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Can the lessons of the past infl uence our approach toward the present? According to              
Dr. Michael Lu, the Associate Administrator of Maternal and Child Health at the Health          
Resources and Services Administration (HRSA), U.S. Department of Health and Human Services, 
there are many lessons to be learned from our past successes and failures. At the 18th Annual 
Maternal and Child Health Epidemiology Conference cohosted with the 2012 CityMatCH 
Annual Urban MCH Leadership Conference, Dr. Lu recalled an incident from his childhood in 
Taiwan as an example of how our mistakes can lead us to important truths in life. 

The silkworms Dr. Lu raised as a boy in Taiwan came in many brilliant colors and fed exclusively 
on mulberry leaves, which came from trees which were plentiful near his home. By giving the 
silkworms away for free, he created demand for the mulberry leaves, which he then sold for a 
profi t. However, in order to collect the leaves he had to stay out late, and one evening while 
collecting the leaves, he fell into a manure pit. His schoolbooks became covered in manure, 
but there was no way to replace the books, and he was forced to carry the foul-smelling pages 
to class each day, to his great embarrassment:

improving mch in AmericA: A neW ApproAch

This story serves as an important analogy for maternal and child health leaders 
as we search for new approaches in improving access, quality, integration, 
accountability and equity in maternal and child health. Today, MCH services 
(the mulberry leaves) are in greater demand than ever by our diverse and 
growing communities (the silkworms). As MCH leaders, it is our responsibility to 
ensure that these services continue so that our communities receive the proper 
care they need to thrive. However, if we don’t pay attention to our environment 
and what is right in front of us, we too may fall into a metaphorical “pit” from 
which we struggle to recover. A new approach is needed in MCH which will 
guide us around these obstacles and lead us into an innovative new era in 
MCH. Dr. Lu’s vision for improving MCH intends to address all five of these areas, 
even if achieving the balance between MCH supply and demand is as delicate 
as a thread of silk. Following are key highlights from Dr. Lu’s conference 
keynote address. 

Dr. Lu explained that better access in MCH can be achieved by fully implementing the ACA 
and using MCH programs to fi ll any coverage and service gaps that may exist in individual 
states. A key initiative in the quality improvement movement is COIIN, the Collaborative 
Improvement Innovation Network, which began as a summit that brought together 13 states 
with some of the highest infant mortality rates in the country. Five strategies emerged from 
the summit, leading to the creation of a COIIN Network built around fi ve teams, each one 
focused on a single strategy (Fig 1, pg 2). In order to achieve optimal maternal and child 
health, improvements in the quality and safety of maternal care are also needed. 

Dr. Lu pointed out that a new approach in MCH systems integration is already 
underway, thanks to COIIN and other eff orts to promote maternal levels of 
care. Recent eff orts have involved improvements in transition care and the 
transformation of systems care for children with chronic health conditions, 
but other approaches in integration, particularly around creating the best 
early learning environments, are still underway. 

Will better access, improved quality of care, and increased integra-
tion lead to demonstrable outcomes in MCH? According to Dr. Lu, we need to be able to 
measure and deliver results to be eff ective. Instead of just measuring outputs, we must be able 
to show how our MCH programs are changing outcomes in MCH. This necessitates a close 
review of each and every MCH program to ensure that there is an evaluation plan in place 
before it is funded. Once that evaluation plan is in place, real-time data (recent performance 
data) is needed to drive real-time improvement. Measuring these improvements in outcomes 
per dollar invested allows us to demonstrate our Return on Investment and ultimately defend 
and grow our MCH programs. 

Dr. Lu stressed that accountability supports equity, the fi fth area of focus in our new approach 
towards MCH (Fig 2). Achieving health equity is much more complex than just providing ac-
cess, improving the quality of care, supporting systems integration, or driving accountability in 
MCH. While these building blocks help us bridge the gaps, we must address the social determi-
nants of health which are the real drivers of health disparities. 

Dr. Lu asked the audience, how will we go beyond describing and analyzing gaps to actually 
closing them? In order to close our gaps we must address multiple determinants of health dis-
parities simultaneously, and not just one risk factor at a time. As MCH leaders, we need to step 
outside of our silos and reach out to other agencies and communities to address these shared 
problems through collaboration. This is especially important at a time when local MCH infra-
structure is rapidly eroding and many programs are no longer providing direct services. Quality 
improvement in the community is complex – especially when our data systems, programs, 
funding streams and requirements are siloed. 

Dr. Lu reminded us that his own life story demonstrates that equity is possible in America no 
matter where you were born or what family you were born into. Ensuring equity for every child 
makes the work we do in MCH more relevant and important than ever and drives this new ap-
proach in MCH, allowing our communities to thrive and become as strong as a web of silk.  n

Dr. Michael Lu

FIGURE 1

• Reduce elective delivery 
<39 weeks by 33%

• Reduce smoking rate 
among pregnant 
women by 3%

• Increase safe sleep 
practices by 5%

• Increase mothers 
delivering at appropriate 
facilities by 20%

• Change Medicaid policy 
and procedures around 
interconception care 
in at least 5-8 states.

Source: HRSA/MCHB
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FIGURE 2

Source: Jennifer Pizzillo

As Dr. Lu delivered his opening remarks, he reminded participants that improving healthcare 
access for women and children is the fi rst priority in achieving progress for MCH. There has 
already been progress toward universal access through the expansion of CHIP and the Aff ord-
able Care Act (ACA), which is particularly benefi cial for children with special healthcare needs. 
Beginning with the implementation of clinical preventive services for women, millions of 
uninsured women will also gain healthcare access, including preconception and interconcep-
tion care, which will improve women’s health across their life course. This in turn will create a 
continuity of care, as improving women’s health will lead to improved children’s health. 

