methods is presented in the Process and Methods section of this report.  
In order to describe California’s state-level capacity to carry out the 10 essential public health 
services for the MCAH population, a web-based survey was implemented with external 
stakeholders, including local health jurisdictions, health care providers, community-based 
organizations, professional organizations, and academic institutions. 
 
Prior to the presentation of capacity assessment findings is a detailed overview of the impact of 
recent budget cuts on California’s MCAH programs. Following the budget impact discussion, a 
description of the California MCAH system’s capacity to deliver the 10 MCAH Essential Services 
is organized within each level of the MCAH Pyramid (Direct, Enabling, Population-based, and 
Infrastructure-building Services).  Infrastructure-building services form the foundation of 
improving public health in California, and many of the 10 MCAH Essential Services correspond 
to this pyramid level; therefore infrastructure-building services receive extensive attention in this 
capacity assessment.  
 
Findings from the local and state-level CAST-V capacity assessment processes and the 
stakeholder web-survey of capacity are incorporated into an overall description of capacity at 
each level of the pyramid. Statements of local level capacity needs that were developed as a 
culmination of the local CAST-V process were summarized by essential service and HRSA 
pyramid level to provide a snapshot of common capacity issues and range of capacity needs 
across jurisdictions.  Due to variation in the level of detail and clarity of LHJ capacity needs 
submitted to the state MCAH Program, there was some difficulty in categorizing capacity needs 
consistently across jurisdictions. In order to inform the quantitative summarization of capacity 
needs, specific examples of capacity needs statements were drawn from a sample of 12 LHJs 
(including small and large; rural, suburban, and urban; and county and city jurisdictions).  The 
findings from the local, state and stakeholder assessments were essential in identifying capacity 
strengths and needs, and will inform technical assistance, workforce development, and other 
capacity-building activities over the next five years.  
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Budget Impact 
 
Any assessment of California’s MCAH system capacity requires an examination of the impact of 
recent budget cuts on public MCAH programs. California, like the rest of the nation, is in a 
severe economic downturn.  The combined effect of the state’s continuing structural budget 
deficit and the loss of revenues resulting from the economic downturn resulted in a budget gap 
of $26.3 billion for State Fiscal Year (FY) 2009-10.  In order to address the budget shortfall, all 
California State General Funds (SGF) for the Maternal, Child and Adolescent Health (MCAH) 
Program were eliminated effective July 1, 2009, reducing the state and local MCAH Program 
budget by $20.3 million in SGF and $12 million in related matching Federal Title XIX funds.   
 
Legislatively, MCAH administers the State’s Public Health Domestic Violence Program.  The FY 
2009-10 budget eliminated $20.4 million SGF from the MCAH Domestic Violence Program.  
Subsequently, 80% of the eliminated funds ($16.3 million) was reinstated for one year using a 
special fund to Domestic Violence Programs as a result of an emergency legislation (Senate Bill 
SBX 13).  These reinstated funds are no longer administered by MCAH; the funds are 
administered by CalEMA (California Emergency Medical Agency). 
 
The loss of SGF to local and state MCAH programs, Black Infant Health (BIH) Programs, 
Adolescent Family Life Programs (AFLP), the Comprehensive Perinatal Services Program 
(CPSP), Domestic Violence Programs, and the California Birth Defects Monitoring Program 
(CBDMP) has resulted in deep reductions to local staffing, the numbers of clients served, and 
public health activities.   
 
In addition, local MCAH programs are being impacted by a reduction in state realignment 
revenues and associated Title XIX matching funds.  Public Health Realignment funds come 
from a one-half cent sales tax and a portion of vehicle license fees, both of which have been 
reduced as a result of the shrinking economy.  Between FY 2006-2007 and FY 2009-2010, the 
total Public Health Realignment funds transferred to counties has declined by $228.7 million.   
Public Health Realignment funding distributions to local public health agencies for FY 2009-
2010 are projected to be approximately $62 million lower than FY 2008-09. 
 
Statewide, Local Health Jurisdictions (LHJs) allocate approximately 3.25% of Public Health 
Realignment funds to local MCAH, BIH, and AFLP programs.  Realignment funds are the 
source of nearly all local agency funding for MCAH programs, including BIH and AFLP. The 
Federal Title XIX match to these funds is approximately 35% (enhanced and non-enhanced).  
The projected $62 million reduction in total Public Health Realignment funds has resulted in 
reduced local/county funding contributions to MCAH and AFLP budgets, while counties 
increased local funding for BIH programs through the use of various other funding sources, such 
as First 5. 
 
Local MCAH Programs 
 
The California MCAH Program funds all 61 LHJs (58 counties and 3 city health departments) for 
provision of MCAH services and programs to improve the health of mothers, infants, children, 
adolescents, and their families in their communities. LHJs also facilitate increased utilization of 
medical assistance programs, such as Medi-Cal, Healthy Families, Healthy Kids, and California 
Children’s Services through outreach and referral. Allocations to LHJs are determined by the 
percentage of women and children living in poverty in each jurisdiction, with special allocations 
to LHJs serving California’s smallest populations to ensure minimum program support.  Some 
LHJs also receive separate funding to operate BIH and AFLP programs.  
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The MCAH Program requirements for a minimum basic Local MCAH program include:  

• an MCAH Director; 
• operation of a toll-free information and referral line for MCAH issues;  
• provision of outreach and application assistance for pregnant women, infants, and 

children eligible for Medi-Cal;  
• development of infrastructure and partnerships to implement services for the MCAH 

population;  
• identification of emerging health issues;  
• public health prevention activities; and  
• SIDS risk reduction mandated activities.  

 
The elimination of $2.1 million in SGF from local MCAH programs resulted in a loss of $2.1 
million in Title XIX federal matching funds.  Total local MCAH funds lost as a direct result of the 
elimination of SGF and the related Title XIX federal match was $4.2 million statewide in FY 
2009-10.  Due to reduced realignment revenue statewide, local MCAH programs have budgeted 
$1.9 million less in county agency funds and $600,000 less in matching Title XIX funds for FY 
2009-10. Based on personnel lists submitted with the FY 2009-10 MCAH budgets, 69 full time 
equivalent (FTE) local MCAH positions were eliminated statewide as a result of budget cuts.   
 
Local MCAH programs have decreased infrastructure and capacity due to loss of staff from 
decreased funding.  In turn, this has meant the elimination of certain programs such as Youth 
Substance Abuse Prevention Programs, a decrease in client outreach activities along with 
reduced or eliminated perinatal care guidance programs and a drastic reduction in referrals for 
prenatal care in most counties.  Along with the availability of fewer Public Health Nurses 
(PHNs), this results in only the very highest risk clients receiving service whereas others are 
turned away for care.  MCAH Action estimates elimination or reduction in services to over 1 
million individuals as a result of state and local budget reductions. 
 
Sacramento County MCAH  
 
Sacramento County MCAH serves as a common example of the effects budget reductions at 
the state and local level have had on local MCAH programs.  Like most California counties, 
Sacramento County is experiencing budget deficits and has been unable to replace the loss of 
SGF.  In fact, Sacramento County reduced its own MCAH agency budget by $61,350.   
 
The loss of $47,445 SGF and $61,350 local agency funds has resulted in an additional loss of 
$143,844 in Title XIX match, due to matching requirements related to indirect costs and 
personnel matching.  Title XIX matching is primarily driven by the level of matching to personnel 
costs.  Sacramento County lost the Title XIX match for personnel costs because they were 
required to use local agency funds to pay for indirect/overhead costs, which are not matchable.   
 
The loss of SGF to Sacramento County MCAH, compounded by the County’s reduction of local 
agency funds, has resulted in a net budget reduction of $252,058 in FY 2009-10 from FY 2008-
09 (a 47% reduction in funding).  
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Sacramento County MCAH Budget Comparison 
     

FY 2008-09  FY 2009-10 
     
Title V $186,040  Title V* $161,059 
SGF $47,445  SGF  
Agency Funds $165,096  Agency Funds $103,746 
Title XIX $143,263  Title XIX   
Total Budget $541,844  Total Budget $264,805 
     
*BIH FIMR ($24,981) was shifted from MCAH to BIH 

  
Sacramento County MCAH currently operates with one PHN who is budgeted at 100% FTE in 
MCAH and an MCAH Director who is budgeted at 42% FTE in MCAH.  They are maintaining the 
minimum level of staffing and services needed to comply with Scope of Work (SOW) 
requirements in order to remain operational. 
 
Black Infant Health Program (BIH) 
 
The BIH Program addresses the disproportionate burden of infant mortality among Black 
women in California. Until 2009, BIH operated in the 17 LHJs where over 90% of all Black infant 
births and deaths occur.  
 
The 2009-2010 California budget eliminated $3.9 million SGF and $3.7 million related Title XIX 
to BIH programs statewide.  A number of local programs were able to identify short-term 
external funding to address budget shortfalls, primarily from First 5 County Commissions, but 
this varied based on local resources. BIH is the only program that was able to increase local 
agency funding statewide in FY 2009-10.  Local agency funding in FY 2008-09 was $2.7 million, 
which was matched to $1 million Title XIX federal funding.  Local agency funding increased to 
$4.2 million in FY 2009-10, with Title XIX match of $1.6 million statewide.  However, the 
additional $2.1 million is inadequate to backfill the combined loss of $7.6 million in SGF and 
Title XIX funds.  In October 2009, BIH programs enrolled 58% fewer new clients than were 
newly enrolled during October 2008. The total number of BIH clients served was 1,797 lower in 
calendar year 2009 than in calendar year 2008, a 14% decrease in clients served.  The number 
of total clients served will continue to decline as a result of ongoing restrictions in enrollment 
and length of program participation.  
 
Budget reductions have caused two sites, Riverside and San Bernardino Counties, to close.  As 
a result, BIH currently operates in LHJs where 75% of all Black births occur, down from 90% in 
2009.  Statewide, local agency BIH staffing was reduced by 12 FTE, with an additional 18 FTE 
reduction as a result of the Riverside and San Bernardino County closures. 
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Other counties have implemented program changes in response to budget cuts, such as 
drastically reducing enrollment capacity, eliminating PHN case management services, limiting 
the length of enrollment to one year after the birth of the child instead of two years, and referring 
many other clients to other programs that may not be able to meet their needs.  Potential 
consequences of these reductions among populations targeted by BIH are: 

• late or no prenatal care; 
• increased low birth weight and prematurity; 
• increased maternal, fetal, and infant mortality; 
• increased domestic violence; 
• fewer referrals to social services; 
• higher costs for delivery, postpartum, and infant care; and 
• increased need and costs for special care units and neonatal intensive care units.  

 
Kern County 
 
A comparison of Kern County’s BIH FY 2008-09 and FY 2009-10 budgets shows the financial 
impact of recent budget reductions to local BIH programs: 
 

Kern County BIH Budget Comparison 
     

FY 2008-09  FY 2009-10 
     
Title V $215,786  Title V $215,786 
SGF $187,812  SGF  
Agency Funds $21,727  Agency Funds $114,839 
Title XIX $237,320  Title XIX $136,510 
Total Budget $662,645  Total Budget $467,135 

  
 
Although Kern County was able to increase agency funding by $93,112, the net loss of funding 
due to the elimination of SGF and reduction of Title XIX reduced Kern County’s BIH budget by 
$195,510 – 30% of their budget.  Since local agency funds have been enhanced by First 5, 
which is a short-term measure, it is unknown how long local agencies like Kern County will be 
able to maintain increased levels of local agency funds. 
 
Adolescent Family Life Program (AFLP) 
 
In 2009-2010, $10.7 million SGF and $5.1 million related Title XIX were eliminated for AFLP, the 
case management program that serves approximately 17,000 pregnant and parenting teens in 
37 counties. In FY 2008-09, AFLP served 20% of all women under age 19 giving birth in 
California.  
 
Statewide, local agency funding for AFLP was $4.3 million in FY 2008-09.  In FY 2009-10, local 
agency funding for AFLP was $3.8 million.  Community Based Organizations (CBOs) that 
participate in AFLP may match local agency funds for Title XIX, but may not match at the 
higher, enhanced level.  Counties may match local agency funds at both the enhanced and non-
enhanced matching levels.  Given that local agency funding for AFLP was reduced statewide in 
FY 2009-10, there was no backfill for the lost SGF or Title XIX funds.   
 

Page 130 



California 2011-2015 Title V MCAH Needs Assessment 
 

AFLP reductions resulted in 4,522 fewer clients served in October 2009 compared to October 
2008 – a 44% reduction in clients served.  New client enrollments were 34% lower in October 
2009 than in October 2008.  AFLP agencies experienced staff reductions of 170 FTE statewide.    
  
As a result of reduced staffing and program activity funds, program services to clients have also 
been reduced, resulting in: 

• limited outreach;  
• case finding and intake reductions; 
• reduced assessment;  
• minimal intervention; and 
• elimination of advocacy for clients. 

 
The impacts of these reductions will likely result in increased teen birth rates, increased 
dependency on welfare by teen mothers and their children, and poor birth outcomes due to 
inadequate prenatal education and care.  
 
At an administrative level, cuts have been made to program planning, monitoring, and 
evaluation.  
 
Three AFLP programs – Riverside, San Bernardino, and Siskiyou Counties – have been 
discontinued in FY 2009-10 as a result of their inability to perform program activities at the 
current funding levels. These program closures will result in an additional 39 FTE in staff 
reductions and elimination of client services for approximately 1,400 clients. Additional program 
closures and staff reductions are anticipated as short-term budget solutions are exhausted by 
local AFLP agencies.  
 
AltaMed Health Services Corporation (AltaMed) 
 
AltaMed provides AFLP services to Los Angeles County.  A comparison of their FY 2008-09 and 
FY 2009-10 budgets is indicative of the financial impact state and local budget reductions have 
on local AFLP agencies. 
 

Alta Med AFLP Budget Comparison 
     

FY 2008-09  FY 2009-10 
     
Title V $377,430  Title V $377,430  
SGF $479,555  SGF  
Agency Funds $53,372  Agency Funds $40,558  
Title XIX $243,950  Title XIX   
Total Budget $1,154,307  Total Budget $417,988  

  
The elimination of SGF and the Title XIX match reduced AltaMed’s budget by $723,505 – 63% 
of their FY 2008-09 budget.  Local agency funds further reduced their budget by $12,814.  
These budget reductions resulted in a loss of 10 FTE – 66% of their AFLP staff. 
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State Operations 
  
State MCAH Support 
 
State support staffing and activities have been significantly adversely impacted by the 
elimination of SGF for MCAH programs as follows:   
 
• The State has lost the ability to leverage SGF to draw down Title XIX matching funds.  The 

loss of $3.5 million resulted in an additional loss of approximately $1 million in federal Title 
XIX matching funds.  

• State staffing levels were reduced – vacant positions have not been filled, creating added 
work burden for remaining State staff. 

• Reduced capacity at the local level to collect data has impacted the State’s ability to 
document positive program outcomes and identify and address needed changes. 

• Reduced resources to coordinate services across LHJs and advocate for vulnerable at-risk 
MCAH populations.   

• Overall reduction in statewide collaboration to assure statewide program equality, 
information sharing, training, and problem solving. 

• Travel reduction for state staff to audit and monitor budgets and operations and provide 
crucial technical assistance.  

 
California Birth Defects Monitoring Program (CBDMP) 
 
Birth defects are the leading cause of infant mortality in the U.S.  The California Birth Defects 
Monitoring Program (CBDMP) has been an active ascertainment population based registry 
since 1982, when the California State legislature mandated the collection of data on birth 
defects, stillbirths, and miscarriages.  CBDMP monitors birth defects counts and trends in 
California for the safety of the public, performs public outreach and education, responds to 
public concerns, helps plan intervention and prevention strategies in California, and provides 
information to other CDPH programs, the LHJs, national reporting systems, and researchers 
worldwide. 
 
• Of the $3.5 million SGF eliminated from the State Operations budget, $1.6 million was for 

CBDMP.    
• Registry activites have been reduced from 40% of California births to 26% with the loss of 

data collection in the Inland Empire. 
• Registry activities have been reduced from 12 to 10 counties. 
• Reduced funding has led to program restructuring and loss of staff. 
• The core business of data collection, processing, analysis, and reporting has been cut back.   
• Public health surveillance activities have been reduced. 
 
Comprehensive Perinatal Services Program (CPSP) 
 
CPSP enhances the range of perinatal services reimbursed by Medi-Cal, from conception 
through 60 days postpartum. In addition to standard obstetric services, women receive nutrition, 
psychosocial, health education services, and related case coordination services from a multi-
disciplinary team.  This program is closely linked with the LHJ MCAH programs. The CPSP 
Perinatal Services Coordinator for each LHJ works within the MCAH program and is responsible 
for provider recruitment, training, and quality assurance.  
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As a result of the loss of SGF to other programs, there has been a reduction in resources to 
address the needs of pregnant and post-partum women.  At the same time, expansion of CPSP 
services, such as case coordination, that could fill some of these gaps is limited. 
 
The loss of SGF to MCAH has reduced the LHJs’ capacity to: 
• promote access to early prenatal care; 
• recruit new CPSP providers; 
• provide training to new CPSP providers; 
• provide technical assistance to existing and new CPSP providers; and  
• monitor and evaluate CPSP providers. 
 
Domestic Violence (DV) 
 
Through June 2009, MCAH DV funded 94 domestic violence shelter agencies to provide 
emergency and non-emergency services to victims of domestic violence.  Over 105,000 victims 
and their children received emergency shelter, legal assistance with restraining orders, 
transitional housing, and other support services.  Additionally, CDPH DV administered a major 
Training and Technical Assistance Project to build shelter agencies’ capacity to serve certain 
unserved and underserved populations; namely, the disabled and developmentally disabled, 
persons with mental health and substance abuse issues, and lesbian, gay, bisexual, 
transgender, questioning individuals. 
 
The replacement of 80% of DV funding for FY 2009-10 was a one-time special fund loan and is 
administered by CalEMA.  It is unknown to what extent the funding was directed to specific 
CDPH grantees, or to what extent non-emergency preventative services were continued.  
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Direct Health Care Services:  Workforce and Systems Capacity  
 
In California, responsibility for ensuring availability of direct health services is shared by multiple 
state entities, in collaboration with federal, private, and community-based partners. As public 
insurance based strategies for improving access to care for the MCAH populations have been 
increasingly deployed through Medicaid and State Children’s Health Insurance Program 
(SCHIP), delivery of direct services through the public system has declined. In California LHJs 
continue to operate public health clinics to provide safety net, or gap filling services for those 
who cannot access services elsewhere in the system.   
 
The availability, composition, and geographic distribution of medical care, dental care, and 
mental health care professionals in California describe the overall workforce capacity to address 
direct health care needs statewide. Further, the system-wide capacity to address direct health 
care services for the MCAH populations is described in this section through the availability of 
primary care, reproductive care, delivery hospitals and Neonatal Intensive Care Units, dental 
care, and behavioral health care services. The state role in assuring availability of care is also 
described. Maps of health care shortage areas are included in Appendix 8.  
 
Diversity and Workforce Needs in California 
 
In California, the workforce does not represent the diversity of the population. While Hispanics 
comprise over a third of the state’s population, a very small percentage of health professions 
are Hispanic.182-185 Blacks are also underrepresented in the health professions, while both Asian 
and White populations are overrepresented in health professions.182-185 California’s population 
projections anticipate overall growth, with over 90% of this increase in the Hispanic and Asian 
populations.18 Within the next several years, the majority of the population under 18 will be 
Hispanic. In order to address the linguistic and cultural needs of the continually evolving MCAH 
population in California, the health care workforce will need to increase in diversity, with a 
particular need to increase Hispanic providers in all fields.186 
 
Availability of Physicians 
 
For the MCAH population, primary care physicians and physicians who specialize in 
general/family practice, obstetrics and gynecology, neonatal/perinatal medicine, and pediatrics 
are of particular importance. In 2008, 7,700 physicians were specialized in general/family 
practice, 4,700 in obstetrics and gynecology, 528 in neonatal/perinatal medicine, and 8,900 in 
pediatrics.184  
 
The ethnic make up of the physician workforce in general is not representative of the state’s 
population. In 2008, 88% of the approximately 100,000 licensed physicians in California were 
either White or Asian.182-184 Hispanics comprise only 5% of the physician workforce yet account 
for more than a third of California’s population. Despite efforts in the past few decades to 
address the lack of ethnic diversity in the physician profession, this workforce has yet to adjust 
to the increasingly ethnically diverse population.  
 
The lack of ethnically diverse representation among physicians is further exacerbated by the 
nearly 4.5 million Californians that live in a primary care Health Professional Shortage Area2 

                                                 
2 Primary care HPSAs are defined as a population-to-primary care physician ratio of at least 3,500:1, or at least 
3,000:1 if the population demonstrates unusually high need; or a lack of access to health care in surrounding areas 
because of excessive distance, over-utilization, or access barriers. 
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(HPSA).187, 188 Primary care providers are the main source of health care for many Californians. 
Most of the 180 primary care HPSAs fall in the San Joaquin Valley, Northern/Mountain, and 
Southeastern counties, areas that are primarily agricultural in nature, or are sparsely populated. 
The shortage of primary care physicians is due in part to the salary disparity between primary 
care and specialty fields.189 To help fill the primary care physician workforce gap, the California 
Legislature has had limited success in expanding the authority of nurse practitioners over the 
last several years. 
 
Availability of Nurses 
 
In 2008, there were over 260,000 California-licensed, active registered nurses (RNs) residing in 
California.185, 186 This supply of RNs is well below the 25th percentile nationwide of full-time 
equivalent (FTE) RNs per 100,000 population, which is a frequently used benchmark for 
estimating RN need. To reach the 25th percentile, California would need to add an additional 
30,000 FTE RN positions to the current workforce.190 
 
Forecasts suggest, however, that this shortage of nurses is shrinking. Recent increases in state 
funding for expanded RN education programs resulted in increases in nursing school graduates 
by 55% between 2003-2004 and 2007-2008. Provided that current RN program augmentation 
efforts are maintained, and assuming a stable supply of internationally-trained nurses, 
California’s nursing shortage ranking is projected to reach the 25th percentile by 2016, and 
reach the national average of FTE RNs by 2025.190 
 
In addition to the overall shortage, the nursing workforce does not represent the ethnic diversity 
of the state, though this is changing. Over the past 20 years, the proportion of White nurses has 
decreased to 57%, due in part to an increase in Filipinos, Hispanics and non-Filipino Asians 
among younger nurses. Currently 18% of RNs are Filipino, 9% are non-Filipino Asian (9%), 8% 
are Hispanic, and 4% are Black. Importantly, regional data indicate that the nursing workforce is 
more ethnically diverse in the regions of California that have a high degree of diversity.185  
 
Certain nursing specialties, such as public health and obstetric nursing, are particularly relevant 
to the availability of MCAH services. The percentage of California RNs who are certified public 
health nurses has increased by 5 percentage points over the past 15 years.189 In 2008, nearly 
17% of RNs had public health nurse (PHN) certifications. However, while more RNs are 
obtaining public health nurse certification, they are less likely to actually be employed as public 
health nurses. In 1993, when only 11.1% of RNs had PHN certification, 2.2% of RNs worked as 
public health nurses. By 2008, only 1.3% of RNs worked as public health nurses, despite the 
fact that 17% had PHN certification.185 Counties report high job vacancy rates and increased 
difficulty in filling vacant PHN positions due to a lack of qualified applicants and inability to 
compete with hospital compensation packages.191 Public health nurse salaries are among the 
lowest for California RNs.185  
 
Among the 88% of RNs who provide direct care to patients, roughly 44,000 work in the clinical 
area of obstetrics, labor and delivery, and reproductive health.  Approximately 15,000 RNs 
provide neonatal and postpartum-related services.185  
 
Availability of Mid-Level Professionals 
 
Mid-level professionals, Physician Assistants (PAs), Nurse Practitioners (NPs), and Certified 
Nurse Midwives (CNMs), are key providers of primary, reproductive, and obstetric/gynecological 
care to the MCAH populations, particularly in areas with a shortage of physicians and in 
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community health facility settings. In 2010, there were approximately 7,600 PAs licensed in the 
state.190 Los Angeles County has the greatest number of licensed PAs with 1,790, while Alpine 
and Sierra Counties–both rural populations–had no PAs.192 While California’s PA-to-population 
ratio has increased by 50% since 2000, the present ratio of 31.4 PAs per 100,000 persons 
ranks below half of all other states.193  
 
There are approximately 18,000 NPs and 1,500 CNMs. The share of working RNs with a NP 
certification has doubled from 3.5% in 1990 to 7.1% in 2008.185 The percentage of CNMs has 
decreased from 1.2% in 1993 to 0.6% in 2008.185 Growth in these specialized health professions 
is an important component to increasing the availability of primary care providers and enhancing 
the primary care practice in rural and underserved areas.192  
 
Availability of Dentists and Mid-level Dental Providers 
 
With an estimated 26,500 actively practicing dentists in California, the dentist-to-population ratio 
in California is estimated at 3.5 dentists per 5,000, higher than the national average.194, 195 
Similar to other health professions in the state, the ethnic makeup of dentists does not reflect 
the diversity of the population. Over half of dentists are white (57%), 32% are Asian, 7% are 
Hispanic, and 3% are Black.194, 196  
 
Despite the large number of practicing dentists, many areas of California have a shortage of 
dentists. There are 94 dental HPSAs3 in California, the vast majority of which are in rural areas. 
Alpine County, a sparsely populated county on the north eastern border, for example, has no 
actively practicing dentists.193 San Benito County, on the central coast, and Inyo County, on the 
southeast border, each has a dentist-to-population ratio of less than 1 per 5,000. These 
shortage areas impact nearly two million residents.197,198 
 
California has a licensed independent mid-level provider known as Registered Dental Hygienist 
in Alternative Practice (RDHAP). RDHAPs provide teeth cleanings and other preventive 
services in schools and residential facilities, as well as to disabled patients in their homes. 
There are more than 300 RDHAPs licensed in California, but it is not known how many are 
currently practicing.199  
 
Availability of Mental Health Professionals 
 
The high overall vacancy rate of mental health provider positions in California (20-25%) is due in 
part to the disproportionate distribution of mental health professionals in the state.200 In 
particular, almost 55% of the workforce is concentrated in the Bay Area and Los Angeles, while 
only 47% of California’s population resides in these two areas.201 As a result, there are 151 
mental health HPSAs,4 which impact 4.3 million people in California.197,202 
 
In addition, California’s mental health professionals are not representative of the ethnic diversity 
of the state.201 For example, Hispanics are underrepresented in psychiatry (less than 5%) and 
marriage and family therapy (20% of MFT graduates). However, over the last several years, the 

                                                 
3 Dental HPSAs are areas with a population-to-dentist ratio of at least 5,000:1; a high population need with a ratio 
between 5,000:1 and 4,000:1; or a lack of access to dental care in surrounding areas because of distance, 
overutilization, or access barriers. 
4 A mental health HPSA is designated for an area characterized by a lack of access to care provided by Core Mental 
Health Professionals (CMHP) in the area, and one of the following conditions: 1) the population to CMHP ratio is 
greater than 6,000:1 and the population to psychiatrist ratio is greater than 20,000:1; 2) the population to CMHP ratio 
is greater than 9,000:1; or 3) the population to psychiatrist ratio is greater than 30,000:1. 
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percentage of Hispanics has increased in every mental health profession and graduate 
program. Since 2003, the percentage of American Indians in the mental health field has 
remained at approximately 2% or less of mental health providers.201 Social workers represent 
the largest percentage of mental health professionals and exhibit the highest projected ethnic 
diversity based on the composition of graduates from master’s level social work (MSW) 
programs in California.201  
 
Availability of Nutrition Professionals 
 
There are over 8,300 registered dietitians and 2,100 dietetic technicians, registered who 
practice in California.203 Dietitians and nutritionists are primarily employed in hospitals, 
outpatient care centers, local government, and physician offices.204 
 
Availability of Providers who Accept Public Insurance 
 
The availability of health care providers who accept public insurance severely limits availability 
of services to the large proportion of the MCAH population covered by Medi-Cal or Healthy 
Families, California’s Medicaid and SCHIP programs. In 2008, 68% of physicians overall and 
69% of primary care physicians accepted Medi-Cal.205 Rural primary care physicians were 
slightly more likely than urban primary care physicians to participate in Medi-Cal. Additionally, 
an estimated 62% of obstetrician/gynecologists, 65% of family practice physicians, and 76% of 
pediatricians participated in Medi-Cal.205  
 
In 2010, only 25% of dentists provided services to Denti-Cal (California’s Medicaid dental 
program) patients, a decrease from 40% in 2003.206 Less than half of the state’s pediatric 
dentists participated in Denti-Cal, and of those, two-thirds limited the number of patients they 
accepted.207 At least 13 northern and eastern rural counties have no dentists on the Medi-Cal 
referral list.206 Approximately 70% of dental specialists, such as orthodontists and endodontists, 
do not accept Medi-Cal patients.206 Even among dentists that do see Medi-Cal patients, many 
will not treat pregnant women. Only 14% of pregnant women enrolled in Medi-Cal had a dental 
visit.206  
 
Availability of Health Care Services 
 
In addition to the 180 primary care, 94 dental, and 151 mental health HPSAs described above, 
designations of health care shortage include Medically Underserved Areas (MUA), 
geographically-based groupings where residents lack direct services, and Medically 
Underserved Populations (MUP), population groups in an area with economic, cultural, or 
linguistic barriers to existing health services. There are currently 194 MUAs  and 42 MUPs in 
California.208 These special designation areas are linked to incentives, such as federal grants or 
repayment of student loans for providers serving in these areas, to improve availability of health 
care services.  
 
Federally Qualified Health Centers (FQHC) and FQHC Look-Alikes provide comprehensive 
primary care and preventive care, including health, dental, and mental health/substance abuse 
services to persons of all ages, regardless of their ability to pay. To expand services in 
California’s MUP/As, 113 FQHCs with over 1,000 delivery sites have been established, primarily 
concentrated in the state’s most populous counties.209, 210 For example, Los Angeles County 
(population 10,341,000) contains 151 sites and San Diego County (population 3,169,000) has 
102 sites.210,211 Conversely, 19 counties that are primarily rural have three or fewer sites, with 10 
counties having no delivery site at all. Nine of the 10 counties without a site are located in the 
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Northeastern/Mountain areas, which are rural and medically underserved. Eleven of the 
California’s FQHCs will be receiving over $60 million in additional American Recovery and 
Reinvestment Act (ARRA) funds to expand services.212 
 
FQHCs play an important role in ensuring availability of services to California’s ethnically 
diverse and economically disadvantaged populations. Of the 2.3 million patients served at the 
delivery sites, 45% are uninsured and 38% are covered by Medi-Cal.210 Additionally, 62% of 
patients are Hispanic and 50% prefer speaking a language other than English.210  
 
Rural Health Clinics increase the availability of primary care services to California’s 3 million 
residents living in rural areas. There are 263 Rural Health Clinics located throughout the 
state.213 Additionally, there are approximately 40 tribal health clinics in California.214 
 
Primary Care Clinics also help provide health services to HPSAa and MUP/As. There are 
currently 950 licensed primary care clinics and 650 specialty clinics in California.215, 216 The 
number of primary care clinics has increased by over 200 since 2003. These clinics employ over 
1,600 primary care physicians in addition to other primary care providers, such as CNMs and 
NPs.215 
 
Several state agencies help to ensure that direct health care services are available for the 
MCAH population. California’s HRSA-supported Primary Care Office is located within the 
Healthcare Workforce Development Division (HWDD) of Office of Statewide Health Planning 
and Development (OSHPD). HWDD collects and analyzes demographic and provider data to 
determine HPSAs, recruits and retains providers to work in these areas, and manages a 
workforce clearinghouse to inform policy decisions. HWDD also helps prospective FQHCs with 
their application process. In addition, the non-profit California Primary Care Association 
supports the development of community health centers in the state. 
 
Availability of Reproductive Care 
 
Family Planning, Access, Care, and Treatment (Family PACT), California’s Family Planning 
Medicaid Waiver Program, improves availability of family planning and reproductive health 
services for healthy, low-income men and women who may not be eligible for Medi-Cal. In 2008, 
there were approximately 2,800 enrolled Family PACT clinician providers distributed broadly 
throughout the state. Of these, 42% are located in Los Angeles County, where 35% of Family 
PACT clients receive services.217 Six counties each had only one provider delivering services. 
These six counties have small populations ranging from 1,200 (Alpine County) to 56,500 
(Tuolumne County).211  
 
Availability of Perinatal, Delivery and Neonatal Intensive Care Unit (NICU) Services 
 
Delivery services are provided in over 325 facilities in the state.218 This includes 110 primary 
care hospitals and birthing centers, which serve low risk patients. While the state has systems in 
place to help ensure delivery services are available to underserved populations, gaps in 
availability of services still remain. In 2008, no births occurred in the rural county of Sierra and 
less than 10 births occurred in each of 7 other rural counties.219 However, there were 
approximately 2,000 women in these 7 counties that gave birth outside of their county of 
residence, suggesting that delivery-related services were not available in these counties.220 
 
The Regional Perinatal Programs of California (RPPC) improves availability of perinatal care 
through promotion of seamless systems of care.  This includes working with the California 
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Perinatal Transport Systems (CPeTS) to support transport services to available regional NICUs 
and perinatal high risk units. 
 
Integral to providing these perinatal and neonatal health care services is collaboration with the 
California Children’s Services (CCS), within the Department of Health Care Services. CCS has 
structured regional affiliation among the 109 CCS-approved NICUs to assure access to 
appropriate quality specialty consultation and intensive care services. There are approximately 
22 intermediate, 70 community, and 17 regional NICUs in the state, each providing 
progressively more intensive medical care services.221  
 
The Comprehensive Perinatal Services Program (CPSP) ensures that a wide range of 
enhanced nutrition, psychosocial and health education services are available to pregnant 
women, from conception through 60 days postpartum. Over 1,500 Medi-Cal providers are 
approved as CPSP providers.  
 
Availability of Dental Services 
 
Over 250 community dental clinics staffed with 450 FTE dentists have been established in 
HPSAs to improve the availability of dental care in California.195, 222 For the 4.8 million 
Californians at or below the federal poverty level, community clinics serve as a primary source 
of dental care.  
 
Availability of Behavioral Health Services 
 
Recent estimates indicate that nearly 4 million Californians are in need of mental health 
services.223 Between 2004 and 2005, over 600,000 clients received county mental health 
services throughout the state.224 For the MCAH population, the state offers behavioral health 
services that address substance abuse issues. For example, the California Department of 
Alcohol and Drug Program’s Office of Women's and Perinatal Services oversees a statewide 
network of approximately 300 publicly-funded perinatal alcohol and drug treatment programs 
that annually serve over 38,000 pregnant and parenting women and 56,000 children. There are 
approximately 2,000 substance abuse treatment and recovery programs in all counties, 
including private, public and nonprofit programs. 
 
LHJ Direct Services Capacity Needs  
 
Priority capacity needs related to direct health care services delivery were identified by 19% of 
LHJs. Examples of these needs include development of mobile and stationary satellite clinic 
sites in a rural LHJ, expansion of the hours of a public health clinic in an urban city jurisdiction, 
and the expansion of the availability of dental and mental health services.  
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Enabling Services 
 
Enabling services allow or provide access to the array of basic health care services. These are 
typically services delivered to individuals in one-on-one, family, or group settings. Enabling 
services are particularly necessary for low-income or isolated individuals, or those with special 
or complicated health needs. Despite increasing attention to more distal causes of MCAH 
outcomes, improved access to care is an important approach to improving health, particularly 
for secondary and tertiary prevention efforts. Further, a strong system of supportive services 
can buffer the impacts of negative social, environmental, or interpersonal exposures. This is 
particularly important during sensitive periods of increased vulnerability for MCAH populations.  
 
The population data presented in this section describe utilization of and barriers to medical care, 
and access to other enabling services among MCAH populations in California. These measures 
serve as outcome measures of the ability to reduce financial and other barriers to care, as well 
as measures of need for enabling services administered by MCAH and other partners in the 
overall MCAH system.  
 
Following the population data, there is a description of the four major MCAH programs designed 
to improve MCAH outcomes in California through enabling services, and a description of major 
initiatives outside the MCAH Program (Home Visiting and First 5 California).  
 
Assessment of MCAH Program Capacity to provide enabling services is provided at the state 
and local levels (ES 3, ES7).  
 
Health Insurance  
 
Health insurance coverage plays an important role in influencing access to and utilization of 
health care among MCAH populations. Healthy People (HP) 2010 reinforces the importance of 
health insurance by promoting 100% insurance coverage of the population. In California, health 
insurance coverage falls short of this HP 2010 goal across different age groups and racial/ethnic 
groups. Most of the race/ethnicity insurance rate differences can be attributed to disparities in 
income.225  
 
Prior to the current recession, uninsurance rates showed a slight downward trend between  
2001 and 2007.225  In 2007, Whites were the least likely of all race/ethnicities to be uninsured 
(12.4%) and Hispanics had the highest uninsurance rate at 29%.225 Whites also had the lowest 
enrollment (6%) in public insurance programs, specifically Medi-Cal and Healthy Families 
(California's State Children's Health Insurance Program), compared with Asians (17%), Blacks 
(25%), Hispanics (25%), and American Indians (25%).226  
 
Important changes in insurance coverage occurred between 2007 and 2009,225, 226 when  
unemployment rates increased from 5.4% to 12.3% due to California’s severe economic 
recession.227 Because the main source of insurance among non-elderly adults and children is 
through employment, this led to a corresponding drop in insurance coverage. It is estimated that 
nearly 2 million Californians lost their year-round health insurance coverage during this time.226 
This may have lasting effects as fewer Californians have regular, affordable access to 
preventive services and health care. 
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Children 
 
Figure 1a displays insurance coverage rates for children ages 1-11 years in 2007. In 2007, 28% 
of children were covered by Medi-Cal, 7% were covered by Healthy Families, and 5% were 
uninsured. In total, approximately 300,000 children do not have health insurance.  
 
Hispanics accounted for two thirds of all uninsured children in California and had the highest 
rate of uninsurance in this age group at 7%. The rate of uninsurance among White and Asian 
children was 3% in each group (Figure 1a). Among non-citizen children, 23% were uninsured 
and 37% were insured through Medi-Cal.   
 
Figure 1a. Insurance Status of Children
Percent (95% CI) of children ages 1 through 11, by race/ethnicity, 2007

Data source: California Health Interview Survey (CHIS)
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Public insurance is an important source of insurance coverage for children in several 
racial/ethnic groups in California. In 2007, nearly half of Black children were insured through 
Medi-Cal compared with Hispanics (40%), Asians (13%), and Whites (10%) (Figure 1a). 
Although not shown in Figure 2 because some cell sizes were too small, Medi-Cal insurance 
was also high among American Indians/Alaska Natives (50%). Healthy Families insured 10% of 
Hispanic children, 6% of Asians, and 3% of Whites.  
 
Adolescents 
 
Among adolescents ages 12-17 years, 21% were covered by Medi-Cal in 2007, 7% were on 
Healthy Families, and 7% were uninsured (Figure 1b). Approximately 236,000 adolescents were 
not covered by health insurance. Hispanics had the highest rate of uninsurance among 
adolescents at 10%, compared with Asians (7%) and Whites (3%) (Figure 1b). Similar to 
children, a greater percentage of non-White adolescents were covered by public insurance 
programs compared with White adolescents. Nearly 33% of adolescent Hispanics were insured 
through Medi-Cal, followed by Blacks (29%), Asians (14%), and Whites (9%). Healthy Families 
insured 11% of adolescent Hispanics, 6% of Asians, and 4% of Whites. Additionally, among 
non-citizen adolescents, 28% were uninsured, 34% were covered by Medi-Cal and 11% were 
insured through Healthy Families. 
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Figure 1b. Insurance Status of Adolescents
Percent (95% CI) of adolescents ages 12 through 17, by race/ethnicity, 2007

Data source: California Health Interview Survey (CHIS)
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Overall, Medi-Cal and Healthy Families insure a third of California’s children and adolescents. In 
addition to these larger public insurance programs, the Children’s Health Initiative (CHI) was 
developed in 2001 to promote access to public insurance coverage. CHI created a new 
insurance product called Healthy Kids for children and adolescents who lack insurance but are 
ineligible for Medi-Cal and Healthy Families due to family income or immigration status. Healthy 
Kids programs are operated at the county level and funded through private and public 
partnerships. CHI also includes an outreach and enrollment component to increase enrollment 
in Medi-Cal, Healthy Families, and Healthy Kids.228 
 
Currently, 25 of the state’s 58 counties have CHI programs and cover approximately 70,000 
children; this is a decrease from the 30 counties that were participating in 2007. Enrollment in 
Healthy Kids began to decline in 2008 in response to reductions in funding.228  
 
A recent analysis conducted by UCLA showed that 1.1 million children in California, ages 0-18 
years, were uninsured all or part of the year in 2007; this was a slight decrease in uninsured 
children from 2001.224, 226 However, due to the recent economic recession and loss of jobs in the 
state, 1.5 million children were estimated to be without insurance in 2009.226 While public 
insurance programs were able to mitigate part of the rise in uninsurance among children, these 
efforts were hindered in 2009 by a temporary enrollment freeze in Healthy Families. Healthy 
Families also suffered cuts to services and increases in enrollment fees and premiums in 
2009.229 While these cuts were backfilled by other funding sources, the supplemental funds will 
expire in 2010. Further cuts and service reductions are expected in the upcoming state 
budget.230 
 
Proposed cuts to Medi-Cal will also impact population groups that rely on public insurance to 
enable access to health care services. In California, Hispanic populations are the fastest 
growing and are disproportionately dependent on Medi-Cal and Healthy Families. The 
anticipated cuts to the already shrinking public insurance programs in the state will result in 
negative impacts of increased uninsurance and a corresponding reduction in access to care for 
the most vulnerable populations.  
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Women of Reproductive Age 
 
In 2007, 18% of reproductive aged women 15-44 years of age were uninsured and 15% were 
covered by Medi-Cal (Figure 1c). Hispanics of reproductive age had the highest percentage of 
uninsurance at 27%, substantially higher than uninsurance among Asians (16%), Blacks (10%), 
and Whites (9%) (Figure 1c). Nearly 33% of Black women were covered by Medi-Cal, compared 
with 27% of American Indian women, 22% of Hispanics, 7% of Whites, and 7% of Asians.  
 

 

Figure 1c. Insurance Status of Women of Reproductive Age
Percent (95% CI) of women ages 15 through 44, by race/ethnicity, 2007

Data source: California Health Interview Survey (CHIS)
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Among non-citizen women of reproductive age, 40% were uninsured.231 This encompasses over 
660,000 women who are particularly vulnerable due to socioeconomic disadvantages and 
limited access to public programs. This figure likely underestimates the number of uninsured 
non-citizen women, due to low participation of undocumented women in health surveys. For 
undocumented women, neither Medi-Cal nor Healthy Families provides full-scope coverage.225 
However, Medi-Cal does cover all pregnant women regardless of documentation status if they 
meet financial requirements.  

Page 143 



California 2011-2015 Title V MCAH Needs Assessment 
 

Pregnant and Post-Partum Women and Infants (2) 
 
Among California women with a recent live birth, insurance coverage during pregnancy was 
96.8% in 2008, and has remained relatively stable since 2000 (Figure 2a).  Approximately half 
of pregnancies in 2008 were covered by Medi-Cal, which includes a comprehensive set of 
pregnancy-related services. Although Medi-Cal adult benefits suffered cuts in 2009, coverage of 
pregnancy-related services for pregnant women has remained intact.232 From 2000 to 2008, 
Medi-Cal coverage during pregnancy increased from 41.5% to 50.1%, while other insurance 
coverage (including employer-based insurance) declined.  
 

 

Figure 2a. Maternal Health Insurance During Pregnancy 
Percent of mothers with a recent live birth, 2000-2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
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In 2008, 73.4% of women with a recent live birth reported having any kind of health insurance 
just before their most recent pregnancy.  Due to expanded eligibility for public insurance during 
pregnancy, insurance coverage increased greatly during the prenatal period to nearly 100%.  
Health insurance coverage after pregnancy fell to near pre-pregnancy levels overall, though 
coverage gains were observed for some racial/ethnic groups (Figure 2b).  
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Figure 2b. Maternal Health Insurance
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: PI = Pacific Islander
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Hispanic women were the most likely to be without health insurance before and after their 
pregnancy, compared to other groups (Figure 2b). Unlike Hispanic women, the percent of Black, 
Asian/PI, and White women with insurance after pregnancy increased slightly compared to pre-
pregnancy levels. The percent of women insured during pregnancy did not differ according to 
race, although Hispanic and Black women were more likely to report having Medi-Cal during 
pregnancy than other types of insurance compared with White and Asian/PI women (Figure 2c).  
 

 

Figure 2c. Mothers and Infants on Medi-Cal
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: PI = Pacific Islander
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In 2008, 4.1% of mothers reported their infant was uninsured, which was down from 6.7% in 
2002. Between 2002 and 2008, Medi-Cal coverage for infants increased from 39.0% to 43.9%, 
as did Healthy Families coverage (from 2.5% to 4.4%) (not shown). Infants whose mothers were 
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Black and Hispanic were more likely to be on Medi-Cal since birth, compared with infants whose 
mothers were White and Asian/PI (Figure 2c). 
 
Many publicly available reproductive health and pregnancy-related services, however, are at 
risk of funding cuts or elimination. For pregnant women who do not meet the financial 
requirements of Medi-Cal, the Access for Infants and Mothers (AIM) program provides health 
insurance coverage during pregnancy up to 60 days postpartum. AIM also provides coverage 
for infants of AIM mothers through automatic eligibility in Healthy Families. This public insurance 
program for lower income women and infants may be eliminated completely in the 2010-2011 
state budget.  
 
The Family Planning, Access, Care, and Treatment (Family PACT), California’s Family Planning 
Medicaid Waiver Program, provides access to family planning services for low-income men and 
women of reproductive age who may not be eligible for Medi-Cal and are uninsured. Family 
PACT serves approximately 1.6 million residents per year.217 Nearly two-thirds of clients are 
Hispanic, 20% are White, 6% are Black, 6% are Asian/Filipino/Pacific Islander, and 3% are 
Native American and other. Between 2004 and 2008, the number of clients served increased by 
6-10% for each race/ethnicity.217  
 
Dental Insurance (3) 
 
Californians without dental insurance are less likely to visit dentists and dental hygienists and 
more likely to report unmet dental needs and delayed visits.195 Among children age 1-11 years, 
83% were covered by dental insurance (Figure 3).  In this age group, dental insurance was most 
common among Blacks (91%) and Asian/PIs (87%), compared with White (81%) and Hispanic 
(83%) children. Coverage dropped to 76% among adolescents and 69.7% among women of 
reproductive age. Among both adolescents and women of reproductive age, dental insurance 
was more common among Blacks and Whites, and less common among Hispanics and 
Asian/PIs. Data on dental insurance is not available among recent mothers in California.  
 
Denti-Cal, California’s Medicaid dental program, is the primary payer of dental care for 
approximately 8.5 million Californians, and dental care reimbursed by Denti-Cal is mostly 
provided in community clinics or group practices.195 While most adult dental benefits were 
eliminated July 1, 2009, Denti-Cal remains an important source of dental care for medically 
underserved children. Despite these cuts, recent funding from the American Recovery and 
Reinvestment Act (ARRA) provides an opportunity to increase Denti-Cal reimbursement rates or 
restore Denti-Cal adult coverage.233  
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Figure 3. Dental Insurance
Percent (95% CI), by MCAH population and race/ethnicity, 2007

*Children ages 1-11; adolescents ages 12-17; women of reproductive ages 18-44
Data source: California Health Interview Survey (CHIS)
Notes: Question measured current dental insurance among children and adolescents, and 
dental insurance in the past year among women of reproductive age
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Health Care Utilization (4) 
 
Children 
 
Overall, children have the highest rates of all MCAH groups in access to and utilization of 
medical care in California. In 2007, among children ages 1-11, 97% had a usual source of 
health care (i.e., had a usual place to go when they were sick or in need of health advice), 91% 
visited a doctor in the past year, and 95% received care when needed in the past year. No 
substantial differences were observed between racial/ethnic groups in having a usual source of 
care or doctor visit in the last year. However, Black children more commonly experienced 
delayed care due to cost than White children.  (Figure 4a).  
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Figure 4a. Health Care Utilization among Children
Percent (95% CI) of children ages 1 through 11, by race/ethnicity, 2007

*Within in the past year
Data source: California Health Interview Survey (CHIS)
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Adolescents 
 
Medical care utilization rates are lower among adolescents than children in California, and 
differences between racial/ethnic groups are larger in this age group for usual source of care 
and doctor visit in the past year. In 2007, 82% of adolescents ages 12-17 had a usual source of 
health care, 17% did not visit a doctor in the past year, and 5% had delayed care. Asians were 
least likely to report having a usual source of care, most likely to report not having seen a doctor 
in the past year, and had a relatively low rate of delayed care. Hispanic adolescents also 
reported a low prevalence of having a medical home and a high prevalence of not seeing the 
doctor (Figure 4b).  
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Figure 4b. Health Care Utilization among Adolescents
Percent (95% CI) of adolescents ages 12 through 17, by race/ethnicity, 2007

*Within in the past year
Data source: California Health Interview Survey (CHIS)
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Women of Reproductive Age 
 
Among reproductive aged women, 86% had a usual source of health care, 15% did not visit a 
doctor in the past year, and 18% reported a delay in getting care they needed. Black and White 
women were more likely to report having a usual source of care and visiting a doctor in the past 
year, compared with Hispanic and Asian women. At the same time, delayed care was more 
commonly reported among Black and White women, compared with Hispanic and Asian women 
(Figure 4c).  
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Figure 4c. Utilization among Women of Reproductive Age
Percent (95% CI) of women ages 15 through 44, by race/ethnicity, 2005/2007

*Within the past year
Data source: California Health Interview Survey (CHIS)
Notes: Data on usual care and doctor's visits come from 2007; data on delayed care come 
from 2005
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Pap Test (5) 
Receipt of a pap test within three years is an indicator of reproductive care utilization among 
women. Approximately 84% of women ages 18-44 received a pap test within the last three 
years in California. Asian women were less likely to report having received a pap test than other 
racial or ethnic groups (Figure 5). Approximately 85% of women covered by Medi-Cal and 74% 
of women without insurance received a recent Pap test (not shown). 
 
Figure 5. Pap Test in Past 3 Years 
Percent (95% CI) of women* ages 18 through 44, by race/ethnicity, 2007

*Women without a hysterectomy
Data source: California Health Interview Survey (CHIS)  
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Mental Health Treatment (6) 
In 2007, over 1.5 million women of reproductive age in California reported that they might need 
professional assistance with managing emotional or alcohol and drug problems. Of the women 
who reported needing help, 45% did not receive mental health treatment. Whites were least 
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likely to report that they did not receive needed treatment compared to other race/ethnicity 
groups (Figure 6).  
 