Dr. Lu emphasized that quality improvement in the care given to children and families is a sec-
ond area of focus  for all of MCH. Better care can lead to better outcomes and lower cost. This 
is demonstrated by Louisiana, which has reduced NICU admissions by 22% in just six months 
by adopting quality improvement measures to reduce elective deliveries before 39 weeks. 
However, further vertical growth in MCH requires better integration within MCH. Improved 
integration, whether it involves the integration of diff erent levels of care or the integration of 
service coordination and systems, allows for a continuum of care across the life course for all 
women and children. 
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the intersection of community leAdership, 
Justice, And heAlth

Dr. Tricia Rose

As MCH professionals, we recognize that health is a critical piece of a puzzle 
that is much bigger than just the field of public health. We are mired in a web 
in which health stands as a critical hub, connected to a host of other issues. The 
quality of health of a given individual, family, or community is so profoundly 
attached to questions of social disadvantage and inequality that we must 
address them in relation to each other and recognize their inextricable links. 
Dr. Tricia Rose examined the intersection of community leadership, justice, 
and health during the Magda Peck Leadership Symposium at the 2012 MCH 
EPI Conference cohosted with the CityMatCH Annual Urban MCH Leadership 
Conference. According to Dr. Rose, if we are able to address key health inequities, 
we have the potential for creating reverberating effects which will positively 
impact nearly every aspect of our urban communities. Excerpts from Dr. Rose’s 
presentation at the Magda Peck Leadership Symposium follow.

as a warning to the miners that they too 
would perish if they entered. If we compare 
the health of our most vulnerable communi-
ties to these canaries, then the metaphor 
serves as a warning to us that the health of 
our vulnerable communities foreshadows 
problems in the larger community. In order 
to understand how economic forces can af-
fect maternal and child health in our society, 
we should start with our urban communi-
ties, as they are the “canaries” that help us 
comprehend how these health impacts can 
spread. 

The impact of economic forces on the health 
of vulnerable communities is apparent in 
the housing segregation within urban areas, 
a historic phenomenon which hinders the 
accumulation of assets by creating under-
resourced populations. For example, educa-
tion is funded as a derivative of housing, and 
schools in low-income neighborhoods often 
fall within lesser tax brackets and receive less 
funding, leading to educational inequality. 
Educational inequality has long-term ef-
fects on young people, particularly for their 
health, which is directly tied to their level of 

income. Yet we tend to focus on individual 
responsibility and on the select few who 
have overcome these vulnerabilities.

Dr. Rose concluded that we must examine 
the economic and structural forces which 
shape our behaviors in order to develop 
community leadership and create a just 
society. Our work as MCH professionals is 
incredibly important, not just for the future 
of our urban communities, but for society 
as a whole, as we have the power to save 
these urban “canaries.” We can begin by 
placing our local histories within the greater 
historical context and our institutional webs 
to discover how the pieces of this complex, 
multi-faceted puzzle fi t together. Once we 
are able to change the way we think about 
these health disparities, we can begin to 
think of new solutions that focus on commu-
nities instead of individuals; structural forces, 
instead of behaviors; and economics, instead 
of work ethics.  n

Dr. Rose began by asserting that child health 
is most signifi cant within the context of 
family health, as children’s health often has 
intergenerational eff ects. For example, low 
levels of health in young children often result 
in cognitive impairments, which then pro-
duce poor educational outcomes that have 
long-term eff ects. In fact, health is related to 
a whole hub of institutional forces which cre-
ate impediments not just for greater health 
parity, but also for outcomes and opportu-
nities. Thinking about health disparities in 
these relational ways allows us to recognize 
what needs to happen and think of new 
solutions to these problems.

Dr. Rose emphasized that we remain mired 
between two points of view in America. 
The structural perspective focuses on how 
society’s structure produces various kinds of 
inequality, while the behavioral perspective 
emphasizes individual responsibility. As a so-
ciety, we have been unable to put these two 
aspects of the puzzle together, even though 
the hidden power of structural circumstanc-
es profoundly shapes not only behavior, but 
also opportunity and outcomes. 

using the principles of 
compleX systems thinKing 
And implementAtion science 
to enhAnce mch progrAm 
plAnning And delivery

As MCH leaders, we are challenged to move from observational studies 
to using implementation science and complex systems thinking to 
achieve measurable improvements in MCH outcomes. The successful 
implementation and evaluation of MCH programs requires an 
understanding of the environment in which the population will experience 
these programs. It also requires an understanding of the factors that 
influence the success of evidence-based programs in the population 
to help us better anticipate the effects of new programs. Dr. Ana Diez 
Roux, Dr. David Chambers, and Karen Hughes, MPH addressed the 
integration of evidence-based findings into MCH practice at the 18th 
Annual Maternal and Child Health Epidemiology Conference cohosted 
with the 2012 CityMatCH Annual Urban MCH Leadership Conference. 
Highlights from their conference plenary presentation follow. 

Dr. Diez Roux began by asserting that we 
may be missing important information by 
focusing too much on the eff ects of indi-
vidual factors, instead of trying to under-
stand complex systems and how individual 
factors are integrated into those systems. 
For example, conceptual models have 
traditionally been used to establish the 
determinants of population health. While 
these models have enabled us to isolate the 
causal eff ect of a particular factor, they have 
also moved us away from understanding 
the functioning of the complex system as 
a whole (see Fig 1 on page 6). In particular, 
we can look to the area of neighborhood 
health eff ects in order to understand how 
our focus on the eff ects of individual factors 
has limited our understanding of larger 
systems.

Dr. Diez Roux pointed to research around 
the idea that neighborhood environments 
infl uence levels of physical activity (and 
obesity) as an example of an area where 
too much emphasis has been placed on 
the eff ects of individual factors. We often 
hypothesize that health is aff ected by 
neighborhood features such as the avail-
ability of sidewalks. An emphasis on these 
individual factors has led us to focus on 
isolating the impact of the neighborhood 
by creating interventions around neigh-
borhood factors in order to address high 
levels of inactivity and obesity. However, we 
don’t consider the impact of other factors 
which infl uence levels of physical activity in 
a neighborhood. In order to fi nd the best 

COMPLEX SYSTEMS 
continued on page 6

Inequality’s web of impact extends to 
economics as well, as large economic shocks 
have signifi cant impacts on the health of the 
vulnerable communities who are subjected 
to them, according to Dr. Rose. For example, 
the recent housing crisis disproportionately 
impacted African-Americans because the 
home has been the primary asset of minori-
ties for generations. Statistics show that 97% 
of minorities accumulate wealth through 
home ownership, while among whites that 
number is only 67%. In 2009, at the begin-
ning of the housing crisis, the wealth gap 
between blacks and whites was ten to one, 
but by 2012 that wealth gap had increased to 
twenty to one. A lack of fi nancial resources 
creates a vacuum of wealth and economic 
support in a population, which contributes 
to health disparities at the community level.