 

Figure 6. Did Not Receive Mental Health Treatment
Percent (95% CI) of women* ages 18 through 44, by race/ethnicity, 2007

*Among women who felt they might need to see a professional for problems with emotions 
or drugs/alcohol in past year
Data source: California Health Interview Survey (CHIS)                                          
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Pregnant and Post-Partum Women and Infants 
Usual Source of Care before Pregnancy (7) 
Utilization of routine and preventive care before pregnancy helps to ensure that women enter 
pregnancy in good health and can prevent negative outcomes for infants and mothers. In 2008, 
73% of women with a recent live birth reported having had a usual source of care or “medical 
home” before their pregnancy.  Fewer women with a recent live birth report having a usual 
source of care than women of reproductive age in general (75% vs. 86%, respectively, in 2007).  
Having a usual source of care before pregnancy has increased since 2000, with the exception 
of a one year decline in 2005 (Figure 7a). Asian/PI and Hispanic women were the least likely to 
report having a usual source of care before pregnancy (68% and 71%, respectively) compared 
with 74% of Black and 79% of White women (Figure 7b). 
 
Figure 7a. Usual Source of Care before Pregnancy 
Percent of mothers with a recent live birth, 2000-2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
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Figure 7b. Usual Source of Care Before Pregnancy
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: PI = Pacific Islander
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Prenatal Care (8) 
California has seen a recent decline in first trimester prenatal care (PNC) initiation. The percent 
of women with a live birth who received PNC in the first trimester increased from 85% in 2000 to 
87% in 2003, but then decreased to 82% in 2008 (Figure 8a).  Beginning in 2007, new variables 
on the California birth certificate require more precise timing of PNC initiation, which has 
resulted in fewer women showing PNC beginning in the first month and a rise in unknown PNC.  
The drastic drop seen in the birth certificate data in 2007 is explained in part by the new 
reporting format. Using data from the Maternal and Infant Health Assessment Survey (MIHA), 
the drop in first trimester PNC in recent years does not appear to be as great. Regardless, there 
has been a decrease between 2003 and 2008, and the percent of California women with first 
trimester PNC is moving away from the HP 2010 target of 90%. However, even after the 
decline, California ranks higher than the national average. In 2006, the most recent year for 
which national comparison data is available, 86% of California births had first trimester PNC 
initiation compared to 83% of all U.S. births.234  
 
Figure 8a. Early and Adequate Prenatal Care  
Percent of live births* or mothers with a recent live birth**, 2000-2008

*Data Source: Birth Statistical Master File (BSMF); the dramatic drop from 2006 to 2007 in 
early initiation in the BSMF is believed to be an artifact of changes beginning in 2007 in the 
prenatal care initiation variable on the California birth certificate
**Data Source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: Early was defined as prenatal care in the first trimester; adequate prenatal care was 
defined using the Kotelchuck index based on the number and timing of prenatal care visits
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Although first trimester PNC has gradually decreased, the percent of women with adequate 
prenatal care has increased.  In 2008, 79% of women ages 15-44 received adequate prenatal 
care, defined using the Kotelchuck index, which combines data on the timing and number of 
PNC visits. This was up from 76% in 2000.  
 
In 2008, the percent of births with first trimester PNC was highest among White and Asian 
groups compared to Hispanic and Black groups. Pacific Islander women and American 
Indian/Alaska Natives had the lowest first trimester PNC initiation. Adequate PNC followed a 
similar pattern by race/ethnicity (Figure 8b). In 2006, first trimester PNC initiation was higher in 
California than in the U.S. overall for every racial/ethnic group.234  
 
Figure 8b. Early and Adequate Prenatal Care
Percent (95% CI) of live births, by race/ethnicity, 2008

Data Source: Birth Statistical Master File (BSMF)
Notes: Early was defined as prenatal care in the first trimester; adequate prenatal care was 
defined using the Kotelchuck index based on the number and timing of prenatal care visits
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Postpartum Check-Up (9) 
The postpartum visit is recognized as a key component of interconception care.95 Overall, in 
2008, 87% of women reported having had a post-partum check-up since their most recent birth.  
Hispanic and Black women were least likely to report having had a post-partum check-up 
(Figure 9).  
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Figure 9. Postpartum Check-Up
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: PI = Pacific Islander
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Health Care after Pregnancy (10) 
After delivery, 14% of mothers with a recent live birth needed health care, but did not go 
because they could not afford it (Figure 10). Hispanic mothers (19.4%) were much more likely to 
report not getting care for themselves because of the cost, compared with Black (10.3%), White 
(8.3%), and Asian/PI (7.4%) women. Additionally, 4.6% of recent mothers had an infant who 
needed care but did not go because of the cost. Hispanic (5.4%) and Black (6.7%) mothers 
were more likely to report not getting care for their infant because of the cost, compared with 
White (3.0%) and Asian/PI (3.1%) women.  
 
Figure 10. Needed but Could Not Afford Health Care*
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

*Since the birth, the mother or the infant needed health care, but did not go because she 
could not afford to pay for it
Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: PI = Pacific Islander
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Dental Care Utilization (11) 
 
The American Academy of Pediatrics recommends establishment of a dental home for children 
six months after the first tooth erupts or by the time the child is one year old.102 Thereafter, it is 
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recommended that children, adolescents, and adults have regular dental check-ups each year. 
In 2007, 75% of children ages 1-11 visited a dentist in the past year. At 88.1%, the prevalence 
was higher among adolescents ages 12-17. In 2003 only 69.1% of women of reproductive age 
(15-44 years) visited a dentist in the past year. Among children and adolescents, Hispanics 
were less likely than Whites to have received dental care in the past year. In each age group, 
the rates among Blacks and Asian/PIs were also lower than Whites, although the confidence 
intervals are wide. Among women of reproductive age, only 61.2% of Hispanics received dental 
care in the past year, compared with 72.8% of Black, 74.6% of White, and 76.1% of Asian/PI 
women (Figure 11).  
 
Figure 11. Dental Visit in the Past Year
Percent (95% CI), by MCAH population, 2003 or 2007

*Data for children ages 1-11 and adoelscents ages 12-17 from 2007
**Data for women of reproductive age (15-44) from 2003
Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander; the question was asked of participants 2 years and older, and of 
children younger than 2 years if they had teeth
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Capacity of State and Local MCAH Enabling Services 
 
Enabling services delivered by the public MCAH system in California are delivered through four 
programs: Local MCAH Programs, Adolescent Family Life Program, Black Infant Health 
Program, and the Comprehensive Perinatal Services Program. The capacity of these programs 
are described below, followed by a description of major initiatives outside the MCAH program, 
including a description of home visiting services throughout California.  Priority needs for 
enabling services are identified following the description of capacity.  Assessment of monitoring 
and evaluation of MCAH programs will be addressed in the infrastructure-building section of this 
capacity assessment. 
 
Local MCAH Programs 
 
To enable access to and utilization of MCAH services in the face of geographic, transportation, 
financial, cultural and linguistic barriers, local MCAH Programs offer outreach and referral to 
resources.  One important aspect of local MCAH programs is to facilitate enrollment into 
medical assistance programs, such as Medi-Cal (California’s Medicaid program), Healthy 
Families (California’s SCHIP program), and California Children’s Services (EPSDT). 
Additionally, local programs integrate health education into their outreach and referral efforts for 
high-risk MCAH clients. Health fairs provide a forum for health education and referrals regarding 
prenatal and child health issues including childhood safety and injury prevention.  Outreach is 
also conducted in hard-to-reach MCAH populations.  Each local MCAH Program and the State 
MCAH Program makes available a toll-free telephone line to assist with dissemination of health 
education materials and referrals for health-related services. Additionally, many urban, 
suburban and rural MCAH Programs provide transportation for MCAH population to access 
prenatal care and other medical and dental services.  
 
More intensive interventions are also available for high-risk populations through case 
management provided by PHNs and community outreach workers.  Case managers conduct 
assessments; monitor infant and child development; provide health education; and provide 
referrals to medical, dental, nutrition, behavioral health, and social services.  
 
Local MCAH Programs make cultural sensitivity a cornerstone of program activities and strive to 
provide translation services in a one-to-one and group settings, and through linguistic and 
culturally appropriate education materials. 
 
Local Capacity Needs 
 
LHJs provide extensive outreach and education activities in the community as described above 
and as required in their scope of work. However, there are barriers to effectively reaching 
eligible populations and connecting them to services.  Capacity needs related to enabling 
services were identified by 80% of LHJs in the areas of linking clients to health and community 
services and in informing and educating the public about MCH issues. Examples related to 
capacity needed to link clients to services include improved collaboration across agencies to 
overcome barriers, to respond to the needs of changing populations, and to increase cultural 
competence in outreach approaches. Examples of health education capacity needs include 
improved breastfeeding education, increased cultural competence of health education materials 
and approaches, parent education related to preventive care, and collaboration with businesses 
to increase penetration of health education messages into the community.  
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Since the completion of the capacity assessment at the local level, the impact of state budget 
cuts have become more evident. Substantially reduced staffing levels in LHJ MCAH programs 
have been compounded by public health system-wide cuts. These new challenges exacerbate 
existing barriers to care that were identified through the state-level capacity assessment 
process. State-level MCAH staff highlighted barriers such as fewer providers accepting Medi-
Cal due to low reimbursement levels; poor coordination of existing services; and fragmented 
referral processes that sometimes result in less than optimal follow-up. LHJs would benefit from 
increased resources and staffing to allow for better outreach and expanded services.  Technical 
assistance could support improved integration of existing resources into unified strategy for care 
coordination. Additional capacity-building efforts to improve enabling services could include 
grant-writing training and evaluation of the MCAH toll-free phone lines. 
 
Adolescent Family Life Program  
 
In the early 1980s a group of community-based organizations in San Francisco and Los 
Angeles obtained federal funding for a pilot demonstration project to address the unique 
challenges faced by pregnant adolescents that were not being met through existing perinatal 
programs. The Adolescent Family Life Program (AFLP) was initiated at three sites beginning in 
1982. At the conclusion of the demonstration project, AFLP was expanded by the California 
MCAH Program to 27 private, non-profit, public health, or social service agencies across 
California.  Through legislation and other funding support, AFLP expanded through the 1990s 
until 2003 and 2009, when two rounds of budget cuts resulted in a reduction of AFLP sites.  As 
of February 2010, AFLP is available in 39 county jurisdictions and 42 service agencies. 
 
AFLP objectives are to ensure that adolescents obtain prenatal care, to reduce the rate of low 
birth weight infants born to adolescent mothers, to reduce the rate of repeat adolescent 
pregnancies and to re-enroll pregnant or parenting adolescents in school. To achieve its 
objectives, AFLP uses a comprehensive case management and mentoring model to assess and 
address the risks and resource needs of adolescent clients and their children. Each adolescent 
client is assigned a case manager. Together the case manager and teen identify future goals, 
assess the resources needed and currently available, and develop a plan of action for achieving 
economic self-sufficiency, developing healthy family and social relationships, and becoming a 
productive member of her/his community.   
 
AFLP targets a high-risk adolescent population. While each AFLP agency establishes its own 
risk criteria to prioritize clients for entry into the program, the suggested list of risk factors 
includes: age less than 16; chronic health conditions such as diabetes, asthma, and eating 
disorders; non-supportive parents; unsafe/unstable home environment; substance abuse/use; 
mental health issues; academic failure; juvenile justice involvement; gang involvement; and 
language barriers.  Pregnant or parenting teens are typically referred to AFLP by school nurses, 
teachers, physicians or other health providers, CalWorks or Medi-Cal eligibility workers, or by 
self-referral. 
 
In 2008, AFLP served 16,391 female clients, of whom 56% were aged 17 or younger, 79% were 
Hispanic, 6.6% were Black, and 1.7% were Asian or Pacific Islander.  Among clients giving birth 
in 2008, 74% received prenatal care in the first trimester. In 2007, the low birth weight rate for 
AFLP clients (7.0%) was lower than the statewide rate for adolescents (7.6%). Among clients in 
2007, the repeat birth rate was 5%, and clients increased consistent use of contraceptives over 
use at entry.  Among participants in 2008, 70% were either in school or had a high school 
diploma/GED at most recent visit.  
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AFLP capacity diminished with the elimination of State General Funds (SGF) on July 1, 2009. 
AFLP SGF reductions resulted in a 34% reduction in new client enrollments and a 44% 
reduction in clients served in October 2009 compared to October 2008.  AFLP agencies 
experienced staff reductions of 170 FTE statewide.  Prior to the elimination of SGF, AFLP 
agencies maintained wait lists of clients until the assignment of case managers could be made. 
With the reduction in staff statewide, utilization of wait lists has significantly decreased or been 
eliminated altogether. Rather than wait list a client that an agency knows they cannot serve, 
clients are triaged and immediately referred directly out to other community services, if 
available. As a result, the majority of potential clients presenting to AFLP are not served by the 
program. Follow up on referrals is not performed, thus it is unclear how many of these 
adolescents receive services through other programs.   
 
Black Infant Health Program 
 
The Black Infant Health (BIH) Program was created in response to poor perinatal outcomes 
among Blacks in California, especially persistent disparities in infant and pregnancy-related 
mortality.  The primary goal of the existing BIH Program is to reduce Black infant mortality in 
California.  The BIH Program provides community-based, culturally sensitive health promotion 
and support services to pregnant and parenting Black women at risk of adverse birth outcomes.  
Before budget cuts during State Fiscal Year 2009/2010, the BIH program was located in 17 
LHJs where over 90% of all California Black births and infant deaths occurred.  As of July 2010, 
San Bernardino and Riverside counties have closed their BIH programs, so that BIH programs 
are now located in 15 local health jurisdictions where more than 75% of Black births occur.  
 
Between 1997 and 2008, BIH served 30,805 women and 22,176 infants born to client women. 
Clients served by the BIH program are higher risk compared to Black women overall in 
California. Outcome data suggest that the BIH Program may be improving birth outcomes by 
decreasing the number of very low birth weight infants and shifting them into the mid-low birth 
weight category. 
 
Since 2006, MCAH has undertaken a comprehensive review of the current BIH Program model 
in an effort to further improve infant and maternal outcomes for Black women.  As a result, a 
new BIH model has been developed to build upon current strengths and the growing body of 
literature that emphasizes a socio-ecological framework to explain disparities. To decrease 
persistent disparities, BIH will expand its focus to include preconception and inter-pregnancy 
health.  The program will emphasize self-esteem, empowerment, and social support in addition 
to health knowledge and linkages to services.  In this new model, BIH will replace an 
individualized approach characterized by implementation variation across sites with a group-
based approach implemented consistently across all sites.  The revised BIH model was 
developed through a partnership with Dr. Paula Braveman and staff from the UCSF Center on 
Social Disparities and Health, and local MCAH and BIH stakeholders. The new model is 
beginning to be piloted during State Fiscal Year 2010/2011.  
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Comprehensive Perinatal Services Program 
 
The Comprehensive Perinatal Services Program (CPSP) enhances the range of perinatal 
services provided to women reimbursed by Medi-Cal, from conception through 60 days 
postpartum. In addition to standard obstetric services, women receive nutrition, psychosocial, 
health education services, and related case coordination services from a multi-disciplinary team.  
Additionally, reimbursement is provided for prenatal vitamins and mineral supplements.  This 
approach reduces both low birthweight rates and health care costs in women and infants. 
 
Hospital outpatient departments, community clinics, county clinics, individual physicians, 
physician groups, and CNMs that are already Medi-Cal providers in good standing are eligible to 
become CPSP providers.  CPSP goals are: to decrease the incidence of low birth weight in 
infants, to improve the outcome of every pregnancy, to give every baby a healthy start in life, 
and to lower health care costs by preventing catastrophic and chronic illness in infants and 
children. As part of the CPSP, providers receive training, technical assistance and oversight to 
ensure quality of perinatal care. 
 
First 5 
 
First 5 California serves approximately 3.5 million young children, ages 0 to 5, and their families 
each year through a comprehensive system of education, health services, childcare, and other 
programs with a goal of improving school readiness. The California First 5 Commission was 
created by voters in 1998 and is funded through a 50 cent tobacco tax.  First 5 California 
distributes funds to local communities through the state’s 58 counties, all of which have created 
First 5 County Commissions. Eighty percent of the annual revenues are allocated to the 58 
County Commissions, based on county birth rate, while the remaining 20 percent fund the 
state’s overall guiding programs and administrative costs.  Each First 5 County Commission is 
operated locally; therefore there is tremendous variety in programs implemented across the 
state.  
 
In approximately 23 counties, First 5 provides a 4:1 match for the Healthy Kids program, which 
provides comprehensive medical insurance for families up to 300% FPL that are not eligible for 
Medi-Cal or Healthy Families.  In addition to improving health insurance coverage for children, 
enabling services funded by First 5 County Commissions include home visiting, case 
management, and family resource centers, among other initiatives.  
 
Home Visiting 
 
Home visiting services are an important service modality for high risk families. In California, a 
wide range of home visiting services are provided by public, non-profit, and academic entities. 
Home visiting approaches vary, from implementation of rigorous, curriculum driven approaches 
with pre-established visit schedules to a single visit in the home for assessment purposes.  
 
A 2006 survey of local MCAH Directors in California provides insight into the diversity of 
maternal, infant and early childhood home visiting program approaches.  The majority of 
programs target individuals with specific risk factors (e.g., high-risk pregnancy, teen pregnancy, 
or low birth weight), while about one-quarter provide universal services to all pregnant women 
and newborns. While some of the programs adhere to existing home visiting models, many 
others are locally created programs or local adaptations of national models that have been 
developed to meet community needs. Nurse Family Partnership was the most commonly cited 

Page 159 



California 2011-2015 Title V MCAH Needs Assessment 
 

program model in use, although other models or curricula noted by multiple respondents include 
Parents as Teachers, Nurturing Parenting Programs, and Touchpoints. Individual respondents 
identified a variety of other home visiting programs as well.   
 
A summary of several of the key national home visiting models with multiple implementation 
sites across California is presented below. Other national home visiting models, such as Healthy 
Families America, the Home Instruction Program for Preschool Youngsters (HIPPY), and the 
Parent-Child Home Program are implemented within the state.  
 
Nurse Family Partnership 
Nurse Family Partnership (NFP) is an evidence-based home visiting model in which ongoing 
services are provided by a registered nurse to first-time mothers during pregnancy through two 
years post-partum. In California, the first NFP sites started in Fresno, Los Angeles, and 
Alameda Counties in 1997.  
 
In California, programs affiliated with the national NFP program office are currently implemented 
by county public health departments serving families at 12 sites in 11 counties: Fresno, 
Humboldt, Kern, Los Angeles, Orange, Riverside, Sacramento, San Diego, San Luis Obispo, 
Solano and Tulare.  Sonoma and San Bernardino Counties are in the initial implementation 
phase for NFP-related programs. Several other counties are seeking federal and other funds to 
implement NFP sites.  Additional reviews of home visitation activities throughout California 
indicate that additional agencies, including LHJs and First 5 County Commissions, are using an 
NFP-inspired model of home visitation. 
 
Parents as Teachers 
In 2010 there are over 170 Parents as Teachers programs in California, primarily associated 
with Even Start, Early Head Start, family literacy, or family resource centers.  The program 
model goals are to improve parenting practices and child school readiness, provide early 
detection of developmental delays and health problems, and reduce child abuse. The Born to 
Learn model of Parents as Teachers is a home visiting program delivered by parent educators 
that is composed of personal home visits, group meetings, developmental and health 
screenings, and a resource network.   
 
Early Head Start 
In the 2008 program year, California Early Head Start programs enrolled 7,610 children and 
pregnant women. Of those, 50% were in home-based programs, which include regular home 
visits as well as group socialization experiences. The mission of Early Head Start is to promote 
healthy prenatal outcomes for pregnant women, enhance development of very young children, 
and promote healthy family functioning.235 The cornerstones of Early Head Start services 
include child development, family development, and community-building.236 Each program must 
provide access to a set of required services, such as comprehensive health and mental health 
services for children and literacy and job training for adults in the family.236  In 2009, funding 
from the American Recovery and Reinvestment Act (ARRA) supported nationwide expansion of 
the Early Head Start program. Coordinated statewide technical assistance was provided to 
California entities by a coalition including California First 5, WestEd, California Head Start 
Association, and Preschool California, with the goal of increasing quality services for young 
children.   
 
Domestic Violence  
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Through June 2009, 94 domestic violence shelter agencies were funded to provide emergency 
and non-emergency services to victims of domestic violence.  Over 105,000 victims and their 
children received emergency shelter, legal assistance with restraining orders, transitional 
housing, and other support services.   
 
The 2009 Budget Act eliminated $20.4 million State General Fund dollars for domestic violence 
shelters. Subsequently, legislation was passed that restored $16.3 million for one year to 
provide direct services, prevention and outreach through the CalEMA, Public Safety and Victim 
Services Programs Division, but this funding will end in June 2010.  
 
Additional services to address or prevent intimate partner violence include DV/Faith mini-grants 
offered by the Safe and Active Communities (SAC) Division of the Center for Chronic Disease 
and Health Promotion and the Children Exposed to Domestic Violence Specialized Response 
Program grants offered by the CalEMA, Public Safety and Victim Services Programs Division.  
 
State-level Enabling Services Capacity Assessment Findings  
 
Assessment of state-level MCAH Program capacity to support enabling services revealed a 
strong infrastructure for both informing the public and families about maternal, child and 
adolescent health issues and linking the MCAH population to resources and services. For 
example, the CPSP model health education curriculum, Steps to Take, has broad 
implementation across the state. To support ongoing development, the state MCAH Program 
sponsors annual meetings for staff in Title V funded programs that focus on improving the 
capacity of the LHJs to deliver health education programs and services to MCAH populations.  
 
Lack of staff trained in successful grant-writing and a cumbersome internal grant approval 
process mean that opportunities to apply for grants or leverage relationships with other 
agencies to improve the delivery of MCAH services are not always maximized. These 
challenges have been made even more complicated as a result of California’s budget woes.   
 
In summary, there are many components of California’s MCAH programs and services that are 
strong and well-established but there are opportunities for improvement (e.g., IPV). State and 
local MCAH programs will continue to perform the core functions of health education and linking 
MCAH populations to services despite fewer resources for MCAH activities and greater 
population needs.   
 
State-level Capacity Assessment Findings for Home Visiting 
 
The decentralized implementation of maternal, infant and early childhood home visiting 
programs in California has allowed for great local flexibility, providing a rich knowledge base in 
the delivery of such services to diverse populations. Extensive local expertise in the provision of 
evidence-based home visiting models—in both urban and rural settings, and in communities 
with very different demographics—will inform new statewide strategy development, and can be 
tapped as a resource for communities implementing new home visiting programs. At the same 
time, wide-ranging experience with “home-grown” home visiting programs and local adaptations 
of national models allows for otherwise unavailable insights into the delivery of such services to 
some of the state’s most hard-to-reach target populations.  
 
Although there is well-established capacity to provide home visiting programs and services at 
the local level, California would benefit from greater home visiting capacity at the state level.  In 
the absence of a statewide, state-based home visiting program, this expertise has not been 
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necessary within the MCAH Program. With development of a state early childhood home visiting 
program currently underway, California is simultaneously working on plans to ensure adequate 
state-level staffing and expertise specific to home visiting.  This includes extensive research into 
home visiting models, their documented outcomes, administration and oversight issues, and 
costs, as well as development of additional state infrastructure to support the training, technical 
assistance, data analysis and reporting needs of new and/or expanded home visiting programs.  
 
Stakeholder Enabling Services Capacity Assessment Findings 
 
The majority of stakeholders (92%) indicated they design, implement and/or partner with other 
organizations to provide health education and promotion activities for the MCAH population.  
About 60% conduct, or provide technical assistance for community partners to conduct, health 
communication activities such as media advocacy or social marketing; commit financial 
resources to support health communication, education or promotion efforts; and collect data on 
changes in knowledge, attitudes, intentions and behavior as a result of health education 
activities.  
 
Most stakeholders reported that they partner with community agencies to coordinate and ensure 
linkages to MCAH health services that may include delivering outreach services, case 
management, social and mental health services, culturally and linguistically appropriate services 
(83%); evaluate access to and utilization of needed health services for MCAH populations 
(85%); and mobilize its assets to reduce MCAH disparities (86%). 
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Population-based services  
 
Population-based services are preventive interventions and personal health services that are 
developed and available for the entire MCAH population, rather than for targeted groups.  These 
services are available whether the mother or child receives care in the private or public system, 
regardless of insurance status.5  This section describes the major population-based services 
available to the MCAH population in California. Additionally, assessment of state and local 
MCAH program capacity to deliver essential services of maternal, child, and adolescent health 
relevant to population-based services are presented.  
 
Local MCAH Programs 
 
Local MCAH programs deliver a variety of population-based services in the areas of oral health, 
injury prevention, and immunization. Additionally, local MCAH programs implement population-
wide health education campaigns. Oral health activities include oral health education, referrals 
and services such as screenings and sealant application to school age children. In order to 
prevent childhood injuries, local MCAH programs offer child safety services such as car seat 
installation classes, car seat distribution to low-income families, accident prevention and water 
safety. Finally, many local MCAH programs participate in immunization clinics to ensure the 
provision of low cost or free immunizations to children.  
 
Sudden Infant Death Syndrome Program (SIDS) 
 
The SIDS Program provides SIDS awareness education, and risk reduction strategies to all 
Californians, in addition to offering grief counseling to all California families impacted by SIDS. 
The intent of the SIDS Program activities supported by the MCAH Program is to reduce the 
number of SIDS deaths by educating the general public, high-risk populations, hospital staff, 
and childcare providers on how to reduce the risk of SIDS, particularly through the “Back to 
Sleep” campaign.    
 
The state MCAH Program currently provides funding to LHJs for SIDS activities including grief 
counseling, SIDS risk reduction activities, and staff training. The state MCAH Program contracts 
with California State University, Long Beach to operate the California SIDS Program. This 
program provides training for health care providers and emergency response personnel, 
technical assistance and risk reduction materials.  
 
Injury Prevention 
 
Childhood Injury Prevention Program (CIPP) 
Within MCAH Program, the goal of CIPP is to support local efforts to prevent unintentional and 
intentional injuries among children and youth.  The MCAH Program contracts with the Center for 
Injury Prevention Policy and Practice (CIPPP) at San Diego State University, to provide 
technical assistance to local and statewide organizations, including local MCAH programs.  The 
CIPPP also conducts the nationally known, annual California Conference on Childhood Injury 
Control currently funded through the Kids’ Plates Program*.   
 

                                                 
5 HRSA. Maternal and child health services Title V block grant program guidance and forms for the Title V 
application/annual report OMB no: 0915-0172.  
* Kids’ Plates! Generates revenue for injury and child abuse prevention in California through the sale of specialized 
license plates.  
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In prior years, the State MCAH Program provided funding and technical assistance to local 
MCAH programs to develop and integrate injury prevention activities within the MCAH Scope of 
Work for their jurisdiction.  Over the past 10 years, the MCAH Program provided special limited-
term local assistance funds to 17 California counties: Contra Costa, Orange, San Bernardino, 
Riverside, Butte, Tehama, Shasta, Alameda, San Mateo, Kern, Sonoma, Humboldt, Plumas, 
Sacramento, Siskiyou, Stanislaus, and Ventura. Since 2007, no new injury prevention funding 
has been available for local health jurisdictions. Despite the lack of funds, the majority of LHJs 
have now incorporated injury prevention activities within their MCAH scope of work. 
 
Safe and Active Communities  
The Safe and Active Communities (SAC) Branch is the lead agency within CDPH responsible 
for coordinating statewide injury and violence prevention efforts.  This includes the prevention of 
intentional and unintentional injuries as well as surveillance and epidemiology.  Current 
intervention efforts focus on child passenger safety, violence prevention (ranging from child 
maltreatment to violence against women, including sexual assaults, homicide, and suicide), 
elder (senior) fall prevention, pedestrian safety, and creating safe and active communities 
conducive to walking and bicycling.  SAC’s injury surveillance and epidemiology program 
includes the California Injury Data Online - a web-based do-it-yourself injury surveillance table-
builder (www.dhs.ca.gov/EPICenter).  Centers for Disease Control and Prevention and state 
Kids Plates funds support much of the Branch’s prevention activities.  MCAH Title V monies 
support data collection and prevention work of the local child death review teams. 
 
California Birth Defects Monitoring Program (CBDMP) 
 
CBDMP has been an active ascertainment population based registry since 1982, when the 
California State legislature mandated the collection of data on birth defects, stillbirths, and 
miscarriages.  CBDMP monitors birth defects counts and trends in California for the safety of 
the public, performs public outreach and education, responds to public concerns, helps plan 
intervention and prevention strategies in California, and provides information to other CDPH 
programs, the LHJs, national reporting systems, and researchers worldwide. Since the 
restructuring of the California Health and Human Services Agency in 2007, CBDMP has 
become part of the MCAH Program.  
 
Office of Family Planning 
 
The Office of Family Planning (OFP) is charged by the California Legislature “to make available 
to citizens of the State who are of childbearing age comprehensive medical knowledge, 
assistance, and services relating to the planning of families." The purpose of family planning is 
to provide women and men a means by which they decide for themselves the number, timing, 
and spacing of their children.  Administered by OFP, California’s Family PACT (Planning, 
Access, Care and Treatment) Program serves California residents whose incomes are at or 
below 200% of the federal poverty level and who have no other reproductive health care 
coverage. Family PACT provides comprehensive family planning services to women and men of 
reproductive age, including adolescents.  Family PACT serves over 1.7 million clients through a 
network of Family Pact enrolled public and private providers.  In addition, the OFP administers 
teen pregnancy prevention programs throughout the state. The purpose of the Teen Pregnancy 
Prevention Program is to utilize a variety of approaches and strategies to: reduce teenage and 
unintended pregnancy and absentee fatherhood, promote responsible parenting and assist 
adolescents in accessing clinical services. 
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The State MCAH Program is collaborating with OFP on a preconception health social marketing 
campaign that will provide Black women with information about how to stay healthy before 
pregnancy and refer them to Family PACT clinics for reproductive health services. This project 
grew out of previous collaborative work with OFP that has resulted in extensive training in 
preconception care for family planning clinic staff. A three-year demonstration project to 
integrate preconception care into the Title X  planning clinics, which was supported by the 
Preconception Health Council of California (founded in part by the state MCAH Program) has 
also resulted in a shift in thinking in the family planning world about the importance of promoting 
health for all women of reproductive age. 
 
Immunization 
 
The Immunization Branch of CDPH provides leadership and support to public and private sector 
efforts to protect the population against vaccine-preventable diseases, in collaboration with LHJ 
immunization programs.  California law requires that children receive specific immunizations 
before entering public and private Kindergarten-12th grade schools, licensed childcare centers 
and related institutions.  

During the 2009 H1N1 Influenza pandemic, CDPH mounted an organized response by 
implementing its Pandemic Influenza Preparedness and Response Plan through its Emergency 
Preparedness Office.  This included regular staff meetings, stakeholder meetings/calls, and 
distribution of regularly updated information through the CDPH website, as well as press 
releases and webcasts.  H1N1 influenza vaccine distribution to local health departments and 
usage reporting was coordinated through the CalPanFlu.org website.  The Immunization Branch 
provided educational brochures to encourage H1N1 flu vaccination.  Recognizing that H1N1 flu 
was severely impacting pregnant women, the MCAH Program created a low-literacy educational 
brochure specifically targeting pregnant women and new mothers which was made readily 
available on the MCAH website and widely distributed to LHJs and other CDPH departments. 

The Immunization Branch also administers California’s Vaccines for Children Program (VFC). 
Any doctor or health care organization serving children can enroll in VFC to receive certain 
childhood vaccines at no cost. Children who are uninsured, enrolled in Medi-Cal, or are 
American Indian or Alaskan Native are eligible for VFC. Children enrolled in Healthy Families 
are not eligible.  

The Immunization Branch also operates California’s immunization registry. In 2006, California 
passed legislation to implement a statewide immunization registry.  There are currently nine 
regional registries in California accessible by health care providers, schools, child care centers, 
WIC, and other authorized entities. Efforts are underway to increase participation in the 
immunization registries and to link the nine regional registries.  

Genetic Disease Screening Program (GDSP) 
 
The mission of the GDSP is to serve the people of California by reducing the emotional and 
financial burden of disability and death caused by genetic and congenital disorders.  A state 
mandated program, GDSP administers the prenatal screening program and the newborn 
screening program.  
 
The Prenatal Screening Branch (PNS) offers prenatal screening and follow-up services to 
pregnant women in California to reduce the occurrence of birth defects and disability. Since  
March 2009, PNS has offered three types of screening tests. The Quad Marker Screening (a 
second trimester test), Serum Integrated Screening (combined first trimester blood test result 
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with a second trimester blood test result), and full-integrated screening. The full-integrated 
screening combines first and second blood test results with Nuchal Translucency (NT) 
ultrasound results, which screens for Down syndrome and Trisomy 18.  

The Prenatal Screening Program provides pregnant women with a risk assessment for open 
neural tube defects, abdominal wall defects, down syndrome (trisomy 21), trisomy 18 and 
Smith-Lemli-Opitz Syndrome. The Program provides women who are at high risk based on the 
screening test results free follow-up services at State-approved Prenatal Diagnosis Centers.  
Services offered at these Centers include genetic counseling, ultrasound, and amniocentesis.  

The California Newborn Screening Program now screens for 76 conditions, including  
phenylketonuria, galactosemia, primary congenital hypothyroidism, sickle cell disease, beta- 
thalassemia major, and Hb E-Beta Thalassemia, hemoglobin H and hemoglobin H - Constant 
Spring disease, congenital adrenal hyperplasia, metabolic disorders detectable by MS/MS 
screening, cystic fibrosis, and biotinidase deficiency.  Over 99% of the babies born in California 
are screened. Distribution of information regarding newborn screening by prenatal care 
providers and at admission is required.  

The Genetic Disease Screening Laboratory oversees contracted private laboratories that 
conduct GDSP’s screening. GDSP also oversees contracts with major medical centers and 
community agencies to conduct follow-up and diagnostic services, in collaboration with regional 
centers, to ensure a high level of care are available throughout California.  

California Lead Poisoning Prevention Branch (CLPPB) 
 
Established by legislation, the Childhood Lead Poisoning Prevention Branch (CLPPB) operates 
the Childhood Lead Poisoning Prevention Programs (CLPPP) in order to increase awareness of 
the hazards of lead exposure, reduce lead exposure, and increase appropriate assessment of 
child lead poisoning.  The CLPPP provides information and education to the general public, 
medical providers and community-based organizations.  For families of lead-poisoned and lead 
exposed children, CLPPP provides telephone contacts and educational materials.  For families 
of children found to be severely lead-poisoned, CLPPP offers home visitation, environmental 
home inspections and nutritional assessments.  

Sexually Transmitted Disease (STD) Control 
 
The STD Control Branch works with the state’s 61 LHJs to prevent and control STDs and 
improve sexual health using the 10 essential services of public health as a strategic framework.   

The STD Control Branch uses a multidisciplinary approach and prioritizes from the following 
available strategies and interventions: surveillance and assessment; health education, 
awareness and promotion; behavioral interventions, specifically risk reduction counseling; 
screening to identify asymptomatic individuals; diagnostic testing to identify symptomatic 
individuals; timely treatment of infected individuals to interrupt disease transmission in the 
community and prevention complications in the individual; partner services to assure timely 
treatment of contacts through partner notification via field investigation or the internet and 
expedited partner therapy; structural interventions; vaccination whenever possible; and program 
evaluation and quality improvement through performance measures.   

The STD Control Branch has issued guidelines related to the MCAH populations including STD 
Screening and Treatment during Pregnancy, California STD Treatment Guidelines for Adults 
and Adolescents, and Gonorrhea Screening and Diagnostic Testing Among Women in Family 
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Planning and Primary Care Settings.  Additionally, youth friendly health information and 
community resources are offered on an STD branch website (called “TeenSource”) and through 
text messaging (called “Hook Up”).    

Office of AIDS 
 
The Office of AIDS (OA), has lead responsibility for coordinating state programs, services, and 
activities relating to HIV/AIDS. OA is comprised of three branches (HIV Education and 
Prevention Services, HIV/AIDS Epidemiology, and HIV Care) and the AIDS Drug Assistance 
Program Section. OA works collaboratively with state and federal agencies, LHJs, universities, 
and community-based organizations to ensure that efforts to combat the HIV/AIDS epidemic are 
targeted and effective. 
 
OA leads LHJs in developing and implementing focused HIV detection, education, and 
prevention programs. Several of OA funded programs serve the MCAH population such as the 
Rapid HIV Testing in Labor and Delivery Program, Rapid HIV Testing in Emergency rooms,  
Statewide Technical Assistance Initiatives, Neighborhood Intervention Geared toward High-Risk 
Testing Program and African American Initiative. 
 
Oral Health 
 
CDPH oversees the fluoridation of public water systems in California through two of its 
organizations.  The Drinking Water Program of the Division of Drinking Water and 
Environmental Management (DDWEM) provides technical and engineering expertise to public 
water systems for permitting and operating fluoridation systems.  DDWEM is the regulatory 
agency and responsible for assuring fluoridation systems are optimally fluoridating the water 
supplies to provide dental health benefits.  The Office of Oral Health (OOH) within the Chronic 
Disease Control Branch provides scientific, technical, and health related expertise to 
communities interested in fluoridating their drinking water supplies.  OOH is also responsible for 
securing funds to purchase and install fluoridation equipment for public water systems. 
California legislation requires that children have a documented dental check-up by a licensed 
dental professional during their first year in public school, at kindergarten or first grade, in order 
to identify children in need of further dental treatment. Due to state budget cuts, school districts 
are encouraged to continue data collection but are no longer mandated to do so.  
 
Recent changes in California law have been enacted to expand services delivered by dental 
auxiliaries in order to improve preventive dental services for children.  Now a registered dental 
assistant (RDA) can place sealants under the direct supervision of a dentist or dental hygienist, 
and a licensed RDA will be able to place sealants and perform oral health assessments in a 
school-based, community health setting.  Additional legislation will allow lay providers to apply 
topical fluoride under the prescription and protocol set by a physician or dentist in a public 
health setting.    
 
With sponsorship from California Dental Association (CDA) Foundation and ACOG, state 
perinatal clinical oral health guidelines have been created for health care professionals engaged 
in the care of pregnant women and their children.  These recommendations, Oral Health During 
Pregnancy & Early Childhood:  Evidenced-Based Guidelines for Health Professionals, have 
been actively disseminated throughout the state in a report and a policy brief.   These guidelines 
should encourage more dental providers to treat their pregnant patients and young families. 
 
MCAH continues to meet with key State stakeholders to develop and promote policy 
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strategies to improve the oral health of pregnant women, children and adolescents.  Oral 
health educational components have been added or revised in the CPSP Steps to Take 
Guidelines, BIH perinatal and postpartum curricula, AFLP “Infant Feeding” Guidelines and 
CDAPP’s Sweet Success Guidelines.  In addition, oral health public education brochures 
from the Child Health and Disability Program, WIC and Medi-Cal/Denti-Cal have been 
created or updated, translated into several languages, and distributed through state and local 
programs. 

Population-based Health Education Campaigns 
 
The MCAH Program works with local MCAH Programs to review health education campaign 
materials developed and implemented at the local level. A limited number of public education 
campaigns have been developed to address statewide issues of importance when grant funding 
is available.  Two examples are described below. 

The MCAH Program’s Preconception Health and Health Care Initiative implemented a multi-
pronged folic acid awareness campaign for Hispanic women following the recommendations of 
a multidisciplinary stakeholder group. The campaign featured Spanish language radio PSAs and 
an original mini-drama developed by a local Hispanic community group; outreach to the 
community through health promoter training; reprinting of a folic acid brochure and poster; and 
vitamin distribution and education through WIC agencies. The campaign resulted in 1200% 
increase in calls to the CDC-INFO referral line and the distribution of 45,000 bottles of vitamins. 
These materials are available to any LHJ or agency implementing a similar campaign.  

A second effort to inform and educate the public about preconception health include the 
EveryWomanCalifornia website—created by the Preconception Health Council to educate both 
the general public and medical providers about health considerations for all women of 
reproductive age—and a HRSA/MCHB-funded social marketing campaign targeting Black and 
Hispanic women and youth of color with messages about reproductive life planning and health 
before pregnancy.  

California First 5 
 
California First 5 supported population-based services include statewide and local public 
education campaigns on the importance of childhood education, oral health care, and 
information for new parents distributed at hospitals. Additional population-based services 
implemented by some First 5 county commissions include improved asthma screening and 
treatment, oral health services, universal free pre-school, and immunizations. 
 
LHJ Population-based Services Capacity Needs 
 
Capacity needs related to population-based services were identified by 69% of LHJs, primarily 
related to social marketing or population-based education campaigns. Examples of capacity 
needs included identification of state and local resources for social marketing resources on 
specific topics and the linkage of social marketing and media campaigns to community 
mobilization efforts related to family health and pregnancy outcomes.  A small number of LHJs 
identified needs related to universal screening or services. Examples include increasing 
promotion Family PACT services and condom distribution to address STI and pregnancy 
prevention, and the need to continue or expand mental health screening and services, 
particularly for post-partum depression.  
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State-level Population-based Services Capacity Assessment Findings 
 
Increased integration of CBDMP into overall MCAH Program activities has been identified as a 
priority. Improved collaboration between CBDMP and MCAH program, policy, and epidemiology 
staff would be mutually beneficial.  Because CBDMP has an active ascertainment system, live 
births, stillbirths occurring after 20 weeks gestation and medically indicated terminations are 
included in the CBDMP Registry.  Data collection staff review the entire medical chart for each 
potential case identified.  From this data a unique case is generated and is then linked to the 
demographic data found in the Vital Statistics Live Birth and Fetal Death files.  With this type of 
data collection, CBDMP can supplement current data sources utilized by MCAH programs such 
as Preconception Care, Black Infant Health, Women Infant Children (WIC) and Fetal Infant 
Mortality Review by providing more specific information not available in other sources such as 
hospital discharge records.  For example, hospital discharge data do not provide the level of 
detail needed to find specific birth defect diagnoses.  CBDMP data can also be used for quality 
control purposes to determine differences between active ascertainment and passive reporting, 
which can enhance program policy and planning.    

Opportunities exist to identify best practice public education campaign materials that have been 
tested in California’s diverse populations. The MCAH Program website could be used to 
disseminate these materials to LHJs. Additional opportunities to collaborate with partners to 
expand public education campaigns could be explored.  

Stakeholder Population-based Services Capacity Assessment Findings 
 
Approximately 60% of stakeholders reported that they conduct, or provide technical assistance 
for community partners to conduct, health communication activities such as media advocacy or 
social marketing; commit financial resources to support health communication, education or 
promotion efforts; and collect data on changes in knowledge, attitudes, intentions and behavior 
as a result of health education activities.  
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Infrastructure-building Services 
 
The California MCAH Program utilizes a public health approach in building systems and 
implementing services to protect and improve the health of the entire MCAH population, which 
is operationalized through the 10 MCAH Essential Services (ES). The majority of these 10 
MCAH ES relate to the infrastructure-building services level of the MCAH Pyramid. The delivery 
of public health services is an iterative process, reflecting the cyclical nature of monitoring, 
implementation and evaluation, as well as the complexity of MCAH problems and the continually 
evolving science and practice of public health. Therefore, while the description and assessment 
of the MCAH Program’s implementation of the 10 MCAH ES is presented in a linear sequence, 
in practice these activities are often recurring and overlapping. Further, as the MCAH Program 
increasingly recognizes the need to address solutions to MCAH problems and disparities by 
addressing upstream factors such as the conditions in which people live, the need to retool 
existing infrastructure becomes more apparent.  
 
In the narrative below, elements from the HRSA guidelines were incorporated into the MCAH 
ES framework. Specifically, the description of monitoring of program effectiveness and 
continuous quality improvement is included in ES 1 and 2.  Coordination is discussed in ES 4.  
The discussion of planning, promotion of standards of quality care, and guidelines is included in 
ES 5.  Comprehensive services for each MCAH population group can be found under ES 7.  
Workforce development is described under ES 8, evaluation under ES 9, and research under 
ES 10.  
 
ES 1. Assess and monitor to identify and address problems, and 
ES 2. Diagnose and investigate health problems and health hazards affecting women, 
children, and youth.  
 
The 2011-2015 needs assessment has provided the opportunity to conduct a comprehensive 
review of the MCAH population strengths and needs, which inform the development of five year 
priorities used in focusing essential public health services within the state MCAH Program. In 
addition to this periodic comprehensive review, the California MCAH Program initiates its routine 
monitoring function to identify changing needs and emerging health issues.  Ongoing monitoring 
activities evolve in response to the availability of new data sets, the developing science around 
complex health issues, or new issues identified by partners.  As emerging MCAH issues are 
identified, investigations are implemented to explore their scope and epidemiology.    
 
Data Capacity and Ongoing Monitoring 
 
The MCAH Program has access to multiple datasets from a variety of sources, including data 
collected by the MCAH Program, from other Departments and Agencies, and from national 
surveys that produce California-specific estimates. A major strength of the MCAH Program to 
monitor and investigate health problems is the Maternal Infant Health Assessment Survey 
(MIHA). MIHA is an annual population-based survey of mothers delivering live infants in 
California. The ongoing survey is a collaborative effort of the MCAH Program and researchers 
at the University of California, San Francisco, Center on Social Disparities in Health. The survey 
collects data on maternal demographic characteristics, health and health behaviors, and access 
to care.  Data from MIHA are available in a timely manner, which facilitates responsiveness to 
emerging MCAH issues.  In addition, California is one of few states to have a state-wide 
women’s health survey, the California Women’s Health Survey (CWHS), and the biennial 
California Health Interview Survey (CHIS).  
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Datasets regularly obtained from partners include the Birth and Death Statistical Master Files, 
the linked infant birth/death file, the Fetal Death Statistical Master File, Patient Discharge Data, 
and CWHS.  MCAH has also received data from WIC for participants during the prenatal period 
and in future years will also receive post-partum and child participant data.   
 
Surveillance for the MCAH population is supplemented by data from summary reports, specific 
requests, or queries from the following data sources: CHIS, PedNSS (in California, based on 
screening through the California Health and Disability Program, not WIC), STD Surveillance, 
HIV Counseling and Testing Information Systems, Genetic Disease Screening Program 
(newborn and prenatal screening), Birth Defects Monitoring Program, Medi-Cal administrative 
data, California Department of Education Physical Fitness Testing, the National Immunization 
Survey, and the National Children’s Health Survey.  Opportunities exist to expand use of 
additional high quality datasets, including the Behavioral Risk Factor Surveillance System 
(BRFSS) and the Youth Risk Behavior Surveillance System (YRBS).  
  
The MCAH Program utilizes these data to prepare basic descriptive analyses or present 
secondary data related to priority health issues identified in our annual Title V Block Grant or 
emerging health issues identified by partners.  Results are regularly shared with internal and 
external partners through presentations, at meetings, and through fact sheets. However, since 
the MCAH Program relies on other centers or agencies to collect these data, there can be a lag 
in the receipt of data, which can delay reporting.  Further, since the MCAH Program is the 
expert for interpretation of data related to MCAH issues, the need to take a more active role in 
providing results to the public consistently has been identified.  
 
Through contracts with partners, the MCAH Program supports LHJ surveillance capacity by 
providing a central source of county level data for key perinatal health indicators. FHOP 
provides local jurisdiction data and technical assistance for the Title V Needs Assessment, and 
training on easy-to-use data analysis programs for vital statistics and patient discharge data. 
Improved Perinatal Outcomes Data Reports (IPODR) uses geographic, vital statistics and 
patient discharge data to produce reports at the county and zip code level for local planning and 
evaluation. Finally, Perinatal Profiles provide data to all maternity hospitals in California to 
support quality improvement.  The MCAH Program support of local surveillance capacity is a 
strength, particularly during the current budget crisis, when many local health jurisdictions are 
experiencing severe limitations in infrastructure capacity compounded by an anticipated 
increase in needs.  
 
The MCAH Program has supported the linkage of data for enhanced surveillance opportunities 
including the provision of funds for linkage of vital records data and patient discharge data for 
California’s Pregnancy Associated Mortality Review (CA-PAMR), review of a linkage algorithm 
developed by CPQCC, and the provision of funds for annual creation of the linked California 
Birth Cohort file.  The MCAH Program has annually linked respondent data from the MIHA 
survey with data from the Birth Statistical Master File (BSMF), and has recently linked WIC 
prenatal client data with the BSMF.  As part of the redesigned BIH Program, client level data will 
also be linked to the BSMF which will facilitate improved assessment of client birth outcomes.  
The MCAH Program access to and use of linked data is an asset that could be further utilized in 
ongoing monitoring efforts. 
 
Recent advances in geospatial software and analytic methods have established additional 
mechanisms for monitoring population health and for targeting of limited resources.  The MCAH 
Program is establishing an infrastructure and staff capacity to maximize on these available 
technologies.  The MCAH Program recently geocoded the 2008 BSMF for the CDPH, geocoded 
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WIC prenatal client data, and geocoded locations of service providers for several programs 
offered in California.  The geocoded BSMF and WIC prenatal client data have been analyzed 
geospatially to identify statistically significant clusters where potential WIC eligible clients reside 
and opportunities for targeted funding to these population areas.  The methods developed for 
the WIC analyses will be applied to other analyses of population health including identifying 
“hotspots” for birth outcomes such as low-birth weight, preterm birth, and infant mortality; to 
assess quality of care received including appropriate level of care for low birth weight babies; 
and targeting of MCAH programs and services.  Incorporating additional geospatial data layers 
that provide socioeconomic and community information will allow multi-level analyses for 
monitoring the impact of structural factors on population health.    
 
The MCAH Program has identified the opportunity to improve monitoring child and adolescent 
health status in the next five years.  
 
Data Capacity Improvement Efforts 
 
The MCAH Program contributes expertise to improving in-house and partner-led surveillance 
activities, including ongoing monitoring of MIHA data quality and response rates, and 
participation in the development of surveys such as the CWHS and BRFSS.   
 
Efforts to improve data quality include collaboration between the Office of Vital Records and 
MCAH staff with the RPPC to provide regular statewide trainings for hospital administration, OB 
Nursing staff and birth clerks to improve the quality of birth data collection.  These trainings 
focus on the importance of obtaining quality birth data, provide best practices for obtaining 
quality data, improve birth clerk understanding of complex medical terminology, and recognize 
those birth facilities satisfying requirements for data completeness.  Improved processes are in 
development to inform the birth clerk of maternal conditions experienced prior to and during 
labor and delivery that impact outcomes, and to provide birth clerks informational brochures to 
share with patients on the importance of obtaining birth data.  The inclusion and accuracy of 
birth data is critical for statewide assessment and program planning.     
 
The MCAH Program contributes to improved data capacity within the CDPH by participating in 
the Data Policy Advisory Committee (DPAC), an advisory panel to the CDPH Director for 
identifying opportunities to standardize, integrate, and maximize the use of data within CDPH; 
for developing policy on the use of data; and to identify and plan new opportunities related to 
data operations, informatics, and the application of findings. 
 
Investigation of Health Problems and Response to Emerging Issues 
 
Prior to budget cuts and staff furloughs, epidemiology staff conducted in-depth quantitative 
analyses and assessment on topics including teen pregnancy, breastfeeding, childhood obesity, 
preconception health status, folic acid use, obesity and weight gain during pregnancy, 
hypertension, intimate partner violence, maternal mortality, maternal morbidities, c-sections, low 
birth weight, preterm birth, and oral health. Results of these studies have been shared with 
partners, contributed to the development of MCAH public health science, and influenced public 
health practice in California. Currently, time and capacity for this in-depth epidemiologic 
investigation related to the MCAH population in California are more limited. Outside researchers 
at universities such as UCLA (CHIS) and UCSF (MIHA, FHOP) continue to implement analyses 
related to emerging MCAH topics in California.  
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Other methods, such as case reviews are also implemented to investigate MCAH problems in 
California.  The MCAH Fetal Infant Mortality Review (FIMR) Program uses case review and 
other tools to identify systems factors related to preventable fetal and infant deaths and 
community action to develop and implement interventions to remedy the problems. Originally 
based on a medical model, the state and local programs have utilized the Perinatal Periods of 
Risk (PPOR) approach to develop a better understanding of the role of maternal health in the 
high rates of Black infant mortality. In response, a new strategy is in development to more 
effectively utilize the maternal interview to explore how contextual factors and social 
determinants of health for the mother and family contribute to subsequent fetal and infant death.  
 
The California Pregnancy Associated Mortality Review (CA-PAMR) project utilizes linked vital 
statistics and hospital discharge data to identify the leading causes of pregnancy-related deaths 
in California women. The Public Health Institute provides medical record abstraction, while state 
MCAH staff is responsible for all elements related to data including: linkage, analyses and 
reporting to external stakeholders. The MCAH Program uses Title V funds to support contracts 
for case review, interpretation of analyses, and report development. Additionally, the MCAH 
Program has funded UCLA to conduct a trend analysis of maternal morbidity using patient 
discharge data.  
 
The MCAH Program performs numerous analyses at the request of the legislature, governor, 
other state health department entities, local health jurisdictions, and community and 
professional groups, to study factors that affect health and illness in the MCAH population. For 
example, at the request of the FASD Task Force (a collaborative effort between Department of 
Social Services, CDPH, and the Alcohol and Drug Program) the MCAH Program analyzed 
MIHA and CWHS alcohol consumption data and Patient Discharge FASD diagnostic data.  
UCSF researchers recently published a paper on social determinants of health utilizing MIHA 
Survey data. Other State and local agencies, such as Environmental Toxicology, Water 
Resources Board, and SAC conduct investigation and monitoring of environmental hazards 
affecting MCAH populations.  
 
The MCAH Program investigates factors that affect health to identify emerging MCAH threats 
through analysis of data from vital statistics, surveys, and program data.  Emerging threats are 
also identified by advisory groups, collaborative networks, local MCAH directors, national 
partners, and review of research literature. Several emerging issues that have been 
incorporated into MCAH Program surveillance activities include: current economic crisis, 
acculturation of Hispanics and/or other ethnic groups, breastfeeding and maternity care policies 
and practices, and changes to WIC program.  Additional emerging issues include the failure to 
maximize the use of the postpartum visit to promote interconception health, the need for 
hospital maternal standards, stakeholder reports of increased incidence of Rickets and 
implications for Vitamin D supplementation, and maternal morbidity and mortality associated 
with H1N1.  
 
The MCAH Program could improve its ability to identify emerging threats.  While local MCAH 
directors communicate regularly with the MCAH Program, there is a formal mechanism for LHJs 
to communicate emerging threats via the Emergency Preparedness Office and other agencies. 
 
Continuous Quality Improvement (CQI) for Hospital Perinatal and Maternal Services  
 
The MCAH Program has implemented multiple initiatives in collaboration with experts, 
providers, and hospitals throughout California to monitor population- and facility-based 
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outcomes and improve quality of care to improve the health of mothers and infants.  Several of 
these collaborative are described below.  
 
California Perinatal Quality Care Collaborative (CPQCC) is composed of 127 member hospitals 
representing over 90% of neonates cared for in California’s NICUs. In order to improve the 
quality and outcomes of perinatal health, CPQCC provides members with data, technical 
assistance, and facilitates systems improvements to support CQI activities.  CPQCC supports 
multiple databases that provide the capability to monitor trends in neonatal process and 
outcomes data to facilitate CQI activities among members and identify topics for multi-center 
collaborative projects.  These projects are formal learning collaboratives among member 
hospitals utilizing CPQCC-developed toolkits. The collaboratives consist of a group of hospitals 
that agree to address a particular CQI topic through participation in workshops, data collection 
and reporting.  Participation in the CPQCC learning collaborative fulfills the QI requirement for 
Perinatology in Board maintenance of certification. CPQCC has developed 10 toolkits, and is 
currently developing mechanisms by which hospitals can use an existing toolkit with a 
consultant in order to meet Board recertification requirements for their Perinatologists.  
 
CPQCC and MCAH recognize the need to expand existing data systems to include maternal 
data that can be linked to infant outcomes.   
 
California Maternal Quality Care Collaborative (CMQCC) is a multidisciplinary advisory group 
devoted to eliminating preventable maternal death and injury and promoting equitable maternity 
in California by bringing resources and quality improvement techniques to providers, 
administrators, and public health leaders. For example, obstetric hemorrhage is a leading cause 
of maternal mortality.  Therefore CMQCC developed an Obstetric Hemorrhage toolkit for 
hospitals to use to improve response to hemorrhage using CQI methods.  The Maternal Quality 
Indicator Workgroup examines ways of using population-based data to measure progress on 
National Quality Forum obstetric measures.  Examples of these measures include (1) elective 
delivery prior to 39 completed weeks gestation; (2) cesarean rate for low-risk first-birth women 
and; (3) exclusive breastfeeding at hospital discharge.  This data provides both the quantitative 
information needed for setting priorities and establishing rational health policy and the real-world 
context for understanding how the policy affects the public. These measures have been adopted 
by Leapfrog, Joint Commission of Accredited Hospital Organizations and CA Hospital 
Assessment and Reporting Taskforce (CHART). 
 
Both CPQCC and CMQCC have been working with the national March of Dimes to reduce non-
medically-indicated deliveries prior to 39 weeks gestation. It is well established that infants born 
in the late pre-term phase have increased chance of respiratory problems requiring NICU days.  
This collaboration has resulted in a toolkit which will be disseminated statewide.  March of 
Dimes will also share this toolkit with other states. 

Through its Local Assistance for Maternal Health initiative, the MCAH Program has supported 
maternal quality improvement efforts in two LHJs.  LHJ participation was supported through a 
request for applications. Two LHJs, Los Angeles and San Bernardino Counties, are currently 
participating in the LAMI (four LHJs were selected, but due to budget cuts, only two continued to 
receive funding after the initial start-up year). Los Angeles County is working to improve 
response to maternal hemorrhage in 10-12 of its hospitals. San Bernardino is working to reduce 
elective inductions in all jurisdiction hospitals. Both projects are using quality improvement data 
collection and tracking systems developed by the Institute for Healtcare Improvement and both 
are drawing upon technical assistance provided by CMQCC. The goal for both projects is to 
develop an implementation guide for use by other LHJs. Additionally, CMQCC will be 
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developing two additional maternal care improvement toolkits for use by LHJs in collaboration 
with hospitals. If funds allow, support will be provided to interested jurisdictions to replicate 
these projects.  

Regional Perinatal Programs of California (RPPC) provide quality improvement technical 
assistance and promote access to risk appropriate perinatal care to pregnant women and their 
infants through regional activities.  Perinatal Profiles, reports of hospital birth/death data, are a 
data tool used by RPPC to monitor trends with a goal of CQI.  Each RPPC Director conducts 
site visits to individual hospitals within their region to review data from Perinatal Profiles and 
other sources to identify quality improvement issues. Based on identified issues, the RPPC 
Director links the hospital to resources that can be used to improve quality of care. Additionally, 
information and resources available through CPQCC and CMQCC (such as learning 
collaboratives) are shared with hospitals during site visits.   
 
Challenges experienced by RPPC include differences across regions in the number of hospitals 
and geographic area covered, resulting in challenges in meeting the needs of hospitals in some 
large geographic regions or regions with a high number of hospitals.  In those regions that 
include both large urban centers and isolated rural areas, a large degree of flexibility is required 
of the RPPC Director. Further, RPPC recognizes that smaller hospitals and rural hospitals have 
unique needs related to their size and scope, workforce capacity, and transport issues. 
Therefore, development of CQI approaches that meet the needs of these hospitals is planned.   

California’s Perinatal Transport Systems (CPeTS) is designed to locate beds for high–risk 
mothers and infants and provide transport assistance, transport data reports, monitors transfer 
of critically ill infants and mothers with high risk conditions to ensure they are transported to the 
appropriate level of care in regional Neonatal Intensive Care Units (NICUs) and Perinatal High 
Risk Units (PHRUs).  CPeTS maintains a web-based bed availability list that is intended to allow 
maternity hospitals to obtain information 24 hours day-7 days a week for transfer coordination of 
a high-risk infant or maternity patient. CPeTS also collects and analyses perinatal and neonatal 
transport data for regional planning, outreach program development, and outcome analysis.  
Opportunities for regional perinatal programs to share and solve their common problems are 
provided through meetings of its Advisory Committee.   

Monitoring and Continuous Quality Improvement for Children and Adolescents  
 
Efforts to implement CQI for children will be built upon current efforts to develop comprehensive 
systems for early childhood screening and intervention. Current CQI efforts in this population 
are limited to pilot and demonstration projects.  
 
Translating Data to Action 
 
The MCAH Program continues to improve capacity to translate data to action. For example, 
each year MCAH collaborates with WIC and the California WIC association to disseminate 
hospital level breastfeeding initiation data, which are highly publicized in the media. As a result 
of this effort, many hospitals have started working towards implementing evidence-based 
maternity care practices that are supportive of breastfeeding, such as the California Model 
Hospital Policy Recommendations and/or the Ten Steps to Successful Breastfeeding, 
developed by the United Nation’s International Children’s Fund (UNICEF) and the World Health 
Organization’s (WHO). In 2007, these data were also utilized by MCAH to identify regions within 
California with the lowest in-hospital breastfeeding rates to administer the Birth and Beyond 
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California (BBC), a hospital breastfeeding quality improvement demonstration project. The BBC 
provides participating hospitals with technical assistance and training on adopting the evidence-
based policies and practices mentioned above. 
 
An initial activity of the Preconception Health and Health Care Initiative involved a baseline 
analysis of the health status of women of reproductive age in California using CWHS data on 
eight preconception-health related indicators. These eight areas have since served as focal 
points for the activities contained in the statewide preconception health strategic plan developed 
by the Preconception Health Council of California. They have also informed local projects. 
Further sub-topic analyses have driven more specific initiatives. For example, more detailed 
findings about folic acid intake taken from CWHS and from MIHA revealed lower rates of 
consumption among Hispanic women and women of lower educational attainment. Based on 
these findings MCAH convened a multidisciplinary stakeholder group to provide 
recommendations about the best strategies to address this disparity in folic acid consumption. 
As a result, a new folic acid media campaign focusing on the Hispanic population was initiated.  
 
State-level monitoring and assessment activities support local programs to develop data-driven 
programming in many areas. In the area of adolescent health, the MCAH Program has worked 
with the Adolescent Sexual Health Work Group to post integrated data describing adolescent 
sexual health status on the California Adolescent Health Collaborative website. In addition, the 
Collaborative has developed a statewide profile of hot and cold spots for adolescent health 
indicators. Qualitative assessments in two counties are now underway to gain a deeper 
understanding of health problems affecting adolescents and their relationship with community 
services. 
 
LHJ Capacity Needs for Essential Services 1 and 2 
 
Nearly 80% of LHJs identified capacity needs related to assessing MCAH status, and 
diagnosing and investigating health problems of the population. Commonly identified needs 
were for more data access and analysis capacity; for the development of frameworks, methods, 
and standardization of data; and increased reporting of the results of analyses. Specific 
examples included the need for strategies to obtain morbidity data for the MCAH and overall 
populations, establishment of a web-based data repository that could be used by multiple 
stakeholders, improved collaboration with communicable disease and environmental health 
investigations and additional staff time for child death review, improved hospital-based data 
systems for tracking MCAH indicators, and more in-depth analyses of birth certificate data. 
Additional needs identified included raising the awareness of the value of surveillance efforts 
and translating data to drive community action.  
 
Stakeholder Capacity Assessment Findings for Essential Services 1 and 2 
 
The majority of MCAH stakeholders indicated they monitor or assess the overall health status of 
the maternal, child, or adolescent population, including identifying health threats (90%); 
analyzing data related to the health of the maternal, child, or adolescent population (91%); and 
collaborating with others on public health related information systems (91%).  Also, 85% of 
stakeholders reported capacity to interpret and communicate the results of population health 
assessments to diverse audiences. 
 
About half (54%) of stakeholders reported conducting epidemiologic investigations of disease 
outbreaks and patterns of infectious and chronic disease, injuries and other adverse health 
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conditions.  Among stakeholders, 61% reported providing assistance in epidemiologic analysis 
to local health departments, hospitals or community-based organizations.  
 
ES 3. Inform and education the public and families about maternal and child health 
issues.  
 
Infrastructure-building elements of MCAH Essential Service 3 include communication with 
partners and external stakeholders about emerging or evolving health issues. Assessment of 
capacity related to health education and information dissemination to individuals is discussed in 
the Enabling Services section of this report. Assessment of capacity for public education 
campaigns is discussed in the Population-based Services section of this report.  
 
Communication to partners about emerging public health problems or new information on 
existing issues occurs through both formal and informal mechanisms. New information is 
integrated into existing infrastructure through internal communication to program leadership and 
staff. Approaches to communicating with external stakeholders include the development of 
formal reports, presentations, dissemination to formal collaborative groups, informal 
communication through existing partner networks, postings to the MCAH Program webpage on 
the CDPH website or local MCAH programs websites, participation in external stakeholder 
meetings, participation on advisory boards and councils, and maintaining collaborative 
relationships with other agencies. 
 
There have been insufficient resources for message development and testing and message 
dissemination. The MCAH Program is addressing this with existing resources by identifying 
online message dissemination strategies and by integrating messages into existing 
interventions or partnerships.  
 
ES 4. Mobilize community partnerships between policymakers, health care providers, 
families, the general public, and others to identify and solve maternal and child health 
problems.  
 
Extensive discussion of ongoing collaboration and partnerships can be found in the 
Stakeholders section of this report. 
 
The mobilization of partnerships with stakeholders is central to the work of California MCAH 
programs at the state and local levels. Committees for the Pregnancy-Associated Mortality 
Review (PAMR) Project, California Perinatal Quality Care Collaborative (CPQCC), California 
Maternal Quality Care Collaborative (CMQCC) and SIDS Projects provide expert and 
community input on specific MCAH issues.  Regular meetings of local MCAH representatives 
such as the MCAH Action Team, AFLP Directors, BIH and CPSP Coordinators, provide 
opportunities for local feedback and input. Community partnerships also provide opportunities 
for systems development and improvement. Several examples of the MCAH approach to 
partnership mobilization in the areas of CQI, integrated systems of care, and response to 
emerging health issues are described below.  
 
CMQCC is a collaborative to advance California maternity care through data driven quality 
improvement.   CMQCC’s goal is the creation of a statewide, sustainable, collaborative, 
evidence-based, and data-driven quality improvement system that will provide leadership to 
engage multiple stakeholders/groups (i.e., clinicians, women, communities, insurers, 
researchers, organizations and legislators) to improve maternal and newborn health outcomes 
in California.  CMQCC convened a Hemorrhage Task Force to create and disseminate protocols 
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and guidelines for earlier detection of hemorrhage and a rapid response team approach to 
intervention.  CMQCC and MCAH have developed a toolkit to eliminate elective deliveries less 
than 39 weeks completed gestation.  CMQCC has also been exploring rising rates of cesarean 
section and its implications regarding infant health. 

 
The MCAH Program and CMS Branch collaborate with CPQCC, which advocates for 
performance improvement in perinatal and neonatal outcomes.  CPQCC is a group of public 
and private California leaders in healthcare, committed to improving care and outcomes for the 
State’s pregnant mothers and newborns.  The Collaborative is comprised of 127 member 
hospitals, representing over 90% of all neonates cared for in California NICUs, as well as other 
key stakeholders, including 1) public and private, obstetric and neonatal providers, 2) health 
care purchasers, 3) public health professionals, and 4) private sector health industry specialists.   
 
As an example of this collaboration’s activities, CMS and California Children's Hospital 
Association (CCHA) sponsored a statewide Quality Improvement Collaborative (CCHA-CCS 
QI), partnering with CPQCC, to decrease catheter associated blood stream infections (CABSIs) 
in NICUs using the Institute for Healthcare Improvement (IHI) model for quality improvement. 
 
Children’s Medical Services is collaborating with CPQCC on developing a plan to monitor 
outcomes of infants and children in the newly restructured High Risk Infant Follow-up program. 
This monitoring capability, coupled with perinatal/neonatal CPQCC data elements, will enable 
CMS and MCAH to assess outcomes in association with perinatal/neonatal care. 
 
MCAH collaborates with WIC in a variety of areas, including improvement of prenatal care, 
linkages between MCAH and WIC data files, obesity prevention, oral health, childhood injury 
prevention, and breastfeeding.  WIC and MCAH are finalizing a web-based model curriculum on 
hospital breastfeeding policies.  In addition, WIC, MCAH, California WIC Association, and the 
Nutrition, Physical Activity and Obesity Prevention Program are co-developing a California 
Breastfeeding Roundtable to develop and implement a statewide breastfeeding strategic plan.  
MCAH has also conducted geospatial analyses of linked BSMF and WIC prenatal client data for 
targeted funding of additional services.   
 
MCAH representatives actively participate in the SIT Alcohol and Other Drug Workgroup (AOD) 
composed mostly of state agencies and a few private community organizations working together 
to address FASD prevention.  Its deliverables include a matrix of programs/services at the state 
level that impact FASD and FASD fact sheets tailored for the specific use of each partner 
agency. 
 
A key component of the Preconception Health and Health Care Initiative is the Preconception 
Health Council of California (PHCC). The PHCC was co-founded by the MCAH Division and the 
March of Dimes California Chapter in 2006. A statewide forum for planning and decision-making 
on issues and programs related to the promotion of optimal health before pregnancy, the PHCC 
is composed of stakeholders from the local and state level, including ACOG; California 
Academy of Family Physicians; the state Title X administrator; universities; health care systems; 
local health department MCAH Directors and perinatal service coordinators, health plans; 
various divisions within the state health and human services agency; community–based 
organizations; and California champions who have been involved with preconception health 
efforts at the national level. PHCC members attend quarterly meetings and oversee local 
preconception health integration activities. The Council and its interactive website—where 
public health professionals can register as partners, upload materials and participate in 
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discussion forums—serve as an information clearinghouse, networking center and coordinating 
hub for preconception health activities across the state.  
 
Opportunities for increased coordination include collaboration between the Preconception 
Health and Healthcare Initiative, AFLP and Family PACT (Title X and Family Planning Waiver) 
for integration of culturally appropriate tools and resources into existing programs helping teens 
to take charge of their reproductive lives and to reduce the teen birth rate.  
 
Birth and Beyond California (BBC) was developed to increase hospital breastfeeding rates in 
the Central Valley, Los Angeles County and Orange County, three areas of California with the 
lowest breastfeeding rates.  Primary activities included technical assistance in continuous 
quality improvement, training and development of regional networks.  A total of 369 hospital 
staff from 20 participating hospitals completed the training and demonstrated an overall 
increase in knowledge.  Additionally, 87 hospital staff completed a train-the-trainer process.  
 
Originally planned for four years, BBC was prematurely terminated in fall of 2009 due to loss of 
General Fund Support to MCAH.  As of December 2009, all participating hospitals developed 
quality improvement teams and all are implementing one or more breastfeeding evidence-based 
breastfeeding policy promoted by BBC.   
 
Training materials will be available on the MCAH Breastfeeding webpage in the near future.  
Los Angeles County has received additional Local First Five and federal funds to expand this 
project and move hospitals in that region to become “Baby Friendly”.  Some of the hospitals will 
use our training materials and PAC-LAC, the RPPC site in Los Angeles, is making the materials 
available to local hospitals in Los Angeles.   
 
LHJ Capacity Needs for Essential Service 4 
 
A central function of LHJs within California’s MCAH system is to mobilize partnerships within the 
local systems to improve MCAH outcomes. Nearly half of the LHJs identified capacity needs to 
improve their ability to mobilize collaboration for a wide range of purposes including, advocacy, 
resource generation, and development of new approaches to MCAH problems. Examples 
include partnering with universities for technical support and for joint grant applications, 
partnering with state agencies to apply for federal funding to support specific initiatives, and 
collaborating with community leaders to raise community awareness on targeted issues. LHJs 
identified the need to improve relationships with specific partners, including Tribes, hospitals, 
and other community MCAH health services providers.  
 
State-level Capacity Assessment Findings for Essential Service 4 
 
The capacity assessment findings suggest that the infrastructure is in place for good 
communication between the state and local MCAH programs. An example is the Title V needs 
assessment in California, through which an extensive range of stakeholders had a strong role in 
the process. Examples of strong ongoing collaborative to improve capacity and outcomes 
include the Preconception Health Council of California and the Local Assistance for Maternal 
Health initiative, among many others. Further, grant-funded projects such as Birth and Beyond 
California have supported focused partnerships that have produced concrete changes in 
hospital breastfeeding policies.  
 
Challenges to mobilizing partnerships have been identified, such as the lack of site visits to local 
MCAH programs due to budget cuts. This constraint hinders the ability of the state MCAH staff 
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to provide technical assistance locally. Further, there are opportunities to collaborate more 
extensively with partners outside the health sector (e.g., housing, parks and recreation) to jointly 
address social determinants of health.  
 
Stakeholder Capacity Assessment Findings for Essential Service 4 
 
The majority of stakeholders (94%) reported that they convene, facilitate or participate in 
community or statewide partnerships to identify health problems of the MCAH population. 
Stakeholders also reported organizing partnerships to foster the sharing of resources (88%) and 
to solicit professional input to address health problems in the MCAH population (87%). Over 
80% of stakeholders reported collaborating with State MCAH Program.  

 
ES 5. Provide leadership for priority-setting, planning and policy development to support 
community efforts to assure the health of women, children, youth and their families.  
 
The MCAH Program emphasizes infrastructure-building solutions to identified health problems, 
such as development or revision of policy, development of new programs, changes to clinical 
practice guidelines or standards of quality care, or systems change.  
 
Standards of Quality Care 
 
The State MCAH Program promotes and coordinates the implementation of nationally 
recognized standards of quality care (i.e., Institute of Medicine and American Congress of 
Obstetricians and Gynecologists) for pregnant women, infants, children, and adolescents 
utilizing a variety of approaches. Links to national and state health guidelines, resources, and 
policy recommendations are provided on the MCAH Program webpage. As new standards and 
guidelines are developed, they are integrated into MCAH programs, health education materials, 
and public education campaigns. Technical assistance on the integration of new standards of 
care by local MCAH Programs and contract agencies is also provided by MCAH Program staff.  
The MCAH Program in collaboration with partners has demonstrated capacity across the 
spectrum of MCAH issues, notably in nutrition and physical activity, breastfeeding, diabetes 
during pregnancy, oral health, early childhood health and development, adolescent health, 
preconception/interconception health, and maternal/perinatal health.  Select examples of 
capacity are described below. 
 
Healthy weight, nutrition, and physical activity promotion has been integrated into the MCAH 
Program and LHJs to improve short term MCAH outcomes, and impact chronic disease 
trajectories throughout the life course. Recent changes to the guidelines for weight gain during 
pregnancy released by the Institute of Medicine have been integrated into the Comprehensive 
Perinatal Services Program Steps to Take guidelines.  Additionally, the MCAH Program has 
incorporated client input into the updated Adolescent Nutrition and Physical Activity Guidelines 
and a teen cookbook currently in development for AFLP.  Updates will include new science-
based guidelines and culturally competent recommendations.  

In order to promote the standard of exclusive breastfeeding at hospital discharge, the MCAH 
website posts data on hospital breastfeeding rates at discharge and links to resources and local 
coalitions.  In order to promote breastfeeding initiation and continuation, the MCAH Program 
has shared with all California hospitals the Model Hospital Policy Recommendations on how to 
improve hospital exclusive breastfeeding rates. Birth and Beyond California (BBC), the pilot 
hospital intervention, operates through partners in RPPC and provides technical assistance, 
resource development, on-site education and training to community hospital staff and 
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administrators who wish to promote and document changes in hospital procedures and policies 
related to breastfeeding support in three regions of California. Through BBC, a toolkit and 
demonstration project have been developed to facilitate continuous quality improvement to 
support exclusive breastfeeding.  

CA Diabetes and Pregnancy Program (CDAPP) promotes standardized guidelines for care of 
pregnant women with diabetes or gestational diabetes in order to improve perinatal outcomes 
for pregnant women.  The Sweet Success Guidelines for Care provide a comprehensive manual 
that assists regional affiliates and health care professionals in providing care to these high-risk 
women. The manual emphasizes interdisciplinary team management and covers the following 
topics:  preconception counseling, medical management, nutrition therapy, psychosocial issues, 
exercise, labor/delivery and postpartum care, neonatal care, breastfeeding, and family planning. 

An important aspect of CDAPP is comprehensive technical support and education to medical 
personnel and community liaisons to promote implementation of the guidelines.  Medical 
practices or clinics that provide direct patient care to women with diabetes while pregnant and 
whose medical providers undergo standardized CDAPP trainings become known as Sweet 
Success Affiliates. The goal of the medical management promoted through the guidelines and 
with Sweet Success Affiliates is to standardize the care for women with diabetes or those who 
develop diabetes during pregnancy. The program promotes healthy lifestyle changes to prevent 
ongoing or recurrent gestational diabetes and to prevent the complications of diabetes among 
women who have overt disease. 

MCAH Program staff participate in the advisory committee that developed the 2010 Oral Health 
During Pregnancy and Early Childhood: Evidence-based Guidelines for Health Professionals,  in 
collaboration with the California Dental Association Foundation and the American College of 
Obstetricians and Gynecologists, District IX.  These guidelines are intended to assist health 
care professionals in delivering comprehensive oral health care to pregnant women and their 
children, consistent with American Dental Association, American Academy of Pediatric 
Dentistry, and the American Academy of Pediatrics recommendations.  It is anticipated that 
these guidelines will create a greater collaboration between medical and dental communities to 
open opportunities for better access to oral health care by pregnant women and their young 
children, a great need in California.  
 
The Early Childhood Comprehensive Systems project uses the 2006 American Academy of 
Pediatrics (AAP) policy statement to guide the promotion of validated developmental screening 
tools among pediatricians and other early childhood stakeholders at the 9, 18, and 24 or 30 
month well child visit, and as needed to identify developmental delays or disabilities as early as 
possible. Research shows that the earlier the intervention, the better the outcomes for the child.  
Early identification of developmental problems should lead to further developmental and medical 
evaluation, diagnosis, and treatment.   
 
The MCAH Program is an active participant on the Steering Committee for ASHWG, a 
workgroup committed to effectively addressing the sexual and reproductive health of 
adolescents.  In order to improve minimum standards of care for adolescents, ASHWG 
developed a set of Adolescent and Reproductive Health Core Competencies for providers.  To 
supplement these competencies, ASHWG is in the process of creating a Competency-based 
Training document.   
 
The California MCAH Program has been an innovator in the development of new standards of 
quality care. For example, as part of the Preconception Health and Health Care Initiative, MCAH 
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staff are working closely with the PHCC to support a March of Dimes/ACOG project to develop 
clinical guidelines and patient education materials that will help clinicians maximize the post-
partum visit by addressing risk factors that could affect a subsequent pregnancy. The goal of 
this project is to integrate the postpartum visit into a continuum of care that seeks to maximize 
interconception health, especially for women who have had a previous poor pregnancy 
outcome. 
 
Together, CMQCC and CPQCC were instrumental in introducing and supporting six National 
Quality Forum Perinatal Measures that are also being implemented as standards for Joint 
Commission of the Accreditation of Healthcare Organizations (JCAHO). These measures 
include: Elective Delivery Prior to 39 Completed Weeks Gestation; Cesarean Rate for Low-Risk 
First Birth Women; Appropriate Use of Antenatal Steroids; Exclusive Breastfeeding at Hospital 
Discharge; Nosocomial Blood Stream Infections in Neonates; and Infants Under 1500g 
Delivered at Appropriate Site. 
 
Program Planning and Priority Setting 
 
Planning is a core element of California’s ongoing needs assessment process. Over the course 
of the next year, planning efforts will focus on specifying strategies and activities to address the 
priorities identified in this needs assessment report.  
 
Program redesign efforts, such as BIH, have drawn upon expert input. New efforts to ascertain 
trends and underlying causes of maternal morbidity and mortality will provide the scientific base 
to inform policy and program development. Other program re-development efforts, such as the 
BIH Program redesign, have been strongly rooted in the evidence base. Improvement to the 
definition of indicators and outcomes for programs such as the local MCAH programs and AFLP 
could increase the scientific basis of the planning and evaluation aspects of those programs.  
Limitations in existing program data systems challenge the ability to use administrative data for 
program improvements and planning.  Increased efforts to include consumers in the planning 
process has been identified as an opportunity for improvement.  
 
LHJ Capacity Needs for Essential Service 5 
 
As leaders in their local systems, LHJs provide leadership in planning, priority setting and policy 
development. Nearly 90% of LHJs identified capacity needs in this area, particularly in the area 
of providing structure for the development of new programs and services in partnership with 
stakeholders.  LHJs identified the need to provide greater leadership and shared vision in order 
to support community efforts to assure the health of the MCAH population. LHJs working to 
address social determinants identified the need to encourage staff to work outside of silos (i.e., 
work with non-health partners) and to support systems development that build bridges between 
health and other sectors (such as housing and transportation).  
 
Some of the LHJ-identified strategies for improving coordination within systems of care include 
establishment of linkages with the welfare system to establish the referral of pregnant women to 
the MCAH program; implementation of a systematically coordinated approach to prioritizing, 
funding, planning, and delivering services for the MCAH population; and the sharing of 
resources among all sectors that serve the MCAH population.  
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State-level Capacity Assessment Findings for Essential Service 5 
 
Areas in which the MCAH Program has identified the need to develop, or is in the process of 
developing capacity to promote standards of quality care include improved awareness and 
responsiveness to obstetric hemorrhages, elimination of elective deliveries less than 39 weeks 
completed gestation, and developing systems to facilitate improved maternal transport.  Efforts 
to collaboratively update the Sweet Success Guidelines have been challenging due to limited 
resources at the state and regional levels.  New resources in this area are becoming available 
and future strategies may involve the development of brief tools for providers such as the 
current Sweet Success Pocket Guide.   
 
Stakeholder Capacity Assessment Findings for Essential Service 5 
 
Most of the MCAH stakeholders in California (90%) use health status indicators or other data to 
establish MCAH priorities, develop organizational policies or plan programs.  Also, 80% of 
stakeholders produce or implement one or more health improvement plan for the MCAH 
population. Finally, 68% of stakeholders offer assistance or trainings to community partners in 
developing organizational or community policy and plans.  
 
ES 6. Promote and enforce legal requirements that protect the health and safety of 
women, children, and youth, and ensure public accountability for their well-being. 
 
LHJ Capacity Needs for Essential Service 6 
 
Half of LHJs identified capacity needs related to promoting or enforcing legal requirements that 
protect health and safety, primarily in the area of ensuring the legislative based for MCH-related 
governance and practice and coordinated mandates across programs. Many LHJs identified the 
need to strengthen relationships with local and state politicians to improve the understanding of 
the needs of the MCAH population and build support for the MCAH system.  Specifically, LHJs 
identified the need to institute annual forums for discussion with politicians and community 
leaders, building relationships in general with elected representatives, increasing 
communication with county and city governing bodies, inviting elected officials to MCAH 
program events and providing MCAH expertise to legislative advocacy efforts. LHJs also 
identified the need to improve capacity to more effectively participate in legislative processes 
and the need to improve interagency collaboration to address MCAH policy and legislative 
issues.  
 
State-level Capacity Assessment Findings for Essential Service 6 
 
The MCAH Program conducts an annual review of the current Health and Safety Code to 
ensure its continued applicability to existing programs using a tracking document. In addition, 
the Program provides analysis of proposed legislation that involves MCAH populations as 
requested, but resource limitation prevents a more active role. MCAH Action, the association of 
local MCAH directors, monitors pending legislation and other partners inform the MCAH 
Program of proposed legislation. Increased awareness of other organizations that are 
advocating MCAH-related legislation would improve the ability of the MCAH Program to ensure 
public accountability for the well-being of the MCAH population. The MCAH Program does not 
provide an annual report to the legislature, but responds to requests for information on a regular 
basis. The MCAH Program provides leadership in the development of standards in areas of 
priority. The MCAH Program is pursuing the need for the development of hospital maternal 
levels of care to ensure that pregnant women receive care at an institution appropriate to level 
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of risk. Efforts are underway to ensure that standards are developed with wide stakeholder input 
and support.   
 
Stakeholder Capacity Assessment Findings for Essential Service 6 
 
Nearly three-quarters of stakeholders reported educating community partners about laws 
pertaining to MCAH population (72%).  Approximately the same proportion of stakeholders 
reported reviewing laws (regulations, guidelines, statutes, ordinances or codes) relevant to 
MCAH programs (73%) and providing leadership or expertise in promoting standards-based 
care or setting care standards for programs serving the MCAH population (75%). Fewer 
stakeholders reported tracking, analyzing or reporting data relevant to enforcement and 
adoption of legal requirements (46%). 
 
ES 7. Link women, children, and youth to health and other community and family 
services, and assure access to comprehensive, quality systems of care.  
 
Overall Approach to Building Comprehensive Systems of Services 
 
In collaboration with partnering entities, the California local and state MCAH Programs ensure 
access to high quality care through efforts to build and maintain comprehensive system of 
services. MCAH systems needs are identified as a result of monitoring activities, in the course 
of delivering of enabling services, and through input from partners. A wide array of enabling and 
supportive services, such as, quality medical care, sound nutrition, adequate housing, safe 
neighborhoods, high quality education, enriching childcare, available recreation, and a nurturing 
family environment are all essential to the health and well-being of families. Therefore, building 
integrated MCAH systems requires active involvement of entities in disciplines across and 
beyond the health sector.  
 
Efforts to assure a comprehensive, integrated system of care in California can be improved by 
increased coordination among separately funded programs across the multitude of government 
agencies and private organizations.  Additional barriers include funding mandates that result in 
programmatic and policy fragmentation, health financing that privileges treatment over 
prevention and early intervention, and data systems that are redundant, disconnected and suffer 
from reporting lag.  Finally, federal regulations, policies and mandates introduce barriers to a 
coordinated system of care as different programs for women and children operate under 
different program requirements related to eligibility, age, definitions, and confidentiality issues.   
  
The State Interagency Team (SIT) is a collaborative approach to overcoming fragmentation in 
order to improve service coordination for California's children and families. Deputy Directors 
from several state agencies are represented, including Public Health, Mental Health, Social 
Services, Education, Developmental Services, and Alcohol Drug Program.  SIT promotes 
alignment of planning, funding and policy development across state agencies to build capacity, 
maximize funding, remove regulatory barriers, ensure accountability, promote strength-based 
practices and share information.   
 
Local MCAH programs have responsibility for building and supporting local systems of care.  
Thus LHJs lead and participate in strong collaboratives with community groups, faith-based 
organizations, schools, medical communities, and policy makers, which identify systems gaps, 
develop referral networks, and coordinate systems of care. Together these groups develop 
system-wide capacity on identified needs related to women, infants, children and adolescents 
and their families, such as perinatal substance use, adolescent substance use, teen pregnancy, 
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SIDS, childhood obesity, breastfeeding, nutrition, physical activities, child safety and injury 
prevention, early access to prenatal care and oral health.  For instance, dental caries (tooth 
decay) is the single most common chronic childhood disease.  Many LHJs collaborate with 
community oral health task forces to identify disadvantaged populations, secure funding and 
seek solutions through integrating education and treatment services into the health system to 
reduce the burden of dental disease.   
 
The state-level MCAH Program role is to monitor and encourage these local efforts, and provide 
technical assistance through a number of health advisors. Opportunities exist to more effectively 
identify areas of common concern across multiple local jurisdictions and to then develop 
statewide solutions.  
 
LHJ Capacity Needs for Essential Service 7 
 
One third of LHJs identified infrastructure-building related aspects of linking clients to needed 
services as a capacity need, in the area of identifying expanded fiscal capacity for services. 
Many LHJs emphasized the role of collaboratives to reduce duplication of services, and 
leverage resources, share overhead across programs. Examples of capacity needs to improve 
access to services through infrastructure-building also included the involvement of local 
stakeholder groups in developing new services and to address lack of services in rural 
jurisdictions.  
 
Comprehensive Systems for Pregnant Women, Mothers and Infants 
 
As described above, the state MCAH Program assists local MCAH programs to coordinate 
across multiple systems to assure that individual and community health needs are met; to 
implement monitoring of the health status of vulnerable populations, such as pregnant women, 
new mothers and their infants; and to assure that services meet quality standards. 

The MCAH Program promotes a comprehensive approach to perinatal and infant health for low 
income women through implementation and oversight of the statewide Medicaid program known 
as the Comprehensive Perinatal Services Program (CPSP).   The MCAH Program develops 
standards and policies, provides technical assistance and consultation to the local Perinatal 
Services Coordinators (PSC), and maintains an ongoing program of training for all CPSP 
practitioners throughout the state. Local MCAH programs, through the PSC, assist local 
providers in meeting CPSP certification requirements and provide them technical assistance 
after certification.  In rural areas lacking CPSP providers, the PSC works with surrounding 
jurisdictions to develop referral networks to ensure service coordination for pregnant women.   

CPSP has limited capacity to enhance perinatal systems because at the local level, the PSC is 
often requested to serve as a liaison between providers and Medi-Cal to facilitate provider 
payment, often a leading issue of concern raised by providers during site visits.  

The Regional Perinatal Programs of California (RPPC) address the need for regional, 
comprehensive, and cooperative networks of public and private health care providers to ensure 
that high-risk perinatal patients are matched with the appropriate type and level of care.  RPPC 
agencies develop communication networks, perform needs assessments, disseminate 
education materials, assist hospitals with data collection for quality improvement, provide 
hospitals with feedback on their performance (Perinatal Profiles), and provide hospital linkages 
to California’s Perinatal Transport Systems.  The RPPC have the flexibility, neutrality, and 
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credibility to bridge public and private sectors.  They offer the opportunity for multiple counties, 
hospitals, clinics, individual providers and health plans to work collaboratively to identify and 
address common perinatal concerns.  
 
Increased interest by the MCAH Program and various stakeholders, including March of Dimes, 
has focused on steps needed to develop maternal levels of care for California hospitals to 
ensure that women get care appropriate to their risk level at the time of delivery. This effort is at 
the exploratory stage. There is currently no legislation supporting or mandating maternal levels 
of care in California.  
 
The MCAH Program has expertise and past experience specific to preconception health to address 
risk factors before pregnancy.  MCAH took the lead on preconception health in the state through the 
establishment of the Preconception Health Council of California (PHCC) in collaboration with March 
of Dimes California Chapter.  PHCC provides direction for the integration of preconception health in 
public health practice, the development of policy strategies to support preconception health care, 
and the promotion of preconception health messages to women of reproductive age. Implicit in 
preconception health education is a life course perspective which encourages a holistic approach to 
women’s health that promotes care for women and girls across their lifespan, regardless of the 
choice to reproduce, and recognizes the impact of social and environmental factors on maternal 
and infant outcomes.  
 
The California Family Health Council (CFHC) –California’s Title X administrator – implemented 
a demonstration project to integrate preconception and interconception health promotion and 
screening into the family planning clinics. CFHC developed and introduced a 
pre/interconception care curriculum which they used to train providers at nearly 80 Title X 
clinics. The curriculum includes medical history forms that incorporate screening questions on 
preconception health-related topics – including reproductive life planning – as well as practical 
tips for preconception health integration and specific information for how to bill for preconception 
health counseling and services. This approach has been identified as a model for service 
coordination and integration.  As a result of the project and its positive reception, CFHC has set 
a goal to have all family planning clinic clients participate in reproductive life planning by 2015 
and has made a commitment to reinforcing this new model of care within the family planning 
clinics.  
 
The MCAH Program collaborates with the PHCC’s post-partum visit project to improve 
attendance at the postpartum visit. The project identifies the factors that keep clinicians from 
promoting the visit or barriers that dissuade women from attending it.  The project then 
addresses these barriers by maximizing the existing public health infrastructure at the 
community level.  
 
The MCAH Program has increasingly recognized the importance of social determinants of 
health outcomes, and in doing so has begun to explore strategies to broaden the 
conceptualization of systems of care.  To address persistent disparities in infant mortality and 
low-birth weight for Blacks in California, the Black Infant Health (BIH) Program targets pregnant 
and parenting Black women at risk for poor birth outcomes.  This program model was recently 
redesigned based on a health equity conceptual framework.  The new model incorporates 
intervention on upstream factors that mediate chronic stress and shape individual behaviors, 
such as social support and relationships, using a group model of service delivery.  Further, in 
collaboration with MCAH’s Preconception Health and Healthcare Initiative (PHHI), the topics of 
reproductive life planning and pregnancy spacing have been incorporated into the model to 
address the importance of interconception health for subsequent pregnancy outcomes. 
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Comprehensive Systems for Children 
 
Recent efforts to improve comprehensive systems of care for children have been supported in 
California through federally-funded initiatives supporting early childhood development, school 
readiness, and a continuum of developmental services with a focus on behavioral health care 
through age eight. 
 
The California’s Early Childhood Comprehensive Systems (ECCS) is a HRSA-funded statewide 
comprehensive strategic planning effort in the areas of early childhood development and school 
readiness.  Partners include state departments of: Alcohol and Drugs, Developmental Services 
(IDEA Part C and Transition), Education (Child Care, Head Start, Special Education), First 5 
California, Health Care Services (CHDP, Medi-Cal), Mental Health, Managed Health Care, 
Managed Risk Medical Insurance Board (SCHIP), Public Health, Social Services (Foster Care, 
Child Welfare) and WIC.  ECCS provides state-level leadership to facilitate better collaboration 
and coordination among programs that help prepare children for kindergarten emotionally, 
socially, and physically. ECCS staff visited eight LHJs to identify screening tools, best practices, 
models of service integration, and barriers to the braiding of funds.  In order to support access 
to necessary services, ECCS is creating a community toolkit to help providers and families 
navigate the confusing path of finding help when a red flag is raised about a child's 
development.  
 
Under the umbrella of the ECCS grant, the state MCAH Program helped to establish the 
Statewide Screening Collaborative (SSC) to implement the Assuring Better Child Health and 
Development (ABCD) Screening Academy’s Implementation Matrix for promoting the use of 
standardized child developmental screening tools in primary care for young children ages 0-5 
years.  Given SSC’s scope, this collaborative will serve as the Steering Committee for ECCS 
and California Project Launch, as well as the State Council on Young Child Wellness. In doing 
so, SSC will maintain alignment between ECCS and California Project Launch goals and 
synergy between their respective activities. 
 
In line with the ECCS strategic plan, California Project LAUNCH (CPL) is a 5 year, $4.2 million 
Substance Abuse and Mental Health Services Administration (SAMHSA) grant awarded to 
MCAH in 2009.  CPL provides a unique opportunity for State MCAH and the Alameda County 
MCAH Program to leverage the broader work of the Alameda County Behavioral Health Care 
Services and the Alameda County Health Care Services Agency to create a continuum of age-
appropriate developmental services for children from birth through 8 years of age. Five core 
LAUNCH activities have been designated:  mental health consultation, increased developmental 
assessments, family strengthening and parent training, home visitation, and integration of 
behavioral health into primary care.  Through CPL, the State MCAH and the local MCAH 
programs will partner with First5 Alameda County (F5AC) to demonstrate the impact of lessons 
learned to influence future policy for promoting young child wellness throughout the state.  
Outcomes may include policy changes to support local jurisdictions in building and sustaining 
comprehensive developmental care continuums. Examples include reimbursement for 
developmental screenings, funding for mental health consultations, and promotion and 
incentives for integrated services at the state level, such as home visitation program standards 
that integrate multi-disciplinary teams.   
 
As comprehensive systems for children are enhanced in California, they will support the 
expansion of CQI activities for this population group.  
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Comprehensive Systems for Adolescents 
 
The MCAH Program partners with the California Adolescent Health Collaborative (CAHC), a 
public-private statewide initiative to improve adolescent health, to implement initiatives related to 
improving the capacity of the MCAH system to improve adolescent health, including the 
development of a strategic plan, assessment of systems serving adolescents, and 
implementation of provider trainings. Through this partnership with CAHC, an ongoing contract 
with UCSF/National Adolescent Health Information Center, and collaboration with the California 
Adolescent Sexual Health Workgroup (ASHWG), the MCAH Program has built upon internal 
capacity and facilitated improved statewide capacity to improve systems of care for adolescents.  
 
California’s strategic plan for improving adolescent health, Investing in Adolescent Health, A 
Social Imperative for California’s Future, addresses the need for improved access to 
comprehensive, youth-friendly services, and the coordination of delivery systems for 
adolescents.  Examples of local implementation of these strategies include the development of 
youth resource guides for distribution to youth, schools, and youth-serving agencies.  The 
CAHC website continues to be a vital resource that receives over 2000 visits per month.   
 
In order to improve systems of care for adolescents, the CAHC is developing a statewide profile 
of indicators identifying adolescent health hot and cold spots. Qualitative assessments of 
services and youth support in select communities will be implemented in order to identify 
systems-related factors related to improved adolescent health status.  Outcomes will include a 
tool for LHJs to use in assessing local community elements that support positive youth 
outcomes. 
 
Statewide provider trainings by CAHC on legal issues specific to sexual and reproductive health 
care for youth in foster care and emancipated youth have been implemented to improve the 
competence of providers in ensuring access to care for these vulnerable youth.  CAHC is 
planning trainings for implementation of a Behavioral Health Toolkit to improve care related to 
mental health and substance use.  MCAH continues to work with CAHC and others to promote 
best practices in mental health and to investigate best practices in suicide prevention. 
 
The MCAH Program is an active participant on the Steering Committee for ASHWG, a 
workgroup committed to effectively addressing the sexual and reproductive health of 
adolescents.  An ASHWG Youth Development subcommittee was recently established to assist 
the State and LHJs in creating comprehensive youth development programming strategies that 
will include all aspects of adolescent health and development. 
 
MCAH works to ensure there is good communication between its various content areas in order 
to facilitate service linkages. The Preconception Health Coordinator sits on ASHWG, which has 
resulted in opportunities for integration of appropriate preconception health content and service 
linkages into adolescent sexual and reproductive health messaging. The potential integration of 
reproductive life planning tools into adolescent health services and the involvement of the 
CAHC in a preconception health social marketing campaign for youth of color are two examples 
of such collaboration.  
 
The MCAH Program supports the cultural and linguistic appropriateness of services provided by 
LHJs, but does not require LHJs to assess the cultural or linguistic needs of its population. 
Nevertheless, LHJs included culturally appropriate materials in their annual reports and have 
shown evidence of leadership in this area.  
 

Page 188 



California 2011-2015 Title V MCAH Needs Assessment 
 

ES 8. Assure the capacity and competency of the public health and personal health work 
force to effectively address maternal and child health needs.  
 
An extensive discussion on the health care workforce in California has been included in the 
capacity assessment of Direct Health Care Services.  This section describes the capacity and 
competency of the workforce in the public MCAH system in California.   
 
Budget Crisis Impact on Workforce 
 
The reduction in state general funds for MCAH programs at the state and local level, loss of 
associated Title XIX match funding, and the reduction of public health realignment funding for 
counties together have had a tremendous impact on workforce capacity. At the local level there 
has been a reduction in FTE for local MCAH programs, AFLP, and BIH. This staffing reduction 
represents a loss of MCAH infrastructure, historical knowledge, community relationships and 
expertise that has been built over years that cannot be easily replaced with the hiring of new 
staff if and when funding is restored. As a result of cuts to other programs, remaining MCAH 
staff have often had to take on additional duties outside of their MCAH role. Time for workforce 
development activities in this context is greatly restricted, but the need for technical assistance 
has increased as many jurisdictions have lost access to local technical expertise.  
 
Local Health Jurisdiction Workforce 
 
A recent survey of local MCAH Program Directors conducted by MCAH Action before many staff 
reductions had been implemented across California, the association of MCAH Directors in 
California, assessed capacity strengths and needs of the MCAH leadership in the local health 
jurisdictions. The overall response rate was 98%. Among all Directors, 71% have been in their 
position for 5 years or less. While the majority of Directors reported a high level of knowledge, 
awareness, and skills, the number of Directors reporting lower competencies is consistent with 
the short tenure of many respondents. Responses presented below point to the need for the 
continuation of ongoing technical assistance to build competencies among local MCAH 
Directors, while focusing on retention of leadership.  
 
Among Directors, 50% reported being fully or very confident that they have the knowledge 
necessary to ‘move forward in their role.’ Only 44% reported a similar level of confidence in their 
awareness of the resources available to develop strategies to improve outcomes within their 
jurisdiction. Importantly, 16% reported low or no confidence in this area.  
 
A number of the most pressing concerns reported by Directors were related to the impacts of 
current budget reductions in California, including loss of funding, decrease in staffing, and 
fulfilling scopes of work with limited resources. Additionally, Directors reported the need for 
improved understanding of California’s complex MCAH infrastructure as a challenge in their 
role. Leading needs reported by Directors were increased training opportunities, improved 
understanding of the scopes of work, improved communication with state MCAH, and improved 
collaboration with other jurisdictions.  
 
Directors reported improved advocacy skills as a priority need to better carry out their role. 
Further, 61% reported only somewhat or a little confidence in their awareness of state legislative 
activities that could impact their role as MCAH Director. Eighty percent reported somewhat or a 
little confidence in the ability to communicate effectively with officials and policy makers, while 
an additional 12% reported no confidence in this area.  
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Importantly, MCAH Directors are aware of the newest developments in the field. Sixty seven 
percent reported being fully or very aware of the impact of social determinants on MCAH 
outcomes.  
 
Public health nurses (PHNs) are essential direct and public health service providers within the 
MCAH system in California. While more nurses have obtained PHN certification in recent years, 
fewer nurses are working as PHNs. PHN salaries are among the lowest of all nurses in 
California.  In order to address the ongoing need for qualified public health nurses in LHJs, the 
California Conference of Local Health Departments, Nursing Directors has developed a 
strategic plan for workforce development to increase the volume of BSN prepared nurses in 
public health nursing, to stabilize funding supports for public health nursing, and to ensure 
retention of public health nurses.  
 