Dr. Rose explained how the metaphor of 
the Miner’s Canary can be used to illustrate 
the impact of social disparities on the larger 
community. In the 19th century, miners 
would determine air quality in a mine by 
sending in a canary, which would perish if 
there was too much air pollution and serve 
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solutions, we must consider the neighborhood 
or system as a whole by thinking about the 
bidirectional relationships between individu-
als and environments (in which they mutu-
ally infl uence each other). Considering these 
bidirectional relationships is just as important 
and relevant for the fi eld of MCH as it is for the 
area of neighborhood health eff ects.

Many of the population health problems that 
we face, including MCH problems, involve 
these bidirectional relationships, or “feed-
back loops,” according to Dr. Diez Roux. To 
develop more eff ective evidence for action, 
we should incorporate these bidirectional 
relationships into our conceptual models. 
As MCH professionals, we often experience 
“policy resistance,”  but by thinking about 
these bidirectional dynamics we can anticipate 
failures before the intervention takes place. By 
focusing on essential elements and the ques-
tion that we’re trying to answer, we can easily 
determine what individual factors should and 
shouldn’t be included.

Dr. Diez Roux concluded that involving other 
parties, such as stakeholders, provides us with 
valuable information on the bidirectional 
relationships within our systems so that we 
can develop models that can answer the 
fundamental questions we are asking. In MCH, 
it’s important that we gain insight into our dy-
namic systems and identify gaps in data needs 
in order to account for the interrelationships 
between our populations and the environ-
ment. The health of our MCH populations 
emerges from the functioning of a system 
involving interactive processes which help us 
generate knowledge, and most importantly, 
further action.

Continuing, Dr. David Chambers emphasized 
that our singular focus on evidence leads us 
away from thinking about the bigger picture 
and the engagement of the families within our 
communities. Too often we focus exclusively 
on individual health outcomes without look-
ing at the larger community within which 
those outcomes happen. As MCH profession-
als, we should be thinking about the larger 

system and the challenging problems within 
that system, which require multi-component 
strategies rather than just single interven-
tions. Thinking about MCH issues in terms of 
their dynamism moves us from the ques-
tion of whether a strategy can eff ectively be 
implemented within a larger system to the 
more important question of whether it can be 
sustained within that system.

Dr. Chambers stressed that we too often as-
sume that our health systems are static and 
our population homogeneous, which makes 
it diffi  cult for us to stay fl exible and consider 
the complexities of a problem. We tend to 
“freeze” our interventions during development 
and implementation, instead of accounting for 
change, and rarely consider whether the inter-
vention should be implemented at all. Another 
assumption we too often make is the notion 
of “voltage drop,” which is the expectation 
that our interventions will be less eff ective as 
we move from development to implementa-
tion of the intervention (see Fig 2). Instead of 
relying on these expectations, we should think 

about how we can continue to improve the 
intervention and our understanding of how to 
deliver it. 

According to Dr. Chambers, “program drift,” or 
assuming that the expected eff ect or outcome 
of our intervention is going to be reduced if 
we deviate from our intervention, (Fig 3), pre-
vents us from considering potential opportuni-
ties to make improvements. In fact, we should 
be continuously adapting our interventions 
because the context is continually changing. 

Continuing, Karen Hughes explained how the 
work of the Ohio Perinatal Quality Collabora-
tive (OPQC) illustrates why we should revise 
and refi ne our approaches in MCH. The OPQC 
is a public health program (and clinical inter-
vention) whose implementation underscores 
the importance of considering the complexity 
of MCH issues, the impacts of a specifi c inter-
vention, and its eff ects on disparities. 

Ohio’s high infant mortality rate prompted 
a quality improvement approach which led 
to the creation of the Ohio Perinatal Quality 
Collaborative (OPQC). The OPQC’s fi rst goal 
became to decrease scheduled births at 36-39 
weeks that lacked a medical indication by 60% 
in one year. After assembling teams represent-
ing 70% of all Ohio births, near-term deliveries 
began to decrease and full-term births in-
creased, but some outcomes were unexpected 
and deviated from the original expectations 
(Fig 4, pg 8). 

According to Hughes, infant mortality 
outcomes in Ohio greatly diff ered from the 
OPQC’s original expectation that decreasing 
late pre-term scheduled deliveries would aff ect 
prematurity, which in turn would aff ect infant 
mortality. In fact, while the rates of prematurity 
began to drop, the infant mortality rate did not, 
and the Collaborative came to the conclusion 
that the infant mortality rate was in fact driven 
by the earlier, premature deliveries (before 36 
weeks) and not the late preterm and early term 
deliveries. While the near-term births de-
creased both for black and white women, the 

FIGURE 1

Source:
Kaplan 2000

Source: Chambers DA, Glasgow RE, Stange KC (2013), under review.

FIGURE 2

COMPLEX SYSTEMS 
continued on page 8 Source: Chambers DA, Glasgow RE, Stange KC (2013), under review.

FIGURE 3
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white group showed greater improvements, 
actually leading to an increase in disparities (Fig 
5, pg 8). This led the Collaborative to consider 
a revised approach to addressing these late 
preterm deliveries. The Collaborative found 
that quality improvements programs will fail to 
reduce disparities if minority patients do not 
benefi t from them to the same degree as the 
white patients. 

In conclusion, Dr. Chambers reiterated that the 
work of the OPQC underscores the importance 
of refi ning our understanding of an issue once 
our pathways develop diff erently than we had 
originally anticipated. It can serve as a model 
for the use of data as a driver for our decision-
making and for the importance of including 
stakeholders from the very beginning of an 
intervention. Beyond that, it asks us to think 
of ways of enhancing an existing intervention 
and to think of even more eff ective interven-
tions. If we are ready to meet these challenges, 
we can begin to achieve measurable improve-

ments in MCH outcomes.  n

Source: Ohio Department of Health Vital Statistics

Source: Ohio Department of Health Vital Statistics

FIGURE 4

FIGURE 5

As public health professionals, we must ask ourselves what the implementation 
of the Affordable Care Act means for the field of MCH. Since we recognize that 
the landscape of MCH will change with the implementation of healthcare 
reform, we have a shared responsibility as leaders to act as the voice of public 
health so that we can continue to improve the health of the women, children, 
and families in our communities. At the 18th Annual MCH EPI Conference 
cohosted with the 2012 CityMatCH Annual Urban MCH Leadership Conference, 
Brent Ewig, MHS, Dr. Jewel Mullen, and Lillian Shirley, BSN, MPH, MPA 
discussed the role of public health in ensuring continued quality of care for 
women and children in state and local health reform efforts, and how state and 
local planning should account for the potential changes in public health and 
the MCH work force. Excerpts from their conference plenary presentation 
follow. 

the chAnging heAlth cAre lAndscApe: Assuring 
quAlity cAre for Women, children, And fAmilies

fully address the needs of millions of newly 
insured individuals. We must ask ourselves 
if we will be able to adequately provide 
services to the growing numbers of insured, 
especially if these individuals also suff er from 
chronic disease or other untreated health 
conditions. Where will the gaps be and 
how can we work with our partners in the 
community to build capacity? Lastly, we will 
need to better delineate public health from 
publicly fi nanced health care. The danger 
exists that MCH will be seen as a superfl u-
ous “safety net” program, simply because 
the insurance coverage problem is seen 
as “fi xed.” We must clarify how our work is 
complementary to the health care system 
and essential to improving our communities’ 
health. 