Technical assistance is provided to local MCAH programs through ongoing consultation with 
state-level MCAH Program nurse consultants that serve as project managers to the 61 local 
MCAH programs. Orientation is provided to all new Directors, which includes a comprehensive 
reference guide. The Family Health Outcomes Project (FHOP) at UCSF is contracted to provide 
technical assistance to local MCAH programs, particularly in the area of monitoring health risks 
and outcomes. FHOP has developed a number of tools for local programs that do not have 
access to epidemiologic support, including simplified software for analyzing hospital discharge 
and vital statistics data, and excel tools that facilitate interpretation of surveillance data (i.e., 
trends, comparisons against benchmarks). Regular trainings are provided by FHOP on these 
and other topics, such as problem analysis and logic models.  
 
LHJ Capacity Needs for Essential Service 8 
 
Over 80%of LHJs identified capacity needs related to assurance of the capacity and 
competency of the workforce.  LHJs identified capacity needs related to workforce needs in 
overall staffing, and specifically for public health nursing, data analysis and epidemiology.  
Examples of potential strategies to improve the skills and capacity of existing LHJ workforce 
included partnership with national organizations (e.g. National Association of City and County 
Health Officers), universities, professional organizations, and local resources (e.g. Bay Area 
Data Collaborative).  Identified topics for training included evaluation, identifying best practices, 
grant writing, and local coalition-building.  Collaborate with other states and national 
organizations (e.g. NACCHO) to create and provide trainings (both online and in person). 
Systems-related approaches include improvement of human resources procedures to improve 
public health job descriptions, civil service examination questions, and the overall hiring 
process. Finally, facilitation of mentorship of less experienced staff by senior staff to facilitate 
knowledge transfer and smoother transitions was also identified.  
 
State MCAH Program Professional Development Activities 
 
The state MCAH Program participates in workforce capacity development opportunities 
provided by national partners, including the CityMatCH/AMCHP/NHSA Partnership to Eliminate 
Health Disparities in Infant Mortality Learning Collaborative, the CDC/HRSA MCH Epidemiology 
Training Course, Perinatal Periods of Risk training provided by CityMatCH to MCAH staff in 
California, and ongoing webcasts provided by CDC, HRSA, and others. In addition, MCAH staff 
attend, present at, and help develop national meetings, such as the annual AMCHP meeting, 
MCH Epidemiology Conference, and special events, such as the National Preconception Health 
Summit. These activities ensure that staff are aware of, and contribute their expertise to, the 
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newest developments in the field of MCAH.  However, budget constraints limit attendance at 
many national meetings, conferences, and special events.     
 
Ongoing trainings provided within the state MCAH Program include the use of the Maternal and 
Child Health (MCH) Leadership Competencies, Department of Public Health workforce 
development and leadership development programs.  MCAH staff have used the MCH 
Leadership Skills Development Series, a set of training modules that brings the MCH 
Leadership Competencies to life, allowing small groups to conduct their own training sessions, 
within their own time frames and in their own settings.  The series is based on the premise that 
staff members each, individually and collectively as organizational units or working teams, can 
make change happen.  Positive changes in the working environment, no matter how small, may 
spark renewed productivity and clarity of purpose, and therefore more effective MCAH 
professional practice.  Knowledge and application of these competencies by state staff translate 
to infusion of valuable skills to local health jurisdiction staff.  Moreover, bi-monthly all-program 
seminars facilitated by MCAH staff provide opportunities to facilitate leadership skills among the 
presenters and to expand the knowledge base of participants.  Opportunities to expand this 
training to LHJ staff are being explored.  
 
The MCAH Program has an extensive epidemiology staff trained at the masters and doctoral 
level available to monitoring, surveillance, and investigation of MCAH conditions. Most are 
experienced in statistical software to conduct basic descriptive analyses and geospatial 
analyses, fewer have the expertise necessary to conduct more advanced research. 
The MCAH Program has supported the development of geospatial analysis capacity by 
participating in the CDPH GIS Users Group and by attending GIS conferences in California.  
Workforce geospatial capacity could benefit from attendance at training opportunities available 
within California, and attendance at additional GIS conferences.   
 
The MCAH Program provides leadership in the development of the broader public health and 
health care services delivery workforce in California. The California Adolescent Sexual Health 
Workgroup (ASHWG) has developed Core Competencies for Adolescent Sexual and 
Reproductive Health, a toolkit for improving workforce capacity among adult providers of 
adolescent health services. The toolkit describes minimum knowledge, skills, abilities, and 
perspectives that are required for all providers who address adolescent sexual and reproductive 
health. Its use is intended to address hiring, staff development and training, self-assessment, 
performance appraisal, and inter-program coordination.   
 
Opportunities for developing workforce capacity during the next five years include increasing the 
knowledge and skills of staff in relation to the guiding frameworks for the MCAH Program, 
including the 10 MCAH Essential Services, the MCAH Pyramid, life course perspective, multiple 
determinants of health, and the health equity framework. Additionally, training on topics related 
to improving program planning, evaluation, and data interpretation skills through training or 
other learning opportunities will improve capacity related to Essential Services 1, 2, 9, and 10. 
 
Workforce development activities at the state and local levels include hosting California 
Epidemiologic Investigation Service fellows (California’s EIS program) and CDPH General 
Preventive Medicine/Public Health Program residents, supporting public health student interns,  
and lecturing in public health or other health services training programs.  These activities 
encourage students to enter public service in MCAH and build MCAH competencies in the 
general public health workforce.  
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Examples of student intern projects include development of a new nutrition assessment form, 
authorship of a folic acid promotion strategic plan and implementing the interventions, revision 
of an adolescent cookbook and nutrition and physical activity guidelines, development of original 
content for a preconception health website; creation of a comprehensive factsheet on FASD 
adapted for use by the SIT/FASD workgroup; and design of a health equity framework to inform 
MCAH programs. 
 
Nearby schools of public health, nursing, and medicine present opportunities to increase 
workforce development activities. Potential approaches could include a structured relationship, 
increased outreach, and training.  
 
Stakeholder Capacity Assessment Findings for Essential Service 8 
 
Fewer than half of California’s MCAH stakeholders (43%) reported conducting an assessment 
of the workforce requirements to meet the needs for public or personal MCAH services.  Nearly 
80% provide training or education to the health professional workforce. Workforce capacity 
issues affect a large proportion of stakeholders, and only 70% reported employing sufficient 
personnel to perform essential public health services.   
 
ES 9. Evaluate the effectiveness, accessibility and quality of personal health and 
population-based maternal and child health needs.  
 
Evaluation and Continuous Quality Improvement of MCAH Programs 
 
MCAH Programs, including CPSP, AFLP, and BIH, work to improve outcomes for women, 
infants and their families by providing comprehensive prenatal care, education, and 
psychosocial support to targeted populations at-risk.  MCAH provides for quality assurance in 
each of these perinatal programs through the development and revision of program standards at 
the state and local program level, ongoing staff training, maintenance of coordinated 
administrative databases, site reviews and audits.   
 
The MCAH Program has increasingly moved towards a more comprehensive model of 
monitoring and evaluation which includes ongoing monitoring of process objectives, fidelity, and 
scopes of work; periodic, routine and external evaluation of program impact; and occasional re-
examination of program theoretical foundation based on results of impact assessment and 
developments in the field.  
 
The recent revision of the Black Infant Health Program model is an example of how the MCAH 
Program is implementing a more comprehensive model of monitoring and evaluation. As the 
program moves from an individual case management model implemented with flexibility across 
sites to a group model utilizing a standardized curriculum, initial monitoring activities will focus 
on program fidelity. Additional monitoring activities will include the development of site-specific 
continuous quality improvement plans and regular MCAH site visits. The new evaluation plan 
will be rigorous, yet feasible, and will look at intermediate outcomes including increases in 
health knowledge and behavior, decreased stress and improved coping skills, and increased 
social support.  Current scientific knowledge suggests that these outcomes are likely to improve 
long-term outcomes of low birth weight and infant mortality for Blacks, and work toward closing 
the disparity gap between Blacks and Whites, which will also be evaluated.  
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Evaluation of MCAH Services/Programs 
 
Data collection and program monitoring and/or evaluation are a component of BIH and AFLP, 
For both programs, a sub-contractor is responsible for developing and maintaining the data 
collection system for client level data and providing technical assistance on its use. However, as 
these programs evolve or are re-designed (e.g., BIH), MCAH Program staff, including experts in 
epidemiology and evaluation, provide consultation and guidance to ensure that measurable 
goals and objectives are set in advance of program implementation.  Data contractors utilize 
their own software database system and local program staff have expressed concern and 
frustration that these data collection systems are not meeting their need for real-time client 
based data. The MCAH Program has identified the need to work with local program staff to 
ensure newly developed systems meet their immediate and long-term data needs. Through this 
process, MCAH Program staff have identified a need for additional training on program planning 
and evaluation and have requested additional opportunities to practice these skills. 
 
Technical Assistance for Conducting Evaluations and Quality Improvement 
 
The local-level data provided through FHOP, IPODR, and Perinatal Profiles described in 
Essential Services 1 and 2 are intended for program evaluation, population impact and/or 
quality improvement activities within local health jurisdictions, as well as for population 
monitoring. Local health agencies rely on FHOP and IPODR for technical assistance on 
interpreting local-level perinatal health data and conducting program evaluations. The RPPC 
program provides technical assistance and training on collecting, analyzing and interpreting 
perinatal health indicator data for quality improvement purposes related to the Perinatal Profiles.  
 
Assess Consumer Needs and Satisfaction with Programs/Services 
 
The MCAH Program could collaborate with LHJs to better assess consumer satisfaction with 
MCAH programs/services.  As service delivery programs are redeveloped, such as BIH, new 
opportunities arise to incorporate consumer satisfaction into the evaluation plan. 
 
Analyses of Programs/Services 
 
The MCAH Program periodically publishes reports of its MCAH programs (AFLP and BIH), 
including client demographics, services provided and birth outcomes, to be shared with local 
health directors, advisory groups and stakeholders.  Some larger counties are also able to 
disseminate local MCAH program evaluation reports. However, each program has its own 
methodology for collecting, analyzing and reporting data, which makes comparisons across 
programs/services difficult. The MCAH Program is currently taking the lead in developing 
standard data definitions so that comparisons can be made across programs to identify best 
practices. The MCAH Program has the opportunity to develop a system for sharing these best 
practices with its stakeholders.  
 
LHJ Capacity Needs for Essential Service 9 
 
Approximately half of LHJs identified the need to develop capacity for evaluation of MCAH 
services. Examples included the need to collect evaluation information from stakeholders, 
increase data sharing among programs, utilize expertise in other LHJ departments to build 
capacity MCAH evaluation capacity, improve evaluation efficiency using technology, increase 
capacity to use outcome measures in program development and evaluation, utilize evaluation 
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findings to improve programs, and increase state-supported technical assistance to LHJs in 
evaluation.   
 
Stakeholder Capacity Assessment Findings for Essential Service 9 
 
Nearly 80% of California’s stakeholders reported that they evaluate the effectiveness of health 
services provided to mothers, infants or children.  Slightly fewer stakeholders (72%) reported 
sharing the results of evaluations with local health departments, hospitals or community-based 
organizations for use in local quality improvement activities. 
 
ES 10. Support research and demonstrations to gain new insights and innovative 
solutions to maternal and child health-related problems.  
 
There has been an organizational shift toward the development of workgroups centered on key 
MCAH issues (infant and maternal morbidity/mortality, preconception health, child health, etc.) 
to foster innovative solutions. These workgroups are comprised of MCAH Program staff from 
multiple Branches, as well as outside stakeholders, and are tasked with critically reviewing 
literature in the field and discussing emerging issues and promising practices.  This appears to 
be a promising practice; the BIH workgroup recently utilized this process to conduct an 
extensive literature search to identify current best practices to improve Black infant health to 
guide the re-design of the program. However, with recent reductions in staff time due to 
furloughs, these MCAH workgroups have not been meeting regularly. 
 
Support for Academic and Federal MCAH Research 
 
The MCAH Program research scientists provide expert consultation to State and National 
MCAH research activities to support the application of such investigations to public health policy 
and practice. Investigators from California universities often ask for MCAH Program expertise in 
guiding the research design and interpretation of findings for publication in scientific journals. 
Recently state researchers have provided consultation to the Centers on Disease Control and 
Prevention (CDC) on various MCAH issues (preconception health, border health, maternal 
mortality/morbidity, PRAMS/MIHA survey development and validation studies). The MCAH 
Program has collaborated with CDC on several research projects such as:  obesity and 
gestational diabetes; effect of maternity care practices on breastfeeding initiation; and sickle cell 
disease and maternal health. However, due to reduced staff time, these projects have been 
delayed.  
 
Support for State and Local MCAH Research 
 
The MCAH Program has been instrumental in providing expertise to state and local studies of 
key issues (breastfeeding, infant and maternal mortality/morbidity, and substance abuse 
screening) through collaboration with outside researchers and organizations.  For example, 
during the last five-year needs assessment process, counties repeatedly identified substance 
abuse as one of their priority MCAH issues. The MCAH Program commissioned a leading 
expert on perinatal substance abuse screening to conduct an assessment of current screening 
activities and best practices in California. The summary report was released in 2008 and 
provided recommendations for future perinatal substance abuse screening activities. In general, 
the MCAH Program provides support to outside contractors (funding for special projects, expert 
consultation) for these innovative MCAH research projects.   
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Support for Birth Defects Research 
 
The California Birth Defects Monitoring Program (CBDMP) has worked with numerous counties, 
universities, public health jurisdictions, as well as national organizations to provide birth defect 
data to assist with research. CBDMP was on the forefront of the research that went into 
discovering the benefits of folic acid and the harmful effects of smoking on pregnancy 
outcomes. CBDMP has worked closely with researchers, providing ongoing data and assistance 
for many nationally recognized studies. These include the National Birth Defects Prevention 
Study; the National Environmental Health Tracking Program (EPHT) projects for CDC’s National 
Birth Defects Prevention Network; and the Teratology Report, which is published annually and 
semiannual case count data for the NTD Ascertainment Project. CBDMP has also worked with 
investigators from the Environmental Health Protection Agency by responding to requests for 
data for their America’s Children and the Environment study and the March of Dimes’ Global 
Burden of Diseases, Risks, and Injuries Study. 
 
CBDMP works closely with researchers and investigators from numerous California counties. 
For example, data and support were provided to Kings County for Gastroschisis and Fetal 
Death studies, San Diego County for Fetal Alcohol Syndrome studies and have played a crucial 
role in the investigations regarding suspected birth defects clusters in Kettleman City.  CBDMP 
has received requests for data and assistance from other states as well, including the Colorado 
Department of Public Health and Environment for a Biliary Atresia study and to South Florida for 
an Abdominal Wall Defects study.  
 
Because of the size of the Registry and the expertise of CBDMP staff, collaborations have 
occurred with many universities as well, including the University of California, San Francisco; 
University of Southern California; Stanford and Loma Linda University. 
 
LHJ Capacity Needs for Essential Service 10 
 
Nearly half of LHJs identified the need to develop capacity in the area of research related to 
MCAH problems, primarily related to the development of best practices and demonstration 
projects.  Examples included increased participation in these service-based research activities 
and funding for research needs into MCAH problems identified by LHJs.  
 
Stakeholder Capacity Assessment Findings for Essential Service 10 
 
Relatively few of California’s MCAH stakeholders (25%) reported that their organization 
conducts scientific research.  However, 82% reported collaborating with other entities to 
disseminate MCAH research findings to diverse audiences.  Roughly three-quarters of 
stakeholders reported assisting local health departments, hospitals or community-based 
organizations in the use of research findings to improve their health practices (72%) or in the 
development of demonstration projects or best practices (76%). 
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CALIFORNIA 2011-2015 TITLE V PRIORITIES 
 
The identification of California’s potential priority needs was based on several factors: 
identification by local health jurisdictions, priority status in the previous five year cycle, 
identification as an emerging priority, California Department of Public Health goals, analysis of 
statewide surveillance data, and assessment of statewide capacity.  
 
Local Health Jurisdiction Priorities 
 
Each of California’s 61 local health jurisdictions completed a local needs assessment, which 
included development of local priorities. These priorities are an important source of information 
in setting statewide priorities, as they reflect interpretation of local surveillance data, extensive 
engagement with stakeholders, assessment of local systems and needs, and expertise from 
across California.  LHJs were given flexibility in developing and framing priorities in accordance 
with their own local framework, organizational structure, and capacity.  Two suggested 
approaches to prioritizing needs were outlined in the local needs assessment guidance provided 
by the state MCAH Program. Both facilitated the scoring of each identified need according to 
multiple criteria (i.e., burden, disparity, impact on downstream issues, and level of community 
concern) in order to identify which needs were of the greatest priority in relation to existing 
capacity.  LHJs were also given the option to implement their own prioritization process. LHJs 
articulated a range of local priorities, including long-term health outcomes, such as infant 
mortality; health behaviors, such as breastfeeding; specific population group health status, such 
as adolescent health; and strategies for improving health, such as access to care or health 
education. 
 
A team at the state MCAH Program coded local priorities to identify commonalities across 
California’s jurisdictions, using an approach that was similar to that used in the 2005-2009 
needs assessment. Each local priority was associated with both a broad health topic and a 
more specific sub-topic. This dual approach allowed identification of general areas of common 
interest, while also providing greater detail about the specific aspect of an issue that a 
jurisdiction may be addressing.  For example, adolescent health was a common broad priority, 
but jurisdictions varied in the specific aspects of adolescent health of concern, from overweight 
and obesity to adolescent pregnancy and childbearing.  Importantly, sub-topics could be 
included in more than one broad topic area. For example, adolescent pregnancy and 
childbearing were included within the broad topics of adolescent health and reproductive health.  
 
Some changes in the broad topic categories were implemented with the 2011-2015 needs 
assessment. For example, the category of health conditions was changed to healthy weight and 
nutrition and chronic health conditions.  Therefore, comparison between current priorities and 
those identified during the prior needs assessment is not possible.  
 
Table 1 shows the ranking of health priorities identified by LHJs in the 2011-2015 needs 
assessment.  Leading priority topics for LHJs were adolescent health, healthy weight and 
nutrition, and access to care.  Other broad priority areas identified by more than half of the LHJs 
included, prenatal care (61%), reproductive health (59%), maternal and infant outcomes (56%), 
and substance abuse (51%). 
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LHJ Priorities by Broad Topic  and Subtopic Percent

ADOLESCENT HEALTH 54 89%
Obesity  and Overweight 25 41%

Adolescent Pregnancy and Child Bearing 25 41%
Adolescent Health in General 15 25%

HEALTHY WEIGHT AND NUTRITION 49 80%
Obesity and Overweight 45 74%

Physical Activity 8 13%
Nutrition in General 6 10%

ACCESS TO CARE/SERVICES 39 64%
Access to Health and Medical Care 13 21%

Access to Dental Care 12 20%
Access to Care in General 11 18%

PRENATAL CARE 37 61%
Early Prenatal Care 23 38%

Adequacy of Prenatal Care 22 36%
Prenatal Care in General 7 11%

REPRODUCTIVE HEALTH 36 59%
Adolescent Pregnancy and Child Bearing 25 41%

Sexually Transmitted Illnesses 11 18%
Birth Spacing 9 15%

MATERNAL AND INFANT OUTCOMES 34 56%
Low Birth Weight and Preterm Birth 22 36%

Infant Mortality 14 23%
Birth Outcomes in General 7 11%

SUBSTANCE ABUSE 31 51%
Perinatal Substance Abuse 24 39%

Substance Abuse among Children or Adolescents 8 13%
Substance Abuse Treatment 4 7%

BREASTFEEDING 27 44%
Breastfeeding in General 20 33%

Breastfeeding at Hospital Discharge 8 13%
Duration of Breastfeeding 8 13%

ORAL HEALTH 24 39%
In General 13 21%

Access to Dental Care 12 20%
lack of dental insurance 8 13%

MENTAL HEALTH 20 33%
Mental Health in General 9 15%

 Specific Populations 9 15%
Access to Mental Health Care 9 15%

LHJs
Number

Table 1. Local Health Jurisdiction Priorities by Broad Topic and Subtopic
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LHJ Priorities by Broad Topic  and Subtopic Percent

PRECONCEPTION HEALTH / CARE 18 30%
Repeat Births 9 15%
Birth Spacing 9 15%

Preconception Care in General 6 10%

SPECIAL POPULATIONS (AT RISK) 17 28%
Ethnic Minority Subgroups 15 25%

At Risk Subgroups in General 4 7%
Low Income or Medi-Cal Subgroups 3 5%

EDUCATION 16 26%
Health Education or Promotion, Outreach 12 20%

Education in General 8 13%
Parenting Education 2 3%

VIOLENCE 15 25%
Domestic, Partner, or Family Violence 12 20%

Child Abuse and Neglect 3 5%
Community or School Violence 3 5%

CHILD HEALTH/DEVELOPMENT 14 23%
Child or Adolescent Deaths 5 8%

Child Immunizations 3 5%
Child Abuse and Neglect 3 5%

Foster Care 3 5%

CHRONIC HEALTH CONDITIONS 11 18%
Asthma 9 15%

Diabetes or Gestational Diabetes 3 5%

OTHER MISCELLANEOUS 9 15%
Immunizations in General 3 5%

Data Needs for Mental Health or Children 3 5%
Mortality in General 2 3%

INJURIES 7 11%
Injuries in General 6 10%

Deaths Due to Injuries 2 3%
Motor Vehicle Injuries 2 3%

PROVIDERS AND SERVICES 4 7%
Providers and Services in general 3 5%

Lack of Specialty Providers 2 3%

BASIC NEEDS 3 5%
Homelessness in General 1 2%

Safety in Home or in Community 1 2%
Poverty or Low Wage 1 2%

Table 1. Local Health Jurisdiction Priorities by Broad Topic and Subtopic (con't)

Number
LHJs
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Adolescent health, a priority identified by 89% of LHJs, encompassed a range of 10 subtopics. 
Most commonly cited priorities within adolescent health were adolescent obesity or overweight 
(41% of LHJs); teen pregnancy, birth, and birth spacing (41%); and adolescent health in general 
(25%). Local priorities related to the overarching topic of healthy weight and nutrition were 
identified by 80% of LHJs, and 74% of LHJs identified overweight and obesity as a sub-topic 
priority within healthy weight and nutrition. The broad priority of access to care, identified by 
64% of LHJs, included a range of 12 sub-topics, including insurance coverage and barriers to 
care. Within access to care, leading local priorities were access to health and medical services 
(33%), access to dental care (31%), and access to care in general (16%).   
 
Table 2 shows the ranking of local priorities coded as sub-topics. Shown according to sub-topic, 
obesity (in general) was the leading local priority, identified by 74% of LHJs, followed by 
adolescent obesity (41%), teen pregnancy and child bearing (41%), perinatal substance use 
(39%), and early prenatal care access (38%).  Other local priorities identified by more than one 
third of LHJs included adequacy of prenatal care, preterm births and low birth weight, and 
breastfeeding.  
 

Priorities (Broad Topics) Number Percent
Obesity and Overweight (Healthy Weight and Nutrition) 45 74%
Adolescent Obesity or Overweight (Adolescent Health) 25 41%
Adolescent Pregnancy and Child Bearing (Adolescent Health / Reproductive Health) 25 41%
Perinatal Substance Abuse (Substance Abuse) 24 39%
Early Prenatal Care (Prenatal Care) 23 38%
Adequacy of Prenatal Care (Prenatal Care) 22 36%
Low Birth Weight or Premature Births (Maternal and Infant Outcomes) 22 36%
Breastfeeding in General (Breastfeeding) 20 33%
Adolescent Health in General (Adolescent Health) 15 25%
Ethnic Minority Subgroups (Special Populations) 15 25%
Infant Mortality (Maternal and Infant Outcomes) 14 23%
Access to Health and Medical Care (Access to Care) 13 21%
Oral Health in General (Oral Health) 13 21%
Access to Dental Care (Oral Health / Access to Care) 12 20%
Domestic, Partner, or Family Violence (Violence) 12 20%
Health Education or Promotion, Outreach (Education) 12 20%
Access to Care in General (Access to Care) 11 18%
Sexually Transmitted Illnesses (Reproductive Health) 11 18%
Lack Health Insurance (Access to Care) 10 16%

LHJs
Table 2. Local Health Jurisdiction Priorities by Subtopics
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Statewide Priority Development 
 
Development of statewide priorities for California followed the completion of the local needs 
assessment, summarization of local priorities, analysis of statewide MCAH health status, and 
the assessment of the MCAH system capacity.  The process was developed by MCAH Program 
managers and needs assessment staff, and included an all staff meeting, web survey, and 
workgroup. The all staff meeting provided a needs assessment status update, an orientation to 
the importance of priorities for the MCAH Program, an introduction to needs assessment 
findings, and guidance on completing the web survey. In preparation for completing the web 
survey, staff were provided with the needs assessment surveillance data, a summary of LHJ 
priorities, and the 2005-2009 Title V priorities. The web survey facilitated staff ranking of the 
leading priority topics for the 2011-2015 period, and provided an opportunity for staff to write 
and submit priority statements for consideration.  
 
Following the summarization of the staff survey, a workgroup reviewed the multiple data 
sources to identify leading overall priorities and begin to frame priority statements.  The 
workgroup was composed of approximately 20 staff from throughout the MCAH Program, 
approximately half of whom have been involved in the ongoing needs assessment steering 
committee. Therefore, the workgroup included individuals familiar with the details of the process 
as well as others who brought a fresh perspective to the selection of priorities.  The selection of 
priority topics was facilitated through a mind mapping process, a non-linear approach to 
identifying key themes, related concepts and the many interconnections between potential 
priority topics. The mind mapping process was informed by needs assessment findings, 
including LHJ priorities and statewide surveillance data, and by staff expertise.  The mind 
mapping process facilitated the next step of framing the priority statements based on leading 
priorities and conceptualizing the many interconnections between priority needs. The  priority 
statements submitted by staff through the web survey were referenced throughout this process. 
Draft priority statements were developed by workgroup members and reviewed by senior MCAH 
Program management.  
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Potential Priority Needs 2011-2015 
 
The list of potential priorities was generated based on the priorities identified by local health 
jurisdictions, needs identified through statewide surveillance findings, emerging capacity within 
the MCAH Program or broader system, or existence of capacity to continue progress towards 
desired population outcomes. In the table below, the rationale for consideration is presented for 
each potential priority need.  
 
Table 3. Rationale for Consideration of Potential Priority Needs 

Potential Priority Needs Rationale for consideration  
Adolescent health and 
development 

• LHJ Priority 
• Surveillance findings indicate improvement in teen childbearing, where 

substantial investment has been made, and additional areas of need 
• Life course relevance: Sensitive developmental period 
• Emerging MCAH Capacity  

Healthy weight and nutrition • LHJ Priority 
• Related to numerous MCAH outcomes 
• Surveillance findings indicate increasing overweight and obesity  

Access to medical, dental, 
and mental health care and 
services 

• LHJ Priority 
• Core function MCAH system 

Prenatal care utilization • LHJ Priority 
• Surveillance findings demonstrate declining first trimester PNC initiation 

Reproductive health, 
including STI, family 
planning, and birth spacing 

• LHJ Priority 
• Surveillance findings demonstrate high rate of unintended pregnancy and 

disparities in STI for young Black women.  

Substance abuse among 
MCAH populations outside 
the context of pregnancy  

• LHJ Priority 
• Surveillance findings indicate that binge drinking has not improved for 

women of reproductive age, and high rates of binge drinking, marijuana use 
and tobacco use among adolescents. 

Adolescent reproductive 
health and adolescent births 

• LHJ Priority 
• Surveillance data indicate progress has been made in reducing teen births 

despite increasing population size. 
• Existing capacity to continue progress towards decline in teen birth rate 

Breastfeeding • LHJ Priority 
• Surveillance data indicate too few women breastfeed exclusively in the 

hospital and for three months after delivery.  
• Existing capacity to continue progress and address disparities 

Perinatal substance abuse • LHJ Priority 
• Existing capacity to continue progress towards decreasing substance use 

during pregnancy 
Oral health • LHJ Priority 

• Surveillance findings demonstrate that high rates of children have teeth in 
fair or poor condition and a high percentage of pregnant women have a 
dental problem but did not obtain needed care. 

Preterm birth and low birth 
weight 

• LHJ Priority 
• Surveillance findings demonstrate persistently high LBW and PTB 
• Emerging capacity to implement new strategies to address PTB 
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Potential Priority Needs Rationale for consideration  
Mental health among 
women, children, or 
adolescents 

• LHJ Priority 
• Surveillance findings indicate that one third of 11th graders report feeling so 

sad or depressed that they stopped doing usual activities. More than one in 
ten women of reproductive age report depression.  

Preconception / 
interconception health and 
health care 

• Emerging capacity to incorporate preconception and interconception health 
and health care into women’s health and MCAH 

Social determinants of 
health inequities 

• Evolving science has established linkages between social determinants and 
MCAH outcomes 

• Emerging capacity to address social determinants through the health sector 
Community violence and 
homicide 

• LHJ priority 
• Prior year Title V Priority 

Infant mortality • LHJ Priority 
• CDPH Strategic Plan core objective 
• Surveillance findings demonstrate persistent racial/ethnic disparities 

Child health and 
development 

• Surveillance data demonstrate substantial prevalence of chronic health 
conditions impacting activities and school participation; disparities in 
supportive child development resources among Black and Hispanic children. 

• Emerging capacity to improve surveillance and implement early intervention 
strategies 

• Sensitive developmental period 
Health education and health 
promotion 

• LHJ Priority 

Intimate partner violence • Prior year Title V Priority 
• Surveillance data indicate high rates of IPV among reproductive age women 

and high rate of dating violence among adolescents 
Chronic health conditions 
such as asthma, diabetes, 
and high blood pressure 
(maternal, child, and 
adolescent) 

• Surveillance data demonstrate increasing rates of chronic disease in the 
MCAH population 

• Connection between chronic disease and MCAH outcomes 
• Emerging capacity to address childhood roots of subsequent chronic 

disease status  
Injuries • Prior year Title V priority 

• Surveillance data indicate injuries are the leading cause of child and 
adolescent death 

Maternal / pregnancy-
associated mortality 

• Prior year Title V priority 
• Surveillance data indicate increasing rates of maternal and pregnancy-

related mortality and pronounced racial/ethnic disparities 
• Existing capacity to continue progress towards understanding and 

preventing maternal and pregnancy-associated mortality  
Birth defects  • Surveillance data indicate birth defects are the leading cause of infant death 

• Existing capacity to monitor and prevent birth defects 
Quality of maternal and 
infant care during labor and 
delivery 

• Surveillance data show increasing maternal morbidity and mortality, and 
increasing rates of cesarean sections.  

• Existing capacity to monitor and improve the quality of maternal and infant 
care during labor and delivery to improve maternal and infant outcomes 

SIDS • Surveillance data show SIDS is the leading cause of postneonatal death in 
California; substantial disparities among Black infants.  

Perinatal mental health • Surveillance findings indicate that one in five women with a recent live birth 
reported depression during pregnancy. Depression in pregnancy was more 
common among Black and Hispanic women. 

Human stem cell research • Existing capacity to support human stem cell research 
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Consistent with the conceptual frameworks used throughout the needs assessment, the MCAH 
priorities are organized by life course developmental stages.  This approach highlights the 
multiple interconnections between health risks and outcomes throughout the life span. As a 
result, California has incorporated the majority of the potential priority needs listed above into 
global priority statements.   
 
2011-2015 California Title V MCAH Priorities 
 
Improve maternal health by optimizing the health and well-being of girls and women 
across the life course. 
 

• Rationale: Local health jurisdictions prioritized multiple factors related to maternal health, 
such as healthy weight and nutrition (80%), chronic health conditions (18%), oral health 
(39%), mental health (33%), substance abuse (44%), intimate partner or family violence 
(20%), and reproductive health (59%).  

• The maternal mortality rate increased from 10.2 per 100,000 during the period 2000-2002 
to 14.0 during 2006-2008. The pregnancy-related mortality rate increased from 10.3 to 
16.4 during the same period.  Among reproductive aged women, rates of overall drinking, 
tobacco use, physical or psychological IPV have improved in recent years. Despite these 
improvements, the prevalence remains unacceptably high among these and other health 
status indicators such as binge drinking, overweight/obesity, depression and use of family 
planning. Among women with a recent live birth, nearly half entered pregnancy at an 
unhealthy weight, 44.6% reported that their pregnancy was unintended, 19.2% reported 
depression during pregnancy, 3.5% reported physical IPV during pregnancy, 12.9% 
reported drinking in the first trimester, 3.3% smoked during the third trimester, and 52% 
had a dental problem during pregnancy (the majority of these women did not receive 
needed care).  Rates of diabetes, high blood pressure, and asthma reported at delivery 
have increased.  

• An increasing body of literature emphasizes the importance of improving women’s health 
before pregnancy in order to improve maternal health, which includes consideration of 
upstream social factors such as income and neighborhood conditions, and attention to the 
early life course roots of reproductive-aged women’s health status.  

• MCAH Population: While the outcome of interest, maternal health, focuses on pregnant 
women, the activities implemented to improve the health of all MCAH populations, 
including infants, children, adolescents, and reproductive-aged women will improve this 
outcome. 

• Capacity: Together, the MCAH Program, local MCAH programs, and external partners 
have been enhancing expertise in monitoring and improving maternal health through 
activities at the infrastructure-building and enabling services levels of the MCAH pyramid. 
Over the next five years, capacity to monitor and address social determinants of health 
related to maternal health outcomes will be enhanced.  

 
Promote healthy nutrition and physical activity among MCAH populations throughout the 
lifespan beginning with exclusive breastfeeding of infants to six months of age. 
 

• Rationale: Overweight and obesity was identified as a priority by 74% of local health 
jurisdictions. When combined with physical activity and nutrition, 80% of local health 
jurisdictions identified this priority. Nearly half (44%) identified breastfeeding as a priority. 
CDPH has identified physical activity and obesity in adults as strategic objectives for 
improving California’s health.  
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• The most recent data show that 27.7% of adolescents, 48.8% of reproductive age women, 
and 43.5% of women with a recent live birth (before pregnancy) were overweight. Among 
children, disparities in overweight were observed among those with low income. Black-
white disparities in obesity were significant among adolescents, reproductive age women, 
and women with a recent live birth. 

• Less than half of children ate the recommended fruit and vegetables per day and 13.1% 
ate fast food on at least three occasions in the past week. Additionally, 17.1% of California 
households with children were food insecure, and the prevalence of reproductive age 
women on food stamps and WIC has increased.  

• From 1994-2007, any in-hospital breastfeeding increased from 76.5% to 86.6%, but 
exclusive breastfeeding rates have remained stagnant, at about 40%. Blacks and 
Hispanics have lower rates of exclusive breastfeeding than Whites. 

• Only 28.9% of children ages 5-11 were physically active for at least one hour every day in 
the past week, excluding physical education classes at school, and only 40.4% of 12-17 
year olds reported 5 or more days of physically activity lasting at least one hour in a 
typical week.  

• MCAH Population: Healthy nutrition and physical activity will be promoted among infants 
(through breastfeeding), children, adolescents, reproductive-aged women, and pregnant 
women.  

• Capacity: Promotion of healthy nutrition and physical activity will be addressed through 
activities at the infrastructure-building services, population-based services, and enabling 
services levels of the pyramid. Through ongoing efforts in this area, the MCAH Program, 
local MCAH programs, and external stakeholders have built capacity at each of these 
levels, which will continue to be enhanced over the next five years.  

 
Reduce maternal morbidity and mortality and the increasing disparity in maternal health 
outcomes.   
 

• Rationale:  Local health jurisdictions have identified multiple factors that lead to poor 
health during pregnancy among priorities, such as healthy weight and nutrition (80%), 
chronic health conditions (18%), mental health (33%), substance abuse (44%), oral health 
(39%), and birth spacing (15%).  

• Between 2000 and 2008, both maternal mortality and pregnancy-related mortality rates 
have increased. Additionally, between 2000 and 2007, diabetes, high blood pressure, and 
asthma diagnoses among women at delivery increased. While rates of severe, ‘near miss’ 
diagnoses at delivery (e.g., stroke) have remained stable, the rate of deliveries requiring 
‘near miss’ interventions (e.g., transfusion, ventilation, or hysterectomy) has increased. 
Additionally, primary and secondary cesarean section rates both rose steadily between 
1996 and 2008, while vaginal births after cesarean delivery declined. 

• MCH Population: The target population for this priority is pregnant women and 
reproductive-aged women. 

• Capacity: Reduction of maternal morbidity and mortality will be addressed at the 
infrastructure-building and enabling services levels of the pyramid.  Through activities 
related to CMQCC, the Pregnancy-associated Mortality Review, and the Local Area 
Maternal Health initiatives, the MCAH Program and partners have begun to develop the 
capacity needed to improve maternal health and reduce disparities. Efforts related to 
preconception health established capacity to address factors leading to poor health during 
pregnancy among reproductive-aged women, which will continue to be enhanced.  
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Reduce infant mortality and address disparities by promoting preconception health and 
health care and by preventing causes such as birth defects, low birth weight/prematurity, 
SIDS, and maternal complications in pregnancy. 
 

• Rationale: Birth outcomes, including infant mortality, prematurity, and low birth weight, 
were identified as a priority need by 56% of local health jurisdictions. Reduction of the 
infant mortality rate is a California Department of Public Health strategic plan objective.  

• Although infant mortality has decreased over time, disparities persist for Black infants and 
little progress has been made in preventing factors related to infant death such as birth 
defects, low birth weight, and prematurity. Women of all ages in California experience a 
number of health problems, and the importance of women’s health before pregnancy has 
been recognized as impacting these and other birth outcomes for both the mother and the 
infant. 

• MCH Population: The outcome of interest, infant birth outcomes and mortality, relates to 
infants and pregnant women; the strategies to impact this outcome also include 
preconception health among reproductive-aged women.  

• Capacity: Reducing infant mortality and addressing disparities will be addressed at the 
infrastructure-building services, population-based services, enabling services levels of the 
pyramid. As the science of maternal and infant health and disparities evolves, the MCAH 
Program will continue to be a leader in translating this information into the public health 
capacity. The MCAH Program will continue efforts to integrate the California Birth Defects 
Monitoring Program into its overall activities.  

 
Support the physical, socio-emotional, and cognitive development of children, including 
the prevention of injuries, through the implementation of prevention, early identification 
and intervention strategies. 

 
• Rationale: Among local health jurisdictions, 23% identified priorities related to child health 

and development, in part related to the need for improved surveillance data at the local 
level for this population.  

• While child mortality is declining in California, surveillance data identify multiple remaining 
challenges in the effort to optimize child health and development. Nearly 25% of parents 
rated their child’s health less than very good. Statewide, 5.6% of children have a health 
condition that limits activities, 4.9% of children need therapy for a special behavioral 
problem, and 10.3% have a condition that requires medication.  

• Child health disparities are also of primary concern. Black children are more likely to be 
exposed to smoking in their households, to be diagnosed with asthma, and to miss school 
due to asthma.  Over half of Black children with asthma missed school because of the 
condition in the past year. Despite overall declines in substantiated cases of child abuse, 
Black and AI/AN children are more likely to experience child abuse than other groups.  
Black and Hispanic children are more likely to be overweight or obese. Hispanic children 
are also more likely to lack important neighborhood amenities that support development, 
like parks, and they are less likely to be read to and participate in extracurricular activities 
in school.  

• Early childhood is a particularly sensitive period for physical, social, and emotional health 
development, and life course trajectories in these areas can be improved by supporting 
health and the conditions that encourage optimal development during this period.  

• MCH Population:  The target population for this priority is children and families. 
• Capacity:  The development of children will be supported through activities at the 

enabling, population-based, and infrastructure-building levels of the pyramid. The MCAH 
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Program will continue to build its capacity related to essential public health services for 
children, particularly in the areas of monitoring and surveillance for children, and will 
building upon existing expertise in promoting coordinated systems for early childhood 
development.  

 
Promote positive youth development strategies to support the physical, mental, sexual 
and reproductive health of adolescents. 
 

• Rationale:  Adolescent health was the leading local health jurisdiction priority, identified 
by 89% of LHJs. Within the domain of adolescent health, areas of greatest interest 
included pregnancy and childbearing (41%), overweight and obesity (41%), and 
adolescent health in general (25%).  

• After a decline in the mortality rate of adolescents aged 15-19 between 1995 and 2000, 
the rate increased to 56.8 per 100,000 in 2006. The leading cause of adolescent death is 
unintentional injury.  

• The slight decline in the adolescent birth rate marks a positive achievement in prevention 
efforts, particularly since the adolescent female population continues to grow steadily.  
Unfortunately, because the adolescent female population has grown, there has not been a 
substantial decline in the number of adolescent births. Substantial disparities in Chlamydia 
and Gonorrhea were observed for Black adolescents 

• Healthy weight, nutrition, and physical activity are a serious concern for adolescents. More 
than one in four teens ages 12-17 had a BMI above normal, only 40.4% reported physical 
activity lasting one hour on five or more days in a typical week, and only half reported 
adequate consumption of fruits and vegetables.  

• While 63% of adolescents reported having positive relationships and environmental 
conditions at home and in the community, only one third reported having those protective 
youth development factors at school, where they spend the majority of their time.  

• Adolescence is a sensitive period of development. Many of the health behaviors and other 
foundations for adult health are established in adolescence as children move towards 
greater independence in their transition to adulthood. Implementation of positive 
development strategies for youth in family, school and community settings can prevent a 
host of negative outcomes and shift life course trajectories towards greater health.  

• Population group: The target population for this priority is adolescents. 
• Capacity: Adolescent health and youth development will be supported at the 

infrastructure-based, population-based, and enabling services level of the pyramid. The 
MCAH Program, through its ongoing collaborations, will continue to improve capacity to 
integrate youth development strategies for the promotion of adolescent health identified in 
the California strategic plan for adolescent health.  Further, the MCAH Program will 
continue to be a leader in the development of capacity to improve adolescent reproductive 
health using public health strategies and by promoting comprehensive systems and 
standards of quality care for adolescents.  

 
Link the MCAH population to needed medical, mental, social, dental, and community 
services to promote equity in access to quality services.   
 

• Rationale: Access to services was identified by 64% of local health jurisdictions and early 
or adequate prenatal care was identified by 61%.  

• Uninsurance is higher among Hispanics in all age groups, but particularly among 
reproductive aged women, which is a particular challenge in promoting preconception and 
interconception health.  For both children and adults, uninsurance in California increased 
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between 2007 and 2009. Statewide rates for two measures of health care utilization, 
having a source of regular care and receipt of doctor visit in the past year, were highest 
among children, followed by women of reproductive age, and adolescents.   

• Although insurance status during pregnancy was above 96% for all racial/ethnic groups in 
2008 and adequate prenatal care increased from 2003 through 2008, early entry to 
prenatal care declined. Furthermore, there were substantial disparities in early and 
adequate prenatal care among Black, Hispanic, Pacific Islander, and American 
Indian/Alaska Native women, compared with Whites and Asians.  

• Despite the increased focus on social determinants of MCAH outcomes in recent years, 
access to a wide array of health and other supportive and social services is essential. 
Particularly during sensitive periods, access to needed services can impact health 
trajectories by minimizing consequences of negative exposures.  

• In the upcoming years, opportunities to achieve greater equity in access may be linked to 
the implementation of health care reform legislation, while challenges associated with the 
recession and related declines in insurance coverage for MCAH populations may erode 
access among vulnerable populations.  

• Population group: The target group for this priority is reproductive age women, pregnant 
women, infants, mothers, children and adolescents.  

• Capacity: Promotion in access equity will be implemented at the infrastructure-building 
services level through systems and policy interventions, at the population-based level by 
ensuring equity in access to population-based services, and through enabling services for 
individuals, groups, and communities.  

 
Comparison with Prior Needs Assessment  
 
As in prior years, California’s 2011-2015 priority statements address the interconnections 
between multiple MCAH outcomes, determinants and population groups. Many of the issues 
identified in the 2005-2009 priorities are continued in the priorities identified for the 2011-2015 
period. The changes in California’s Title V priorities from the prior to the current period reflects 
the evolution of public health practice that has occurred over the past five years. The current 
priorities reflect an emphasis on applying a life course perspective to defining and addressing 
MCAH outcomes, the increasing role of the health sector in understanding and addressing the 
social determinants of health, and the continued commitment to health equity.  Revision of 
priorities also reflects the emergence of new MCAH issues.   
 
2006-2010 Priorities 
 
Priority 1:  Enhance preconception care and work toward eliminating disparities in infant 
and maternal morbidity and mortality. 
 
Continued in 2011-2015 Priorities.  The reduction of infant mortality remains a core 
objective for the MCAH Program, and has been identified in the California Department of 
Public Health Strategic Plan as a priority health outcome.  Racial disparities in infant 
mortality, particularly among Black infants, persist in California.  Rates of maternal 
mortality continue to increase, particularly among Black women.  Since 2005, California 
MCAH program has continued its commitment to improving and promoting 
preconception health and health care as a means of improving maternal and infant 
health.  
 

California 2011-2015 Title V Needs Assessment 
Page 208 



California 2011-2015 Title V MCAH Needs Assessment 
 

Priority 2:  Promote healthy lifestyle practices among MCAH populations and reduce 
the rate of overweight children and adolescents. 
 
Modified in 2011-2015 Priorities. The key strategies to improve rates of healthy weight 
among the MCAH population have been identified in the 2011-2015 priority: healthy 
nutrition, physical activity, and breastfeeding.  
 
Priority 3:  Promote responsible sexual behavior in order to decrease the rate of 
teenage pregnancy and sexually transmitted infections. 
 
Modified in 2011-2015 Priorities. The health of adolescents, including sexual and 
reproductive health, is broadly addressed in the 2011-2015 priorities through a focus on 
youth development.  
 
Priority 4:  Improve mental health and decrease substance abuse among children, 
adolescents and pregnant or parenting women. 
 
Modified in 2011-2015 Priorities. Mental health and substance use have been integrated 
into priorities focusing on maternal health and well-being, early childhood development, 
and adolescent health/youth development.  
 
Priority 6:  Improve access to medical and dental services, including the reduction of 
disparities. 
 
Continued in 2011-2015 Priorities. Providing linkages to care is a core function of the 
public MCAH system in California, where the MCAH population continues to experience 
barriers to care. In the 2011-2015 priorities, the focus is expanded to include mental 
health and social services.  
 
Priority 9:  Decrease unintentional and intentional injuries and violence, including family 
and intimate partner violence. 
 
Modified in 2011-2015 Priorities.  Injury prevention is continued as a priority for children 
n the 2011-2015 priorities. Youth development strategies and the broad set of 
adolescent health domains identified in the 2011-2015 priorities incorporate injuries.  
Intimate partner violence, is incorporated into maternal health through the focus on 
overall well-being.   
 
Priority 10:  Increase breastfeeding initiation and duration. 
 
Continued in 2011-2015 Priorities.  Role of breastfeeding in establishing the foundation for 
healthy weight for mothers and infants across the life course is emphasized in the 2011-2015 
priorities.  
 
Priority Needs and Capacity 
 
Consideration of potential priorities was shaped by existing and emerging capacity to improve 
MCAH outcomes. Priorities were selected in areas where the MCAH Program has invested 
resources to improve outcomes, or in areas where partners have developed expertise. Priority 
needs for which capacity is not fully evolved, for example in the social determinants of MCAH or 
early child health and development, the MCAH Program will support capacity development 
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internally and with stakeholders over the next five years. A description of the capacity to 
address each priority is included above. 
 
MCH Population Groups 
 
The California Title V MCAH Priorities address preventive and primary care services for 
pregnant women, mothers and infants, as well as preventive and primary care services for 
children and adolescents. The population groups are explicitly referenced in the priority 
statements.  
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NEXT STEPS 
 
Over the course of the next five years, California will continue the needs assessment process. 
Immediate next steps include the development of State Performance Measures and a State 
Outcome measure that will be used in monitoring progress related to each priority statement. 
Additionally, the MCAH Program will disseminate findings from the needs assessment to local 
health jurisdictions and other stakeholders.  
 
The MCAH Program will continue to develop strategies and activities to achieve performance 
and outcome targets, and to improve the health of MCAH populations in the priority areas, 
especially in the newly identified areas.  The ongoing activities of the MCAH Program will be 
brought into alignment with the newly developed priorities and performance measures.  For 
example, the scopes of work for the local MCAH programs will be modified to reflect the 2011-
2015 Title V priority statements and performance measures.  In subsequent years, the MCAH 
Program will continue the needs assessment processes of ongoing assessment, planning, 
implementation, and evaluation. Through ongoing surveillance, detailed sub-group analysis, 
development of new data sources, and special research projects changes in population 
strengths and needs will be carefully monitored. These processes will inform any modification of 
existing activities or development of new strategies to improve progress.  
 
Together with local MCAH programs and stakeholders, the MCAH Program will use capacity 
assessment findings to target capacity development activities over the next five years.  In 
particular, attention will focus on leveraging the extensive expertise throughout the California 
MCAH system in order to retain existing capacity in the context of ongoing budget cuts.  
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Introduction 
 
The Federal Maternal and Child Health Bureau (MCHB) provides states with Title V funds to 
support family-centered, culturally/linguistically competent, community-based systems of care 
for the maternal, child, and adolescent health (MCAH) population which includes women, 
infants, children, adolescents, and their families.  MCHB requires all states receiving the Title V 
Block Grant to submit a statewide needs assessment every five years to identify the need for 
services and the capacity to provide services to the MCAH population. The needs identified 
through this local needs assessment will be included in the statewide needs assessment for the 
2010-2014 cycle.    
 
California is unique in terms of its size and diversity of population, geography, and maternal and 
child health needs.  Therefore, the State MCAH Program depends on receiving input from all of 
its 61 local MCAH jurisdictions in order to produce a comprehensive analysis that describes the 
State’s various public health issues and unmet needs, some of which may be specific to a given 
geographic area.  The primary goal of the local needs assessment is to evaluate the needs and 
assets of local MCAH systems and make recommendations on strengthening them.  While the 
State MCAH Program is ultimately responsible for planning, designing, implementing, and 
monitoring the performance of a statewide MCAH system, our local MCAH programs, where 
most of the Title V and other MCAH funds and services are administered, are often best 
equipped with the information to assess local needs and plan local systems of care.  The 
incorporation of available local level assessment information is key for the State MCAH Program 
to be able to tailor resources based on local needs.  In addition, your analyses are an integral 
component in the State’s ability to articulate MCAH problems and needs to MCHB and other 
agencies that impact the health and well-being of the MCAH population.   
 
The primary focus of the prior local needs assessment was on identifying MCAH priority 
problems and needs which was accomplished by a planning group that was involved in the local 
needs assessment from beginning to end.  The primary focus of this local needs assessment is 
on assessing the capacity of the local MCAH system to carry out the Ten Essential Public 
Health Services to Promote Maternal and Child Health in America (10 MCAH Essential 
Services; see Attachment A), which define the elements of health systems and services 
necessary to address the needs of women, children, and youth.  The purpose of examining 
capacity is to determine where strengths and weaknesses lie, to improve and better coordinate 
MCAH activities, and to provide a detailed basis for policy and funding decisions.   
 
The tool that you will be using to analyze your local capacity is a modified version of the 
Capacity Assessment for State Title V (CAST-5) tool.  The original CAST-5 tool and instructions 
were developed by the Association of Maternal and Child Health Programs and the Johns 
Hopkins Women’s and Children’s Health Policy Center for use in examining the organizational 
capacity of state MCAH programs to carry out the 10 MCAH Essential Services.  The original 
tool and instructions have been tailored to assess organizational capacity at the local level and 
broadened the scope of assessment to include all organizations that serve the MCAH 
population in your jurisdiction.  The modified CAST-5 (mCAST-5) will be used to assess the 
ability to provide and support needed health care and related components, activities, 
competencies, and capacities of the existing local MCAH system and how the 10 MCAH 
Essential Services are being provided to your community.  You will not be required to convene a 
planning group for the entire local needs assessment process; however, you will need to obtain 
stakeholder input for the completion of this capacity assessment tool (it is at your option to 
include stakeholder input in other sections of this needs assessment).  
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Due to the shift in focus, the requirements for this local needs assessment vary somewhat from 
the prior assessment.  Some of the same topics will need to be included in your new 
assessment.  For example, you will need to do a new analysis on the same 27 health status 
indicators that were required last time.  Since most MCAH priorities are not expected to change 
dramatically from the last assessment, you may use information from your previous assessment 
for some sections of the local needs assessment, if there has been no significant change.  For 
example, since no new federal census data has been released since the prior needs 
assessment, you will not need to redo sections of your community health profile.  
 

Comparison Table of Previous and Current Needs Assessments Requirements 
Contents 2005-2009 Needs 

Assessment 
2010-2014 Needs Assessment 

Executive Summary Yes Yes 
Planning Group Yes Optional 
Stakeholder Input Yes Required for mCAST-5; optional 

for all other sections 
Mission Statement & Goals Yes Yes; can update last assessment
Community Health Profile Yes Yes; can update last assessment
Community Resources 
Assessment 

Yes No 

27 Health Status Indicators Yes Yes; new analysis required, 
more user-friendly worksheet 

Other Health Status Indicators Optional Optional 
Problems/Needs Yes Yes; can update last assessment
Priorities Yes Yes; suggested worksheet, can 

update last assessment 
Problem Analysis Yes No 
Capacity Assessment Yes New tool – mCAST-5 
Capacity Needs No Yes; suggested worksheet 
Capacity Assets No Optional 

 
 
Although this is sometimes a demanding process, the local needs assessment can be 
rewarding.  A thorough and comprehensive assessment can provide your MCAH program with 
clear, evidence-based guidance on the allocation of its own resources and strong arguments for 
the development of new sources of support.  This requires attention to the inclusiveness of the 
needs assessment process, the rigor of data collection and analysis, and integration of findings 
into a coherent document.  With a focus on each of the critical elements of needs and capacity 
assessment, this process can form the basis for planning and improving systems of care for the 
MCAH population.  That being said, the guidelines have been developed with the intent of 
achieving a reasonable and realistic balance between conducting in-depth, comprehensive 
analyses and reaching this goal with the limited resources of many local jurisdictions.  While 
conducting rigorous analyses are important and beneficial for the local jurisdictions and the 
State, the reality of limitations of local resources must be considered; therefore, sections of the 
needs assessment have been simplified or made optional.  For example, suggested worksheets 
that can replace long narratives have been developed for your use.       
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Your local needs assessment is to be completed under the direction of the MCAH Director in 
collaboration with the Health Officer, MCAH program coordinators, and all appropriate public 
and private organizations.  We strongly encourage you to re-engage your community and enjoy 
the full support and assistance of the many leaders and experts who work so faithfully in the 
local MCAH system.  This is in line with MCAH’s vision of public health that encompasses the 
efforts of private and voluntary partners in communities in addition to the traditional local MCAH 
program.  From the previous local needs assessment, we learned that the cooperation and 
participation of our local MCAH stakeholders proved invaluable to our better understanding of 
the challenges currently facing our local MCAH programs and the population they serve.  We 
hope that the current needs assessment provides the local MCAH program the opportunity to 
build and strengthen linkages among local community members, institutions, and organizations 
and utilizes the talents and skills in your community to address the needs of the MCAH 
population.  Recommended stakeholders to include in this local needs assessment process are 
community members, families, the local health department, other governmental agencies, 
healthcare providers, social service organizations, schools, community based organizations, 
youth development organizations, and any other organizations that contribute to the health and 
well-being of the MCAH population in your jurisdiction.   
 

The local needs assessment for the next five year cycle (2010-2014) 
must be submitted electronically to the Family Health Outcomes Project 
(FHOP) by June 30, 2009. 

 
The local needs assessment should not exceed 20 pages, not including completed worksheets, 
the mCAST-5 tool, and other appendices.  Extensive narrative reporting is not necessary; 
rather, use tables and bulleted information wherever appropriate.  The following pages of this 
document will provide specific details on how to complete your local needs assessment. 
 
We urge MCAH Directors and staff to visit the FHOP website frequently during the process (at 
http://www.ucsf.edu/fhop/index.htm).  From FHOP’s website, you can access your previous 
local needs assessment report (2005-2009), the latest county data, the new guidelines, 
attachments, and worksheets, and many helpful materials including the planning guide, 
Developing an Effective Planning Process: A Guide for Local MCH Programs (March 2003), 
which is currently being updated.  Note that throughout these guidelines, where “Chapter” is 
referred to, it is a chapter of the planning guide which you can find at 
http://www.ucsf.edu/fhop/htm/prods/pg_cover.htm.  
 

http://www.ucsf.edu/fhop/index.htm
http://www.ucsf.edu/fhop/htm/prods/pg_cover.htm
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Technical Assistance 
 
To support the completion of your local needs assessment, FHOP will:    
 

• Provide training relevant to the local needs assessment process. 
• Provide on its website: 

o Standardized data for the 27 indicators that the jurisdictions are required to 
review. 

o An electronic version of the 2005-2009 local needs assessment that your 
jurisdiction submitted June 30, 2004. 

o An electronic version of the new guidelines, attachments, and worksheets, 
including the mCAST-5 tool. 

o The revised Developing an Effective Planning Process: A Guide for Local MCAH 
Programs (March 2003)*. The guide will be updated and tailored for this local 
needs assessment and will offer some helpful step-by-step instructions on the 
local needs assessment process. 

• Serve as the contact to respond to questions and provide ongoing assistance.  
• Provide feedback on draft assessments. 
• Provide updates in the FHOP newsletter on newly available data and assessment tools.  

 
 

FHOP contact information 
Gerry Oliva, M.D., M.P.H. 

Telephone: (415) 476-5283 
Fax number: (415) 502-0848 
E-mail:  fhop@fcm.ucsf.edu 

Website: http://www.ucsf.edu/fhop 

                                                 
* Throughout this document, where “Chapter” is referred to, it is a chapter of Developing an Effective 
Planning Process: A Guide for Local MCH Programs (March 2003). 

http://www.ucsf.edu/fhop
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1.  Summary/Executive Report  
1-2 pages 
 

Purpose:  To provide readers with a summary of the key points of your 
local needs assessment.   

 
This section should include: 
 

 A brief description of the local needs assessment process 
 Highlights of the analysis of the 27 health status indicators 
 Highlights of the findings from the capacity assessment 
 A brief description of emerging state/local public health issues 

 
____________________________________________________________________________ 
 
 
2.  Mission Statement and Goals*  
1 page 
Optional: Worksheet A: MCAH Stakeholder Input Worksheet  
Reference: Chapter I 
 

Purpose:  To communicate the purpose and vision of your MCAH 
program to stakeholders and to the public, and to describe the efforts 
that will be made to actualize that vision. 

 
 State the mission and goals for your local MCAH program.  Briefly describe how they were 

developed (e.g., who was involved, what was the rationale).   
 
 
* If the mission statement and goals as reported in the previous local needs assessment have not 
changed, provide an update of what was previously reported.  Italicize any changes (e.g., additions, 
corrections, updates) so that this section will not have to be rewritten and all changes will be easy to 
identify. 
 
____________________________________________________________________________ 
 
 
3. Planning Group and Process (Optional)  
1 page 
Attach completed Worksheet A: MCAH Stakeholder Input Worksheet 
Reference: Chapter I 
 

Purpose:  To partner with and exchange ideas, perspectives, and 
strategies with individuals in positions of public health leadership and 
expertise in academia, medicine, public policy, government, private 
foundations, business, the voluntary sector, and the community to 
create an inclusive needs assessment process. 

 
The public is a critical partner in protecting the MCAH population’s health.  Everyone enjoys the 
benefits of community health without necessarily possessing a great appreciation for the efforts 
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advanced to produce such benefits.  To assure effective community engagement, the local 
MCAH program and its stakeholders must strengthen the system’s capacity to communicate 
with the community about its role in promoting health.  It must also engage the community in the 
design, implementation, and evaluation of critical public health programs, such as the local 
needs assessment, and not just “inform” them when assessments are launched. 
 
For this local needs assessment, you are not required to convene a planning group; 
however, for certain sections, you will be encouraged to obtain stakeholder input.  Note that 
convening a planning group is different from obtaining stakeholder input.  Both groups should 
include individuals whose interests, expertise, and experience represent a broad range of 
MCAH issues.  A planning group would consist of the same members throughout the local 
needs assessment process while stakeholder input would occur only on an intermittent basis.  
Planning groups would be involved in decisions that impact how you conduct the local needs 
assessment and how you might develop effective interventions based on the results of your 
findings.  Stakeholder groups would only be convened as needed for input on specified sections 
of this assessment (only the capacity assessment tool requires stakeholder input), and the 
members of the stakeholder groups you convene can vary from section to section.   
 
Complete and attach Worksheet A: MCAH Stakeholder Input Worksheet for the stakeholders 
that were involved in this local needs assessment.  At a minimum, you will need to list the 
stakeholders involved in completing the capacity assessment tool (see instructions in Section 8, 
Capacity Assessment).   
 
A sample letter addressed to potential stakeholders and/or planning group members is attached 
(Attachment B). 
 
If a planning group was convened to conduct this local needs assessment: 
 

 Describe the planning group and how it was recruited/selected. 
 

 Briefly describe the planning process. 
 
____________________________________________________________________________ 
 
 
4. Community Health Profile*  
2-6 pages 
Optional: Worksheet A: MCAH Stakeholder Input Worksheet 
Reference: Chapter II 
 

Purpose:  To provide a broad context on how the local MCAH program 
operates within the local public health infrastructure and within the 
broader community, to provide context of available assets as well as 
obstacles that prevent the community from making healthier choices, 
and to highlight factors (e.g., geographic, social, political) that need to 
be considered in developing and sustaining programs and services to 
respond to health problems. 

 
While each local MCAH program works with the community within the larger local public health 
infrastructure, each MCAH jurisdiction is unique in how it is organizationally structured and how 
it interacts with the broader local MCAH system.  Together, the MCAH program along with all 



Local Health Jurisdiction MCAH Needs Assessment, 2010-2014 

8 

other organizations in the jurisdiction that serve MCAH populations to carry out the 10 MCAH 
Essential Services form the MCAH system.  Local MCAH programs identify their unique 
community features for securing good health for the local MCAH population and soliciting 
collective support to help create an environment which promotes health.  This forms the basis of 
achieving healthy outcomes and the equally valued freedom for each MCAH program to 
determine how to best structure its operation.  To better understand the dynamics of how the 
local MCAH program operates within the larger MCAH system, please provide a narrative for 
the following items:   
 

 Describe how the local MCAH program functions within the larger organizational structure of 
the local public health department. 

 
 Describe the functional role of the local MCAH program within the larger local MCAH 

system.  
 

 Describe your community using these indicators for the overall population:  
sociodemographic status, health status, health risk factors, access to health and social 
services, and any other indicators you would like to include.  

 
 Include a discussion of stakeholder input you obtained in assessing your community health 

profile, if appropriate, and list the stakeholders in Worksheet A: MCAH Stakeholder Input 
Worksheet. 

 
 
* If the “community health profile” as described in the previous local needs assessment has not 
significantly changed, provide an update of what was previously reported.  Italicize any changes (e.g., 
additions, corrections, updates) so that this section will not have to be rewritten and all changes will be 
easy to identify.  
 
____________________________________________________________________________ 
 
 
5.  Health Status Indicators  
Attach completed Worksheet B 
Optional: Worksheet A: MCAH Stakeholder Input Worksheet 
 

 Quantitative Analysis 
 

Purpose:  To assess if your local rates are significantly different from the State 
rate and/or the Healthy People (HP) 2010 rate, and to identify whether or not 
your local rates have significantly changed over time. 

 
Data that demonstrates a clear need is an effective tool in getting resources and political 
support for programs.  One way to demonstrate this need is by tying your local data to state or 
national performance indicators.  In this section, you will be comparing local values of the 
required 27 health status indicators and any additional indicators you would like to include with 
statewide data and the HP 2010 standards, if available.  Attached is a sample of the worksheet 
(Worksheet B) you will be completing.  Included are examples of optional indicators.  An 
electronic version of the worksheet for your jurisdiction will be available on FHOP’s website at a 
later date.  Attach your completed worksheet to your local needs assessment.   
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On Worksheet B, you will need to fill in the cell values for the numerators and denominators for 
it to automatically calculate the local rates.  All the data you need to fill in the cells for the 27 
required indicators are on FHOP’s website at 
http://www.ucsf.edu/fhop/htm/ca_mcah/title_v/t5_indicators.htm.  Once you input the data, you 
will need to see if your local rate is significantly different from the State rate and/or HP 2010 
rate, which will be provided for you.  If you choose to include indicators other than the 27 that 
are required, you may need to use a data source outside of FHOP’s website.  Contact FHOP if 
you are having difficulty finding or interpreting the data, rates, tables, graphs, etc.  
 
In jurisdictions that have very small numbers, a significance test would not be appropriate, and 
therefore, a quantitative analysis would not be helpful.  Based on how small the numbers are, 
you may want to conduct a case-by-case review or use other existing qualitative data and 
discuss your findings in the next section.  
 
Note:  You will need to do a more in-depth analysis on some of the indicators that are 
significantly different from the State rate and/or HP 2010 rate in the next section, Section 6, 
Local MCAH Problems/Needs.    

 
On Worksheet B, you will need to input values for the following columns:  

 
Column Where to get the data/information 

C Numerator To access the data, go to “Data Sources for Title V Indicators” on 
FHOP’s website at 
http://www.ucsf.edu/fhop/htm/ca_mcah/title_v/t5_indicators.htm. 

D Denominator To access the data, go to “Data Sources for Title V Indicators” on 
FHOP’s website at 
http://www.ucsf.edu/fhop/htm/ca_mcah/title_v/t5_indicators.htm. 

E Rate Once you input the numerator and denominator, the rate will 
automatically be calculated for you. 

G Local Rate Compared 
to State Rate 

Compared to the State rate, indicate whether the local rate is: 
• Significantly better 
• About the same 
• Significantly worse 
• Cannot tell/insufficient data 
(The data source will include the confidence interval.) 

I Local Rate Compared 
to HP 2010 Rate  
(if applicable) 

Compared to the HP 2010 rate, indicate whether the local rate is: 
• Significantly better 
• About the same 
• Significantly worse 
• Cannot tell/insufficient data 
• No HP 2010 rate for this indicator 
(The data source will include the confidence interval.) 

J Local Rate Compared 
to Past Years 

Compared to past years, indicate whether the current local rate is:   
• Significantly better 
• About the same 
• Significantly worse 
• Cannot tell/insufficient data 
(See instructions below in “Trend Analysis”.) 

 
(A useful resource on conducting quantitative analyses is FHOP’s Guidelines for Statistical 
Analysis of Public Health Data with Attention to Small Numbers which is at 
http://www.ucsf.edu/fhop/docs/pdf/prods/smallnumbers2003.pdf.) 

http://www.ucsf.edu/fhop/htm/ca_mcah/title_v/t5_indicators.htm
http://www.ucsf.edu/fhop/htm/ca_mcah/title_v/t5_indicators.htm
http://www.ucsf.edu/fhop/htm/ca_mcah/title_v/t5_indicators.htm
http://www.ucsf.edu/fhop/docs/pdf/prods/smallnumbers2003.pdf
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 Trend Analysis 
 

Purpose:  To monitor the direction and scope of changes in the health 
status of your MCAH jurisdiction over time, and to assess the impact of 
MCAH interventions. 

 
The first step in thinking about the future health of our community starts with exploring trends 
that are underway.  Understanding trends is an important tool in the early detection of problems 
and challenges, provides a basis for anticipation, and lessens surprises.   
 
In this section, you will be required to see if your local rates are following changing patterns, or 
trends, over a period of time.  FHOP has already computed trend data for the indicators found in 
the databooks on their website and compared them to the State trends.  Therefore, you will not 
need to compute the trends; however, you will still need to look at whether your trend, if there is 
one, is getting worse than, better than, or staying the same as the State trend, if there is one.  
 
Find the data specific to your jurisdiction by going to FHOP’s website, “California County MCAH 
Data Spreadsheets,” at http://www.ucsf.edu/fhop/htm/ca_mcah/counties/index.htm and by 
clicking on your county or jurisdiction.  For each databook, go to the graphs page (as indicated 
on the tab for that page).  Here, in each table, look at the “Sig?” column.  This will tell you if 
State and local trends have significantly changed over time (“yes”).  Indicate in the column titled 
“Past Years” on Worksheet B how your current local rates compare to the previous ones.     
 
The tables on the graphs page can also tell you if the local trend is significantly different from or 
about the same as the State trend; however, both trends must be linear in order to compare 
them with one other.  To see if both trends are linear, look at the “Date Range” column.  If it has 
the word “Different?” in it, then both trends are linear.  If both trends are linear, the “Sig?” 
column will tell you if the local trend is significantly different from the State trend (“yes”) or if it is 
the same (“no”).  If the “Date Range” column does not have the word “Different?” in it, then one 
or both of the trends are not linear and therefore you cannot compare the trend lines.  You can 
also see if the local average was significantly different (“yes”) from the State average at both the 
beginning of the period and at the end.  Contact FHOP if you have difficulty finding or 
interpreting the trend data.     
 
You may conduct trend analyses on other indicators; however, you will need to compute your 
own trends using the blank Linear Trend Template to be found in the Planning Tools section of 
the FHOP website at http://www.ucsf.edu/fhop/htm/prods/index.htm.   
 
Note:  You will need to do a more in-depth analysis on some of the indicators that have 
significantly different trends from the State or that have not improved or have gotten worse over 
time in the next section, Section 6, Local MCAH Problems/Needs. 
 
(For more information on trend analyses, refer to Do We Have a Trend?  A Beginner’s Guide to 
Analysis for Trends in Community Indicators that is posted on the FHOP website at 
http://www.ucsf.edu/fhop/docs/pdf/mcah/trend13b.pdf.) 

 
 

http://www.ucsf.edu/fhop/htm/ca_mcah/counties/index.htm
http://www.ucsf.edu/fhop/htm/prods/index.htm
http://www.ucsf.edu/fhop/docs/pdf/mcah/trend13b.pdf
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 Other Health Status Indicators (Optional) 
 
You may include quantitative and/or qualitative analyses on other health status indicators from 
other data sources (e.g., individuals and organizations with an understanding of the health 
needs of the community and the barriers to obtaining better public health). 
 
If stakeholder input was obtained for this section, list the stakeholders in Worksheet A: MCAH 
Stakeholder Input Worksheet. 
 
_____________________________________________________________________________________ 
 
 
6.  Local MCAH Problems/Needs*  
2-7 pages 
Optional: Worksheet A: MCAH Stakeholder Input Worksheet  
Reference: Chapter III 
 

Purpose:  To do a more in-depth analysis of the problems/needs 
identified either through a qualitative process or through a rigorous 
quantitative analysis of data, such as the analysis of indicators that are 
significantly different than the State rate and/or the HP 2010 rate or 
have significantly worsened over time.  This information can be used 
when selecting priority issues to focus on.  

 
In this section, you will need to describe a manageable, short list of the major problems and 
unmet needs of the MCAH population in your jurisdiction.  You will need to provide a brief 
description of the problem.  A thorough, in-depth analysis of the problem is optional, based 
on the resources you have available. 
 
The problems in your jurisdiction may affect the entire MCAH population or subgroups of it.  In 
most cases, the major problems will be come from the comparisons you looked at in the 
previous section, Section 5, Health Status Indicators.  They may include, but are not limited to, 
indicators that are significantly worse than the State rate and/or HP 2010 rate or that have 
significantly worsened over time.  They may include indicators that show significant differences 
by age and/or racial subgroups (refer to your local data on FHOP’s website for age and race 
data).  They may also be priorities identified in your previous needs assessment that have not 
improved or have worsened.  They may be emerging health issues that were identified after the 
previous needs assessment was conducted.  You may also include problems identified through 
quantitative and/or qualitative analyses outside of what is required in Section 5 for the 27 health 
status indicators.  
 
It is likely that the quantitative and qualitative analyses from Section 5 above will result in a long 
list of problem areas.  Use your discretion in developing the list of problems you will be 
discussing in this section so that you include a reasonable number of significant problems.  
 
You are encouraged, but not required, to obtain stakeholder input for this section.  
Stakeholder input can be used to complement and support the findings of your quantitative data.  
It will be particularly helpful to obtain input from stakeholders in describing the social context of 
the problem.   
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 At the beginning of this section, describe how you received and used stakeholder input in 
identifying and/or in describing the major MCAH problems in your jurisdiction, if stakeholder 
input was obtained.  Also, list the stakeholders in Worksheet A: MCAH Stakeholder Input 
Worksheet.   

 
 Then, for each of the problem areas on your manageable, short list, provide a brief, 

narrative description of the problem.  If your resources permit, include a description of the 
social and environmental context of the problem and any issues with access to care. 

 
• Describe the problem – State the problem and summarize your findings from the 

analysis in the previous section, if applicable.  Include any relevant issues related to 
race/ethnicity, age, health insurance status, type of health insurance, socioeconomic 
status, and/or subcounty geographic area (zip code or census tract), if possible.  Use 
qualitative and/or quantitative analyses in your description of the problem. 

 
• Describe the social and environmental context of the problem (optional) – For each 

major problem identified, to the extent your resources allow, describe the social, 
economic, and/or environmental factors that might be causing or contributing to the 
problem.  This will allow for a more comprehensive picture of a particular problem in your 
jurisdiction and help to shed light on the interconnection of a particular problem with 
another event that is occurring in your jurisdiction.  The social, economic, and 
environmental factors might be related to indicators for the overall population that you 
described in Section 4, Community Health Profile.  They might also include other factors 
that specifically affect all or part of the MCAH population.  Examples of social and 
economic factors are support networks, community connectedness, employment, living 
conditions, cultural values, and social norms.  Examples of environmental or physical 
factors are housing, food insecurity, safety, and opportunities for recreation.  It might be 
helpful for you to apply a social-ecological model.  You might also find it helpful to use 
FHOP’s problem analysis diagram on Page 46 of the online planning guide (Page 59 in 
the hard copy) which you can access at 
http://www.ucsf.edu/fhop/docs/pdf/pubs/pg_ch3.pdf.  You are encouraged to use 
stakeholder input in describing the social and environmental context.  

 
• Include any access to care issues (optional) – For each major problem identified, to 

the extent your resources allow, include any access to care, availability of care, and/or 
quality of care issues.  Examples of access to care issues include health insurance, 
transportation, etc.  Examples of availability of care issues include availability of 
prevention and primary care services, availability of specialty care services, availability 
of dentists, doctors, nurses, and other providers, timely appointments, and hours of 
available care.  An example of a quality of care issue is culturally competent care. 

 
 
* If the local MCAH problems/needs as described in the previous local needs assessment (section 
IV F) have not significantly changed, provide an update of what was previously reported.  Italicize any 
changes (additions, corrections, updates) so that this section will not have to be rewritten and all changes 
will be easy to identify. 
 
____________________________________________________________________________ 
 
 

http://www.ucsf.edu/fhop/docs/pdf/pubs/pg_ch3.pdf
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7.  MCAH Priorities*  
1 page 
Attach completed Worksheet C3: MCAH Priorities Worksheet 
Optional: Worksheet C1: MCAH Needs Prioritization Worksheet 
Optional: Worksheet C2: FHOP’s Tool for Prioritizing Health Indicators 
Optional: Worksheet A: MCAH Stakeholder Input Worksheet 
Reference: Chapter II and its Appendix II-I 
 

Purpose:  To identify which problems/needs will receive targeted efforts 
for improvement in the next five years. 

 
An important first step is to sort through the problems/needs identified and frame these as 
priorities.  Then select the priority issues that are most critical for inclusion based on set criteria.  
The priorities you select will be the basis for developing your annual work plan.  It is important 
for future planning purposes to identify the priorities that the local MCAH program will allocate 
resources to in the next five years and where progress towards each priority can be assessed 
and monitored.  
  

 You are not required to establish new priorities.  However, if you plan to modify your 
list of priorities compared to your previous local needs assessment, below are three 
options for you to choose from: 

 
• Option 1:  Worksheet C1: MCAH Needs Prioritization Worksheet (attached) is a 

suggested method for you to use in selecting your priorities.  You are not required to 
use this method; however, you will still need to complete Worksheet C3 (see below).  In 
Worksheet C1, list the problems/needs and provide a score for each criterion.  Examples 
of suggested criteria are provided in the worksheet.  You may add to, change, or delete 
the suggested criteria or modify the score values for each criterion.  For each 
problem/need, place the sum of the scores in the column “Total Points.”  Under the 
column “Priority Ranking,” put a rank for each problem/need based on the Total Points 
given for each.  Rank “1” for the problem/need that scored the highest number of points, 
“2” for the second highest number of points, and so forth.  

 
• Option 2:  Another suggested worksheet, similar to Worksheet C1, is Worksheet C2: 

FHOP’s Tool for Prioritizing Health Indicators (attached; also available as Appendix II-C 
of their planning guide at:  http://www.ucsf.edu/fhop/docs/pdf/pubs/pg_apxIIC.pdf).  
Examples of criteria that can be used for FHOP’s worksheet can be found on Page 23 of 
the online planning guide at http://www.ucsf.edu/fhop/docs/pdf/pubs/pg_ch2.pdf (or 
Page 30 of the hard copy).  You are not required to use FHOP’s method; however, you 
will still need to complete Worksheet C3 (see below). 

 
• Option 3:  You may use your own methodology in selecting your priorities.  Provide a 

brief description of the method you used, including any criteria and scoring.  Then 
complete Worksheet C3 (see below). 

 
 Next, whether or not you use Worksheet C1 or C2, you will need to complete Worksheet 

C3: MCAH Priorities Worksheet.  Clearly state the MCAH priorities for your jurisdiction 
using one sentence for each priority.  For example, “The infant mortality rate for minorities 
should be reduced,” or “Reduce the barriers to the delivery of care for pregnant women.”   

 

http://www.ucsf.edu/fhop/docs/pdf/pubs/pg_apxIIC.pdf
http://www.ucsf.edu/fhop/docs/pdf/pubs/pg_ch2.pdf
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We anticipate that most priorities identified in the previous local needs assessment 
have not changed.  If this is true for your local health jurisdiction, provide an update of what 
was previously reported to complete Worksheet C3: MCAH Priorities Worksheet.  You will 
not be required to show your methodology for the priorities that you update from your 
previous local needs assessment; you will only need to show the prioritization method for 
your new priorities.   
 

 Please describe stakeholder input if an inclusive and representative process was used in 
determining the prioritization criteria and/or in selecting the MCAH priorities and list the 
stakeholders in Worksheet A: MCAH Stakeholder Input Worksheet.  You are not required 
to obtain stakeholder input in selecting the priorities; however, you are encouraged to 
do so.  Even if the priorities from the last needs assessment have not changed, you should 
obtain stakeholder input to make that determination.  There are many ways to obtain 
stakeholder input.  At a minimum, you should present to your stakeholders the priorities 
reported in your last needs assessment along with the major problems identified in the 
section above, Section 6, Local MCAH Problems/Needs, and you should have a process 
which allows for their input.  The suggested worksheets above can be used with 
stakeholders to get their input in selecting new priorities.  It would be advantageous to 
gather as many stakeholders with diverse backgrounds and areas of interest or expertise as 
possible.  This allows for a more balanced selection of priorities versus a more biased 
approach if the stakeholder group is not representative of the broad range of MCAH issues.  
Department chiefs or senior management from the other health and social service agencies 
in your jurisdiction would be one example of a stakeholder group.   

 
 
* We anticipate that most priorities identified in the previous local needs assessment will not 
change.  If this is true for your local health jurisdiction, provide an update of what was previously reported 
to complete Worksheet C3: MCAH Priorities Worksheet.  You will not be required to complete Worksheet 
C1 or C2 for the priorities that did not change from the previous local needs assessment.  
 
____________________________________________________________________________ 
 
 
8.  Capacity Assessment  
Attach one consolidated, completed mCAST-5 instrument for each of the 10 Essential Services; see 
Worksheet D   
Also attach Worksheet A: MCAH Stakeholder Input Worksheet 
 

Purpose:  To understand the current organizations and systems that 
comprise the local MCAH infrastructure, and to identify strengths and 
weaknesses in the local MCAH system in carrying out the 10 MCAH 
Essential Services.  This information can be used to improve MCAH 
activities and evaluate strategies to strengthen the capabilities of the 
local MCAH program. 

 
The mCAST-5 is a tool to assess the ability to provide and support needed health care and 
related components, activities, competencies, and capacities of the existing local MCAH system 
and how the 10 MCAH Essential Services (see Attachment A) are being provided to your 
community.  Local MCAH programs work closely with other agencies and systems that serve 
the MCAH population since funding for the local MCAH program alone cannot sustain the 
programs and services necessary to meet all the needs of the MCAH population.  The capacity 
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assessment, then, should look beyond individual services and the local MCAH program and 
instead look more broadly at the local MCAH system.  The local MCAH system consists of your 
MCAH program and all other organizations in your jurisdiction that serve MCAH populations to 
carry out the 10 MCAH Essential Services. 
 
The mCAST-5 tools are not scored, and there are no “right,” or even “best,” answers.  The 
mCAST-5 is intended to generate discussion and collaboration across program areas in your 
local MCAH system.  The dialogue that occurs will help to identify the system’s strengths and 
weaknesses.  This information can be used to improve and better coordinate MCAH activities.  
There is also a strong educational value in using the mCAST-5 tool, as participants in this 
process learn about the role various stakeholders play within the MCAH system.  For these 
reasons, you will need to obtain stakeholder input to complete the mCAST-5 tool.  MCAH 
jurisdictions are encouraged to include leaders and experts of other health department 
programs as well as other governmental agencies, healthcare providers, human service 
organizations, schools, universities, community based organizations, youth development 
organizations, and any other stakeholders who contribute to the health and well-being of the 
MCAH population in your jurisdiction.  A sample letter addressed to potential stakeholders is 
attached (Attachment B).  List the stakeholders involved in completing the mCAST-5 on 
Worksheet A:  MCAH Stakeholder Input Worksheet and attach the completed worksheet to your 
local needs assessment.  Tips on how to facilitate the capacity assessment process are also 
attached (Attachment C).   
 
The original CAST-5 tool was developed for use by states and has been modified for use by 
local health jurisdictions.  However, local MCAH systems operate under a broad range of 
circumstances.  Therefore, interpretation of the Process Indicators and adequacy ratings will be 
influenced by the particular context of your MCAH system.  Some terms/components may not 
apply to your local MCAH system.  Skip non-applicable components and continue to the next 
component. 
 
As you complete the mCAST-5 tool, keep in mind that the value of the capacity assessment lies 
in the discussions it stimulates.  mCAST-5 should be viewed as a way to assess and 
document the existing capacity of your program combined with other organizations to 
serve the MCAH population.  This is an opportunity to focus on areas in which your jurisdiction 
excels as much as on deficiencies.  
 
The information you provide in the capacity assessment will be used in the statewide needs 
assessment and will inform the State MCAH Program of areas where additional support may be 
needed to improve local MCAH capacity.  Therefore, it is very important for you to be thoughtful, 
thorough, and give concrete examples of how the capacity of your existing local MCAH system 
allows or does not allow you to perform the 10 MCAH Essential Services.   
 
This capacity assessment can also be used to set the stage for long-term planning related to 
your mission statement and goals and can also assist you, the State, and national MCAH 
programs in strategic planning and making decisions about resources, staffing, and staff 
development needs.   
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mCAST-5 Steps: 
 

1.  Review the 10 MCAH Essential Services 
 

All assessment participants should review the 10 MCAH Essential Services (see 
Attachment A) before beginning the assessment.  The 10 MCAH Essential Services, 
which define the model elements of health systems and services necessary for the needs of 
women, children, youth, and families, provide the framework for mCAST-5.  Reviewing the 
document provides an opportunity for your mCAST-5 assessment team members to develop 
a common understanding of core maternal and child health program functions.   
 
2. Rate the Process Indicators 

 
(An electronic version of the mCAST-5, Worksheet D, is available on the FHOP website.)   

 
The Process Indicators are used to identify the current levels of performance for each of the 
10 MCAH Essential Services.  To use the Process Indicators tool, first read through the 
entire list of Process Indicators for the Essential Service being assessed. 
 
After reading through the entire list: 
 

1. Discuss each Process Indicator, taking into consideration the contributions of 
other agencies in your jurisdiction.  Suggested points for discussion, or examples, 
are provided below each Process Indicator.  These questions are intended as 
discussion guides only, not as checklists, and some questions apply to more 
than one Process Indicator.  Discussions should not focus exclusively on these 
suggested points, as they do not necessarily represent all of the elements that must 
be in place for adequate performance.  If deliberations tend to be focused exclusively 
on the questions listed or if they do not apply to your health jurisdiction, try skipping 
them and referring only to the indicators themselves. 

2. Mark the response that best reflects how adequately your local MCAH system 
performs the function based on a 4-point scale with “1” to mean weak or minimal 
level of adequacy and “4” to mean strong or optimal level of adequacy.  A rating of 
”4” means that your local MCAH system has the capacity to address that Process 
Indicator.  Likewise, a low rating indicates your MCAH system needs additional staff 
and/or resources to perform that Process Indicator. 

3. You may use the “Notes” box to record notes from the discussion that will inform 
your analysis of the strengths, weaknesses, opportunities, and threats (SWOT).  You 
may also record other comments or alternate viewpoints, as appropriate.   

4. As issues arise about strengths, weaknesses, opportunities, or threats during 
your discussion, record them in the SWOT analysis worksheet (described in more 
detail below). 

 
3. Complete the SWOT Analysis 

 
The major purpose of rating the Process Indicators for the 10 MCAH Essential Services is to 
provide the basis for completing the SWOT analysis.  For each Essential Service, identify 
any strengths, weaknesses, opportunities, and/or threats that are relevant to the capacity to 
perform the specified function.  Examples of factors to consider are provided for each 
component of the analysis. 
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Many strengths, weaknesses, opportunities, and threats will emerge from the discussions of 
Process Indicators for each Essential Service; record these issues as they arise.  Be as 
specific as possible.  After completing each set of Process Indicators, and before moving on 
to the next Essential Service, walk through the SWOT worksheet to make additions and 
revisions as necessary. 
 
Include your mCAST-5 tool for each Essential Service (adequacy ratings, notes, and SWOT 
analyses) as an attachment to your local needs assessment.  Submit only one completed 
instrument for each of the 10 MCAH Essential Services assessed.  If multiple instruments for 
a particular Essential Service assessment were completed (e.g., by each participant), 
consolidate them into one. 

 
_____________________________________________________________________________________ 
 
9.  MCAH Capacity Needs  
1 page 
Attach completed Part B of Worksheet E: MCAH Capacity Needs Worksheet 
Optional: Part A of Worksheet E 
Optional: Worksheet A: MCAH Stakeholder Input Worksheet 
 

Purpose:  To identify which capacity needs will receive targeted efforts 
for improvement in the next five years.  

 
 Describe the stakeholder input that you used to complete the mCAST-5 tool. 

 
 Briefly summarize major themes in areas that need improvement from your SWOT analyses.   

 
 Rank the capacity needs you identified through the mCAST-5 in order of priority.  To do so, 

below are two options for you to choose from: 
 

• Option 1:  Part A of Worksheet E: MCAH Capacity Needs Worksheet (attached) is a 
suggested method for prioritizing your capacity needs.  You are not required to use this 
method; however, you will still need to complete Part B (see below).  If you choose to 
use the suggested method, in Part A, list the capacity needs identified through the 
mCAST-5 process and rank each based on the set of criteria provided.  You may add to, 
change, or delete the suggested criteria or modify the score values for each criterion on 
the worksheet.  For each capacity need, place the sum of the scores in the column 
“Total Points.”  Under the column “Priority Ranking,” put a rank for each capacity need 
based on the Total Points given for each.  Rank “1” for the capacity need that scored the 
highest number of points, “2” for the second highest number of points, and so forth.   

 
• Option 2:  You may use your own methodology in prioritizing your capacity needs.  

Provide a brief description of the method you used, including any criteria and scoring.  
Then complete Part B of the MCAH Capacity Needs Worksheet (see below). 

 
 Whether or not you use Part A of the suggested worksheet, you will need to complete  

Part B.  In Part B of the worksheet, briefly describe any priority capacity needs and plans to 
improve capacity in those areas, challenges you foresee in addressing a particular capacity 
need, and suggestions on how other organizations, jurisdictions, or the state MCAH 
Program can assist your jurisdiction in this capacity need.   
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 You are not required to obtain stakeholder input in prioritizing your capacity needs; 
however, you are encouraged to do so.  The suggested worksheet above can be used with 
stakeholders to get their input in prioritizing capacity needs.  If you convene a stakeholder 
group for this section, it would be advantageous to gather as many stakeholders with 
diverse backgrounds and areas of interest or expertise as possible.  This allows for a more 
balanced selection of priorities versus a more biased approach if the stakeholder group is 
not representative of the broad range of MCAH issues.  If you obtained stakeholder input for 
this section, list the stakeholders in Worksheet A: MCAH Stakeholder Input Worksheet. 

 
____________________________________________________________________________ 
 
 
10.  MCAH Capacity Assets (Optional)  
1 page 
Optional: Worksheet A: MCAH Stakeholder Input Worksheet 
 

 In bulleted form, please describe any assets that your MCAH program can offer to other 
organizations, jurisdictions, or the State MCAH Program in meeting their ability to deliver 
any of the 10 MCAH Essential Services.  

 
____________________________________________________________________________ 
 
 
Deliverables 
 
The following table shows what needs to be submitted for your local needs assessment.  All 
needs assessments, including worksheets, should be submitted electronically. 

 
 
 

Section Number of 
Pages 

Required 
Worksheet 

Optional 
Worksheet 

1 Summary/Executive 
Report  1-2   

2 Mission Statement and 
Goals  1  A 

3 Planning Group and 
Process (Optional) 1  A 

4 Community Health Profile 2-6  A 
5 Health Status Indicators   B A 
6 Local MCAH 

Problems/Needs  2-7  A 
7 MCAH Priorities 1 C3 A; C1 or C2 
8 Capacity Assessment   A; D  
9 MCAH Capacity Needs  1 E (Part B) A; E (Part A) 

10 MCAH Capacity Assets 
(Optional) 1  A 
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Review of the 10 MCAH Essential Services 
 
This tool provides an opportunity for the CAST-5 assessment team members to begin the 
process with a common understanding of the 10 MCAH Essential Services.  All assessment 
participants should read this document at the outset of the assessment process. 
 
The 10 MCAH Essential Services are described in more detail in Public MCH Program 
Functions Framework: Essential Public Health Services to Promote Maternal and Child Health 
in America (Grason and Guyer, 1995), which can be viewed on the Women’s and Children’s 
Health Policy Center’s web site at www.jhsph.edu/WCHPC/publications/pubmchfx.pdf 
 
 
10 MCAH Essential Services 
  
 
1. Assess and monitor maternal and child health status to identify and address 

problems.  
 

• Develop frameworks, methodologies, and tools for standardized MCAH data in public 
and private sectors. 

• Implement population-specific accountability for MCAH components of data systems. 
• Prepare and report on the descriptive epidemiology of MCAH through trend analysis. 

 
 
2. Diagnose and investigate health problems and hazards affecting women, 

children, and youth. 
 

• Conduct population surveys and publish reports on risk conditions and behaviors. 
• Identify environmental hazards and prepare reports on risk conditions and behaviors. 
• Provide leadership in maternal, fetal/infant, and child fatality reviews. 
 
 

3. Inform and educate the public and families about maternal and child health 
issues. 

 
• Provide MCAH expertise and resources for informational activities such as hotlines, print 

materials, and media campaigns, to address MCAH problems such as teen suicide, 
inadequate prenatal care, accidental poisoning, child abuse, domestic violence, 
HIV/AIDS, DUI, helmet use, etc. 

• Provide MCAH expertise and resources to support development of culturally appropriate 
health education materials/programs for use by health plans/networks, CBOs, local 
public health and community-based providers. 

• Implement and/or support health plan/provider network health education services to 
address special MCAH problems—such as injury/violence, vaccine-preventable illness, 
underutilization of primary/preventive care, child abuse, domestic violence—delivered in 
community settings (e.g., schools, child care sites, worksites). 

• Provide families, the general public, and benefit coordinators reports on health plan, 
provider network, and public health provider process and outcome data related to MCAH 
populations based on independent assessments. 

 

http://www.jhsph.edu/WCHPC/publications/pubmchfx.pdf
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4. Mobilize community partnerships between policymakers, health care 
providers, families, the general public, and others to identify and solve 
maternal and child health problems. 

 
• Provide needs assessment and other information on MCAH status and needs to 

policymakers, all health delivery systems, and the general public. 
• Support/promote public advocacy for policies, legislation, and resources to assure 

universal access to age-, culture- and condition-appropriate health services. 
 
 

5. Provide leadership for priority-setting, planning, and policy development to 
support community efforts to assure the health of women, children, youth, and 
their families. 

 
• Develop and promote the MCAH agenda using the Year 2010 National Health objectives 

or other benchmarks. 
• Provide infrastructure, communication structures, and vehicles for collaborative 

partnerships in development of MCAH needs assessments, policies, services, and 
programs. 

• Provide MCAH expertise to, and participate in the planning and service development 
efforts of, other private and public groups and create incentives to promote compatible, 
integrated service system initiatives. 

 
 
6. Promote and enforce legal requirements that protect the health and safety of 

women, children, and youth, and ensure public accountability for their well-
being. 

 
• Ensure coordinated legislative mandates, regulation, and policies across family and 

child-serving programs. 
• Provide MCAH expertise in the development of a legislative and regulatory base for 

universal coverage, medical care (benefits), and insurer/health plan and public health 
standards. 

• Ensure legislative base for MCAH-related governance, MCAH practice and facility 
standards, uniform MCAH data collection and analysis systems, public health reporting, 
environmental protections, outcomes and access monitoring, quality 
assurance/improvement, and professional education and provider recruitment. 

• Provide MCAH expertise/leadership in the development, promulgation, regular review 
and updating of standards, guidelines, regulations, and public program contract 
specifications. 

• Participate in certification, monitoring, and quality improvement efforts of health plans 
and public providers with respect to MCAH standards and regulations. 

• Provide MCAH expertise in professional licensure and certification processes. 
• Monitor MCO marketing and enrollment practices. 
• Provide MCAH expertise and resources to support ombudsman services. 
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7. Link women, children, and youth to health and other community and family 
services and assure access to comprehensive, quality systems of care. 

 
• Provide a range of universally available outreach interventions (including home visiting) 

with targeted efforts for hard-to-reach MCAH populations. 
• Provide for culturally and linguistically appropriate staff, materials, and communications 

for MCAH populations/issues, and for scheduling, transportation, and other access-
enabling services. 

• Develop and disseminate information/materials on health services availability and 
financing resources. 

• Monitor health plan, facility, and public provider enrollment practices with respect to 
simplified forms, orientation of new enrollees, enrollment screening for chronic 
conditions/special needs, etc. 

• Assist health plans/provider networks and other child/family-serving systems (e.g., 
education, social services) in identifying at-risk or hard-to-reach individuals and in using 
effective methods to serve them. 

• Provide/arrange/administer women’s health, child health, adolescent health, Children 
with Special Health Care Needs (CSHCN) specialty services not otherwise available 
through health plans. 

• Implement universal screening programs—such as for genetic disorders/metabolic 
deficiencies in newborns, sickle cell anemia, sensory impairments, breast and cervical 
cancer—and provide follow-up services. 

• Direct and coordinate health services programming for women, children, and 
adolescents in detention settings, mental health facilities, and foster care, and for 
families participating in welfare waiver programs that intersect with health services. 

• Provide MCAH expertise for prior authorization for out-of-plan specialty services for 
special populations (e.g., CSHCN). 

• Administer/implement review processes for pediatric admissions to long-term care 
facilities and CSHCN home- and community-based services. 

• Develop model contracts to provide managed care enrollees access to specialized 
women’s health services, pediatric centers of excellence and office/clinic-based pediatric 
sub-specialists and to community-site health services, (school-based health clinics, WIC, 
Head Start, etc). 

• Provide expertise in the development of pediatric risk adjustment methodology and 
payment mechanisms. 

• Identify alternative/additional resources to expand the fiscal capacity of the health and 
social services systems by providing MCAH expertise to insurance commissions and 
public health care financing agencies, pooling categorical grant funding, and pursuing 
private sector resources. 

 
 
8. Assure the capacity and competency of the public health and personal health 

workforce to effectively and efficiently address maternal and child health 
needs. 

 
• Provide infrastructure and technical capacity and public health leadership skills to 

perform MCAH systems access, integration, and assurance functions. 
• Establish competencies and provide resources for training MCAH professionals, 

especially for public MCAH program personnel, school health nurses and school-based 
health center providers, care coordinators/case managers, home visitors, home health 
aides, respite workers, and community outreach workers. 
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• Provide expertise, consultation, and resources to professional organizations in support 
of continuing education for health professionals, and especially regarding emerging 
MCAH problems and interventions. 

• Support health plans/networks in assuring appropriate access and care through 
providing review and update of benefit packages, information on public health areas of 
concern, standards, and interventions, plan/provider participation in public planning 
processes and population-based interventions, technical assistance, and financial 
incentives for meeting MCAH-specific outcome objectives. 

• Analyze labor force information with respect to health professionals specific to the care 
of women and children (e.g. primary care practitioners, pediatric specialists, nutritionists, 
dentists, social workers, CNMs, PNPs, FFNPs, CHNs/PHNs) 

• Provide consultation/assistance in administration of laboratory capacity related to 
newborn screening, identification of rare genetic diseases, breast and cervical cancer, 
STDs, and blood lead levels. 

 
 
9. Evaluate the effectiveness, accessibility, and quality of personal health and 

population-based maternal and child health services. 
 

• Conduct comparative analyses of health care delivery systems to determine 
effectiveness of interventions and to formulate responsive policies, standards, and 
programs. 

• Survey and develop profiles of knowledge, attitudes, and practices of private and public 
MCAH providers. 

• Identify and report on access barriers in communities related to transportation, language, 
culture, education, and information available to the public. 

• Collect and analyze information on community/constituents’ perceptions of health 
problems and needs. 

 
 
10. Support research and demonstrations to gain new insights and innovative 

solutions to maternal and child health-related problems. 
 

• Conduct special studies (e.g., PATCH) to improve understanding of longstanding and 
emerging (e.g., violence, AIDS) health problems for MCAH populations. 

• Provide MCAH expertise and resources to promote “best practice” models and to 
support demonstrations and research on integrated services for women, children, 
adolescents, and families. 
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Relationship of the 10 MCAH Essential Services to the 
Title V Pyramid 

 
The conceptual basis for Title V MCAH program activities is illustrated as a pyramid with four levels of 
services. The 10 MCAH Essential Services and the 4 levels of the Title V Pyramid are different ways of 
categorizing the same public MCAH program functions.  In the graphic below, the number/letter 
combinations refer to an Essential Service and its subsections, as outlined in the previous section. 

 
 
 

 
 
 

Direct 
Health Care 

Services 
 

basic health services,  
health Services for CSHCN 

 
Framework: 7  

 
 

Enabling Services 
 

transportation, translation, outreach, respite care, 
health education, family support services, purchase of 
health insurance, case management, coordination with  

Medicaid, WIC, and education 
 

Framework: 3, 7  
 
 

Population-Based Services 
 

newborn screening, lead screening, immunization, sudden infant death syndrome, 
counseling, oral health, injury prevention, nutrition, outreach/public education 

 
Framework: 3, 7, 8 

 
 

Infrastructure Building Services 
 

needs assessment, evaluation, planning, policy development, coordination, quality assurance, standards 
development, monitoring, training, applied research, systems of care, information systems 

 
Framework: 1, 2, 3, 4, 5, 6, 7, 8, 9, 10  
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(The Sample Letter to Stakeholders is currently being revised  
and will be posted on the FHOP website at a later date.) 
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Facilitation Tips for the mCAST-5 
 
Because the mCAST-5 typically involves group discussions and consensus building, it is helpful 
to have a designated facilitator.  It is not necessary to hire an outside consultant for this 
purpose; a local MCAH staff person with a “big picture” perspective, organizational skills, 
flexibility, and preferably with experience using strategic planning concepts and techniques can 
be the designated facilitator.  If the local MCAH staff person is the facilitator, s/he may fully 
participate in discussing and rating the Process Indicators; however, it is critical that the group is 
informed of the facilitator’s role and level of participation prior to beginning the assessment 
process. 
 
It may be helpful to designate a separate meeting planner to: 
 

• Obtain a meeting space.  
• Schedule meeting(s).  
• Distribute assessment materials. 
• Arrange for meals and refreshments. 

 
 
Helpful Hints for Facilitators: 
 

 Serve as the contact person and “expert” on the mCAST-5. 
 Designate a note taker to summarize and record your discussions. 
 Inform the group of the purpose of the process and how their input will be used (or 

not used) and what potential benefits there are for those participating in the process. 
 Elicit open and interactive discussion with all members of your group.  Discussion 

and the reflective process are a key benefit to using the mCAST-5 tool. As a group 
leader, try to elicit as much discussion as possible while moving the group through the 
tool in the allotted time. 

 Think in advance about how you would like to record responses and comments so 
that the whole team can follow along (e.g., on the computer with an LCD projector, a 
series of flip chart sheets posted on the wall).  Keep in mind that the SWOT Analysis will 
be filled out concurrently with the Process Indicators. 

 Distribute the mCAST-5 tool to participants at least one week in advance of your 
meeting to allow sufficient time for participants to review the tool. 

 Become familiar with the mCAST-5 instructions.   
 Set time limits to “contain” discussions and promote closure. 

 
 
Things to Consider: 
 

 How to share materials with participants so that they are fully prepared for the 
discussions, but not overwhelmed by the material. 

 How to structure the discussions to get maximum participation without being 
burdensome on participants’ time.  

 How to structure the discussions to go through the Process Indicators in a timely and 
efficient manner, but also allow for open discussion. 