Continuing, Dr. Jewel Mullen stressed that 
while the work of MCH remains foundational 
to the health of the country, we must rede-
fi ne our roles in the context of 21st century 
health care. We know that health reform 
doesn’t mean universal coverage, and having 
insurance doesn’t automatically give people 
access to services. We also know that access 
does not mean aff ordability, even within 
health insurance exchanges, and it doesn’t 
necessarily mean comprehensive services. As 
MCH professionals, we must therefore make 
the case for public health by differentiat-
ing public health from medical care, while 
acknowledging that there are uninsured 
individuals who have fallen out of the 
conversation when we talk about the “safety 
net.” We must also clarify to legislators, who 
may cut spending because they think more 
women are going to be insured, that the 
work of public health won’t be picked up by 
the healthcare system.

Dr. Mullen stressed that we can create 
change through long-lasting interven-
tions which have bigger population health 

Mr. Brent Ewig began by asserting that the 
success of MCH after the implementation of 
the ACA will be signifi cantly impacted by the 
states, who will be taking the lead on Medic-
aid expansion, the health exchange design, 
and the essential health benefi ts. Providing 
for a continuity of coverage is key to ensur-
ing that women are receiving preconception 
care, which makes the optional Medicaid 
expansion even more signifi cant for our MCH 
populations. Several states have already indi-
cated that they are opposed to the Medicaid 
expansion, which is signifi cant for our urban 
communities as coverage for poor, low-in-
come women will depend upon its imple-
mentation. Decisions around implementing 
a state-led or federally facilitated health 
insurance exchange are equally signifi cant, 
as this will impact to what extent each state 
has control over its insurance market. 

Ewig explained that the provision of essential 
health benefi ts for the women, children, and 
families in our communities remains a fore-
seeable challenge for MCH, since the states 
have a signifi cant role to play in defi ning 
what those habilitative services consist of. 
For most of the women and children in our 
urban populations, the states’ benchmark 
plans will adequately provide for their health 
needs, as women’s preventive services will 

apply to all plans that are operating in the 
health exchange. However, the benchmark 
plans will not adequately cover children with 
special health-care needs – about 15% of the 
children in our communities. 

Ewig focused on the three key areas in which 
the MCH landscape is changing and where 
the MCH community has a signifi cant role to 
play during the implementation of the ACA.  
These include outreach and enrollment; the 
assessing and ensuring of delivery system 
capacity; and the urgent need to better 
delineate the diff erence between public 
health and publicly fi nanced health care. 
Our enrollment systems have been designed 
to keep individuals who aren’t eligible for 
services out of programs, which will change 
as individuals will be mandated to carry 
insurance. Instead of asking if individuals in 
our communities are eligible for programs, 
we must now ask ourselves, what programs 
are they eligible for? It becomes our shared 
responsibility to ensure that our urban com-
munities are enrolled in the programs that 
they are eligible for. 

Ewig emphasized that the second area of 
change – assessing and ensuring adequate 
delivery system capacity – will require new 
areas of partnership so that we can success- HEALTH CARE LANDSCAPE 

continued on page 10
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impacts than one-on-one behavioral or clinical 
interventions. The health impact pyramid 
builds a strong case for working on a popula-
tion-focused level in public health (Fig 1). We 
must think about our MCH work in the context 
of how we are serving and even saving our 
populations, and how our work links to what 
is happening in other areas, such as chronic 
disease.

According to Dr. Mullen, we must focus on the 
issues which require greater attention at the 
state and local level, particularly the three P’s: 
politics, priorities, and payoff s. We all live in a 
political world, so instead of dwelling on what 
we can’t do, we must focus on what we have 
the capacity to do and on what capacity we 
need to build. We must also determine our 
priorities, because MCH continues to represent 
discretionary spending. It’s up to us to ask, 
what we can do that no one else can? What gaps 
do we fi ll and what programs are essential 
based on the needs of the population?  

Dr. Mullen added that it’s important that we 
stay evidence-based but not sacrifi ce innova-

tion or risk-taking, and partnerships can play 
an important role here. Whether it’s partnering 
with environmental health, behavioral health 
or others, we share a common preventative 
focus to our work. Epidemiology can help us 
go deeper by giving us the data we need to be 
informed, while acknowledging that we need 
more statistics to determine what programs 
off er the best ROI and in what populations we 
really need to invest. Our problems can’t be 
solved by treating one individual, and then the 
next, because the problems of maternal care, 
teen pregnancy, and chronic disease are all 
interrelated. 

Continuing, Lillian Shirley emphasized that 
health care costs are increasingly unaff ordable 
and the related outcomes are not where they 
should be, yet our expenditures in this area 
continue to be very high. This forces us to un-
derstand the importance of sharing best prac-
tices and emerging practices at the local level, 
due to the diversity of our diff erent jurisdictions 
and the substantial diff erences in resources. It 
also forces us to face the lack of coordination 

which exists between MCH and other areas, 
like dental care, which is having an impact on 
pregnancy outcomes. We can also better coor-
dinate with our allies in local communities who 
are advocating for reform, particularly in the 
business community which is suff ering from 
high healthcare-related expenditures. 

Shirley stressed that local accountability is 
crucial, because this is where the “action” takes 
place – improved patient outcomes, healthier 
populations, reduced health inequities and 
reduced costs/shared savings all depend 
on how policies are implemented locally. In 
particular, we must ensure that the issue of re-
ducing health inequities is on the civic agenda, 
because we can’t have healthy communities if 
the needs of signifi cant portions of our popula-
tion are not being addressed. For example, 
in Oregon local public health is organized 
around the triple aim of enhancing the patient 
experience, improving population health, and 
reducing the per capita cost across all of their 
decisions (Fig 2). Because fairness does not 
necessarily mean equal distribution of support 

across the population, local public health has 
added a fourth aim by looking at equity.

Shirley pointed out that there are “off ensive” 
and “defensive” approaches that we can take to 
address health inequities, particularly if we are 
in a jurisdiction where no one is paying atten-
tion to these issues. Off ensively, we can assume 
that the key aspects of the Aff ordable Care Act 
will remain law, meaning that we move ahead 
in addressing local opportunities and chal-
lenges according to our own epidemiology, our 
own local conditions, and political environ-
ment. We can also take a “defensive” approach 
by explaining the law to our communities and 
by vigorously advocating for the maintenance 
of public health funds that are essential to the 
work that we do.  

Shirley concluded that population health starts 
not just with healthy mothers or healthy chil-
dren, but healthy families. We must shift our fo-
cus to prevention and align our purchasing and 
policy across all the healthy systems. We have 
to be able to redesign and transform the deliv-
ery system so that we have an understanding 

for how diff erent system relate to each other. 
In Oregon, for example, local public health has 
come to understand that community initiatives 
will enable them to engage in dialogue with 
the care side, where the money and resources 
are. This isn’t a time to be cautious – it’s a time 
to be bold, because it’s about saving lives and 
setting the agenda for the future. As MCH lead-
ers, we have to build a whole new model, and 
do so with confi dence.   n

Source: The Centers for Disease Control and Preventiion

FIGURE 1

CityMatCH bestows 
the prestigious Ed 
Ehlinger Award to 
recognize distin-

guished contributions in service, vision, 
and deeds. First given in 1996, this award 
is named in honor of the fi rst Chair of the 
CityMatCH Board of Directors: Ed Ehlinger, 
MD, MSPH (currently the Minnesota Commis-
sioner of Health at the Minnesota Depart-
ment of Health). 

During the conference, Chad Abresch, MEd,  
CityMatCH Executive Director, conferred the 
award upon Katie Brandert, MPH, CHES, the 
Director of the Great Plains Public Health 
Leadership Institute and Manager of the 
Workforce Development and Leadership 
Programs in the Offi  ce of Public Health 
Practice, College of Public Health, University 
of Nebraska Medical Center. 

Her leadership at CityMatCH from 2003-2012, 
and as Acting Associate Director beginning 
in 2010, has directly impacted the organiza-
tion’s growth into the leading national public 
health organization working to strengthen 
public health leaders and organizations to 
promote equity and improve the health of 
urban women, families, and communities. 
Thank you, Katie!   n

KAtie BrAndert 
receives the 
prestigious ed 
ehlinger AWArd

FIGURE 2

Source: Oregon Health Authority
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Adolescence: implicAtions for the life course 
ApproAch And improving preconception heAlth

In MCH, we recognize that adolescence is an important 
time for shaping healthy behavior and healthy 
development, but that healthcare for teens can be 
a series of missed opportunities. The health needs of 
adolescents are complex, as 14% to 20% of adolescents 
develop mental, emotional, or behavioral disorders. 
Many of these disorders, and areas of concern such as 
sexual health and alcohol or drug abuse are amenable 
to intervention, but our health system is not always 
the perfect fit. At the 18th Annual Maternal and Child 
Health Epidemiology Conference cohosted with the 2012 
CityMatCH Annual Urban MCH Leadership Conference, 
Dr. Richard Catalano, Dr. Claire Brindis, and Mary 
Balluff, MS, RD, LMNT discussed adolescence and the 
implications and opportunities for a life course approach. 
Highlights from their conference plenary presentation 
follow. 

Source: Hoyert & Xu, 2012. www.cdc.gov/nchs/
data/nvsr/nvsr61/nvsr61_06.pdf

FIGURE 1

FIGURE 2

tance of preventative approaches for adoles-
cents. In the analogy, the ambulance (which 
represents acute care) stands at the bottom of 
a metaphorical cliff (which represents a place 
where positive health outcomes are possible) 
to catch the adolescents who are falling off 
the cliff. Using the analogy, he challenged the 
audience to think of measures that could be 
taken to keep adolescents from going over the  
cliff. For instance, we could implement second-
ary preventative measures, such as a net, or 
primary preventative measures, such as guard 
rails. We could even take a policy approach by 
implementing graduated licensing provisions 
for adolescents. By moving further upstream 
into prevention and promotion, instead of 
focusing on downstream measures such as 
treatment programs, we can avoid the high 
cost to society of these adolescent problem 
behaviors. 

Dr. Catalano stressed that prevention science 
has led to efforts in the identification of risk 
and protective factors that predict problems 
later in the life course. The risk factors for ado-

Dr. Catalano began by asking, what are the key 
frameworks that are guiding efforts to pro-
mote adolescents’ health, and how have these 
efforts evolved? More children are surviving to 
adolescence than ever before due to invest-
ments in children’s health, and as a result the 
worldwide burden of disease has shifted to 
non-communicable diseases that are caused 
by behavioral problems. Among adolescents, 
these behavioral problems are significant in 
causing mortality (Fig 1), and from a life course 
perspective, behavioral problems have impli-
cations across the life course. Adolescents are 
uniquely susceptible to social and environ-
mental influences, and by influencing them 
we may be able to change behaviors such 
as sexual risk-taking that affect preconcep-
tion health over the life course (Fig 2, pg 13). 
For example, preventing tobacco use among 
adolescents could have a significant impact 
on tobacco-related deaths, since about 80% of 
adult smokers begin smoking by age 18. 

Dr. Catalano asked the audience to consider 
the cliff analogy, as it highlights the impor-

help communities decide what programs are 
needed locally, since they can coordinate re-
sources to address prioritized risk and protec-
tive factors in multiple domains, allowing for a 
collective impact and population-wide effect. 
By helping communities review epidemio-
logical data on risk, protection, and problems, 
this approach allows stakeholders to match 
prioritized factors to tested, effective programs 
that can address those factors. This leads to 
preventative or “upstream” approaches which 
include partners across agencies. If we are able 
to build capacity in communities to create 
these effective prevention coalitions, we can 
determine the local needs, the programs to 
fit those needs, and then support the quality 
implementation of preventative interventions. 