 How to ensure that everyone gets a chance to participate.  Use techniques such as 
going around the table and asking each person to comment, or give each person a 
rating sheet to fill out and then collate responses.  
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While completing the Process Indicators and SWOT Analysis tools: 
 

• Have the group read through the full list of 10 MCAH Essential Services, Process 
Indicators, and mCAST-5 instructions before engaging in discussions.  This will help the 
group get the “big picture” before discussing each indicator.  For each Process Indicator, 
lead the group in discussing how adequately the MCAH system performs the function 
detailed.  Responses should reflect “where you are at.”  In the “Notes” box, record 
comments and discussion that will inform your SWOT analysis.  

• Consider and include contributions from outside agencies in your discussions. 
Contributions from other agencies, organizations, etc. in the MCAH system may be 
noted for each indicator. 

• Use the discussion questions to “jumpstart” the discussion as needed.  The questions 
are not intended to be specific criteria or a standard. 

• Always consider and record SWOTs throughout the discussion of each Essential Service 
that your group discusses. 

• “Park” any issues that are important but may not be directly relevant to the assessment 
or conversation at hand. 

• Save time to summarize key themes. 
• If multiple instruments for a particular Essential Service were completed (e.g., if each 

participant filled out their own instrument), consolidate these into one so that there is 
only one final, completed instrument for each Essential Service.    

 
 
Tips for Preventing Stalled Discussions 
 
It is likely that some discussions in the assessment process will not result in consensus.  In 
these cases, your group will have to strategize about ways to accommodate different 
perspectives.  You can use the disagreement to spark further discussion of program needs. 
 
If the assessment group has trouble reaching consensus on adequacy ratings for Process 
Indicators, consider taking a vote.  Dissenting views can be recorded in the “Notes” section of 
the assessment.  Differences in opinion also may be reflected in the appropriate sections of the 
SWOT worksheets. 
 
 
 
 
 
 
 
 
Additional resources for planning and facilitating CAST-5, including a Facilitators Guide, are 
on the web at: http://www.amchp.org/topics/a-g/Downloads/CAST-5%20materials/CAST-5-
faciliator.pdf 
 

http://www.amchp.org/topics/a-g/Downloads/CAST-5 materials/CAST-5-faciliator.pdf
http://www.amchp.org/topics/a-g/Downloads/CAST-5 materials/CAST-5-faciliator.pdf
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MCAH Stakeholder Input Worksheet 
 
 
MCAH stakeholders may play several roles in the needs assessment process.  Stakeholders 
may be bringing knowledge of the MCAH service user’s community into the needs assessment 
process and disseminate information from the needs assessment back to the community.  They 
may also represent provider groups who have expertise in delivering MCAH services.  
Moreover, stakeholders may provide guidance in arriving at solutions to health issues or support 
delivery of MCAH services.  
 
Reaching out to MCAH stakeholders is essential since they have an understanding of the health 
issues in the community, are aware of the opportunities that exist to address the health issues, 
and are affected by the activities provided and policies implemented by the local MCAH 
program to address these health issues. A stakeholder is anyone in the community who benefits 
from any MCAH service, a member of a team that develops and delivers these services, and 
those who may be indirectly affected by the services and outcomes of these services.  
 
While it is impossible to identify and involve all stakeholders, it is important to put in place a 
mechanism to allow us to understand the views of all the different stakeholders represented in 
the MCAH needs assessment process.  Stakeholder input is required for completing the 
mCAST-5; however, it is optional on all other sections of the local needs assessment.  To 
complete the attached form, you can use the following code for the following columns: 
 
Stakeholder Participant’s Initials - Provide the stakeholder participant’s initials to uniquely 
identify each stakeholder. 
 
Organizational Affiliation - Provide the full name of the primary organization the stakeholder 
participant is affiliated with or representing (e.g., Kaiser, March of Dimes, local MCAH, etc.).  No 
acronyms or abbreviations please.  
 
Sector Represented - Provides a surrogate indicator for the role played by the stakeholder in 
the needs assessment process.  Please enter the code for the primary organizational affiliation 
the participant represents. 
 
Code Description 

A State/local health department (internal partner within agency) 
B Other state/local agency (Social Services, Education, Justice, Board of Supervisors)  
C Health provider (dentist, nurse, doctor, nutritionist, counselor, promotora, outreach worker) 
D Individual or family (community member unaffiliated with any organized community agency) 
E Community-based organization (local, non-profit organizations) 
F State or nationally affiliated non-profit organization (local chapter of March of Dimes, American 

Cancer Society, foundation) 
G School, academia (PTA, School Board, university) 
H Professional organization/association (AMA, ADA, ACOG, etc.) 
I Faith-based organization (ministry, church group) 
J Other (trade and business sector, media and communications, marketing) 

 
Section Provided Input On - Mark the box with “X” for sections of the local needs process that 
the stakeholder provided input on. 
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MCAH Jurisdiction: __________________________________________ 
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MCAH Jurisdiction: _______________________________________   
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MCAH Jurisdiction: _______________________________________   
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MCAH Needs Prioritization Worksheet (Optional) 
 

The intent of this step is to identify from the list of Problems/Needs in Section 6 of the guidelines a set of priority areas to address in 
the next five years.  Given the local context (e.g., funding cuts, hiring freezes, political will…) how realistic is it to focus on this 
priority?  See Section 7 of the guidelines for instructions on completing this worksheet. 
 
MCAH Jurisdiction: _______________________________________________ 
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MCAH Jurisdiction: _____________________________________________ 
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FHOP’S Tool for Prioritizing Health Indicators (Optional) 
 
 
Criterion #1: Criterion #5: 

Criterion #2: Criterion #6: 

Criterion #3: Criterion #7: 

Criterion #4: Criterion #8: 

Rating Using Prioritization Criteria:   
C1 below corresponds to Criterion #1 above, C2 to Criterion #2, etc.  If using a 
“weighted” method, record the agreed upon weights in the line below each criterion 
number.  Assess each indicator using each criterion.  Enter your score  
(1=does not apply, 2=applies, 3=strongly applies) in the box corresponding to the 
indicator and its criterion.  If using a weighted method, multiply the score by the 
criterion weight and then enter the weighted score in the box.   

Total Scores 

C1 C2 C3 C4 C5 C6 C7 C8 

Indicator 

        
 

1.          

2.          

3.          

4.          

5.          

6.          

7.          
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MCAH Priorities Worksheet (Required) 
 
List the top ranked priorities from Part A that the Local MCAH Program will allocate time and resources to work on in the next five 
years. 
 
MCAH Jurisdiction: _____________________________________ 

 
Priority 1. 

Priority 2. 

Priority 3. 

Priority 4. 

Priority 5. 

Priority 6. 

Priority 7. 

Priority 8. 

Priority 9. 

Priority 10. 
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Assessment of Essential Service #1: Assess and monitor maternal and child health status to identify and address 
problems. 
 
Instructions 
 
The audience for this tool is the local MCAH system, which includes not only the local MCAH program but also other organizations that 
contribute to the health and well-being of the MCAH population in the jurisdiction.  These may include the local health department, other 
governmental agencies, healthcare providers, human service organizations, schools, community based organizations, youth development 
organizations, and many others. 
 
The Process Indicators are used to identify the current levels of performance for each of the 10 MCAH Essential Services.  First, read through 
the entire list of Process Indicators for this Essential Service.  After reading through the entire list, for each Process Indicator: 
 

1) Discuss the Process Indicator and mark the response category that best reflects how adequately your local MCAH system performs 
the function based on a 4-point scale with “1” to mean weak or minimal level of adequacy and “4” to mean strong or optimal level of 
adequacy.   

 
The following critical points will help the assessment team interpret indicators and reach consensus: 

• Assess adequacy in terms of “where you are at” (taking into consideration the contributions of other agencies in the MCAH 
system) in terms of carrying out the Essential Service.  A rating of “4” means that your local MCAH system has the capacity to 
address that component.  Likewise, a low rating indicates your MCAH system needs additional staff and/or resources to 
perform that component.  This is a self-assessment where there are no right or wrong answers, and your jurisdiction will not be 
ranked against other jurisdictions.  The value of the mCAST-5 lies in the discussion it stimulates and does not rely heavily upon 
the adequacy ratings.  

• Suggested points for discussion, or examples, are provided below each Process Indicator.  These questions are intended as 
discussion guides only, not as checklists, and some questions apply to more than one Process Indicator.  Discussions 
should not focus exclusively on these suggested questions, as they do not necessarily represent all of the elements that must 
be in place for adequate performance.  If deliberations tend to be focused exclusively on the questions listed, try skipping them 
and referring only to the indicators themselves.  

• The CAST-5 tool was developed for use by programs operating under a broad range of circumstances.  Some 
terms/examples may not apply to your local MCAH system.  Skip those questions and continue to the next component. 

 
2) In the “Notes” box, record notes from the discussion that will inform your SWOT analysis.  You may also record other comments or 

alternate viewpoints, as appropriate.    
 

3) The SWOT analysis is the main focus of the capacity assessment.  Identify the strengths, weaknesses, opportunities, and threats 
(SWOT) that are relevant to performing or improving the specified function and record them on the last page of the worksheet for this 
Essential Service.  Examples of factors to consider are provided for each component of the analysis.  List concrete examples in the 
SWOT as it relates to the Essential Service being assessed.  
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Local MCAH Jurisdiction: ________________________________________ 
 
Assessment of Essential Service #1 Process Indicators 
 

Essential Service #1:  Assess and monitor maternal and child health status to identify and address problems. 
Process Indicator Level of Adequacy Notes 

1.1 Data Use 
Key Ideas: 
— Use up-to-date MCAH public health and related population data 
— Generate and use data in planning cycle activities (e.g., planning and policy development) 
1.1.1  Do you use public health data sets to prepare 

basic descriptive analyses related to priority 
health issues (e.g., MIHA; CHIS; live birth, fetal 
death, abortion, linked live birth/infant death 
data; community health surveys; disease 
surveillance data, census data; etc.)? 

For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population, 

• have access to documentation (e.g., users’ guide/list of 
variables, contact information for the entity generating 
the data) for data sources?  

• have access to raw data from these sources?  
• refer to these data sources when it becomes aware of 

emergent MCAH problems?  
• have the capacity to use these data sources to generate 

information?  
• use geographic information systems? 

 

 
 
 
              
     1     2      3     4 
 
1=weak……..4=strong 
 
 
 
 
 

      



Worksheet D; mCAST-5 Instrument 1 

38  

Assessment of Essential Service #1 Process Indicators (continued) 
 

Essential Service #1:  Assess and monitor maternal and child health status to identify and address problems. 
Process Indicator Level of Adequacy Notes 

1.1 Data Use (continued) 
1.1.2  Do you conduct analyses of public health data 

sets that go beyond descriptive statistics? 
For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population, 

• analyze existing data sets/conduct significance tests to 
identify associations among risk factors, environmental 
and other contextual factors, and outcomes?  

• compare health status measures across populations or 
against the state’s measures or Healthy People 2010 
objectives? 

• track trends over time? 

 
              
     1      2     3     4 
 
1=weak……..4=strong 

      

1.1.3  Do you generate and analyze primary data to 
address state- and local-specific knowledge 
base gaps? 

For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population, 

• have established and routinely used procedures for 
identifying knowledge gaps (e.g., community or 
professional advisory boards)?  

• collaborate with local agencies to collect and analyze 
data related to these knowledge gaps?  

• use field surveys, focus groups, key informant interviews 
or otherwise collect data on the local MCAH populations 
and the health care delivery system?  

• use that data to examine relationships among risk 
factors, environmental/contextual factors, and outcomes? 

 

 
 
 
              
     1      2     3     4 
 
1=weak……..4=strong 
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Assessment of Essential Service #1 Process Indicators (continued) 
 

Essential Service #1:  Assess and monitor maternal and child health status to identify and address problems. 

Process Indicator Level of Adequacy Notes 
1.1 Data Use (continued) 
1.1.4 Do you report on primary and secondary data 

analysis for use in policy and program 
development? 

For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population, 

• routinely review the current science base, standards of 
care, and the results of current research for use in 
planning and policy development?  

• contribute to the production of briefs or updates on 
selected, timely MCAH issues to distribute to appropriate 
policy and program-related staff members?  

 

 
 
              
     1     2      3     4 
 
1=weak……..4=strong 
 
 
 

      

1.2.   Data-Related Technical Assistance 
Key Idea: 
— Enhance local data capacity 
1.2.1  Do you establish framework/standards about 

core data expectations for local health 
jurisdictions and other MCAH 
providers/programs? 

For example:  
Has the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population, 

• established (or participated in the development of) 
maternal and child health status indicators and 
disseminated them to local agencies/programs?  

• disseminated maternal, child and youth health status 
indicators to local stakeholders?  

 

 
 
 
              
     1     2      3     4 
 
1=weak……..4=strong 
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Assessment of Essential Service #1 Process Indicators (continued) 
 

Essential Service #1:  Assess and monitor maternal and child health status to identify and address problems. 
Process Indicator Level of Adequacy Notes 

1.2.   Data-Related Technical Assistance (continued) 
1.2.2  Do you provide training/expertise about the 

collection and use of MCAH data to local health 
agencies or other constituents for MCAH 
populations? 

For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population, 

• have an identified staff person(s) responsible for  
assistance on data-related matters?  

• assist local health agencies and other providers/ 
programs in developing standardized data collection 
methods related to established MCAH indicators?  

 

 
 
              
     1      2     3     4 
 
1=weak……..4=strong 

      

1.2.3  Do you assist local health agencies in data 
system development and coordination across 
geographic areas so that MCAH data outputs 
can be compared? 

For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population, provide resources to enhance local data capacity 
through data systems development and coordination?  
 

 

              
     1      2     3     4 
 

1=weak……..4=strong 
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SWOT Analysis for Essential Service #1:  Assess and monitor maternal and child health status to identify and address 
problems. 
 
Strengths (e.g., human, fiscal, or technological resources; 
social/political factors; demographic trends; past and current 
federal involvement/activities; state-local relationships, 
organizational culture, organizational structure) 
 
 
 
 
 
 
 
 
 
 
 
 
 
Opportunities: (e.g., human, fiscal, or technological 
resources; statutory/regulatory changes; community/business 
resources; social/political changes; technological 
developments) 

 
Weaknesses: (e.g., human resources; budgetary restrictions 
and fiscal resources; technological resources; state-local 
relationships; organizational culture; organizational structure) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Threats: (e.g., statutory/regulatory change; organizational 
change/reorganization; social/political factors; demographic 
trends) 
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Assessment of Essential Service #2:  Diagnose and investigate health problems and health hazards affecting women, 
children, and youth. 
 
Instructions 
 
The audience for this tool is the local MCAH system, which includes not only the local MCAH program but also other organizations that contribute to 
the health and well-being of the MCAH population in the jurisdiction.  These may include the local health department, other governmental agencies, 
healthcare providers, human service organizations, schools, community based organizations, youth development organizations, and many others. 
 
The Process Indicators are used to identify the current levels of performance for each of the 10 MCAH Essential Services.  First, read through the 
entire list of Process Indicators for this Essential Service.  After reading through the entire list, for each Process Indicator: 
 

1) Discuss the Process Indicator and mark the response category that best reflects how adequately your local MCAH system performs the 
function based on a 4-point scale with “1” to mean weak or minimal level of adequacy and “4” to mean strong or optimal level of 
adequacy.   

 
The following critical points will help the assessment team interpret indicators and reach consensus: 

• Assess adequacy in terms of “where you are at” (taking into consideration the contributions of other agencies in the MCAH 
system) in terms of carrying out the Essential Service.  A rating of “4” means that your local MCAH system has the capacity to 
address that component.  Likewise, a low rating indicates your MCAH system needs additional staff and/or resources to perform 
that component.  This is a self-assessment where there are no right or wrong answers, and your jurisdiction will not be ranked 
against other jurisdictions.  The value of the mCAST-5 lies in the discussion it stimulates and does not rely heavily upon the 
adequacy ratings.  

• Suggested points for discussion, or examples, are provided below each Process Indicator.  These questions are intended as 
discussion guides only, not as checklists, and some questions apply to more than one Process Indicator.  Discussions should 
not focus exclusively on these suggested questions, as they do not necessarily represent all of the elements that must be in place 
for adequate performance.  If deliberations tend to be focused exclusively on the questions listed, try skipping them and referring 
only to the indicators themselves.  

• The CAST-5 tool was developed for use by programs operating under a broad range of circumstances.  Some terms/examples 
may not apply to your local MCAH system.  Skip those questions and continue to the next component. 

 
2) In the “Notes” box, record notes from the discussion that will inform your SWOT analysis.  You may also record other comments or 

alternate viewpoints, as appropriate.    
 

3) The SWOT analysis is the main focus of the capacity assessment.  Identify the strengths, weaknesses, opportunities, and threats 
(SWOT) that are relevant to performing or improving the specified function and record them on the last page of the worksheet for this 
Essential Service.  Examples of factors to consider are provided for each component of the analysis.  List concrete examples in the 
SWOT as it relates to the Essential Service being assessed.  
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     Local MCAH Jurisdiction: ________________________________________ 
 
     Assessment of Essential Service #2 Process Indicators 
 

Essential Service #2:  Diagnose* and investigate health problems and health hazards affecting women, children, and youth. 
Process Indicator Level of Adequacy Notes 

2.1 Do you study factors that affect health and illness to 
respond to MCAH issues? 

 
For example:  

• Has the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population, undertaken a study of and/or analysis of existing 
data on an MCAH issue at the request of local health 
administrators, Board of Supervisors, or community or 
professional groups, or in response to media coverage of an 
issue?  

 
 
              
     1      2      3      4 
 
1=weak……..4=strong 
 

      

2.2 Do you engage in collaborative investigation and 
monitoring of environmental hazards (e.g., physical 
surroundings and other issues of context) in 
schools, day care facilities, housing, and other 
places affecting MCAH populations, to identify 
threats to maternal, child, and adolescent health?  

 
For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH population, 

• work with agencies responsible for monitoring environmental 
conditions affecting MCAH populations to jointly produce or 
sponsor reports or recommendations to local legislative 
bodies?  

• establish interagency agreements with these agencies for 
collecting, reporting on, and sharing data related to 
environments affecting MCAH populations?  

 

 
 
 
              
     1      2      3      4 
 
1=weak……..4=strong 
 
 
 
 
 

      

 
      *This refers to analyzing the cause or nature of health problems/hazards. 
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Assessment of Essential Service #2 Process Indicators (continued) 
 
Essential Service #2:  Diagnose* and investigate health problems and health hazards affecting women, children, and youth. 

Process Indicator Level of Adequacy Notes 
2.3 Do you develop and enhance ongoing surveillance 

systems/population risk surveys and disseminate the 
results at the state and local levels? 

 
For example:  
Does the local MCAH program, including other agencies that contribute 
to the health and well-being of the local MCAH population,  

• maintain ongoing surveillance systems/populations risk surveys 
to address gaps in knowledge?  

• regularly evaluate the quality of the data collected by existing 
surveillance systems or population-based surveys?  

• have a routine means of reporting the results of these 
surveillance systems/surveys to localities?  

 

 
 
 
              
     1      2      3      4 
 
1=weak……..4=strong 
 
 
 
 
 

      

2.4 Do you serve as the local expert resource for 
interpretation of data related to MCAH issues? 

 
For example:  
Has the local MCAH program, including other agencies that contribute 
to the health and well-being of the local MCAH population,  

• been regularly consulted on MCAH issues by the local public 
health administrators, by other agencies and programs, and by 
local legislators?  

• been asked to participate with other local health agencies in the 
planning process on non-MCAH issues? 

 

 
 
 
              
     1      2      3      4 
 
1=weak……..4=strong 
 
 

 

 
*This refers to analyzing the cause or nature of health problems/hazards. 
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Assessment of Essential Service #2 Process Indicators (continued) 
 
Essential Service #2:  Diagnose* and investigate health problems and health hazards affecting women, children, and youth. 

Process Indicator Level of Adequacy Notes 
2.5 Do you provide leadership in reviews of fetal, 

infant, child, and maternal deaths and provide 
direction and technical assistance for local 
systems improvements based on their findings? 

 
For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population,  

• participate in or provide resources for any fetal, infant, or 
child death review processes, if they exist in your LHJ?  

• provide technical assistance to localities in conducting 
FIMR and/or child fatality reviews?  

• participate in or provide leadership for a local maternal 
mortality review program?  

• produce an annual report consolidating the findings of 
local mortality reviews as appropriate?  

 

 
 
 
 
 
              
     1      2      3      4 
 
1=weak……..4=strong 
 
 
 
 

      

2.6 Do you study factors that affect health and 
illness to forecast emerging MCAH threats that 
must be addressed in strategic planning? 

 
For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population,  

• conduct surveillance or other process to identify 
emerging changes in the MCAH system of care and/or 
in the demographics or health status of local MCAH 
populations?  

• use the results of that process to plan for data collection 
and/or analysis to identify avenues for intervention?  

 

 
 
 
              
     1      2      3      4 
 
1=weak……..4=strong 
 

      

 
*This refers to analyzing the cause or nature of health problems/hazards. 
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SWOT Analysis for Essential Service # 2:  Diagnose* and investigate health problems and health hazards affecting women, 
children, and youth. 
 
Strengths (e.g., human, fiscal, or technological resources; 
social/political factors; demographic trends; past and current 
federal involvement/activities; state-local relationships, 
organizational culture, organizational structure) 
 
      
 
 
 
 
 
 
 
 
 
 
 
 
 
Opportunities: (e.g., human, fiscal, or technological 
resources; statutory/regulatory changes; community/business 
resources; social/political changes, technological 
developments) 
 
      
 
 
 
 
 
 
 
 
 
 
*This refers to analyzing the cause or nature of health problems/hazards. 

 
Weaknesses: (e.g., human resources; budgetary restrictions 
and fiscal resources; technological resources; state-local 
relationships; organizational culture; organizational structure) 
 
      
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Threats: (e.g., statutory/regulatory change; organizational 
change/reorganization; social/political factors; demographic 
trends) 
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Assessment of Essential Service #3:  Inform and educate the public and families about maternal and child health issues. 
 
Instructions 
 
The audience for this tool is the local MCAH system, which includes not only the local MCAH program but also other organizations that contribute to 
the health and well-being of the MCAH population in the jurisdiction.  These may include the local health department, other governmental agencies, 
healthcare providers, human service organizations, schools, community based organizations, youth development organizations, and many others. 
 
The Process Indicators are used to identify the current levels of performance for each of the 10 MCAH Essential Services.  First, read through the 
entire list of Process Indicators for this Essential Service.  After reading through the entire list, for each Process Indicator: 
 

1) Discuss the Process Indicator and mark the response category that best reflects how adequately your local MCAH system performs the 
function based on a 4-point scale with “1” to mean weak or minimal level of adequacy and “4” to mean strong or optimal level of adequacy.   

 
The following critical points will help the assessment team interpret indicators and reach consensus: 
• Assess adequacy in terms of “where you are at” (taking into consideration the contributions of other agencies in the MCAH system) 

in terms of carrying out the Essential Service.  A rating of “4” means that your local MCAH system has the capacity to address that 
component.  Likewise, a low rating indicates your MCAH system needs additional staff and/or resources to perform that component.  
This is a self-assessment where there are no right or wrong answers, and your jurisdiction will not be ranked against other jurisdictions.  
The value of the mCAST-5 lies in the discussion it stimulates and does not rely heavily upon the adequacy ratings.  

• Suggested points for discussion, or examples, are provided below each Process Indicator.  These questions are intended as 
discussion guides only, not as checklists, and some questions apply to more than one Process Indicator.  Discussions should not 
focus exclusively on these suggested questions, as they do not necessarily represent all of the elements that must be in place for 
adequate performance.  If deliberations tend to be focused exclusively on the questions listed, try skipping them and referring only to 
the indicators themselves.  

• The CAST-5 tool was developed for use by programs operating under a broad range of circumstances.  Some terms/examples may 
not apply to your local MCAH system.  Skip those questions and continue to the next component. 

 
2) In the “Notes” box, record notes from the discussion that will inform your SWOT analysis.  You may also record other comments or alternate 

viewpoints, as appropriate.    
 
3) The SWOT analysis is the main focus of the capacity assessment.  Identify the strengths, weaknesses, opportunities, and threats 

(SWOT) that are relevant to performing or improving the specified function and record them on the last page of the worksheet for this 
Essential Service.  Examples of factors to consider are provided for each component of the analysis.  List concrete examples in the SWOT 
as it relates to the Essential Service being assessed.  
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Local MCAH Jurisdiction: __________________________________________ 
 
Assessment of Essential Service #3 Process Indicators 
 

Essential Service #3:  Inform and educate the public and families about maternal and child health issues.  
Process Indicator Level of Adequacy Notes 

3.1 Individual-Based Health Education 
     Key Idea: 
     — Assure the provision and quality of personal health education services 
3.1.1   Do you identify existing and emerging health education needs 

and appropriate MCAH target audiences?  
 

For example:  
Does the local MCAH program, including other agencies that contribute to the health 
and well-being of the local MCAH population,  

• use the information from the Title V needs assessment in determining 
priorities for health education services in the community? 

• know of existing resources related to these health education needs?  
• assess what health education programs and services are already in place 

when determining priorities for developing new programs?  
 

 
 
 

          
     1      2      3      4 
 
1=weak……4=strong 
 
 

      

3.1.2   Do you conduct and/or fund health education programs/services 
on MCAH topics directed to specific audiences to promote the 
health of MCAH populations?  
 

For example:  
Does the local MCAH program, including other agencies that contribute to the health 
and well-being of the local MCAH population,  

• offer resources, technical assistance, funding, or other incentives to local 
organizations to implement MCAH education activities?  

• use other funds to support existing health education programs?  
• collaborate with other public and private agencies/organizations in 

implementing MCAH education services (e.g., establishing partnerships with 
community based organizations or businesses)?  

 

 
 
 

          
     1      2      3      4 
 
1=weak….4=strong 
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Assessment of Essential Service #3 Process Indicators (continued) 
 
Essential Service #3:  Inform and educate the public and families about maternal and child health issues. 

Process Indicator Level of Adequacy Notes 
3.2 Population-Based Health Information Services 
Key Idea: 
— Provide health information to broad audiences 
3.2.1   Do you identify existing and emerging MCAH population-

based health information needs?  
For example:  
Does the local MCAH program, including other agencies that contribute to 
the health and well-being of the local MCAH population,  

• use information from the Title V needs assessment in determining 
priorities for MCAH population-based disease prevention/health 
promotion campaigns? 

• know of a wide range of disease prevention/health promotion 
resources?  

• assess what disease prevention/health promotion campaigns are 
already in place when determining priorities for developing new   
ones? 

 
 
 

          
       1      2      3      4 
 
1=weak……..4=strong 
 
 

      

3.2.2    Do you design and implement public awareness 
campaigns on specific MCAH issues to promote 
behavior change? 

For example:  
Has the local MCAH program, including other agencies that contribute to 
the health and well-being of the local MCAH population,  

• contracted for a public awareness campaign using evidence-based 
media and communication methods?  

• used MCAH funds to support public awareness campaigns?  
• identified, educated, and collaborated with other public and private 

entities in implementing evidence-based public awareness 
campaigns and health behavior change messages?  

• communicated timely information on MCAH topics (e.g., current 
local, state, and national research findings, MCAH programs and 
services) through press releases, newsletters, and other local 
media and community channels? 

 

 
 
 

          
1      2      3      4 

 
1=weak……..4=strong 
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Assessment of Essential Service #3 Process Indicators (continued) 
 
Essential Service #3:  Inform and educate the public and families about maternal and child health issues. 

Process Indicator Level of Adequacy Notes 
3.2.3    Do you develop, fund, and/or otherwise support the 

dissemination of MCAH information and education 
resources? 

For example:  
Does the local MCAH program, including other agencies that contribute to 
the health and well-being of the local MCAH population,  

• provide readily accessible MCAH information and education 
resources to local communities, policy makers, and stakeholders?  

• have access to information regarding current national, state, and 
local MCAH data reports?  

• get approached by policymakers, consumers, and others to provide 
descriptive information about MCAH populations and health status 
indicators?  

• have a regular means of publicizing its toll-free MCAH line that 
targets a full range of MCAH constituents in the jurisdiction?  

 

 
 
 

          
1      2      3      4 

 
1=weak…….4=strong 
 
 
 
 
 
 

       

3.2.4    Do you release evaluative reports on the effectiveness of 
public awareness campaigns and other population-based 
health information services? 

For example:  
Does the local MCAH program, including other agencies that contribute to 
the health and well-being of the local MCAH population,  

• collect information on the individuals and organizations reached by 
health information campaigns and other methods of disseminating 
health information?  

• collect data on changes in knowledge and behavior resulting from its 
population-based health information services?  

• analyze data on outcomes of these services?  
• disseminate results of these analyses to provider organizations or 

other interested parties? 
• use this information to make decisions about continuation of funding 

or changes in programming?  
 

 
 
 

          
     1      2      3      4 
 
1=weak…….4=strong 
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SWOT Analysis for Essential Service # 3:  Inform and educate the public and families about maternal and child health issues.
 

 
Strengths (e.g., human, fiscal, or technological resources; 
social/political factors; demographic trends; past and current 
federal involvement/activities; state-local relationships, 
organizational culture, organizational structure) 
 
      
 
 
 
 
 
 
 
 
 
 
 
 
 
Opportunities: (e.g., human, fiscal, or technological 
resources; statutory/regulatory changes; community/business 
resources; social/political changes, technological 
developments) 
 
     

 
Weaknesses: (e.g., human resources; budgetary restrictions 
and fiscal resources; technological resources; state-local 
relationships; organizational culture; organizational structure) 
 
      
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Threats: (e.g., statutory/regulatory change; organizational 
change/reorganization; social/political factors; demographic 
trends) 
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Assessment of Essential Service #4:  Mobilize community partnerships between policymakers, health care providers, families, 
the general public, and others to identify and solve maternal, child and adolescent health problems. 
 
Instructions 
 
The audience for this tool is the local MCAH system, which includes not only the local MCAH program but also other organizations that contribute to 
the health and well-being of the MCAH population in the jurisdiction.  These may include the local health department, other governmental agencies, 
healthcare providers, human service organizations, schools, community based organizations, youth development organizations, and many others. 
 
The Process Indicators are used to identify the current levels of performance for each of the 10 MCAH Essential Services.  First, read through the 
entire list of Process Indicators for this Essential Service.  After reading through the entire list, for each Process Indicator: 
 

1) Discuss the Process Indicator and mark the response category that best reflects how adequately your local MCAH system performs the 
function based on a 4-point scale with “1” to mean weak or minimal level of adequacy and “4” to mean strong or optimal level of adequacy.   

 
The following critical points will help the assessment team interpret indicators and reach consensus: 

• Assess adequacy in terms of “where you are at” (taking into consideration the contributions of other agencies in the MCAH 
system) in terms of carrying out the Essential Service.  A rating of “4” means that your local MCAH system has the capacity to 
address that component.  Likewise, a low rating indicates your MCAH system needs additional staff and/or resources to perform that 
component.  This is a self-assessment where there are no right or wrong answers, and your jurisdiction will not be ranked against 
other jurisdictions.  The value of the mCAST-5 lies in the discussion it stimulates and does not rely heavily upon the adequacy 
ratings.  

• Suggested points for discussion, or examples, are provided below each Process Indicator.  These questions are intended as 
discussion guides only, not as checklists, and some questions apply to more than one Process Indicator.  Discussions should not 
focus exclusively on these suggested questions, as they do not necessarily represent all of the elements that must be in place for 
adequate performance.  If deliberations tend to be focused exclusively on the questions listed, try skipping them and referring only to 
the indicators themselves.  

• The CAST-5 tool was developed for use by programs operating under a broad range of circumstances.  Some terms/examples may 
not apply to your local MCAH system.  Skip those questions and continue to the next component. 

 
2) In the “Notes” box, record notes from the discussion that will inform your SWOT analysis.  You may also record other comments or alternate 

viewpoints, as appropriate.    
 
3) The SWOT analysis is the main focus of the capacity assessment.  Identify the strengths, weaknesses, opportunities, and threats 

(SWOT) that are relevant to performing or improving the specified function and record them on the last page of the worksheet for this 
Essential Service.  Examples of factors to consider are provided for each component of the analysis.  List concrete examples in the SWOT 
as it relates to the Essential Service being assessed.  
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   Local MCAH Jurisdiction: ________________________________________ 
 
   Assessment of Essential Service #4 Process Indicators 
 

Essential Service #4:  Mobilize community partnerships between policymakers, health care providers, families, the general public, 
and others to identify and solve maternal, child and adolescent health problems. 

Process Indicator Level of Adequacy Notes 
4.1 Do you respond to community MCAH concerns as 

they arise?  
 
For example: 

• Are community organizations aware of how to and to 
whom within the local MCAH program to communicate 
their concerns?  

Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population,  

• regularly hear from community organizations about their 
concerns and interests?  

• respond actively to community concerns through 
changes in policies, programs, or other means?  

 
 
 

 
 
 
               
      1      2      3      4 
 
1=weak………4=strong 
 
 
 
 
 

      

4.2 Do you identify community geographic 
boundaries and/or stakeholders for use in 
targeting interventions and services? 

 
For example:  

• Do needs assessments and planning activities 
incorporate detailed assessments of the segments of the 
community to which services and programs are 
targeted?  

• Are community boundaries and/or identities determined 
with input from community members and/or stakeholder 
groups?  

 

 
 
 
              
     1      2      3      4 
 
1=weak………4=strong 
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  Assessment of Essential Service #4 Process Indicators (continued) 

 
Essential Service #4:  Mobilize community partnerships between policymakers, health care providers, families, the general public, 
and others to identify and solve maternal, child and adolescent health problems. 

Process Indicator Level of Adequacy Notes 
4.3 Do you provide trend information to targeted 

community audiences on local MCAH status and 
needs? 

 
For example:  

• Does the local MCAH program, including other agencies 
that contribute to the health and well-being of the local 
MCAH population, provide current information about 
public health trends that are disseminated to provider 
associations, elected officials, and community 
organizations?  

 
 

 
 
 
              
     1      2      3      4 
 
1=weak………4=strong 
 
 
 
 
 

      

4.4 Do you actively solicit and use community input 
about MCAH needs? 

 
For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population,  

• have a mechanism for including the perspectives of 
community members/ organizations in identifying 
needs?  

• provide technical assistance on collaborating with 
community organizations in identifying needs?  

 

 
 
 
              
     1      2      3      4 
 
1=weak………4=strong 
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  Assessment of Essential Service #4 Process Indicators (continued) 

 
Essential Service #4:  Mobilize community partnerships between policymakers, health care providers, families, the general public, 
and others to identify and solve maternal, child and adolescent health problems. 

Process Indicator Level of Adequacy Notes 
4.5 Do you provide resources for community 

generated initiatives and partnerships among 
public and/or private community stakeholders 
(e.g., CBOs, hospital associations, parent 
groups)? 

 
For example: 
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population,  

• provide funding and/or assistance for CBOs, 
stakeholders, and other local providers of MCAH 
services?  

• collaborate with community initiatives addressing 
problems/needs identified by the community?  

 
 

 
 
              
     1      2      3      4 
 
1=weak………4=strong 
 
 
 
 
 
 

      

4.6 Do you collaborate with coalitions and/or 
professional organizations to develop strategic 
plans to address health status and health systems 
issues? 

 
For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population,  

• provide assistance to coalitions?  
• obtain funding from grants for convening or participating 

in coalitions or similar collaborative activities?  
 
 

 
 
 
              
     1      2      3      4 
 
1=weak………4=strong 
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SWOT Analysis for Essential Service #4:  Mobilize community partnerships between policymakers, health care providers, 
families, the general public, and others to identify and solve maternal, child and adolescent health problems.  

 
 
Strengths (e.g., human, fiscal, or technological resources; 
social/political factors; demographic trends; past and current 
federal involvement/activities; state-local relationships, 
organizational culture, organizational structure) 
 
      
 
 
 
 
 
 
 
 
 
 
 
Opportunities: (e.g., human, fiscal, or technological 
resources; statutory/regulatory changes; community/business 
resource; social/political changes, technological 
developments) 
 
     

 
Weaknesses: (e.g., human resources; budgetary restrictions 
and fiscal resources; technological resources; state-local 
relationships; organizational culture; organizational structure) 
 
      
 
 
 
 
 
 
 
 
 
 
 
 
Threats: (e.g., statutory/regulatory change; organizational 
change/reorganization; social/political factors; demographic 
trends) 
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Assessment of Essential Service #5: Provide leadership for priority setting, planning, and policy development to support 
community efforts to assure the health of women, children, youth and their families. 
 
Instructions 
 
The audience for this tool is the local MCAH system, which includes not only the local MCAH program but also other organizations that contribute 
to the health and well-being of the MCAH population in the jurisdiction.  These may include the local health department, other governmental 
agencies, healthcare providers, human service organizations, schools, community based organizations, youth development organizations, and 
many others. 
 
The Process Indicators are used to identify the current levels of performance for each of the 10 MCAH Essential Services.  First, read through the 
entire list of Process Indicators for this Essential Service.  After reading through the entire list, for each Process Indicator: 
 

1) Discuss the Process Indicator and mark the response category that best reflects how adequately your local MCAH system performs the 
function based on a 4-point scale with “1” to mean weak or minimal level of adequacy and “4” to mean strong or optimal level of adequacy.   

 
The following critical points will help the assessment team interpret indicators and reach consensus: 

• Assess adequacy in terms of “where you are at” (taking into consideration the contributions of other agencies in the MCAH 
system) in terms of carrying out the Essential Service.  A rating of “4” means that your local MCAH system has the capacity to 
address that component.  Likewise, a low rating indicates your MCAH system needs additional staff and/or resources to perform 
that component.  This is a self-assessment where there are no right or wrong answers, and your jurisdiction will not be ranked 
against other jurisdictions.  The value of the mCAST-5 lies in the discussion it stimulates and does not rely heavily upon the 
adequacy ratings.  

• Suggested points for discussion, or examples, are provided below each Process Indicator.  These questions are intended as 
discussion guides only, not as checklists, and some questions apply to more than one Process Indicator.  Discussions should 
not focus exclusively on these suggested questions, as they do not necessarily represent all of the elements that must be in place 
for adequate performance.  If deliberations tend to be focused exclusively on the questions listed, try skipping them and referring 
only to the indicators themselves.  

• The CAST-5 tool was developed for use by programs operating under a broad range of circumstances.  Some terms/examples 
may not apply to your local MCAH system.  Skip those questions and continue to the next component. 

 
2) In the “Notes” box, record notes from the discussion that will inform your SWOT analysis.  You may also record other comments or 

alternate viewpoints, as appropriate.    
 

3) The SWOT analysis is the main focus of the capacity assessment.  Identify the strengths, weaknesses, opportunities, and threats 
(SWOT) that are relevant to performing or improving the specified function and record them on the last page of the worksheet for this 
Essential Service.  Examples of factors to consider are provided for each component of the analysis.  List concrete examples in the SWOT 
as it relates to the Essential Service being assessed.  
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Local MCAH Jurisdiction: _______________________________________ 
 
Assessment of Essential Service #5 Process Indicators 
 
Essential Service #5:  Provide leadership for priority setting, planning, and policy development to support community efforts to assure the 

health of women, children, youth and their families.   
Process Indicator Level of Adequacy Notes 

5.1 Data-Driven Decision Making/Planning 
Key Ideas: 
− Routine use of population-based quantitative and qualitative data, including stakeholder concerns 
− Dissemination of timely data for planning purposes 
5.1.1     Do you actively promote the use of the 

scientific knowledge base in the development, 
evaluation, and allocation of resources for 
MCAH policies, services, and programs? 

 
 
For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population, 

• have a systematic process for evaluating current data 
pertaining to proposed policies, services, and programs? 

• regularly consult with expert advisory panels in the 
formulation of policies, services, and programs?  

• use health status indicators and/or other data to 
establish MCAH objectives and program plans?  

 
 
 
 
              
     1      2     3     4 
 
1=weak……..4=strong 
 
 
 
 
 

      

5.1.2     Do you support the production and 
dissemination of an annual local report on 
MCAH status, objectives, and programs?  

 
For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population, 

• contribute resources to the production and 
dissemination of an annual MCAH local report?  

• contribute data and/or analysis in the production of an 
annual MCAH local report?  

• provide leadership for the production of an annual 
MCAH local report?  

 
 
 
              
     1      2     3     4 
 
1=weak……..4=strong 
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Assessment of Essential Service #5 Process Indicators (continued) 
 
Essential Service #5:  Provide leadership for priority setting, planning, and policy development to support community efforts to assure the 
health of women, children, youth and their families.   

Process Indicator Level of Adequacy Notes 
5.1.3     Do you establish and routinely use formal 

mechanisms to gather stakeholders’ guidance 
on MCAH concerns?  

 
For example:  

• Does the local MCAH program, including other agencies 
that contribute to the health and well-being of the local 
MCAH population routinely consult with an advisory 
structure(s) in the prioritization of health issues and the 
development of health policies and programs?  

• Does the advisory structure(s) include representatives of 
professional associations, community groups, and 
consumers/families?  

• Does the advisory structure(s) refer to current data in 
formulating policy stances?  

• Do members of the advisory structure(s) feel their input 
is valued and used in shaping policy?  

 

 
 
 
              
     1      2     3     4 
 
1=weak……..4=strong 
 
 
 
 
 
 

      

5.1.4    Do you use diverse data and perspectives for 
data-driven planning and priority-setting?  

 
For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population, 

• regularly use data from other agencies (state, regional, 
local, and/or national)?  

• have a systematic process for using these data to inform 
local and state MCAH health objectives and planning?  

 

 
 
 
              
     1      2     3     4 
 
1=weak……..4=strong 
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Assessment of Essential Service #5 Process Indicators (continued) 
 
Essential Service #5:  Provide leadership for priority setting, planning, and policy development to support community efforts to assure the 
health of women, children, youth and their families.   

Process Indicator Level of Adequacy Notes 
5.2 Negotiating Program and Policy Development 
Key Ideas: 
− Collaboration 
− Leadership in promoting the MCAH mission 
5.2.1    Do you participate in and provide consultation 

to ongoing state initiatives to address MCAH 
issues and coordination needs? 

For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population, 

• participate, as a member, with two or more local or state 
level advisory councils or working committees?  

• routinely partner with other agencies or programs in 
activities related to training and education, program and 
policy development, and/or evaluation?  

• serve as agency representative for one or more private 
sector community projects or professional associations?  

• have involvement in activities that influence or inform the 
public health policy process? 

• Are there key issue areas for which agency partnerships 
are lacking? 

 
 
 
              
     1      2     3     4 
 
1=weak……..4=strong 
 
 
 
 
 
 
 

      

5.2.2    Do you develop, review, and routinely update 
formal interagency agreements for 
collaborative roles in established public 
programs (e.g., WIC, family planning, Medi-Cal, 
First Five)? 

For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population, 

• participate in interagency agreements for joint needs 
assessment and/or program planning and evaluation?  

• review and update these interagency agreements on a 
reasonable routine schedule?  

• Are there programs or issue areas for which there are 
no interagency agreements but there should be?  

 
 
 
              
     1      2     3     4 
 
1=weak……..4=strong 
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Assessment of Essential Service #5 Process Indicators (continued) 
 
Essential Service #5:  Provide leadership for priority setting, planning, and policy development to support community efforts to assure the 
health of women, children, youth and their families.   

Essential Service Indicator Level of Adequacy Notes 
5.2.3    Do you serve as a consultant to and cultivate 

collaborative roles in new local or state 
initiatives through either informal mechanisms 
or formal interagency agreements? 

 
For example:  
Has the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population, 

• contributed to the planning process of a new local or 
state initiative affecting the MCAH population?  

• been part of the implementation of a joint local or state 
initiative?  

• been routinely consulted by the leadership of other 
programs to provide insight into the impact of policies 
and procedures on MCAH populations?  

 

 
 
 
              
     1      2     3     4 
 
1=weak……..4=strong 
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SWOT Analysis for Essential Service #5:  Provide leadership for priority setting, planning, and policy development to 
support community efforts to assure the health of women, children, youth and their families.   

 
 
Strengths (e.g., human, fiscal, or technological resources; 
social/political factors; demographic trends; past and current 
federal involvement/activities; state-local relationships, 
organizational culture, organizational structure) 
 
 
 
 
 
 
 
 
 
 
 
 
Opportunities: (e.g., human, fiscal, or technological 
resources; statutory/regulatory changes; community/business 
resources; social/political changes, technological 
developments) 
 

 
Weaknesses: (e.g., human resources; budgetary restrictions 
and fiscal resources; technological resources; state-local 
relationships; organizational culture; organizational structure) 
 
 
 
 
 
 
 
 
 
 
 
 
 
Threats: (e.g., statutory/regulatory change; organizational 
change/reorganization; social/political factors; demographic 
trends) 
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Assessment of Essential Service #6: Promote and enforce legal requirements that protect the health and safety of women, 
children, and youth, and ensure public accountability for their well-being. 
 
Instructions 
 
The audience for this tool is the local MCAH system, which includes not only the local MCAH program but also other organizations that contribute to 
the health and well-being of the MCAH population in the jurisdiction.  These may include the local health department, other governmental agencies, 
healthcare providers, human service organizations, schools, community based organizations, youth development organizations, and many others. 
 
The Process Indicators are used to identify the current levels of performance for each of the 10 MCAH Essential Services.  First, read through the 
entire list of Process Indicators for this Essential Service.  After reading through the entire list, for each Process Indicator: 
 

1) Discuss the Process Indicator and mark the response category that best reflects how adequately your local MCAH system performs the 
function based on a 4-point scale with “1” to mean weak or minimal level of adequacy and “4” to mean strong or optimal level of adequacy.   

 
The following critical points will help the assessment team interpret indicators and reach consensus: 

• Assess adequacy in terms of “where you are at” (taking into consideration the contributions of other agencies in the MCAH 
system) in terms of carrying out the Essential Service.  A rating of “4” means that your local MCAH system has the capacity to 
address that component.  Likewise, a low rating indicates your MCAH system needs additional staff and/or resources to perform that 
component.  This is a self-assessment where there are no right or wrong answers, and your jurisdiction will not be ranked against 
other jurisdictions.  The value of the mCAST-5 lies in the discussion it stimulates and does not rely heavily upon the adequacy 
ratings.  

• Suggested points for discussion, or examples, are provided below each Process Indicator.  These questions are intended as 
discussion guides only, not as checklists, and some questions apply to more than one Process Indicator.  Discussions should not 
focus exclusively on these suggested questions, as they do not necessarily represent all of the elements that must be in place for 
adequate performance.  If deliberations tend to be focused exclusively on the questions listed, try skipping them and referring only to 
the indicators themselves.  

• The CAST-5 tool was developed for use by programs operating under a broad range of circumstances.  Some terms/examples may 
not apply to your local MCAH system.  Skip those questions and continue to the next component. 

 
2) In the “Notes” box, record notes from the discussion that will inform your SWOT analysis.  You may also record other comments or alternate 

viewpoints, as appropriate.    
 

3) The SWOT analysis is the main focus of the capacity assessment.  Identify the strengths, weaknesses, opportunities, and threats 
(SWOT) that are relevant to performing or improving the specified function and record them on the last page of the worksheet for this 
Essential Service.  Examples of factors to consider are provided for each component of the analysis.  List concrete examples in the SWOT 
as it relates to the Essential Service being assessed.  
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Local MCAH Jurisdiction: _____________________________________ 
 
Assessment of Essential Service #6 Process Indicators 
 
Essential Service #6:   Promote and enforce legal requirements that protect the health and safety of women, children, and youth, and 

ensure public accountability for their well-being. 
Process Indicator Level of Adequacy Notes 

6.1 Legislative and Regulatory Advocacy 
Key idea: 
— Assure legislative and regulatory adequacy 
6.1.1   Do you periodically review existing federal, state and local laws, regulations, 

and ordinances relevant to public health in the MCAH population?    
For example:  
Does the local MCAH program, including other agencies that contribute to the health and well-being of 
the local MCAH population, 

• include an assessment of MCAH legislation and ordinances in its long-term planning about 
needs and priorities for the local MCAH population?  

• participate in an interagency review of legislation and ordinances affecting programs serving 
the MCAH population?  

• review public health related legislation and ordinances to ensure adequacy of MCAH 
programming, resource allocation, and reporting standards?  

• have access to legal counsel for assistance in the review of laws, regulations, and 
ordinances? 

 

 
 
             
   1    2     3     4 
 
1=weak…....4=strong 
 
 

      

6.1.2   Do you monitor proposed legislation, regulations, and local ordinances that 
might impact MCAH and participate in discussions about its appropriateness 
and effects? 

For example:  
Does the local MCAH program, including other agencies that contribute to the health and well-being of 
the local MCAH population, 

• communicate with legislators, regulatory officials, or other policymakers regarding proposed 
legislation, regulations, or ordinances? 

• participate in the drafting, development, or modification of proposed legislation, regulations, or 
ordinances for current MCAH public health issues and issues that are not adequately 
addressed? 

• Does the Local MCAH Director participate in MCAH Action meetings to receive updates on 
current legislation and communicate with other MCAH leaders on legal or regulatory MCAH 
issues? 

 
 
 
             
   1    2     3     4 
 
1=weak…....4=strong 
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     Assessment of Essential Service #6 Process Indicators (continued) 
 

Essential Service #6:   Promote and enforce legal requirements that protect the health and safety of women, children, and youth, 
and ensure public accountability for their well-being. 

Process Indicator Level of Adequacy Notes 
6.1.3   Do you devise and promote a strategy for informing 

elected officials about legislative/regulatory needs for 
MCAH? 

 
For example:  
Does the local MCAH program, including other agencies that contribute to the 
health and well-being of the local MCAH population, 

• identify MCAH public health issues that can only be addressed 
through new laws, regulations, or ordinances?  

• communicate or advocate to local, state, or national elected officials 
or to regulatory agencies by meeting, calling, faxing, e-mailing or 
writing to them about current and proposed legislation/ regulations 
affecting the MCAH population? 

• indirectly influence public opinion and policy affecting the MCAH 
population by writing a letter to the editor or an opinion piece in a 
newspaper, talking to a reporter or editor, doing radio call-ins, 
distributing action flyers, and/or bringing up issues at meeting of other 
groups you belong to and enlist other support in letter writing, signing 
petitions or grassroots advocacy?   

 

 
 
             
   1    2     3     4 
 
1=weak………....4=strong 
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Assessment of Essential Service #6 Process Indicators (continued) 

 
Essential Service #6:   Promote and enforce legal requirements that protect the health and safety of women, children, and youth, 
and ensure public accountability for their well-being. 

Process Indicator Level of Adequacy Notes 
6.2 Certification and Standards 
Key idea: 
— Provide leadership in promoting standards-based care 

6.2.1   Do you disseminate information about MCAH related 
legislation and local ordinances to the individuals and 
organizations who are required to comply with them?   

 
For example:  
Does the local MCAH program, including other agencies that contribute to the 
health and well-being of the local MCAH population, 

• disseminate information about new MCAH related legislation and local 
ordinances to individuals and organizations as appropriate? 

• integrate new legislation and ordinances with existing MCAH programs 
and activities?  

 

 
 
    
 
             
   1    2     3     4 
 
1=weak……...4=strong 
 
 
 

      

6.2.2   Do you provide leadership to develop and publicize 
harmonious and complementary standards that promote 
excellence in quality care for women, infants, and children, in 
collaboration with professional organizations and other local 
agencies? 

 
For example:  
Does the local MCAH program, including other agencies that contribute to the 
health and well-being of the local MCAH population, 

• provide leadership and MCAH expertise in a standards-setting process for 
programs serving MCAH populations (e.g., school health services, family 
planning/reproductive health care, WIC, child care, CSHCN)?  

• regularly review standards for consistency and appropriateness, based on 
current advances in the field?  

• promote interagency consistency in standards?  
 

 
 
 
 
             
   1    2     3     4 
 
1=weak……...4=strong 
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Assessment of Essential Service #6 Process Indicators (continued) 

 
Essential Service #6:   Promote and enforce legal requirements that protect the health and safety of women, children, and youth, 
and ensure public accountability for their well-being. 

Process Indicator Level of Adequacy Notes 
6.2.3   Do you integrate standards of quality care into MCAH-funded 

activities and other publicly or privately funded services?   
For example:  
Does the local MCAH program, including other agencies that contribute to the health and 
well-being of the local MCAH population, 

• collaborate with other funded entities to incorporate MCAH standards of quality 
care and outcomes objectives into their grant/contract?  

• provide resources and information to assist local agencies, providers, and CBOs 
to incorporate MCAH standards of quality care and outcome objectives into their 
protocols?  

 

 
    
 
             
   1      2     3     4 
 
1=weak……..4=strong 
 
 

      

6.2.4   Do you develop, enhance, and promote protocols, instruments, and 
methodologies for use by local agencies that promote MCAH quality 
assurance? 

For example:  
Does the local MCAH program, including other agencies that contribute to the health and 
well-being of the local MCAH population, 

• lead or participate in a process to promote maternal, neonatal, perinatal, and 
children’s services and conduct outcome analysis? 

• provide leadership in promoting the implementation of existing MCAH standards-
based protocols and instruments across the LHJ?  

• promote and develop a process to identify quality issues pertaining to MCAH 
(e.g., infant, maternal, and child deaths, etc.)?  

 

 
    
 
             
   1    2     3     4 
 
1=weak……..4=strong 
 

      

6.2.5   Do you participate in or provide oversight for quality assurance 
efforts among local health agencies and systems and contribute 
resources for correcting identified problems? 

For example:  
Does the local MCAH program, including other agencies that contribute to the health and 
well-being of the local MCAH population, 

• conduct record and site reviews of local health care providers, CBOs and 
subcontracts?   

• allocate resources for addressing deficiencies identified in such reviews?  
 

 
   
 
             
   1    2     3     4 
 
1=weak……..4=strong 
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SWOT Analysis for Essential Service #6:  Promote and enforce legal requirements that protect the health and safety of 
women, children, and youth, and ensure public accountability for their well-being.
 
Strengths (e.g., human, fiscal, or technological resources; 
social/political factors; demographic trends; past and current 
federal involvement/activities; state-local relationships, 
organizational culture, organizational structure) 
      
 
 
 
 
 
 
 
 
 
 
 
 
Opportunities: (e.g., human, fiscal, or technological 
resources; statutory/regulatory changes; community/business 
resources; social/political changes, technological 
developments) 
 
     

 
Weaknesses: (e.g., human resources; budgetary restrictions 
and fiscal resources; technological resources; state-local 
relationships; organizational culture; organizational structure) 
 
      
 
 
 
 
 
 
 
 
 
 
 
 
Threats: (e.g., statutory/regulatory change; organizational 
change/reorganization; social/political factors; demographic 
trends) 
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Assessment of Essential Service #7: Link women, children, and youth to health and other community and family services, and 
assure access to comprehensive, quality systems of care. 
 
Instructions 
 
The audience for this tool is the local MCAH system, which includes not only the local MCAH program but also other organizations that contribute to 
the health and well-being of the MCAH population in the jurisdiction.  These may include the local health department, other governmental agencies, 
healthcare providers, human service organizations, schools, community based organizations, youth development organizations, and many others. 
 
The Process Indicators are used to identify the current levels of performance for each of the 10 MCAH Essential Services.  First, read through the 
entire list of Process Indicators for this Essential Service.  After reading through the entire list, for each Process Indicator: 
 

1) Discuss the Process Indicator and mark the response category that best reflects how adequately your local MCAH system performs the 
function based on a 4-point scale with “1” to mean weak or minimal level of adequacy and “4” to mean strong or optimal level of adequacy.   

 
The following critical points will help the assessment team interpret indicators and reach consensus: 

• Assess adequacy in terms of “where you are at” (taking into consideration the contributions of other agencies in the MCAH 
system) in terms of carrying out the Essential Service.  A rating of “4” means that your local MCAH system has the capacity to 
address that component.  Likewise, a low rating indicates your MCAH system needs additional staff and/or resources to perform that 
component.  This is a self-assessment where there are no right or wrong answers, and your jurisdiction will not be ranked against 
other jurisdictions.  The value of the mCAST-5 lies in the discussion it stimulates and does not rely heavily upon the adequacy 
ratings.  

• Suggested points for discussion, or examples, are provided below each Process Indicator.  These questions are intended as 
discussion guides only, not as checklists, and some questions apply to more than one Process Indicator.  Discussions should not 
focus exclusively on these suggested questions, as they do not necessarily represent all of the elements that must be in place for 
adequate performance.  If deliberations tend to be focused exclusively on the questions listed, try skipping them and referring only to 
the indicators themselves.  

• The CAST-5 tool was developed for use by programs operating under a broad range of circumstances.  Some terms/examples may 
not apply to your local MCAH system.  Skip those questions and continue to the next component. 

 
2) In the “Notes” box, record notes from the discussion that will inform your SWOT analysis.  You may also record other comments or alternate 

viewpoints, as appropriate.    
 

3) The SWOT analysis is the main focus of the capacity assessment.  Identify the strengths, weaknesses, opportunities, and threats 
(SWOT) that are relevant to performing or improving the specified function and record them on the last page of the worksheet for this 
Essential Service.  Examples of factors to consider are provided for each component of the analysis.  List concrete examples in the SWOT 
as it relates to the Essential Service being assessed.  
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Local MCAH Jurisdiction: _______________________________________   
 
Assessment of Essential Service #7 Process Indicators 
 

Essential Service #7:   Link women, children, and youth to health and other community and family services, and assure access to 
comprehensive, quality systems of care. 

Process Indicator Level of Adequacy Notes 
7.1 Assure access to services 
Key ideas: 
— Provide oversight and technical assistance 
— Ensure access to comprehensive and culturally appropriate services 
7.1.1    Do you develop, publicize, and routinely update a toll-free line 

and other resources for public access to information about 
health services availability? 

For example:  
Does the local MCAH program, including other agencies that contribute to the 
health and well-being of the MCAH population, 

• run ongoing TV, radio, print, and/or online advertisements publicizing its 
toll-free MCAH line?  

• provide information to consumers about private health insurance 
coverage and publicly funded MCAH services (e.g., family planning 
clinics, WIC)?  

• assist localities in promoting awareness about local MCAH services?  
• routinely evaluate the effectiveness and appropriateness of information 

about MCAH services availability?  

 
 
               
      1      2     3     4 
 
1=weak…..…..4=strong 
 

      

7.1.2    Do you provide resources and technical assistance for 
outreach, improved enrollment procedures, and service 
delivery methods for unserved and underserved populations?  

For example:  
Does the local MCAH program, including other agencies that contribute to the 
health and well-being of the MCAH population, 

• promote the development of subcontracts, partnerships, and 
collaboratives to enhance outreach and link people to health care 
services?   

• provide leadership and resources for developing and implementing 
effective methods of health care delivery (e.g., off-site services such as 
mobile vans and health centers)?  

• provide technical assistance to local agencies, providers, and health 
plans in identifying and serving unserved and underserved MCAH 
populations?  

• disseminate information on best practices among local agencies, 
providers, and health plans across LHJs? 

 
 
 
               
      1      2     3     4 
 
1=weak…..…..4=strong 
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Assessment of Essential Service #7 Process Indicators (continued) 
 
Essential Service #7:   Link women, children, and youth to health and other community and family services, and assure access to 
comprehensive, quality systems of care. 

Process Indicator Level of Adequacy Notes 
7.1.3   Do you assist unserved and underserved MCAH 

populations in accessing health care services? 
 

For example:  
Does the local MCAH program, including other agencies that contribute to the 
health and well-being of the MCAH population, 

• provide information and assistance to link vulnerable MCAH 
populations to health services?  

• provide information and assistance to link eligible women and 
children to Medi-Cal, WIC, or Healthy Families? 

• work with local agencies to develop recommendations and implement 
improvements in identification, outreach, and follow-up of high risk, 
unserved, and underserved MCAH populations? 

 

 
 
   
               
      1      2     3     4 
 
1=weak……..4=strong 
 

      

7.1.4   Do you provide resources to strengthen the cultural and 
linguistic appropriateness of providers and services to 
enhance their accessibility and effectiveness? 

 
For example:  
Does the local MCAH program, including other agencies that contribute to the 
health and well-being of the MCAH population, 

• train its own staff in cultural and linguistic competence for interacting 
with clients?  

• sponsor continuing education opportunities for providers on cultural 
competence and health issues specific to racial/ethnic/cultural groups 
living in the LHJ?  

• provide resources to culturally representative community groups and 
their local health agency for outreach materials and media messages 
targeted to specific audiences?  

• provide leadership and resources for the recruitment and retention of 
culturally and linguistically appropriate staff to assist population 
groups in obtaining maternal and child health services?  

 

 
 
  
               
      1      2     3     4 
 
1=weak……..4=strong 
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   Assessment of Essential Service #7 Process Indicators (continued) 
 
Essential Service #7:   Link women, children, and youth to health and other community and family services, and assure access to 
comprehensive, quality systems of care. 

Process Indicator Level of Adequacy Notes 
7.1.5   Do you collaborate with other local agencies to expand 

the capacity of the health and social services 
systems, and establish interagency agreements for 
capacity-building initiatives/access to services? 

 
For example:  
Does the local MCAH program, including other agencies that contribute 
to the health and well-being of the MCAH population, 

• collaborate with other agencies in developing proposals for 
enhanced MCAH services?  

• submit or support proposals for private foundation grants for 
enhanced MCAH services?  

• routinely review interagency agreements for effectiveness and 
meet with professional organizations and other local agencies to 
assess needs and capacity-building opportunities?  

• routinely assess system barriers and successes and develop 
strategies for making improvements?  

 

 
   
 
             
      1      2     3     4 
 
1=weak…....4=strong 
 

      

7.1.6   Do you actively participate in appropriate provider 
enrollment procedures and provision of services for 
new enrollees? 

 
For example:  
Does the local MCAH program, including other agencies that contribute 
to the health and well-being of the MCAH population, 

• update their enrollment screening protocols to comply with state 
MCAH program requirements?   

• oversee CPSP provider enrollment procedures and ensure 
compliance with program requirements?     

• interact with eligibility workers administering Medi-Cal 
enrollment protocols?  

• develop guides and/or other materials and protocols for 
assisting consumers in navigating the health care system?   

 

 
 
 
 
               
      1      2     3     4 
 
1=weak…....4=strong 
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   Assessment of Essential Service #7 Process Indicators (continued) 
 
Essential Service #7:   Link women, children, and youth to health and other community and family services, and assure access to 
comprehensive, quality systems of care. 

Process Indicator Level of Adequacy Notes 
7.2 Coordinate a system of comprehensive care 
Key Idea: 
— Provide leadership and oversight 

7.2.1   Do you provide leadership and resources for a 
system of case management and coordination of 
services?  

 
For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the MCAH population, 

• work with community service providers and health plan 
administrators to develop contracts that link and coordinate 
health services?  

• compile and distribute information on best practices of case 
management and coordination of services across localities?  

 

 
 
  
               
      1      2     3     4 
 
1=weak……...4=strong 
 

      

7.2.2   Do you provide leadership and oversight for systems 
of risk-appropriate perinatal and children’s care? 

 
For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the MCAH population, 

• support the establishment of cross-agency review teams?  
• support and promote the routine evaluation of systems of risk-

appropriate perinatal and children’s care?  

 
 
 
   
               
      1      2     3     4 
 
1=weak……...4=strong 
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SWOT Analysis for Essential Service #7:  Link women, children, and youth to health and other community and family 
services, and assure access to comprehensive, quality systems of care. 
 
Strengths (e.g., human, fiscal, or technological resources; 
social/political factors; demographic trends; past and current 
federal involvement/activities; state-local relationships, 
organizational culture, organizational structure) 
 
      
 
 
 
 
 
 
 
 
 
 
 
 
 
Opportunities: (e.g., human, fiscal, or technological 
resources; statutory/regulatory changes; community/business 
resources; social/political changes, technological 
developments) 
 
     

 
Weaknesses: (e.g., human resources; budgetary restrictions 
and fiscal resources; technological resources; state-local 
relationships; organizational culture; organizational structure) 
 
 
      
 
 
 
 
 
 
 
 
 
 
 
 
 
Threats: (e.g., statutory/regulatory change; organizational 
change/reorganization; social/political factors; demographic 
trends) 
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Assessment of Essential Service #8:   Assure the capacity and competency of the public health and personal health* 
workforce to effectively and efficiently address maternal and child health needs. 
 
Instructions 
 
The audience for this tool is the local MCAH system, which includes not only the local MCAH program but also other organizations that contribute to 
the health and well-being of the MCAH population in the jurisdiction.  These may include the local health department, other governmental agencies, 
healthcare providers, human service organizations, schools, community based organizations, youth development organizations, and many others. 
 
The Process Indicators are used to identify the current levels of performance for each of the 10 MCAH Essential Services.  First, read through the 
entire list of Process Indicators for this Essential Service.  After reading through the entire list, for each Process Indicator: 
 

1) Discuss the Process Indicator and mark the response category that best reflects how adequately your local MCAH system performs the 
function based on a 4-point scale with “1” to mean weak or minimal level of adequacy and “4” to mean strong or optimal level of adequacy.   

 
The following critical points will help the assessment team interpret indicators and reach consensus: 
• Assess adequacy in terms of “where you are at” (taking into consideration the contributions of other agencies in the MCAH system) 

in terms of carrying out the Essential Service.  A rating of “4” means that your local MCAH system has the capacity to address that 
component.  Likewise, a low rating indicates your MCAH system needs additional staff and/or resources to perform that component.  
This is a self-assessment where there are no right or wrong answers, and your jurisdiction will not be ranked against other jurisdictions.  
The value of the mCAST-5 lies in the discussion it stimulates and does not rely heavily upon the adequacy ratings.  

• Suggested points for discussion, or examples, are provided below each Process Indicator.  These questions are intended as 
discussion guides only, not as checklists, and some questions apply to more than one Process Indicator.  Discussions should not 
focus exclusively on these suggested questions, as they do not necessarily represent all of the elements that must be in place for 
adequate performance.  If deliberations tend to be focused exclusively on the questions listed, try skipping them and referring only to 
the indicators themselves.  

• The CAST-5 tool was developed for use by programs operating under a broad range of circumstances.  Some terms/examples may 
not apply to your local MCAH system.  Skip those questions and continue to the next component. 

 
2) In the “Notes” box, record notes from the discussion that will inform your SWOT analysis.  You may also record other comments or alternate 

viewpoints, as appropriate.    
 
3) The SWOT analysis is the main focus of the capacity assessment.  Identify the strengths, weaknesses, opportunities, and threats 

(SWOT) that are relevant to performing or improving the specified function and record them on the last page of the worksheet for this 
Essential Service.  Examples of factors to consider are provided for each component of the analysis.  List concrete examples in the SWOT 
as it relates to the Essential Service being assessed.  
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  Local MCAH Jurisdiction: ______________________________________ 
 
  Assessment of Essential Service #8 Process Indicators 
 

Essential Service #8:   Assure the capacity and competency of the public health and personal health* workforce to effectively and 
efficiently address maternal and child health needs. 
Process Indicator Level of Adequacy Notes 

8.1 Capacity 
Key Ideas: 
— Assure workforce capacity and distribution 
— Assure competency across a wide range of skill areas (e.g., technical, cultural, content-related) 
8.1.1   Do you develop and enhance formal and informal 

relationships with outside analysts, such as 
students of public health schools or professionals 
from other agencies, to enhance local public agency 
analytic capacity? 

For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH population,  

• collaborate with outside analysts to conduct analyses as a 
part of needs assessment, program planning, evaluation, or 
other planning cycle activities?  

• seek out internship/practicum students for mentoring and 
collaboration?  

• seek out and support academic partnerships with professional 
schools in the state (e.g., joint appointments, adjunct 
appointments, Memoranda of Understanding between the 
agency and the school, sabbatical placements)?  

• provide leadership opportunities for outside analysts in areas 
where their expertise can provide insight, direction, or 
resources?  

 
 
 
 
 
               
      1      2     3     4 
 
1=weak……..4=strong 
 
 

      

8.1.2   Do you monitor the numbers, types, and skills of 
the MCAH labor force available at the local level?  

For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH population,  

• assess existing workforce size, skills and experience? 
• collaborate with universities/schools/professional 

organizations to identify education and training needs and 
encourage opportunities for workforce development? 

• regularly obtain updated workforce data? 

 
 
 
 
               
      1      2     3     4 
 
1=weak……..4=strong 
 

      
 

   
  *This refers to professionals who provide health-related services to individuals on a one-on-one basis.  
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  Assessment of Essential Service #8 Process Indicators (continued) 
 

Essential Service #8:   Assure the capacity and competency of the public health and personal health* workforce to effectively and 
efficiently address maternal and child health needs. 

Process Indicator Level of Adequacy Notes 
8.1.3   Do you monitor provider and program 

distribution throughout the LHJ?  
For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population,  

• maintain or have access to a complete resource 
inventory of relevant programs and providers reaching 
MCAH populations?  

• assess the geographic coverage/availability of programs 
and providers? 

 
 
 
 
               
      1      2     3     4 
 
1=weak……..4=strong 
 
 

      

8.1.4   Do you integrate information on workforce and 
program distribution with ongoing health status 
needs assessment in order to address identified 
gaps and areas of concerns? 

For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population,  

• consider workforce capacity to address identified needs 
in the five year needs assessment?  

• consider workforce gaps as part of ongoing program 
planning?  

 
 
 
 
 
               
      1      2     3     4 
 
 
1=weak……..4=strong 

      

8.1.5   Do you create financial and/or other incentives 
and program strategies to address identified 
clinical professional and/or public health 
workforce shortages?  

For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population,  

• provide financial and/or other incentives to encourage a 
career in public health?  

• actively recruit graduates of public health and other 
professional schools?  

 

 
  
 
 
               
      1      2     3     4 
 
1=weak……..4=strong 
 
 

      

 
  *This refers to professionals who provide health-related services to individuals on a one-on-one basis.  
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   Assessment of Essential Service #8 Process Indicators (continued) 
 

Essential Service #8:   Assure the capacity and competency of the public health and personal health* workforce to effectively and 
efficiently address maternal and child health needs. 

Process Indicator Level of Adequacy Notes 
8.2 Competency 
Key Ideas: 
— Provide and support continuing professional education 
— Participate in pre-service and in-service training 
8.2.1   Do you make available and/or support 

continuing education on clinical and public 
health skills, emerging MCAH issues, and other 
topics pertaining to MCAH populations (e.g., 
cultural competence, availability of ancillary 
services and community resources, the 
community development process)? 

For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population,  

• collaborate with state professional associations, 
universities, and others in providing continuing 
education courses (face-to-face or distance learning)?  

• provide training, workshops, or conferences for local 
public health professionals and others on key emerging 
MCAH issues?  

• provide or support in-service training for program staff?  
 

 
 
 
 
 
               
      1      2     3     4 
 
1=weak……..4=strong 
 
 

      

8.2.2    Do you play a leadership role in establishing 
professional  competencies for  MCAH 
programs?  

For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population,  

• collaborate with LHJ personnel/human resources in 
establishing job competencies, qualifications, and hiring 
policies?  

• include job competencies and qualifications in contract 
requirements with local agencies and in Title V grants to 
community-based organizations and others?  

 
 
 
 
 
               
      1      2     3     4 
 
1=weak……..4=strong 
 
 

      

 
  *This refers to professionals who provide health-related services to individuals on a one-on-one basis.  
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   SWOT Analysis for Essential Service #8: Assure the capacity and competency of the public health and personal health*    

workforce to effectively and efficiently address maternal and child health needs. 
 

Strengths (e.g., human, fiscal, or technological resources; 
social/political factors; demographic trends; past and current 
federal involvement/activities; state-local relationships, 
organizational culture, organizational structure) 
 
      
 
 
 
 
 
 
 
 
 
 
 
 
Opportunities: (e.g., human, fiscal, or technological 
resources; statutory/regulatory changes; community/business 
resources; social/political changes, technological 
developments) 
 
      
 
 
 
 
 
 
 
 
 
 
*This refers to professionals who provide health-related services to 
individuals on a one-on-one basis.  

Weaknesses: (e.g., human resources; budgetary restrictions 
and fiscal resources; technological resources; state-local 
relationships; organizational culture; organizational structure) 
 
      
 
 
 
 
 
 
 
 
 
 
 
 
 
Threats: (e.g., statutory/regulatory change; organizational 
change/reorganization; social/political factors; demographic 
trends) 
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Assessment of Essential Service #9:   Evaluate the effectiveness, accessibility, and quality of personal health and population-
based maternal, child and adolescent health services. 
 
Instructions 
 
The audience for this tool is the local MCAH system, which includes not only the local MCAH program but also other organizations that contribute to 
the health and well-being of the MCAH population in the jurisdiction.  These may include the local health department, other governmental agencies, 
healthcare providers, human service organizations, schools, community based organizations, youth development organizations, and many others. 
 
The Process Indicators are used to identify the current levels of performance for each of the 10 MCAH Essential Services.  First, read through the 
entire list of Process Indicators for this Essential Service.  After reading through the entire list, for each Process Indicator: 
 

1) Discuss the Process Indicator and mark the response category that best reflects how adequately your local MCAH system performs the 
function based on a 4-point scale with “1” to mean weak or minimal level of adequacy and “4” to mean strong or optimal level of adequacy.   

 
The following critical points will help the assessment team interpret indicators and reach consensus: 

• Assess adequacy in terms of “where you are at” (taking into consideration the contributions of other agencies in the MCAH 
system) in terms of carrying out the Essential Service.  A rating of “4” means that your local MCAH system has the capacity to 
address that component.  Likewise, a low rating indicates your MCAH system needs additional staff and/or resources to perform that 
component.  This is a self-assessment where there are no right or wrong answers, and your jurisdiction will not be ranked against 
other jurisdictions.  The value of the mCAST-5 lies in the discussion it stimulates and does not rely heavily upon the adequacy 
ratings.  

• Suggested points for discussion, or examples, are provided below each Process Indicator.  These questions are intended as 
discussion guides only, not as checklists, and some questions apply to more than one Process Indicator.  Discussions should not 
focus exclusively on these suggested questions, as they do not necessarily represent all of the elements that must be in place for 
adequate performance.  If deliberations tend to be focused exclusively on the questions listed, try skipping them and referring only to 
the indicators themselves.  

• The CAST-5 tool was developed for use by programs operating under a broad range of circumstances.  Some terms/examples may 
not apply to your local MCAH system.  Skip those questions and continue to the next component. 

 
2) In the “Notes” box, record notes from the discussion that will inform your SWOT analysis.  You may also record other comments or alternate 

viewpoints, as appropriate.    
 
3) The SWOT analysis is the main focus of the capacity assessment.  Identify the strengths, weaknesses, opportunities, and threats 

(SWOT) that are relevant to performing or improving the specified function and record them on the last page of the worksheet for this 
Essential Service.  Examples of factors to consider are provided for each component of the analysis.  List concrete examples in the SWOT 
as it relates to the Essential Service being assessed.  
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   Local MCAH Jurisdiction: _____________________________________ 
 
   Assessment of Essential Service #9 Process Indicators 
 

Essential Service #9:   Evaluate the effectiveness, accessibility, and quality of personal health and population-based maternal, child 
and adolescent health services. 

Process Indicator Level of Adequacy Notes 
9.1 Do you support and/or assure routine monitoring 

and structured evaluations of MCAH services and 
programs? 

 
For example:  

• Are routine process evaluations built into the planning, 
implementation, and funding cycles of local MCAH 
programs?  

• Are routine outcome evaluations built into the planning, 
implementation, and funding cycles of local MCAH 
programs?  

Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population,  

• have contracts with local providers that require 
monitoring and evaluation strategies?  

• identify gaps in the provision of MCAH services and 
programs? 

• establish criteria (goals, quality standards, target rates, 
etc.) to evaluate MCAH services and programs? 

 
 

 
 
 
               
      1      2     3     4 
 
1=weak……..4=strong 
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   Assessment of Essential Service #9 Process Indicators (continued) 
 

Essential Service #9:   Evaluate the effectiveness, accessibility, and quality of personal health and population-based maternal, child 
and adolescent health services. 

Process Indicator Level of Adequacy Notes 
9.2 Do you collaborate with local or community 

based organizations in collecting and analyzing 
data on consumer satisfaction with 
services/programs and on perceptions of health 
needs, access issues, and quality of care? 

For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population,  

• allocate and/or advocate for funding for state and local 
efforts to collect information on consumer satisfaction 
with services and/or programs?  

• allocate and/or advocate for funding for state and local 
efforts to collect information on community constituents’ 
perceptions of health and health services systems 
needs?  

• assist localities in study design, data collection, and 
analysis (including surveys, focus groups, town 
meetings, and other mechanisms) for the purpose of 
obtaining community input on programs and services?  

• regularly receive and use input from an advisory 
structure(s) composed of parents, community members, 
and/or other constituents?  

 

 
 
 
               
      1      2     3     4 
 
1=weak……..4=strong 
 
 
 

      

9.3 Do you perform comparative analyses of 
programs and services? 

For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population,  

• perform analyses comparing the effectiveness of 
programs/services across different populations or 
service arrangements?  

• compare local data on program effectiveness with data 
from other health jurisdictions or the state as a whole?  

 
               
      1      2     3     4 
 
1=weak……..4=strong 
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Assessment of Essential Service #9 Process Indicators (continued) 
 

Essential Service #9:   Evaluate the effectiveness, accessibility, and quality of personal health and population-based maternal, child and 
adolescent health services. 

Essential Service Indicator Level of Adequacy Notes 
9.4 Do you disseminate information about the 

effectiveness, accessibility, and quality of personal 
health and population-based MCAH services?  

For example:  
Does the local MCAH program, including other agencies that contribute 
to the health and well-being of the local MCAH population,  

• report the results of monitoring and evaluation activities to 
program managers, policy-makers, communities, and 
families/consumers?  

• disseminate information on “best practices” in the local 
jurisdiction, other LHJs or the state?  

 

 
 
               
      1      2     3     4 
 
1=weak……..4=strong 
 

      

9.5 Do you use data for quality improvement at the state 
and local levels?  

For example:  
Does the local MCAH program, including other agencies that contribute 
to the health and well-being of the local MCAH population,  

• provide data to local agencies for quality improvement 
activities?  

• communicate to local agencies about national, state, or local 
(public and/or non-governmental) quality improvement efforts, 
activities, or resources?  

• translate information from evaluation activities and best 
practices reports into local-level programs and policies to 
improve services and programs? 

 
 
               
      1      2     3     4 
 
1=weak……..4=strong 
 

      

9.6 Do you assume a leadership role in disseminating 
information on private sector MCAH outcomes? 

For example:  
Does the local MCAH program, including other agencies that contribute 
to the health and well-being of the local MCAH population,  

• identify a core set of indicators for monitoring the outcomes of 
private providers?  

• “come to the table” in discussions with insurance agencies, 
provider plans, etc. about the use of these MCAH outcome 
indicators in their own assessment tools?  

 

 
 
 
               
      1      2     3     4 
 
1=weak……..4=strong 
 

      



Worksheet D: mCAST-5 Instrument 9 

84  

SWOT Analysis for Essential Service #9:  Evaluate the effectiveness, accessibility, and quality of personal health and 
population-based maternal, child and adolescent health services. 
 
Strengths (e.g., human, fiscal, or technological resources; 
social/political factors; demographic trends; past and current 
federal involvement/activities; state-local relationships, 
organizational culture, organizational structure) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Opportunities: (e.g., human, fiscal, or technological 
resources; statutory/regulatory changes; community/business 
resources; social/political changes, technological 
developments) 
 
 
 
 
 
 
 

 
Weaknesses: (e.g., human resources; budgetary restrictions 
and fiscal resources; technological resources; state-local 
relationships; organizational culture; organizational structure) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Threats: (e.g., statutory/regulatory change; organizational 
change/reorganization; social/political factors; demographic 
trends) 
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Assessment of Essential Service #10:  Support research and demonstrations to gain new insights and innovative solutions to 
maternal child and adolescent health-related problems. 
 
Instructions 
 
The audience for this tool is the local MCAH system, which includes not only the local MCAH program but also other organizations that contribute to 
the health and well-being of the MCAH population in the jurisdiction.  These may include the local health department, other governmental agencies, 
healthcare providers, human service organizations, schools, community based organizations, youth development organizations, and many others. 
 
The Process Indicators are used to identify the current levels of performance for each of the 10 MCAH Essential Services.  First, read through the 
entire list of Process Indicators for this Essential Service.  After reading through the entire list, for each Process Indicator: 
 

1) Discuss the Process Indicator and mark the response category that best reflects how adequately your local MCAH system performs the 
function based on a 4-point scale with “1” to mean weak or minimal level of adequacy and “4” to mean strong or optimal level of adequacy.   

 
The following critical points will help the assessment team interpret indicators and reach consensus: 

• Assess adequacy in terms of “where you are at” (taking into consideration the contributions of other agencies in the MCAH 
system) in terms of carrying out the Essential Service.  A rating of “4” means that your local MCAH system has the capacity to 
address that component.  Likewise, a low rating indicates your MCAH system needs additional staff and/or resources to perform that 
component.  This is a self-assessment where there are no right or wrong answers, and your jurisdiction will not be ranked against 
other jurisdictions.  The value of the mCAST-5 lies in the discussion it stimulates and does not rely heavily upon the adequacy 
ratings.  

• Suggested points for discussion, or examples, are provided below each Process Indicator.  These questions are intended as 
discussion guides only, not as checklists, and some questions apply to more than one Process Indicator.  Discussions should not 
focus exclusively on these suggested questions, as they do not necessarily represent all of the elements that must be in place for 
adequate performance.  If deliberations tend to be focused exclusively on the questions listed, try skipping them and referring only to 
the indicators themselves.  

• The CAST-5 tool was developed for use by programs operating under a broad range of circumstances.  Some terms/examples may 
not apply to your local MCAH system.  Skip those questions and continue to the next component. 

 
2) In the “Notes” box, record notes from the discussion that will inform your SWOT analysis.  You may also record other comments or alternate 

viewpoints, as appropriate.    
 
3) The SWOT analysis is the main focus of the capacity assessment.  Identify the strengths, weaknesses, opportunities, and threats 

(SWOT) that are relevant to performing or improving the specified function and record them on the last page of the worksheet for this 
Essential Service.  Examples of factors to consider are provided for each component of the analysis.  List concrete examples in the SWOT 
as it relates to the Essential Service being assessed.  
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   Local MCAH Jurisdiction: ________________________________________ 
 

   Assessment of Essential Service #10 Process Indicators 
 

Essential Service #10:  Support research* and demonstrations to gain new insights and innovative solutions to maternal child and 
adolescent health-related problems. 

Process Indicator Level of Adequacy Notes 
10.1 Do you encourage staff to develop new solutions     to 

MCAH-related problems in Local Health Jurisdictions 
(LHJ)? 

For example:  
Does the local MCAH program, including other agencies that contribute to the 
health and well-being of the local MCAH population,  

• provide time and/or resources for staff to pilot test, review 
best/promising practices or conduct studies to determine better 
solutions? 

• identify activities and barriers to the implementation of better solutions 
to health-related problems? 

• implement activities most likely to improve maternal, child, and 
adolescent health-related conditions? 

 
               
      1      2     3     4 
 
1=weak…..…..4=strong 
 

 

10.2 Do you serve as a source for expert consultations     to 
MCAH research endeavors at the local level? 

For example:  
Is the local MCAH program, including other agencies that contribute to the 
health and well-being of the local MCAH population,  

• viewed by local agencies and organizations as a leading and important 
source of information on MCAH population characteristics (e.g., health 
status, health service use, access to care)?  

• consulted by other agencies when they plan MCAH research?  

 
               
      1      2     3     4 
 
1=weak….…...4=strong 
 
 

      

10.3 Do you conduct and/or provide resources for state and local 
studies of MCAH issues/priorities? 

For example:  
Does the local MCAH program, including other agencies that contribute to the 
health and well-being of the local MCAH population,  

• provide resources for local demonstration projects and special studies 
of longstanding and/or emerging MCAH problems?  

• respond to RFAs or otherwise seek funding for state and local studies? 
• participate in demonstrations and “best practices” research beyond the 

LHJ boundaries?  
• coordinate multi-site studies within the state?  

 
 
               
      1      2     3     4 
 
1=weak….…...4=strong 
 

      

 
*This refers to systematic information gathering and analyses. 
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SWOT Analysis for Essential Service #10:  Support research* and demonstrations to gain new insights and innovative 
solutions to maternal child and adolescent health-related problems. 
 
Strengths (e.g., human, fiscal, or technological resources; 
social/political factors; demographic trends; past and current 
federal involvement/activities; state-local relationships, 
organizational culture, organizational structure) 
      
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Opportunities: (e.g., human, fiscal, or technological 
resources; statutory/ regulatory changes; community/business 
resources; social/political changes, technological 
developments) 
 
      
 
 
 
 
 
 
 
 
 
 
*This refers to systematic information gathering and analyses. 

 
Weaknesses: (e.g., human resources; budgetary restrictions 
and fiscal resources; technological resources; state-local 
relationships; organizational culture; organizational structure) 
 
 
      
 
 
 
 
 
 
 
 
 
 
 
 
 
Threats: (e.g., statutory/regulatory change; organizational 
change/reorganization; social/political factors; demographic 
trends) 
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MCAH Capacity Needs Worksheet 
 

Part A (Optional).  The intent of this step is to identify from the list of Capacity Needs identified through 
the mCAST-5 a set of priority areas to address in the near term.  Given the local context (e.g., funding cuts, 
hiring freezes, political will…) how realistic is it to focus on this capacity need?  See Section 9 of the 
guidelines for instructions on completing this worksheet. 
 
MCAH Jurisdiction: _____________________________________ 

 

Capacity Need  

Importance 
5=high 
3=moderate 
1=low  

Minimal 
Cost 
5=high 
3=moderate 
1=low  

Minimal 
Time 
5=high 
3=moderate 
1=low  

Commitment 
5=high 
3=moderate 
1=low  

Feasibility 
5=high 
3=moderate 
1=low  

Total 
Points

Priority 
Ranking
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Part B (Required).  Copy the top 5 to 10 capacity needs (e.g., as ranked in Part A above) and 
provide your analysis below.  Bulleted points are preferred over narrative descriptions. 
 
MCAH Jurisdiction: __________________________________ 

 
 

Capacity Need 

How this capacity 
could be improved 
(include any short 
term or long term 
strategies) 

Potential challenges 
on improving this 
capacity (e.g., impact 
on local MCAH 
services, stakeholder 
concerns, availability 
of resources) 

How other local 
organizations, local 
jurisdictions, or the 
State MCAH Program 
can help improve this 
capacity 
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Training Date Location

Getting Ready for the Title V 5 Year Needs Assessment: 
Using FHOP Data Sources April 16, 2008 Sacramento

Getting Ready for the Title V 5 Year Needs Assessment: 
Using FHOP Data Sources July 14, 2008 San Diego

Reporting on the 27 MCAH required Health Status 
Indicators and the use of Worksheet B September 16, 2008 Teleconference

Reporting on the 27 MCAH required Health Status 
Indicators and the use of Worksheet B September 24, 2008 Teleconference

Reporting on the 27 MCAH required Health Status 
Indicators and the use of Worksheet B October 1, 2008 Teleconference

Completing Capacity Assessment October 15, 2008 Teleconference

Completing Capacity Assessment November 5, 2008 Teleconference

Completing Capacity Assessment November 20, 2008 Teleconference

Completing Prioritization Tables for Indicators and 
Capacity Needs April 8, 2009 Teleconference

Completing Prioritization Tables for Indicators and 
Capacity Needs April 14, 2009 Teleconference

Completing Prioritization Tables for Indicators and 
Capacity Needs April 22, 2009 Teleconference

FHOP Needs Assessment Training Sessions for Local Health Jurisdictions
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Presented at the MCAH Action Meeting
on May 20, 2008

3
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Title V Local MCAH Jurisdiction Five Year 
Needs Assessment Overview

5

• Overview of the Title V Needs Assessment Process

• Gain a better understanding of the Ten Public Health Essential 
Services Framework

• Review the guidelines for the 2010-2014 Local Needs Assessment

• Provide an overview of the local capacity assessment process

• Discuss availability of technical assistance and other resources
available to assist local health jurisdictions in conducting their 
needs assessment

Today’s Learning Objectives

6

Title V Maternal and Child Health Block Grant

• Primary source of federal support for improving the health and well-
being of mothers and children  

• Title V MCH Block Grant reporting requirements mandate 
completion of an annual report/application that specifies: 
– needs of the State MCH population 
– programs and policies implemented to meet those needs
– monitor progress toward achieving federal and state performance 

outcome measures
– management/expenditure of funds

• Every five years a comprehensive statewide needs assessment 
must be conducted of the MCH population
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7

Needs Assessment Conceptual Framework

• Decentralize statewide needs assessment process by 
having each local jurisdiction conduct a needs assessment

• Key Goals
1. Build local jurisdiction needs assessment capacity
2. Obtain extensive stakeholder input at the local level
3. Identify “needs” that may have been missed by only 

analyzing state level information
4. Focus local MCAH efforts by having each jurisdiction 

identifying priority areas they will focus on during the next 
five years

8

Major MCAH Needs Assessment Components

• Have local jurisdictions conduct a needs assessment

• State Title V Agency summarize local level needs and priorities
– Provide summary to local jurisdictions and stakeholders

• Analyze both local jurisdiction qualitative information and 
statewide quantitative epidemiologic data

• Assess State Title V Agency capacity

• Involve external stakeholders, state administrators, and State 
Title V agency staff in the prioritization of needs

• Obtain public input on needs assessment report

9

Focus of Needs Assessment

• 2005-2009 Needs Assessment
– Capacity assessment conducted, but major focus was on 

identifying MCAH population needs and establishing priorities.

• 2010-2014 Needs Assessment
– Review and update as needed identification of MCAH population 

needs and priorities
– Major focus will be on assessing local and State MCAH program 

capacity to carry out the delivery of the 10 essential public health 
services to the MCAH population

• Identify gaps and ways to address the gaps
• Identify areas of strength, including where we can coordinate and 

maximize resources
• Articulate to decision-makers the status of MCAH public health 

capacity

10

Orientation to the Essential Public Health 
Services & 10 MCAH Essential Services

11

A Little History…

• Three core functions (1988 IOM Report)
– Assessment 
– Policy Development
– Assurance

• Core Functions Steering Committee 
(1994)
– Public Health in America statement

12

Essential Public Health Services

• Developed by the Core Public Health 
Functions Steering Committee (1994)

• Used as a foundation for the National 
Public Health Performance Standards 
Program (NPHPSP) instruments

• Provides a foundation for any public 
health activity
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13

Essential Services of Public Health

• Monitor health status
• Diagnose and investigate 
• Inform, educate, and empower
• Mobilize community partnerships
• Develop policies and plans
• Enforce laws and regulations
• Link people to needed services / assure care
• Assure a competent workforce
• Evaluate health services
• Research

14

15

EPHS for the MCAH population

• Special vulnerability of women, infants, 
children and adolescents recognized 
as early as 1912

• Consensus document on core public 
health functions in the context of 
MCAH developed by:
MCHB AMCHP NACCHO
CityMatCH ASTHO JHU-CAHPC

16

The EPHS for MCAH “in English”

1. Assess and monitor maternal and child health status to 
identify and address problems (Or “what’s going on in our 
state/community?  Do we know how healthy women, 
children and adolescents are?”)

2. Diagnose and investigate health problems and health 
hazards affecting women, children and youth (Or “Are we 
ready to respond to health problems or threats?  How 
quickly do we find out about problems?  How effective is our 
response?”)

3. Inform and educate the public and families about maternal 
and child health (Or “How well do we keep all people and 
segments of our state informed about maternal and child 
health issues?”)

17

The EPHS for MCAH “in English”

4. Mobilize community partnerships between policymakers, 
health care providers, families, the general public and others 
to identify and solve maternal and child health problems (Or 
“How well do we really get people and organizations engaged 
in health issues?”)

5. Provide leadership for priority-setting, planning, and policy 
development to support community efforts to assure the 
health of women, children, youth and their families (Or “What 
policies promote maternal and child health in California?  How 
effective are we in planning and in setting health policies?”)

6. Promote and enforce legal requirements that protect the 
health and safety of women, children and youth and ensure 
public accountability for their well-being (Or “When we 
enforce health regulations are we up-to-date, technically 
competent, fair and effective? Does the public view MCAH as 
a community priority?)

18

The EPHS for MCAH “in English”

7. Link women, children and youth to health and other community 
and family services, and assure access to comprehensive care  
(Or “Are women ,children and youth receiving the medical care 
they need?”)

8. Assure the capacity and competency of the public health and 
personal health workforce to effectively address maternal and 
child health (Or “Do we have a competent public health staff?  
How can we be sure that our staff stays current?”)

9. Evaluate the effectiveness, accessibility and quality of personal 
health and population-based maternal and child health services  
(Or “Are we doing any good?  Are we doing things right?  Are we 
doing the right things?”)

10. Support research and demonstration to gain new insights and 
innovative solutions to maternal and child health-related problems  
(Or “Are we discovering and using new ways to get the job 
done?”)
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Title V Local MCAH Jurisdiction Needs 
Assessment Guidelines 2010-2014

20

Learning Objectives

• Significance of the Local Needs 
Assessment

• Identify Sections of the 2010-2014 Needs 
Assessment report

• Bonus Feature: The Making Of…

21

Needs Assessment: Definition

– Systematic collection and examination 
of information to make decisions to 
formulate a plan for the next steps 
leading to public health action (CDC)

• Inclusiveness of process
• Rigor of data collection and analyses
• Integration of findings

22

Top Ten Reasons for Conducting a Needs 
Assessment

10: Conducting a Needs Assessment is fun (yeah, right!).
9:   You like waking up in the middle of the night and the 2010-2014    

Needs Assessment Guidelines is an excellent late-night reading 
material.

8: Local MCAH Directors who conduct a local Needs Assessment 
are really smart, solve problems and love chocolate.  At least 
one is correct for any given time.   

7:   It will look good on your resume.
6.   Your local Needs Assessment report will impress your 

colleagues in other agencies, departments and divisions.
5:   It will help you pass any programmatic audit.
4:   You get an opportunity to meet colleagues and network.
3:   It provides an opportunity to collaborate.
2:   To understand the state of the art as MCAH moves to core 

public health functions.
1:   To provide a clear, evidence-based guidance for strategic 

planning and allocating resources in the next five years.

23

Deconstructing the Needs Assessment

Main components:
– Re-examining health priorities

• Analysis of 27 health status indicators
• Analysis of other health indicators
• Qualitative information

– Capacity assessment 
• Capacity of the MCAH system

– Stakeholder input
• 10 MCAH Essential Services

– New tool: modified Capacity Assessment for State 
Title V (mCAST-5) (10 instruments)

24

Needs Assessment Report

• Twenty pages maximum
• Long narratives are not necessary
• Use tables and bullets whenever 

possible
• Maximize your resources

– FHOP
– Peers
– Nurse consultants

• Report Due Date: JUNE 30, 2009
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Stakeholders: A Vital Resource

• Significance
– To gain knowledge and insights from multiple perspectives   

who provide and/or benefit from MCAH services 
– To engage them in visioning and planning 
– To promote community ownership of identified problems
– To build foundation of trust for future collaborations
– To create compatible objectives for health promotion 

activities among agencies working on a particular problem
– To identify and mobilize community expertise and 

leadership

• Stakeholder input
– Required for capacity assessment process
– Optional for all other sections

26

Technical Assistance

– Website www.ucsf.edu/fhop
• Electronic version of guidelines, worksheets, 

attachments, and mCAST-5 tool
• Data for the 27 health status indicators
• Electronic version of 2004 needs assessments
• Planning guide and other tools

– Training and on-going assistance
– Point of contact
– Feedback on draft assessments
– Newsletter

27

2010-2014 Local Needs Assessment Report

1. Summary/Executive Report 
2. Mission Statement and Goals 
3. Planning Group and Process (Optional)
4. Community Health Profile 
5. Health Status Indicators 
6. Local MCAH Problems/Needs
7. MCAH Priorities 
8. Capacity Assessment 
9. MCAH Capacity Needs 
10. MCAH Capacity Assets (Optional)

28

Comparison of 2004 and 2009 
Local Needs Assessment

Contents 2005-2009 Needs 
Assessment 

2010-2014 Needs 
Assessment 

Executive Summary Yes Yes 
Planning Group Yes Optional 
Stakeholder Input Yes Required for mCAST-5; 

optional for all other sections 
Mission Statement & Goals Yes Yes; can update last 

assessment 
Community Health Profile Yes Yes; can update last 

assessment 
Community Resources 
Assessment 

Yes No 

27 Health Status Indicators Yes Yes; new analysis required, 
more user-friendly worksheet 

Other Health Status Indicators Optional Optional 
Problems/Needs Yes Yes; can update last 

assessment 
Priorities Yes Yes; suggested worksheet, 

can update last assessment 
Problem Analysis Yes No 
Capacity Assessment Yes New tool – mCAST-5 
Capacity Needs No Yes; suggested worksheet 
Capacity Assets No Optional 

 

29

Section 1: Summary/Executive Report
(1-2 pages)

• Brief description of process
• Highlights of 27 health status indicators
• Highlights of capacity needs
• Brief description of emerging issues

Purpose: To provide readers with a 
summary of key points of your local 
needs assessment

30

Section 2: Mission Statement and Goals
(1 page)

• State the mission and goals
• Describe how they were developed

Purpose: To communicate the purpose 
and vision of your MCAH program to  
your stakeholders and to the public
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Section 3: Planning Group and Process 
(Optional) (1 page; Worksheet A)

Planning group vs. Stakeholder group
– Planning group

• Includes individuals whose interests, expertise, and experience 
represent broad range of MCAH issues

• Same group of individuals would be involved in process 
planning and decision making

• Optional

• Describe planning group and how it was 
recruited/selected

• Briefly describe the planning process

Purpose: To partner with public health leaders and 
experts to create an inclusive needs assessment 
process

32

Section 3: Planning Group and Process 
(Optional) (1 page; Worksheet A)

Worksheet A: MCAH Stakeholder Input Worksheet (p. 28)
- Required for mCAST-5
- Complete if you used stakeholders in other sections (optional)

Sector Represented – Code Description 
A       State/local health department (internal partner within agency) 
B       Other state/local agency (Social Services, Education, Justice, Board of Supervisors) 
C       Health provider (dentist, nurse, doctor, nutritionist, counselor, promotora, outreach worker) 
D       Individual or family (community member unaffiliated with any organized community agency) 
E       Community-based organization (local, non-profit organizations) 
F       State or nationally affiliated non-profit organization (local chapter of MOD, ACS, foundation) 
G      School, academia (PTA, School Board, university) 
H       Professional organization/association (AMA, ADA, ACOG, etc.) 
I        Faith-based organization (ministry, church group) 
J       Other (trade and business sector, media and communications, marketing) 

33

Section 4: Community Health Profile
(2-6 pages)

• Describe how your program functions within 
local public health department

• Describe how your programs functions within 
local MCAH system

• Describe your jurisdiction
• Describe stakeholder input, if it was obtained 

(optional)

Purpose: To provide a broad context of the 
community and how local MCAH program operates 
within the local public health infrastructure

34

List of 27 Health Indicators

Proportion of Women (Age 15 to 44) with Adequate Prenatal Care (Kotelchuck Index)14

Percent Prenatal Care in First Trimester (Live Births)13

Death Rate per 100,000 (Ages 1 to 14 and 15 to 19)12

Infant Death Rate per 1,000 Live Births (Birth to 1 Year)11

Post-Neonatal Death Rate per 1,000 Live Births (> 28 Days to 1 Year)10

Neonatal Death Rate per 1,000 Live Births (Birth to < 28 days)9

Perinatal Death Rate8

Percent of Teen Births to Women Who Were Already Mothers7

Percent of Births Occurring within 24 Months of a Previous Birth (Entire Population by Age)6

Percent Preterm Births (< 37 Wks Gestation)5

Percent Very Low Birth Weight (Live Births) 4

Percent Low Birth Weight (Live Births)3

Teen Birth Rate per 1,000 Females (Ages 10 to 14, 15 to 17, 18 to 19)2

Fertility Rates per 1,000 Females (Ages 15 to 44)1

35

List of 27 Health Indicators (continued)

Percent of Females (Ages 18 or Older) Reporting Intimate Partner Physical Abuse in Last 12 Mos.27

Percent of Children (Ages 0 to 19) Living in Poverty26

Number of Children Living in Foster Care for Selected Month (July)25

Rate of Non-Fatal Injuries Due to Motor Vehicle Accidents (Ages 0 to 14 and 15 to 24)24

Rate of Hospitalizations for All Non-Fatal Injuries by Age Group (Ages 0 to 14 and 15 to 24)23

Rate of Children (Ages 5 to 14 and 15 to 19) Hospitalized for Mental Health Reason per 10,00022

Rate per 1,000 Females (Ages 15 to 19) with a Reported Case of Chlamydia21

Rate of Children (Ages 0 to 4 and 5 to 18) Hospitalized for Asthma per 10,000 20

Percent of Children and Adolescents (Ages 5 to 11 and 12 to 19) Who Are Overweight 19

Percent of Children (Ages 2 to 11) Who Have Been to the Dentist in the Past Year 18

Percent of Children (Ages 2 to 11) without Dental Insurance17

Percent of Children and Adolescents (Ages 0 to 19) without Health Insurance16

Percent of Women Who Were Exclusively Breastfeeding at the Time of Hospital Discharge 15

36

Section 5: Health Status Indicators
(Worksheet B)

• Quantitative analysis on 27 indicators using worksheet
– Compare your rate with State rate
– Compare your rate with Healthy People (HP) 2010 rate
– Compare your current rate with rate from previous years (trend)

• All data is posted on FHOP’s website

• FHOP will populate state and HP 2010 data on worksheet; you will
need to complete other cells

• Significance test not appropriate for small numbers (small numbers 
are statistically unreliable)

• This analysis will help determine what indicators you choose to list 
in Section 6: Local MCAH Problems/Needs
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Section 5: Health Status Indicators

• Other health status indicators (optional)
– Other Quantitative analysis (worksheet B)
– Other data sources
– This analysis will help determine what 

indicators you choose to list in Section 6: 
Local MCAH Problems/Needs

38

Section 5: Health Status Indicators
(Worksheet B)

39

Section 6: Local MCAH Problems/Needs
(2-7 pages)

• Qualitative analysis (optional)

Based on quantitative and/or qualitative data
• Major problems can include

– Indicators that are significantly worse than State rate and/or HP 2010 rate
– Indicators that have worsened over time
– Indicators that show differences by age and/or racial subgroups
– Priorities from 2004 needs assessment that have worsened or not improved
– New health issues identified after 2004 needs assessment

• Analyses from Section 5 may generate a long list of problems/needs in your 
jurisdiction

• Shorten the list to one that is manageable

Purpose: To do a more in-depth analysis on problems/ 
needs that can be used for selecting priorities

40

Section 6: Local MCAH Problems/Needs
(2-7 pages)

• Describe stakeholder input, if it was used
• Describe the major problem/need
• Describe the social and environmental 

context of the problem (optional)
• Include any access to care issues 

(optional)

41

Section 7: MCAH Priorities 
(1 page; Worksheet C)

• You are not required to establish new priorities
• If you establish new priorities

– Option 1: Use Worksheet C1 to set your priorities
– Option 2: Use FHOP’s Worksheet C2 to set your priorities
– Option 3: Use your own methodology (and describe what it 

is)
– Then complete Worksheet C3

• If you do not establish new priorities
– “Copy and paste” what was previously reported in your 

2004 needs assessment into Part B of the worksheet
• Describe stakeholder input, if it was obtained 

(optional)

Purpose: To identify which problems/needs will 
receive targeted efforts for improvement within the 
next five years

42

Section 7: MCAH Priorities 
(Worksheet C1 - Optional)

MCAH Needs Prioritization Worksheet (Optional) 
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Problem/Need 
5=high 
3=medium 
1=low 

5=high 
3=medium 

1=low 
5=high 
3=medium 

1=low 
5=high 
3=medium 

1=low 
5=high 
3=medium 

1=low 
5=high 
3=medium 

1=low 
5=high 
3=medium 

1=low 
5=high 
3=medium 

1=low 
5=high 
3=medium 

1=low 
5=high 
3=medium 

1=low 
Total 

Points 
Priority 
Ranking
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Section 7: MCAH Priorities 
(Worksheet C2 - Optional)

FHOP’S Tool for Prioritizing Health Indicators (Optional) 
 
Criterion #1: Criterion #5: 

Criterion #2: Criterion #6: 

Criterion #3: Criterion #7: 

Criterion #4: Criterion #8: 

Rating Using Prioritization Criteria:   
C1 below corresponds to Criterion #1 above, C2 to Criterion #2, etc.  If using a 
“weighted” method, record the agreed upon weights in the line below each criterion 
number.  Assess each indicator using each criterion.  Enter your score  
(1=does not apply, 2=applies, 3=strongly applies) in the box corresponding to the 
indicator and its criterion.  If using a weighted method, multiply the score by the 
criterion weight and then enter the weighted score in the box.   