Continuing, Dr. Claire Brindis asked, how do we 
as public health champions invest in preven-
tion and wellness in the wake of healthcare 
reform? To really focus on prevention, we need 
to think about how we can expand access to 
coverage and improve patient safety and qual-
ity of care. Too often we are rewarded in public 
health for ordering or duplicating tests and not 
using our systems effectively, when we should 
focus on stabilizing the costs of healthcare and 
changing incentives in order to reduce waste 
and fraud. We have more adolescents of color 
and a greater diversity than ever before in our 
nation, and we are meeting this demographic 
shift with varying degrees of expertise. 

Dr. Brindis emphasized that we must find a way 
to prevent hospitalizations among adoles-
cents, since young people ages 15-24 have 
one of the highest rates of ED visits (except for 
children younger than four and adults older 
than 75). As we begin working with hospital 
systems that are responsible for population 
health, we must recognize that the causes of 
hospitalizations are not just trauma but also 
mental health disorders. Adolescence is a 
critical period, and many of the symptoms of 
diagnosable mental health problems appear 
during this period and impact other adoles-

cent issues such as substance use and risky 
sexual behavior. Access to health insurance is 
therefore particularly important for the adoles-
cent population, because it creates opportu-
nities to manage chronic health conditions 
earlier in life.

Dr. Brindis pointed out that only 38% of adoles-
cents are receiving a preventative service, and 
Hispanics, younger females, and lower income 
youth have even less likelihood of getting 
time alone with a provider. The expansion of 
health insurance coverage for young people 
up to age 26, who represent one-third of all of 
the uninsured, will help us achieve progress 
in meeting these crucial needs and grasp the 
preventative opportunities that are being lost. 
This challenges us to ensure that adolescents 
will also have access to needed care, as it is 
questionable whether safety net providers, 
such as community health centers, FQHCs, and 
family planning clinics will be able to meet all 
of their needs. 

In addition, seventeen percent of these 
adolescents have a special healthcare need, 
and they are surviving to adulthood in greater 
numbers than ever before. Transitions for 
youth with special needs, as well as youth in 
general, require planning and coordination. 

ADOLESCENCE continued on page 14

lescent problem behavior include every area 
or socialization domain (family, school, peer, 
and community) that affects or impacts these 
adolescents, including some at the individual 
level, like early aggressiveness. Many of these 
risk factors predict multiple problems, so ad-
dressing these risk factors is likely to result in 
an “economy of intervention and prevention,” 
meaning that multiple problems are likely to 
be positively impacted. Protective or resilience 
factors (such as bonding or connectedness) 
can also further minimize the impact of nega-
tive risk factors. Because these risk and protec-
tive factors decrease problem behaviors across 
domains, we should seek out opportunities 
to join with other stakeholders in our com-
munities, such as educators, to address public 
health concerns like teen pregnancy. 

Dr. Catalano emphasized that a place-based 
approach is needed, because the effectiveness 
of prevention policies and programs, as well 
as the amount of adolescent risk exposure and 
protective factors, can vary widely across com-
munities and states. Community coalitions can 

The ACA’s focus on medical homes offers a 
unique opportunity to assure that these types 
of transitions will enable these populations to 
receive developmentally appropriate care. 

According to Dr. Brindis, it is up to us as 
public health champions to take on the role of 
measuring and monitoring outcomes, and to 
embrace coalitions with community partners 
and clinics to create a coordinated system of 
community and clinical preventive services. 
Outreach workers and navigators will play an 
important role in helping troubleshoot pro-
grams, facilitating enrollment, and providing 
access to care, so that we are providing health 
education and a continuity of care for young 
people and their families with specific priority 
for low-income populations. However, while 
health care reform is a great opportunity to 
advance policies for adolescents, it will take 
advocacy and consumer education to ensure 
that young people also benefit from those 
changes and that the services that are being 
promised will actually occur.

Mary Balluff continued by noting the issues 
most common in the adolescent population 
in her own community. Balluff first identified 
an epidemic of Sexually Transmitted Diseases 
(STDs), which has remained a significant public 
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Table 3.1 Residential, adjacent and nonadjacent activity domains 
(rank-ordered by percent of activities in nonadjacent tracts; highest-to-lowest)

Domain N
Residential  

tract
Adjacent      

tract
Nonadjacent 

tract
Social services 22 4.55 9.09 86.36
Work 11 9.09 9.09 81.82
Nonfood shopping 22 4.55 18.18 77.27
Childcare 15 0.00 26.67 73.33
Health services 45 6.67 20.00 73.33
Education 26 7.69 19.23 73.08
Social network 18 22.22 5.56 72.22
Other services 12 0.00 33.33 66.67
Food shopping 37 5.41 29.73 64.86
Recreation 14 0.00 42.86 57.14

health challenge for Douglas County, NE 
(including the city of Omaha), in 2004. While 
STD rates have stabilized somewhat since then, 
15 to 24-year-olds remain at the bulk of a local 
epidemic which is concentrated in the eastern, 
predominantly African-American part of Doug-
las County (Fig 3). 2012 data from the Youth 
Risk Behavior Surveillance System (YRBSS) gave 
the Douglas County Health Department the 
opportunity to put together a risk map to ana-
lyze where the risk is located in the commu-
nity, and where public health could have the 
greatest impact (Fig 4). The Health Department 
determined that the response to this crisis 
and four other identifi ed community health 
priorities (asthma, obesity, lead, and infant 
health) should involve a range of components, 
including youth advisories, nontraditional 
engagement, youth development emphasis, 
and environmental changes. 

According to Balluff , building trust with the 
community, partnering with youth agencies, 
and reaching out to young adults in com-
munity settings have been key to the Health 
Department’s success in responding to the 
issues arising among young people in the 
eastern third of the city. Douglas County has 
worked with a high school youth advisory 
group consisting of youth from across the 
city, in conjunction with other youth advisory 
groups, to provide insight on adolescent 
beliefs and activities. The result has been to 
implement activities at the grade-school level, 
which address  proper diet and nutritional 
awareness, along with environmental changes 
to encourage physical activity. After identifying 
ten developmental assets that best align with 
preconception health, the Health Department 
presented them to the youth development 
agencies along with information about the 
Life Course Model to enhance adolescent pro-
gramming and ultimately ensure future posi-
tive birth outcomes. The Health Department 
has also utilized nontraditional engagement 
by meeting young people in the community 
settings where they feel comfortable, such as 
libraries or community centers, to provide STD 
education and screening. 

Balluff  concluded that partnerships, the 

Source: Douglas County Health Department

Source: Douglas 
County Health 

Department

FIGURE 3

FIGURE 4

involvement of adolescents and students, 
and the communication of successes have 
been vital to Douglas County’s initial eff orts in 
addressing these adolescent health problems. 
However, resolving the wide range of health 
issues within Douglas County remains a chal-
lenge, as does the integration of work across 
funding streams with diff erent requirements 

Achieving heAlth equity in mch populAtions 
through plAce-BAsed chAnge strAtegies

Place-based strategies are a relatively new concept to public health, as we 
tend to focus on risk factors at the individual level to explain health outcomes. 
However, recent advances have determined that contextual factors such as 
neighborhoods are directly influencing health outcomes and indirectly shaping 
the individual risk factors that influence these health outcomes. At the 18th 
Annual Maternal and Child Health Epidemiology Conference cohosted with 
the 2012 CityMatCH Annual Urban MCH Leadership Conference, Dr. Sara 
McLafferty and Mildred Thompson, MSW discussed novel approaches to 
measuring the impact of place on health, as well as place-based interventions 
to address health equity. Excerpts from their conference plenary presentation 
follow. 

Dr. McLaff erty explained that spatial analysis 
methods can contribute to MCH disparities 
assessments by identifying populations in 
need, examining and understanding their 
disparities, and then analyzing the change in 
disparities over time. For example, a spatial 
analysis method called hotspot mapping, 
or kernel density estimation, allows us to 
determine if patterns exist in a point map 
by counting up the density of points across 
the map. This method allows us to visualize 
the distribution of low birthweights within a 
community so that we can identify “hotspot” 
areas. Once we’ve identifi ed these areas, we 
can then address the factors that are causing 
the birthweight to vary from place to place. 

Dr. McLaff erty emphasized that residential 
locations are associated with health via a 
variety of factors, including social networks, 
access to services and resources, and ethnic 
density (the density of an ethnic group in a 
residential area). For example, in a population 

Dr. McLaff erty began by defi ning place as 
“nature, the built environment, people’s so-
cial interactions and networks of resources, 
existing at multiple and overlapping scales, 
from the global and national scale all the 
way down to the personal spaces of every-
day life.” Places are environments infused 
with meaning whose characteristics are 
linked to health via complex pathways. Plac-
es are also dynamic – people create places 
and places create people – and complicated 
by the fact that individuals experience the 
same environments in diff erent ways. Under-
standing how place, these various defi nitions 
of place, and health are connected to each 
other is critically important in understanding 
the eff ects of place on MCH and in develop-
ing place-based interventions. 

We can use spatial analysis methods to 
overcome some of the limitations we face 
in determining the eff ects of place on 
health, according to Dr. McLaff erty. Spatial 
analysis methods enable us to adopt a 
fi eld approach, instead of relying on fi xed 
geographic areas. We tend to rely on data 
at the zip code or census tract level, even 
though an individual’s daily activity – and 
their exposure to stressors and resources – 
doesn’t conform to these geopolitical units. 
Research has shown that only about 10-20% 
of people’s daily activities are concentrated 
within their residential census tract, so using 

fi xed geographic units doesn’t necessarily re-
fl ect the spaces that are relevant for people’s 
health (Fig 1). Spatial analysis methods – 
which are tools for visualizing, analyzing, and 
modeling spatial data, or data that is linked 
to a place – allow us to overcome these 
limitations by helping us understand these 
spatial relationships. 

Source: Matthews, S. (2011) Spatial polygamy and the heterogeneity of place: Studying people 
and places via egocentric methods. Communities, Neighborhoods & Health, 35-55. 

FIGURE 1

HEALTH EQUITY
 continued on page 16

and time frames, and the limited availability 
of data. We must continue to seize these 
opportunities to blend resources and target 
eff orts, because only then can we create the 
lasting impacts which are key to our future 

successes.   n

Number of Chlamydia Cases by Age Group
Douglas County, NE  |  2010-2011

Douglas County Putting Prevention to Work
Potential for Impact  |  Douglas County, NE
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of Bangladeshi mothers with very high rates 
of low birthweight in New York City, both 
low and high ethnic density was found to 
have a profound effect on birthweight. The 
risk of low birthweight was almost double 
for both the mothers who were living in low 
ethnic density areas of spatial and social 
isolation, and for those living in high ethnic 
density areas with crowded conditions (Fig 
2). This suggests that a combination of both 
spatial and social targeting may be more 
effective for high-risk mothers living in low 
ethnic density settings. 

Dr. McLafferty added that we can use spatial 
analysis methods to understand changes 
in health inequalities over time, such as im-
provements in low birthweight in a residen-
tial area. Analyzing these changes allows us 
to determine whether the causes for change 
are due to race, age, ethnicity, or income, 
or due to social, environmental, or policy 
changes. After we’ve identified specific fac-
tors, we can also determine how these differ-
ent sources of change vary geographically. 

Mildred Thompson continued by focusing 
on the intersection between health, place 
and equity, defining equity as “fair and just 
inclusion so that all can prosper.” Achieving 
equity requires the awareness that there is 
no place in a community where issues of 
health cannot be viewed as a critical com-
ponent. Access to culturally relevant health 
services, well-functioning schools, healthy 
housing, recreation spaces, and quality 
child care — virtually everything in the built 
environment — has health consequences 
for the community (Fig 3). However, the 
opportunities for good health that are found 
in “communities of opportunity” are often 
missing in low-income neighborhoods, so 
individual behavior should be only one piece 
of the puzzle when we talk about place and 
health.

The obesity trend is just one way in which 
the choices made in the context of their 
environment are manifesting themselves, 
and the related healthcare costs to treat 
this epidemic are extreme, according to 
Thompson (Fig 4). Access to healthy food is 
a key element of the changes that need to 

be made in our environments, because com-
munities don’t want to eat unhealthy food. 
Studies have shown that when healthier 
food is available in low-income communi-
ties, healthier food is also consumed by the 
community. 

Thompson emphasized that equity in 
transportation is key to achieving health 
equity, because easy access to transporta-
tion creates communities of opportunity 
and minimizes the potential health impacts 
of transportation. However, inequities in 
transportation still exist, as studies have 
shown that low-income households spend 
up to 42% of their income on transportation 
compared to middle-income households, 
which spend less than 22% of their annual 
income on transportation. 