Total Scores 

C1 C2 C3 C4 C5 C6 C7 C8 

Indicator 

        
 

1.          

2.          

3.          

4.          

5.          

6.          

7.          

44

Section 7: MCAH Priorities 
(Worksheet C3 - Required)

Priority 1. 

Priority 2. 

Priority 3. 

Priority 4. 

Priority 5. 

Priority 6. 

Priority 7. 

Priority 8. 

Priority 9. 

Priority 10. 
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Section 8: Capacity Assessment

• Purpose 
– To understand the local MCAH infrastructure
– To generate discussion and collaboration 

within the MCAH system
– To determine where strengths, weaknesses, 

opportunities, and threats lie
– To improve and better coordinate MCAH 

activities
– To optimize current capacity
– To provide detailed basis for policy and 

funding decisions

46

Section 8: Capacity Assessment

• Provides a “snapshot” of existing capacity of 
MCAH system, not just MCAH program
– MCAH system consists of local MCAH program 

and all other organizations that serve MCAH 
population

• Requires stakeholder input
• Based on 10 MCAH Essential Services
• mCAST-5 is not scored; there are no right or 

wrong answers
• Separate presentation on mCAST-5 instructions to 

follow

47

Section 9: MCAH Capacity Needs 
(1 page; Worksheet E)

• Describe the stakeholder input you used to complete the 
mCAST-5

• Briefly summarize major themes from your SWOT analyses
– structural resources
– data/information systems
– organizational relationships
– competencies/ skills

• Prioritize your capacity needs
– Option 1: Use Part A of the worksheet
– Option 2: Use your own methodology (and describe what it is)

• Complete Part B of the worksheet

Purpose: To identify which capacity needs will 
receive targeted efforts for improvement within 
the next five years 

48

Section 9: MCAH Capacity Needs 
(Part A of Worksheet E)

Part A (Optional).  The intent of this step is to identify from the list of Capacity Needs identified through the  
mCAST-5 a set of priority areas to address in the near term.  Given the local context (e.g., funding cuts, hiring  
freezes, political will…) how realistic is it to focus on this capacity need?  See Section 9 of the guidelines for  
instructions on completing this worksheet. 
 

Capacity Need  

Importance 
5=high 
3=moderate 
1=low  

Minimal 
Cost 
5=high 
3=moderate 
1=low  

Minimal 
Time 
5=high 
3=moderate 
1=low  

Commitment 
5=high 
3=moderate 
1=low  

Feasibility 
5=high 
3=moderate 
1=low  

Total 
Points

Priority 
Ranking
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Section 9: MCAH Capacity Needs 
(Part B of Worksheet E)

Part B (Required).  Copy the top 5 to 10 capacity needs (e.g., as ranked in Part A above) and provide your  
analysis below.  Bulleted points are preferred over narrative descriptions. 
 

 

Capacity Need 

How this capacity could 
be improved (include 
any short term or long 
term strategies) 

Potential challenges on 
improving this capacity 
(e.g., impact on local 
MCAH services, 
stakeholder concerns, 
availability of 
resources) 

How other local 
organizations, local 
jurisdictions, or the 
State MCAH Program 
can help improve this 
capacity 

    

    

  
 

  

    

 

50

Section 10: MCAH Capacity Assets 
(Optional) (1 page)

• In bulleted format, list any assets your 
program can offer to other organizations, 
jurisdictions, or the State MCAH program

51

Recap of Deliverables

Due Date: June 30, 2009

Section Number of 
Pages 

Required 
Worksheet 

Optional 
Worksheet 

1 Summary/Executive 
Report  1-2   

2 Mission Statement and 
Goals  1  A 

3 Planning Group and 
Process (Optional) 1  A 

4 Community Health Profile  2-6  A 
5 Health Status Indicators   B A 
6 Local MCAH 

Problems/Needs  2-7  A 
7 MCAH Priorities 1 C3 A; C1 or C2 
8 Capacity Assessment   A; D  
9 MCAH Capacity Needs  1 E (Part B) A; E (Part A) 
10 MCAH Capacity Assets 

(Optional) 1  A 
 

52

2010-2014 Local Needs Assessment 
Evaluation

• Evaluations
– Your feedback
– What you liked
– What you didn’t like; what was difficult
– Suggestions for next five year needs assessment
– Will be sent out sometime July 2009

• Reporting back
– Summary of local needs assessments
– Summary of evaluations
– April 2010 (tentative)

53

2010-2014 Local Needs Assessment

The Making of…

54

2010-2014 Guidelines: Goals

• Balance
In-depth and comprehensive analyses

vs.
Varying amounts of resources

• Flexibility:
– Optional sections
– Suggested worksheets

• Consistency
– Consistent reporting format

• Involvement
– Stakeholders
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Planning Group Activities

• Review Needs Assessments conducted by 
Title V states and territories

• Review of 2005-2009 Needs Assessment 
Guidelines 

• Review Select 2005-2009 Local Needs 
Assessment

• Draft  2010-2014 Local Needs 
Assessment Guidelines

56

Stakeholder Input

– Internal
• Epi staff
• Policy Development staff
• Program Standards staff

– Nurse consultants

– External
• FHOP
• Local MCAH Directors

– Terri Nikoletich, City of Long Beach
– Sandra Rosenblum, Marin County
– Olivia Kasirye, Sacramento County

57

Title V - Five Year Needs Assessment
Proposed 2008 Timeline

MCAH Branch

Develop guidelines

Train MCAH 
directors

FHOP

Release county-
level data

Train & assist 
MCAH directors

MCAH Directors

Conduct 
assessments

JAN FEB MAR APR MAY JUN JUL AUG SEP OCT NOV DEC

58

Title V - Five Year Needs Assessment 
Proposed 2009 Timeline

MCAH Branch

Summarize 
assessments & 
evaluations

FHOP

Train & assist 
MCAH directors

Review 
assessments for 
completeness

MCAH Directors

Conduct 
assessments

Evaluate process

JAN FEB MAR APR MAY JUN JUL AUG SEP OCT NOV DEC

60

Modified Capacity Assessment for State 
Title V (mCAST-5) History & Background

61

mCAST-5 History and Background

• Why look at capacity?
– To determine where strengths, weaknesses, 

opportunities, and threats lie in meeting the 
10 MCAH Essential Services

– To improve and better coordinate MCAH 
activities

– To provide detailed basis for planning, policy 
and funding decisions
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mCAST-5 History and Background

• CAST-5 was selected because it is…
– Based on the 10 MCAH Essential Services
– Adaptable; could be tailored to assess local-

level capacity
– Flexible; can be administered in a variety of 

ways based on existing resources
– Inclusive
– An educational tool
– Appropriate for long-term strategic planning
– $$$Free$$$

63

Background - Public Health Functions and 
CAST-5

- 1988, IOM: set of core public health functions 
(assessment, policy development, and assurance)

- 1994 CDC: 10 Essential Public Health Services (10 
EPHS)

- 1995, John Hopkins University, Child and Adolescent 
Health Policy Center, 1995: discipline-specific framework  
for 10 EPHS

- 1998, Association of Maternal and Child Health 
Programs and the Women’s and Children’s Health Policy 
Center of the John Hopkins University: Capacity 
Assessment for State Title V (CAST-5)

64

Modified CAST-5

Innovation on Process Indicators:
– Inclusive of the local MCAH system
– Simpler language

Input for Innovation:
– FHOP
– Local MCAH Directors
– MCAH staff

65

mCAST-5 Guidelines

66

mCAST-5 Guidelines: Introduction

• Assess the current level of MCAH system’s
capacity
– Look at the MCAH system (all organizations in your 

jurisdiction that serve the MCAH population)
– Think about your MCAH system’s ability to carry out a 

particular function right now (a “snapshot”)
• One instrument, or set of Process Indicators, for 

each of the 10 MCAH Essential Services
• Electronic versions will be available on FHOP’s 

website

67

mCAST-5 Guidelines: Preparation

• Before you begin: 
– Read through the list of 10 MCAH Essential 

Services (Attachment A)
– Read through the instructions
– Discuss with your team who or what 

comprises your MCAH system
• Individuals
• Local-level agencies
• State-level agencies
• National agencies
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mCAST-5 Guidelines: Capacity Considerations

• Capacity areas to consider:
– Structural resources

• Financial, human, and material resources
• Policies and protocols
• Other resources that form the groundwork for the 

performance of an Essential Service
• Examples – supportive environment for data-sharing; access 

to training programs in data collection and data management
– Data/Information systems

• Technological resources; state of the art information 
management and data analysis

• Examples – MIS system linking population-based data to 
program data; standardized definitions and categories in 
systems of data collection and transmittal

69

mCAST-5 Guidelines: Capacity Considerations

• Capacity areas to consider (continued):
– Organizational relationships

• Partnerships
• Communication channels
• Other types of interactions and collaborations with public and 

private entities
• Examples – relationships with professional associations; 

relationships with non-Title V state programs and agencies
– Competencies/Skills

• Knowledge, skills, and abilities of Title V staff and/or other 
individuals/agencies accessible to the Title V agency (i.e., 
borrowed or purchased staff resources)

• Examples – analytic skills; understanding of quantitative and 
qualitative research methods

70

mCAST-5 Instrument: Major Components

• Major components of each instrument:
– Process Indicators – ways to carry out a 

particular Essential Service
– Adequacy ratings – how well your MCAH 

system is able to perform that function, or 
Process Indicator

– Strengths, weaknesses, opportunities, and 
threats (SWOT) analysis

71

mCAST-5 Instrument: Major Components

• Strengths – what allows or supports you to 
perform the Essential Service; an asset

• Weaknesses – what prevents you from 
performing the Essential Service; what you need 
to perform it; a deficiency; a capacity need

• Opportunities – a chance to do something that 
would help your system carry out the Essential 
Service; something that is possibility due to the 
right set of circumstances

• Threats – something that could disrupt or 
dismantle your system’s capacity or interrupt the 
provision of services; could be internal or 
external

72

mCAST-5 Guidelines: Reminders

– Keep in mind:
• This is a self-assessment
• There are no right or wrong answers
• You are not being scored
• The value of the mCAST-5 lies in the discussion it stimulates 

and to inform state and federal MCAH of the impact of cuts to 
MCAH

• The process of rating capacity is to get you thinking about 
your system’s strengths, weaknesses, opportunities, and 
threats which will inform your SWOT analysis

• The most important part of the mCAST-5 is the SWOT 
analyses

• One of the main purposes of doing a capacity assessment is 
to build a basis for better policy and funding decisions

73

mCAST-5 Guidelines: Completing the Instrument

• Then, for each instrument:
– Read through all the Process Indicators for that 

instrument
– Determine the level of adequacy for each Process 

Indicator
• Use the examples, or list of questions, under each Process 

Indicator to generate discussion with your team members
– The questions are discussion points only.  All questions might 

not apply.  Skip the ones that don’t.
– The questions are not a checklist.  They do not represent all the 

elements needed for a high adequacy rating.
• Give a rating for each Process Indicator

– “1” = weak; for example, your MCAH system needs additional 
staff or resources to perform that Process Indicator

– “4” = strong; your MCAH system currently has the capacity to 
perform that Process Indicator
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mCAST-5 Guidelines: Ratings

• One way of thinking about the ratings
– “1” = 0% to 25% of the Process Indicator is 

being performed
– “2” = 26% to 50% of the Process Indicator is 

being performed
– “3” = 51% to 75% of the Process Indicator is 

being performed
– “4” = 76% to 100% of the Process Indicator is 

being performed

75

mCAST-5 Guidelines: Completing the Instrument

– Use the “Notes” box:
• Notes from your discussion to use for SWOT analysis
• Other comments
• Alternate viewpoints

– After rating all the Process Indicators for that 
instrument

• Complete the SWOT analysis
– Capture as much as you can and be as specific as possible
– Use bullets to list strengths, weaknesses, opportunities, and 

threats
– Review SWOT with team members before moving on
– The SWOT analysis will be used for Section 9: MCAH Capacity 

Needs
» Summarize major themes
» Prioritize capacity needs

76

mCAST-5 Guidelines: What to Submit

• Submit only one instrument per Essential 
Service
– If you have multiple completed instruments, 

consolidate them into one
– Include adequacy ratings, notes, and SWOT 

analyses
– Submit electronically

77

mCAST-5 Facilitator Tips

• Notes for facilitators (Attachment C)
– Start thinking about how to conduct the capacity 

assessment
• Who the stakeholders are
• How to structure the meetings
• Work in large group or break off into smaller groups
• How to distribute and collect materials
• How to record responses; how to come to consensus
• How to maximize use of time and resources

– Distribute materials at least one week ahead of 
meeting(s)

– More information on AMCHP’s website at 
http://www.amchp.org/topics/a-g/Downloads/CAST-
5%20materials/CAST-5-faciliator.pdf (also listed on 
Attachment C; note – “facilitator” is misspelled)
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List of 27 Local Health Measures and Indicators 
 

1 Fertility per 1,000 Females Age 15 to 44 
2 A Births per 1,000 Females Age 10 to 14 
2 B Births per 1,000 Females Age 15 to 17 
2 C Births per 1,000 Females Age 18 to 19 
2 D Births per 1,000 Females Age 15 to 19 
3 Low Birth Weight Live Births (%) 
4 Very Low Birth Weight Live Births (%)  
5 Preterm Births < 37 Wks Gestation (%) 
6 A Short Inter-Pregnancy Interval for Women Age 15-44 (%) 
6 B Short Inter-Pregnancy Interval for Women Age 12-19 (%) 
7 Women Age 12-19 who are already mothers (%) 
8 Perinatal Deaths per 1,000 Births 
9 Neonatal Deaths Age < 28 days per 1,000 births 
10 Post-Neonatal Deaths Age > 28 Days to 1 Year per 1,000 births 
11 Infant Deaths to 1 Year per 1,000 births 
12 A Deaths  Age 1 to 14 per 100,000 
12 B Deaths Age 15 to 19 per 100,000 
13 First Trimester Prenatal Care for Live Births (%) 
14 Adequate Prenatal Care (Kotelchuck Index) for Women Age 15 to 44 
15 Women Exclusively Breastfeeding at the Time of Hospital Discharge (%) 
16 Children and Adolescents Age 0 to 19 without Health Insurance (%) 
17 Children Age 2 to 11 without Dental Insurance (%) 
18 Children Age 2 to 11 Who Have Been to the Dentist in the Past Year (%) 
19 A Children less than Age 5 Who Are Overweight (%) 
19 B Children  Age 5 to 19  Who Are Overweight (%) 
20 A Asthma Hospitalizations Children Age 0 to 4 per 10,000 
20 B Asthma Hospitalizations Children Age 5 to 17 per 10,000 
21 Reported Cases of Chlamydia per 1,000 Females Age 15 to 19 
22 A Mental Health Hospitalizations Children Age 5 to 14 per 10,000 
22 B Mental Health Hospitalizations Adolescents Age 15 to 19 per 10,000  
23 A Non-Fatal Injury Hospitalizations Childen Age 0 to 14 per 10,000  
23 B Non-Fatal Injury Hospitalizations Age 15 to 24 per 10,000  
24 A Non-Fatal Motor Vehicle Accident Injuries Children Age 0 to 14 per 100,000 
24 B Non-Fatal Motor Vehicle Accident Injuries Age 15 to 24 per 100,000 
24 C Non-Fatal Injury Hospitalizations for Motor Vehicle Accidents  Age 0 to 14 per 10,000  
24 D Non-Fatal Injury Hospitalizations for Motor Vehicle Accidents Age 15 to 24 per 10,000  
25 Children Living in Foster Care each July per 1,000 
26 Children Age 0 to 17 Living in Poverty % 
27 Domestic Violence Related Calls for Assistance per 10,000 
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Instructions for Workbook B 
Title V Health Status Indicators 

Workbook B was designed to help local Maternal Child and Adolescent Health (MCAH) 
jurisdictions summarize the results of their review of the 27 required Health Status Indicators. It 
allows jurisdictions to more easily review changes in indicator values over time, compare local 
and state values, assess trends in local and state values, and measure progress toward 
meeting the Healthy People (HP) 2010 objective. Your jurisdiction's Workbook B is available in 
the password-protected section of the Family Health Outcomes Project (FHOP) website 
accessible through the following link: 
http://familymedicine.medschool.ucsf.edu/fhop/htm/ca_mcah/counties.

FHOP prepared data for Workbook B with input from MCAH and the local MCAH jurisdictions. 
There are a number of reasons why FHOP prepared statistics for the local and state indicators. 
The first is to assure uniformity in the definitions of the numerator and denominator for each 
indicator. The second is to assure uniformity in the way indicators are calculated. This 
generates uniform statistics that allow counties to compare themselves to each other and the 
state. It also is intended to minimize the resources local jurisdictions need to allocate to 
generate local statistics, and provide local analysts with the opportunity to concentrate more 
effort on in-depth analyses of problems identified by the indicator statistics. For this reason, 
counties are encouraged to take advantage of the data in Workbook B and the Databooks to 
complete this part of the Title V local needs assessment. 

You will notice that the indicator values in Workbook B are three year aggregates for the earliest 
and most recent periods for which data are available. Three year aggregates allow for more 
uniform assessment of both small and large jurisdictions and result in narrower confidence 
intervals with a greater accuracy in assessing differences when comparing rates.  

FHOP cannot provide technical support if jurisdictions use other data sources to 
complete Workbook B. 

1  Preparing to Complete Workbook B 

1.1  Download the Excel workbook 

Workbook B, tailored specifically for your jurisdiction, is in the form of an Excel workbook. It is 
on your jurisdiction’s data page on FHOP’s website. Workbook B contains three worksheets, or 
tabs: Sources, County, and State. The County tab name identifies your jurisdiction. If the County 
tab has the name of another jurisdiction, please notify FHOP immediately, as there will have 
been an error in posting the data to the website. You will need to complete the worksheet with 
the name of your jurisdiction. Completing this worksheet is a required part of the Title V local 
needs assessment packet. 

Macros built into Workbook B activate pull-down menus. Some jurisdictions may have computer 
security settings that refuse to accept files with macros, thinking they contain viruses. We 
posted zipped files on the password-protected page of the County Pages on the FHOP website 
with an extension of PIZ. This fools some systems into accepting the file. After you download it, 
change the file extension to ZIP which then can be opened by PKZIP or WinZip.  
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WARNING:
Workbook B contains built-in macros. To be able 
to download the file, you may need to change 
your computer security settings to low BEFORE
downloading the file.

BEFORE opening Workbook B in Excel, set
SECURITY to LOW. Click on Tools, Macro,
Security, and select Low as shown in the picture 
on the left. 

As soon as you open Workbook B in Excel, you 
can reset the security settings. 

If you do not know how to change security 
settings, or if your jurisdiction does not allow you 
to change these settings you may need to ask 
your computer administrator to help you. FHOP 
cannot provide technical support for this. 

1.2  Print the graph tab for each FHOP Databook indicator  

Click the "Sources" tab in Workbook B. The 
"Sources" tab identifies each indicator, the eight 
Databook files containing the indicators, and 
the 27 specific tabs to preprint. Note that the 
last four characters of each file name are not 
shown in the databook file name column. These 
characters (nnAA) are specific to each county. 

When you open the Databook, only print the 
first page of each Graph Tab, with trend 
statistics for Total Cases. These printouts will 
be used to evaluate trends.  

To do this, click in cell I in row 1. Then pick File,
Print, Pages from 1 to 1, and Active Sheet, as 
shown in the picture to the left. 

Non-FHOP indicators are included  in 
Workbook B. The source of these summaries 
can be found at another place on FHOP's 
website:
http://familymedicine.medschool.ucsf.edu/fhop/

htm/ca_mcah/title_v/t5_indicators.htm.

The Non-FHOP indicators have been differently 
presented depending on the source that 
provided them. These do not have trend tests 
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and do not have to be preprinted. 

1.3  Print the "State" worksheet in Workbook B 

To make it easier to compare your jurisdiction to the State, we suggest preprinting the 
worksheet tabbed "State" in Workbook B. MCAH has pre-filled its worksheet to make it easier 
for local jurisdictions to compare their progress to the state's.  

2 Issues in Evaluating Indicator Changes 

2.1  Progress, Directionality, and Symbols 

Most evaluations of progress are based on evaluating confidence intervals. For each indicator in 
Workbook B, the total rate and its 95% confidence interval was calculated. To identify a 
statistically significant difference between two rates, confidence intervals for both rates must not 
overlap. If confidence intervals overlap, rates are not significantly different from each other. A 
jurisdiction may have a rate of 10 in one period and 2 in another, which may seem like progress. 
However, if confidence intervals overlap, the rates are not significantly different. To do this 
analysis, we urge attention to confidence intervals rather than rates. 

Pull-down menus summarize local progress for the health status indicators. The pull-down 
menu in each evaluation cell shows in words and symbols the available choices for the 
indicator. When you make a choice, only the symbols are placed in the worksheet cells. The 
following summarizes the meaning of symbols in the pull-down menus.  

A declining rate can indicate progress toward the objective for some indicators (e.g., teen births) 
and progress away from the objective for others (e.g., prenatal care). Different symbols allow 
readers to understand their meaning if no color printer is available. 

� � � Blue circled arrows are used when a decreasing or increasing rate or trend is 
moving in the desired direction.  

� � � Red hollow arrows are used when a decreasing or increasing rate or trend is 
moving away from the desired direction.  

Some indicators have no commonly understood definition of progress. Examples include fertility, 
hospital admissions with mental health diagnoses, and domestic violence. Some people think 
rising fertility is desirable while others believe rising fertility is undesirable. Some people think a 
high rate of mental health hospital admissions means people are getting appropriate care for an 
acute psychiatric episode. Others interpret a high rate to mean that the community has 
inadequate local outpatient care to prevent admissions. A low rate could mean that people are 
getting adequate care in community programs, that they are allowed to roam the streets without 
care, or that they are incarcerated for loitering and are not eligible for hospitalization. Similarly, 
we are not sure whether a high domestic violence rate reflects good outreach at the local level 
or whether rates truly are high or low. 

� � � Black hollow arrows are used when a decreasing or increasing rate or trend has 
no common understanding. 



UCSF Family Health Outcomes Project  Page 4 of 10 

The choice "No significant difference" is used when confidence intervals overlap or when the 
trend test is non-significant.  

� � Black hollow arrow pointing in both directions is used to signify that there is no 
statistically significant difference in the rate or trend for the comparison period.

For Workbook B, we provide numbers and calculate rates using all events without instituting 
small numbers criteria as we do for trend tests in the Databooks. Small numbers of cases will 
almost always result in a wide confidence interval making it impossible to achieve statistically 
significant change.

Some jurisdictions have no events (N = 0) for some indicators over a three-year interval. They 
appear to have a rate of zero. In these circumstances, the lower confidence interval cannot be 
less than zero, but the rate can have an upper confidence interval. 

� � NSD No Events (No significant difference). The jurisdiction had no events for the 
interval evaluated but the difference is not statistically different (NSD). 

To menus evaluating progress toward the HP 2010 objective (column R), we added the 
following symbol. It may be used when the period end 3-year confidence interval indicates your 
jurisdiction met the objective.  

� � Circled Blue Star - Objective Met. The confidence interval does not include the HP2010 
objective and is on the appropriate side of the indicator. Hooray! 

Example:  HP 2010 Objective = 6%, where low is good.  

  Rate is 5.3, LCL 5.1, UCL 5.5. �

Trends have to be evaluated by referring to the graph tab in the appropriate FHOP Databook 
which you previously printed. Focus only on your jurisdiction's total trend. Most indicator trends 
can be evaluated using the standard arrows. However, some trends need different indicators.  

� 	
 Box signifies your jurisdiction did not have enough events to calculate a trend.


� �� Wavy symbol and right arrow signifies a non-linear trend. The arrow points to 
the right to remind you to briefly describe the trend direction in the column headed
Comment Explain. Cells in this column are formatted to wrap text if the line is too long. 

Some indicators have no HP 2010 objective. Others have no trend data or, if a trend exists, are 
non-linear. When such circumstances exist, these indicators do not have to be compared to an 
HP 2010 objective and/or analyzed for trend. In these events, the cells have been pre-filled with 
the notation N/A, which should not be changed.

� N/A Not applicable.
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2.2 Reliability 

Results of Worksheet B can be used to guide further statistical analyses and assist local 
planning and program development activities. Incorrect answers could inadvertently lead a 
jurisdiction to think it had a problem where it had none, or that it had no problem when it had 
one.

To assure that results accurately reflect local circumstances, we STRONGLY recommend 
that at least two people independently complete Workbook B, compare results, and 
resolve discrepancies before finalizing responses in Workbook B and beginning to plan. 

3 Completing Worksheet B 

3.1  Indicator  

The column set headed "Indicator" identifies 
the 27 required health status Indicators that 
have been provided for you. Note that some 
indicators have multiple categories, for 
example teen births. These are indicated by 
A, B, etc.

If the Indicator has a Healthy People 2010 
Objective, it is shown. 

If your jurisdiction added other indicators, 
insert the name(s) in the rows at the bottom 
of the local worksheet (after the required 
indicators). It is important to clearly define 
the numerator, denominator and indicator 
measurement for all additional indicators 
that your jurisdiction included. 

Indicator

# Description

1 Fertility per 1,000 Females Age 15 to 44 N/A

2 A Births per 1,000 Females Age 10 to 14 N/A

2 B Births per 1,000 Females Age 15 to 17 43

2 C Births per 1,000 Females Age 18 to 19 N/A

2 D Births per 1,000 Females Age 15 to 19 N/A

3 Low Birth Weight Live Births (%) 5%

HP 2010 
Objective
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3.2  Local Period Start and Local Period End

The next two major column sets, Local Period Start and 
Local Period End, each contain the same types of 
information. For the 27 required indicators, cells in these 
columns have been filled in for you, so you do not have to 
do any of the calculations. You will only need to calculate 
rates and confidence intervals for the optional indicators you 
choose to add. 

� Period refers to the 3-year interval for which a given 
statistic is calculated.

� Numer(ator) refers to the total number of events in the 
reference period. This column is filled in for all 
indicators. Note that small numbers are reported. 
(Hidden column)

� Denom(inator) refers to the total number of people in 
the population in the reference period. (Hidden column)

� Rate refers to the value obtained after dividing the 
numerator by the denominator and multiplying by the 
appropriate scale (100; 1,000; 10,000, etc). 

� Lower refers to the lower 95% confidence limit (LCL) for the reported rate. These are not 
the same statistic as the 3-year standard error values from the relevant Databook table. 

� Upper refers to the upper 95% confidence limit (UCL) for the reported rate. These are not 
the same as the standard error values from the relevant Databook table. 

For some indicators, the numerator is a subset of the denominator (e.g., percent of preterm 
births). Other indicators (e.g., teen birth rate, motor vehicle injuries) are calculated using 
standard external population data. California law requires public agencies to use Department of 
Finance (DOF) population estimates. Some non-FHOP indicators provided their own 
denominators. For these indicators, FHOP used the numerator data provided by the source, but 
used DOF estimates in order to have consistent denominators across indicators with the same 
age groups. Thus the number of events used for the numerator will be consistent, but some 
rates may not be exactly comparable to rates from non-FHOP sources published on the web.  
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After evaluation, a jurisdiction may seem to have a problem with a certain indicator. In deciding 
whether a problem is important enough to develop a program, it is important to understand 
prevalence. Be sure the number of events supports developing a program. To make that 
assessment, it will be necessary to unhide columns containing the numerator and denominator. 

HINT: FHOP hid columns E, F, K, and 
L to facilitate viewing. These columns 
contain numerators and denominators 
for each three-year period. To unhide 
these, select the columns headed 
period and rate. Then click on Format,
Column, Unhide as shown in the 
picture on the left.  

After work is completed, we 
recommend rehiding these columns.  

3.3  Local Period End Compared To 

This set of columns is intended to evaluate how the jurisdiction is doing, comparing its local end 
rate to its period start rate, to the State period end rate, and to the HP 2010 objective. 

Local Period Start. To make this determination, compare 
confidence intervals in the Local Period Start vs. Local Period 
End columns. If their confidence intervals overlap, the 
jurisdiction will have made no statistically significant change. 
Click on the appropriate cell under the Local Period Start
subheading. Select the drop-down menu choice that best 
summarizes how your jurisdiction’s Local Period End did in 
comparison to the Local Period Start.

If you had no events in your Local Period End, select the 0 
events indicator �.

State Period End. To make this determination, compare the 
Local Period End on your local tab to State Period End on the 
State tab.

Again, focus on confidence intervals of the two rates. If 
confidence intervals overlap, the jurisdiction will have made no 
statistically significant change relative to the State. Click on the 

appropriate cell under the State Period End subheading. Dropdown menus appear with options 
to describe how your jurisdiction is doing at Local Period End compared to State Period End.

If you had no events in your Local Period End, select the 0 events indicator �.
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HP 2010 Objective. To make this determination, compare the Local Period End on your local 
tab to the HP 2010 Objective in Column C.

Again, focus on the confidence intervals for Local Period End. If the confidence interval overlaps 
the HP 2010 objective, the jurisdiction will have no statistically significant difference between its 
rate and the HP 2010 objective.  

If your confidence intervals are in the appropriate direction relative to the HP 2010 objective and 
do not overlap it, select the star indicator �. Your jurisdiction met the HP 2010 goal. Hooray! 

3.4  Local Trend Line, Non-Linear Explain 

To complete this section, refer to the trend graph worksheets you preprinted. Focus only on the 
total graph and its statistics from page 1 of the relevant Databook graph tab, specifically the 
local trend statistics which are yellowed in the example.  

We start with the simple linear trend. 
The table shows that the local 
jurisdiction had a significant downward 
trend (as shown by -0.07, P-value 
0.011). If the indicator is improving 
when it goes down (e.g., low 

birthweight), select the blue downward circle �. If the indicator is worsening when it goes down 
(e.g., children with health insurance), select the red downward arrow �.

Now let's look at a non-linear example. 
Here we see that the local jurisdiction 
had a trend line with one bend in the 
2003-2006 period. From 1995-2003, 
the rate decreased significantly (-1.85, 
P-value = 0.000) and was essentially 
flat (not significant) thereafter (-0.11, P-

value 0.870). Because there was at least one bend in the period between 1995 and 2006, the 
trend is non-linear. Select the non-linear trend symbol ��.

Because the trend is non-linear, it must 
be explained in the last worksheet 
column headed "Comment-Explain." 
Describe the trend as summarized 
above.

You can add more detail in the written report if you think it is needed. Examples of what might 
be discussed further in the written report are whether certain race/ethnic groups have higher or 
lower rates such that they affect your total rate, an analysis of whether sufficient numbers are 
available to develop an intervention, etc. Text will wrap in this cell. If you want to make the 
column wider, feel free to do so. 

If the trend was linear and non-significant, select the non-significant symbol �

If your jurisdiction had too few events to calculate a trend line, select the box symbol 	.

From 1995-2003, the rate decreased significantly (-1.85, P-value = 
0.000) and was essentially flat thereafter (-0.11, P-value 0.870).

Comment Explain
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4 Non-FHOP Indicators 

Data for indicators identified at the bottom of this section came from resources outside of FHOP. 
Layouts and data elements varied enormously from indicator to indicator. FHOP and MCAH 
retrieved the source files from the internet or in some cases directly from the organizations that 
prepare them. FHOP is preparing new sets of county worksheets containing data used for the 
following non-FHOP indicators: 

15 Women Exclusively Breastfeeding at the Time of Hospital Discharge  
16 Children and Adolescents Age 0 to 19 without Health Insurance  
17 Children Age 2 to 11 without Dental Insurance  
18 Children Age 2 to 11 Who Have Been to the Dentist in the Past Year  
19 A Children less than Age 5 Who Are Overweight  
19 B Children Age 5 to 19 Who Are Overweight  
21 Reported Cases of Chlamydia Females Age 15 to 19 
24 A Non-Fatal Motor Vehicle Accident Injuries Children Age 0 to 14  
24 B Non-Fatal Motor Vehicle Accident Injuries Age 15 to 24  
25 Children Living in Foster Care each July  
26 Children Age 0 to 17 Living in Poverty 
27 Domestic Violence Related Calls for Assistance  

4.1  Population 

Some of these sources had population-referenced denominators. To assure that we were using 
the same denominators for the same age groups across all indicators (0 to 4, 15 to 19, etc), 
FHOP used the most recent DOF estimates (July 2007 revision) provided on the FHOP website.  

4.2  Pediatric Nutrition Surveillance System (PedNSS) 

The PedNSS Nutrition Survey reported denominators and percent-based rates for overweight 
children. We imputed a numerator from the reported percent. If a jurisdiction had fewer than 100 
participants, the people who produced the report showed the denominator but not the percent. 
This had a particular impact on five to eight smaller local health jurisdictions in a given year. For 
city-based local health jurisdictions, when no percent was available, we imputed a numerator 
based on the percent in the parent county. The numerator was imputed using the percent for the 
MCAH perinatal region for small counties. This may result in rate distortions in the affected 
jurisdictions, particularly if data are present in one year and not another. If the results seem 
unrealistic based on your knowledge of your community, be sure to add a comment in the last 
column of the local Workbook.

In interpreting PedNSS data, be aware that it is based on data from low-income children 
enrolled in federally-funded maternal and child health programs and may not be representative 
of the overweight status of the jurisdiction's entire child population. 

4.3  Breastfeeding 

FHOP and MCAH are seeking to obtain revised rates for earlier years of breastfeeding data. 
These data will be available shortly. Rather than further delaying the release of Workbook B, we 
are sending it without these data filled in. We will send a separate email to each jurisdiction with 
the rates and confidence intervals to paste into Workbook B. To indicate that these data are 
unavailable at this time, the values 999 have been inserted as placeholders. 
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4.4 California Health Interview Survey 

The California Health Interview Survey has not yet released 2007 data. Thus data for children 
without health and dental insurance and children who saw the dentist in the previous year are 
not available at this time. These data will be available shortly. To indicate that these data are 
unavailable at this time, the values 999 have been inserted as placeholders. 

Rather than delaying the release of Workbook B, we are sending it without these data filled in. 
As soon as the data are available, we will send a separate email to each jurisdiction with the 
rates and confidence intervals to paste into Workbook B. 

5 Support 

If you have further questions about the use of this Workbook, please contact Gosia 
Pellarin at FHOP: 

PellarinM@fcm.ucsf.edu
415-476-5283
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Indicator Local Period Start Local Period End

95% Conf. Int 95% Conf. Int Local State
# Description Period Rate Lower Upper Period Rate Lower Upper Period Start Period End

1 Fertility per 1,000 Females Age 15 to 44 N/A 1995-1997 63.3 62.8 63.8 2004-2006 62.6 62.1 63.0 N/A N/A

2 A Births per 1,000 Females Age 10 to 14 N/A 1995-1997 1.1 1.0 1.3 2004-2006 0.4 0.3 0.5 N/A N/A

2 B Births per 1,000 Females Age 15 to 17 43 1995-1997 27.0 25.9 28.1 2004-2006 14.3 13.6 15.1 Below throughout

2 C Births per 1,000 Females Age 18 to 19 N/A 1995-1997 63.8 61.8 65.9 2004-2006 47.8 46.0 49.6 N/A N/A

2 D Births per 1,000 Females Age 15 to 19 N/A 1995-1997 41.9 40.8 43.0 2004-2006 27.2 26.3 28.0 N/A N/A

3 Low Birth Weight Live Births (%) 5% 1995-1997 7.0 6.8 7.2 2004-2006 7.2 7.0 7.4 No change

4 Very Low Birth Weight Live Births (%) 0.9% 1995-1997 1.2 1.1 1.3 2004-2006 1.2 1.1 1.3 No change

5 Preterm Births < 37 Wks Gestation (%) 7.6% 1995-1997 10.1 9.9 10.3 2004-2006 9.4 9.2 9.6 Moving toward

6 A Short Inter-Pregnancy Interval for Women 
Age 15-44 (%) 6% 1995-1997 12.5 12.2 12.8 2004-2006 10.6 10.4 10.9 Moving toward

6 B Short Inter-Pregnancy Interval for Women 
Age 12-19 (%) 6% 1995-1997 9.8 9.0 10.6 2004-2006 6.8 6.0 7.6 Moving toward

7 Women Age 12-19 who are already 
mothers (%) N/A 1995-1997 18.2 17.2 19.2 2004-2006 14.0 12.9 15.1 N/A N/A

8 Perinatal Deaths per 1,000 Births 4.5 1995-1997 6.2 5.6 6.8 2004-2006 5.3 4.8 5.9 Moving toward

9 Neonatal Deaths Age < 28 days per 1,000 
births 2.9 1995-1997 3.6 3.2 4.1 2004-2006 3.1 2.7 3.6 No change

10 Post-Neonatal Deaths Age > 28 Days to 1 
Year per 1,000 births 1.2 1995-1997 2.2 1.9 2.6 2004-2006 1.7 1.5 2.1 Moving toward

11 Infant Deaths to 1 Year per 1,000 births 4.5 1995-1997 5.8 5.3 6.4 2004-2006 4.9 4.4 5.5 Moving toward

12 A Deaths  Age 1 to 14 per 100,000 N/A 1995-1997 20.2 17.3 23.5 2004-2006 14.8 12.5 17.7 N/A N/A

12 B Deaths Age 15 to 19 per 100,000 39.8 1995-1997 57.5 49.2 67.3 2004-2006 56.8 48.8 66.1 No change

13 First Trimester Prenatal Care for Live Births 
(%) 90% 1995-1997 88.5 88.2 88.7 2004-2006 89.3 89.0 89.5 No change

14 Adequate Prenatal Care (Kotelchuck Index) 
for Women Age 15 to 44 90% 1995-1997 77.2 76.9 77.5 2004-2006 77.8 77.5 78.2 No change

15 Women Exclusively Breastfeeding at the 
Time of Hospital Discharge (%) 75% 2001-2003 999.0 999.0 999.0 2004-2006 999.0 999.0 999.0 N/A N/A

16 Children and Adolescents Age 0 to 19 
without Health Insurance (%) 0% 2001-2003 999.0 999.0 999.0 2004-2006 999.0 999.0 999.0 N/A N/A

HP 2010 
Objective
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linear
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Compare Progress 

to HP 2010 Objective 
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17 Children Age 2 to 11 without Dental 
Insurance (%) N/A 2001-2003 999.0 999.0 999.0 2004-2006 999.0 999.0 999.0 N/A N/A N/A

18 Children Age 2 to 11 Who Have Been to the 
Dentist in the Past Year (%) 56% 2001-2003 999.0 999.0 999.0 2004-2006 999.0 999.0 999.0 N/A N/A

19 A Children less than Age 5 Who Are 
Overweight (%) N/A 1995-1997 13.9 13.7 14.2 2004-2006 13.5 13.2 13.7 N/A N/A N/A

19 B Children  Age 5 to 19  Who Are Overweight 
(%) 5% 1995-1997 15.5 15.1 15.8 2004-2006 22.0 21.6 22.4 N/A N/A

20 A Asthma Hospitalizations Children Age 0 to 4 
per 10,000 25 1995-1997 62.0 59.3 64.8 2004-2006 52.7 50.2 55.3 Moved toward

20 B Asthma Hospitalizations Children Age 5 to 
17 per 10,000 7.7 1995-1997 23.2 22.1 24.3 2004-2006 13.7 12.9 14.5 Moved toward

21 Reported Cases of Chlamydia per 1,000 
Females Age 15 to 19 N/A 1998-2000 29.0 28.1 29.9 2005-2007 35.8 34.8 36.7 N/A N/A N/A

22 A Mental Health Hospitalizations Children Age 
5 to 14 per 10,000 N/A 1995-1997 24.0 22.7 25.3 2004-2006 27.5 26.2 28.9 N/A N/A

22 B Mental Health Hospitalizations Adolescents 
Age 15 to 19 per 10,000 N/A 1995-1997 99.7 96.0 103.5 2004-2006 106.3 102.7 110.1 N/A N/A

23 A Non-Fatal Injury Hospitalizations Childen 
Age 0 to 14 per 10,000 N/A 1995-1997 28.8 27.7 29.9 2004-2006 25.9 24.9 26.9 N/A N/A

23 B Non-Fatal Injury Hospitalizations Age 15 to 
24 per 10,000 N/A 1995-1997 60.9 58.9 62.9 2004-2006 66.2 64.1 68.3 N/A N/A

24 A Non-Fatal Motor Vehicle Accident Injuries 
Children Age 0 to 14 per 100,000 933 1997-1999 386 373 399 2005-2007 239 229 249 N/A N/A

24 B Non-Fatal Motor Vehicle Accident Injuries 
Age 15 to 24 per 100,000 933 1997-1999 1,577 1,545 1,609 2005-2007 1,305 1,276 1,335 N/A N/A

24 C Non-Fatal Injury Hospitalizations for Motor 
Vehicle Accidents  Age 0 to 14 per 10,000 N/A 1995-1997 4.3 3.9 4.8 2004-2006 2.8 2.5 3.2 N/A N/A

24 D Non-Fatal Injury Hospitalizations for Motor 
Vehicle Accidents Age 15 to 24 per 10,000 N/A 1995-1997 15.2 14.3 16.3 2004-2006 15.4 14.4 16.5 N/A N/A

25 Children Living in Foster Care each July per 
1,000 N/A 1998-2000 11.9 11.7 12.2 2005-2007 7.1 6.9 7.3 N/A N/A N/A

26 Children Age 0 to 17 Living in Poverty % N/A 1995-1997 17.7 17.7 17.8 2003-2005 14.4 14.3 14.5 N/A N/A N/A

27 Domestic Violence Related Calls for 
Assistance per 10,000 N/A 1999-2001 4.9 4.8 4.9 2004-2006 5.0 5.0 5.1 N/A N/A N/A

C1 Additional jurisdiction indicator (optional) fill 
in name

C2 Additional jurisdiction indicator (optional) fill 
in name

C3 Additional jurisdiction indicator (optional) fill 
in name

C4 Additional jurisdiction indicator (optional) fill 
in name
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List of Stakeholders Invited to Participate in the Statewide Capacity Survey 
 

Adolescent Family Life Directors 
Adolescent Health and Development, Center for Research 
Alameda County Health Officer 
American Academy of Pediatrics, California District IX (AAP) 
American College of Nurse-Midwives 
American Indian Infant Health Initiative 
Association of Women's Health, Obstetric and Neonatal Nurses 
Black Infant Health Directors 
Black Infant Health Program (BIH) Advisory Committee 
Blue Cross of California 
Blue Shield of California 
Branagh Information Group 

California Fetal Alcohol Spectrum Disorders (FASD) Task Force 
California Adolescent Health Collaborative 
California Association of Health Plans 
California Birth Defects Monitoring Program (CBDMP) 
California Chamber of Commerce, Policy 
California Dental Association, Medi-Cal, Denti-Cal Policy 
California Dental Hygiene Association 
California Department of Alcohol and Drug Programs (ADP), Office of Women's and Perinatal Services 
California Department of Developmental Services 
California Department of Education CAL-SAFE 
California Department of Health Care Services (DHCS), Fiscal Intermediary and Contracts Oversight 
California Department of Health Care Services, California Children's Services (CCS) 
California Department of Health Care Services, Children's Medical Services 
California Department of Health Care Services, Office of Women's Health (OWH) 
California Department of Insurance, California Insurance Commissioner  
California Department of Managed Health Care 
California Department of Mental Health (DMH) 
California Department of Public Health Office of Family Planning (OFP) 
California Department of Public Health Office of Oral Health 
California Department of Public Health, Adolescent Family Life Program (AFLP) 
California Department of Public Health, Black Infant Health Program (BIH) 
California Department of Public Health, California Center for Physical Activity 
California Department of Public Health, California Conference of Local Health Officers 
California Department of Public Health, California Diabetes and Pregnancy Programs (Sweet Success) (CDAPP),  Coordinators 
California Department of Public Health, Cancer Control Branch, Nutrition, Physical Activity and Obesity Prevention Program 
California Department of Public Health, Cancer Prevention and Nutrition Section, Network for a Healthy California, Prevention Institute 
California Department of Public Health, Center for Health Statistics, Office of Health Information and Research, Vital Statistics 
California Department of Public Health, Epidemiology and Prevention for Injury Control (EPIC) 
California Department of Public Health, Genetic Disease Screening Program (GDSP)  
California Department of Public Health, Regional Perinatal Programs of California 
California Department of Public Health, Sexually Transmitted Diseases,  Epidemiology and Surveillance Section 
California Department of Public Health, Tobacco Control Section (TCS), Evaluation Unit, Center for Chronic Disease and Injury Control 
California Department of Public Health, Women, Infants and Children (WIC) Association 
California Department of Public Health, Women, Infants and Children (WIC) Program 
California Department of Social Services, CAL-Learn 
California Department of Social Services, Children and Family Services Division 



California Emergency Medical Services Authority 
California Family Health Council 
California Medical Association 
California Office of Statewide Health Planning and Development 
California Primary Care Association 
California Project LEAN (Leaders Encouraging Activity and Nutrition) 
California Public Employees' Retirement System (CalPERS) 
California School Health Centers Association 
California School Nurses Organization (CSNO) 
California State University, San Diego, Graduate School of Public Health, Research Foundation, Center for Injury Prevention, Policy and Practice 
California Sudden Infant Death Syndrome (SIDS) Program 
Center for Diabetes, Endocrinology and Metabolism at Children’s Hospital Los Angeles 
Childbirth Research Associates, LLC 
Cities, Counties, and Schools (CCS) Partnership 
Contra Costa Health Plan 
Early Identification and Intervention (EII) Collaborative of Los Angeles 
Family Health Outcomes Project (FHOP) 
Family Violence Prevention Fund 
First 5, California Children and Families Commission 
First 5, Children and Families Commission of Orange County 
Health Information Solutions/Improved Perinatal Outcomes Data Reports (IPODR) 
Health Net of California 
Innovations for the Underserved, California Healthcare Foundation 
Interagency Council on Child Abuse and Neglect (ICAN) 
Internet Sexuality Information Services 
Kaiser Family Foundation 
Kaiser Permanente, Northern California, Division of Research 
Kaiser Permanente, Southern California 
Local MCAH Directors 
Los Angeles Care Health Plan 
Los Angeles Task Force and on California Breastfeeding Council 
Managed Risk Medical Insurance Board 
March of Dimes 
MCH Access, Los Angeles 
Medi-Cal Managed Care Division, California Department of Health Care Services (DHCS) 
Nurse-Family Partnership 
PacifiCare of California 
Permanente Medical Group Dept of Obstetrics & Gynecology 
Preconception Health Council 
Preconception Health Council of CA, Kaiser Permanente, ACOG District IX 
Preconception Health Council of CA, Los Angeles County of Public Health 
Premature Infant Health Coalition 
Project, Community Perinatal Network 
Regional Perinatal Programs of California Directors 
Regional Perinatal Programs of California, Loma Linda University 
Research and Evaluation, California Healthcare Foundation 
Stanford University, California Maternal Quality Care Collaborative (CMQCC) 
Stanford University, California Perinatal Quality Care Collaborative (CPQCC) 
Sutter Medical Center Sacramento 
The American College of Obstetricians and Gynecologists (ACOG) 



University of California, Berkeley, School of Public Health, Maternal Child Health Program 
University of California, Los Angeles, School of Public Health, Department of Health Services, Center to Eliminate Health Disparities,  
University of California San Diego, Department of Pediatrics  
University of California, Berkeley, School of Public Health 
University of California, Los Angeles, Center for Health Policy Research/California Health Interview Survey (CHIS) 
University of California, Los Angeles, Center for Healthier Children, Families and Communities,  
University of California, San Francisco, Center on Social Disparities in Health (Maternal Infant Health Assessment - MIHA Contract and Black Infant Health) 
University of Southern California  School of Social Work 
WestED, Center for Prevention and Early Intervention 
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