To create change, we must promote com-
munity engagement that fosters greater 
equity and support for the ideas we are 
putting in place. Unless we partner with 
communities, we won’t have the participa-
tion we need to address these issues of race 
and class and demographic shifts, which 
demand an inclusion component. We can 
achieve greater participation using various 
degrees of community engagement, such as 
yearly Town Hall Meetings which are open to 
the community, or more progressive levels 
where the community is part of the gover-
nance structure. 

Thompson concluded that we can measure 
progress in health equity by the degree to 
which community conditions are changing 
after the implementation of place-based 
strategies, and by the resulting health effects 
on the community. We also need to take a 
fresh look at partnerships by increasing com-
munity engagement and long-term, well-
resourced policy and advocacy approaches, 
which are needed to implement the kind 
of changes that have to happen. Finally, we 
need strong data and research, combined 
with continuous evaluation, so that we can 
share our results with the community and 
they can in turn benefit from our expertise. 
If we believe in fair and just inclusion, so that 
all can prosper, we can’t keep this knowl-
edge to ourselves.   n

Source: Am J Public Health. 2005 April; 95(4): 638-640

FIGURE 2

FIGURE 3

U-shaped relationship between ethnic density and low birthweight

Source: PolicyLink

FIGURE 4
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THANKS!
On behalf of CityMatCH, we off er our grati-
tude and recognition to each person and 
organization who contributed to the success 
of the 18th Annual Maternal and Child Health 
Epidemiology Conference cohosted with the 
2012 CityMatCH Annual Urban MCH Leader-
ship Conference. 

Our Conference Planners:
• MCH EPI Conference 

Planning Committee

• CityMatCH Conference 
Planning Committee

• CityMatCH Board of Directors

CityMatCH would like to thank the U.S. De-
partment of Health and Human Services, the 
Centers for Disease Control and Prevention’s 
National Center for Chronic Disease Preven-
tion and Health Promotion and Division of 
Reproductive Health, and the Health Re-
sources and Services Administration/Mater-
nal and Child Health Bureau. Their generous 
support of our Annual Conference makes 
this event possible. Many thanks also to all 
of our partners and friends in San Antonio. 
Special thanks also go to those who were 
instrumental in planning and implementing 
this year’s plenary sessions, including Mary 
Balluff , MS, BS, RD, LMNT; Maureen Fitzgerald, 
MPA; Jessica Jones, MPH; Laurin Kaseha-
gen, MA, PhD; Russell Kirby, PhD, MS, FACE;     
Charlan Kroelinger, PhD; Mark Law, PhD; 
Donna Phillips, MPH; Kristin Rankin, PhD; Bill 
Sappenfi eld, MD, MPH; and Erin Schneider, 
MSW.   n

sponsors & eXhiBitors

2012 conference AWArds 
& recognition
This year’s 18th Annual Maternal and Child Health Epidemiology Conference 
cohosted with the 2012 CityMatCH Annual Urban MCH Leadership Conference 
featured an Awards Ceremony to recognize notable contributions made by pro-
fessionals in the fi eld of MCH and beyond. Congratulations to this year’s Awardees!

Kathy Carson Promising Practice Award: CityMatCH gave awards in this category 
for outstanding oral presentations   —in data and in program and policy, and 
awarded two honorable mentions in each focal area. 

The Winner of the Award for Program/Policy was Karen Gray-Medina from Co-
lumbus Public Health in Ohio for their abstract entitled, “A Community Model for 
Reducing Sleep-Related Infant Deaths.” Also a Winner of the Award for Program/
Policy was Adrienne Zertuche for her poster entitled, “Obstetric Care in Georgia: 
Translating Research into Political Action.” 

For Program/Policy, an Honorable Mention was given to Karen Peterson, Kellie 
Teter, Pam Gillen and Grace Alfonsi from Denver Public Health and the Univer-
sity of Colorado at Denver for their abstract entitled, “Reducing Alcohol-Exposed 
Pregnancy: The Denver Collaborative.” In the Program/Policy area, an Honorable 
Mention was given to Adriana Luevanos for her poster entitled, “Community –
Level Bi-National Planning to Address High Teen Birth Rates.” 

The Winner of the Award for Data was Amanda Bennett for her abstract entitled, 
“Does Receiving Care in a Medical Home Mediate the Racial Disparity in Unmet 
Healthcare Needs among Children with Special Healthcare Needs (CSHCN)?” For 
Data, an Honorable Mention was given to Sarah-Truclinh Tran for her abstract, 
“Using Propensity Score Matching to Evaluate Eff ects of a Nurse case Manage-
ment Home-Visiting Program for Vulnerable Families on Pregnancy Outcomes in 
Multnomah County, Oregon, 2008-2009.” An Honorable Mention was also given 
to Michael Kramer for his abstract, “Maternal Smoking during Pregnancy and First 
Grade Failure on Criterion-Referenced Competency Tests (CRCT) among Georgia 
Students.” 

Awards were also given for Outstanding Peer-Reviewed Publications Developed 
from an MCH EPI Conference Abstract Which Advances the Field of Applied 
MCH Epidemiology. The Winner of the Early Career Professional 2012 Award 
was given to Sudeshna Mukherjee for her manuscript, “Risk of Miscarriage among 
Black and White Women in a US Prospective Cohort Study.” The Winner of the 
State or Local Level Analysis 2012 Award was Chinelo Ogbuanu for his manu-
script, “Timely Access to Quality Health Care among Georgia Children Ages 4 to 
17 Years.” The Award for National Level Analysis 2012 was given to Ruowei Li in 
recognition of the manuscript, “Risk of Bottle-Feeding for Rapid Weight Gain dur-
ing the First Year of Life.”

The Winner of the Poster Award was Derek Chapman for his poster entitled, 
“The Eff ect of Maternal Low Birth Weight on Medical History Factors and Labor/
Delivery Complications among Black and White First-Born Singletons in Virginia, 
2005-2009. ”An Honorable Mention was given to Emmanuel Ngui for his poster 
entitled, “Perception of African-American Professionals and Community Members’ 
on Genetic Research Involving Children and Pregnant Women.”   n
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yeAr 6 cityleAders 

Become a CityLeader
CityLeaders is an intensive eight-month training program 
for emerging MCH leaders on the core MCH Leadership 
Competencies. This program includes one onsite meeting 
and a series of distance learning skills-building opportuni-
ties. CityLeaders are matched with a seasoned urban MCH 
leader in the fi eld for a mentor/mentee relationship lasting 
the duration of the program.

For information on how to apply, please visit:
www.citymatch.org/projects/cityleaders.php
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