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Strategic Plan Components

Part I: Overview of Maternal and Child Health Bureau –
Mission Statement, History and Focus, MCH Partners, and 
Organizational Structure.

Part II: The Plan – Goals, Key Strategies, Performance 
Measures and Annual Priorities.

Part III: Conceptual Framework for the Plan – The MCHB 
Vision, MCHB Guiding Principles, MCH Health Services Pyramid, 
and Key Documents/Linkages.

Part IV: The Planning Cycle – Needs Assessment; 
Development of Goals, Key Strategies and Annual Priorities; 
Program and Resource Allocation; and Performance Measures 
and Evaluation. 
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MCHB Strategic Plan Goals

Goal 1: Provide National Leadership for Maternal and 
Child Health

Goal 2: Promote an Environment that Supports 
Maternal and Child Health

Goal 3: Eliminate Health Barriers and Disparities

Goal 4: Improve the Health Infrastructure and 
Systems of Care

Goal 5: Assure Quality of Care
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Goal 1 – Provide National
Leadership for MCH

Key Strategies

Create a shared vision and goals for MCH. 
Strengthen the MCH knowledge base and support 
scholarship within the MCH community. 
Forge strong, collaborative, sustainable MCH 
partnerships both within and beyond the health 
sector. 
Promote family leadership in MCH service delivery, 
evaluation and program/policy development. 
Provide both graduate level and continuing education 
training to assure interdisciplinary MCH public health 
leadership nationwide. 
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Goal 2 – Promote an Environment
That Supports MCH

Key Strategies

Using the best available evidence, develop and 
promote guidelines and practices to assure social, 
emotional and physical environment that supports 
the health and well-being of the MCH population.

Work with States and communities to plan and 
implement policies and programs to improve the 
social, emotional and physical environment.
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Goal 3 – Eliminate Health 
Barriers and Disparities

Key Strategies

Develop and promote health services and systems of 
care designed to eliminate disparities and barriers 
across the MCH population.

Train an MCH workforce that is culturally competent 
and reflects an increasingly diverse population.
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Goal 4 – Improve the Health 
Infrastructure and Systems 
of Care

Key Strategies

Build analytic capacity for assessment, planning, and 
evaluation. 
Using the best available evidence, develop and 
promote guidelines and practices that improve 
services and systems of care. 
Assist States and communities to plan and develop 
comprehensive, integrated health service systems. 
Work with States and communities to assure that 
services and systems of care reach targeted 
populations. 
Work with States and communities to address 
selected issues within targeted populations. 
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Goal 5 – Assure Quality of 
Care

Key Strategies

Build analytic capacity to assess and assure quality of 
care.

Develop and promote health services and systems 
designed to improve quality of care.

Develop and promote health services and systems 
that assure appropriate follow-up services.
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MCH Bureau Performance 
Measurement System
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DIRECT

HEALTH CARE

SERVICES

(GAP FILLING)

Examples:

Basic Health Services and 
Health Services for CSHCN

ENABLING SERVICES

Examples:

Transportation, Translation, Outreach, Respite Care,
Health Education, Family Support Services, Purchase of
Health Insurance, Case Management, Coordination with

Medicaid, WIC and Education

POPULATION--BASED SERVICES

Examples:

Newborn Screening, Lead Screening, Immunization, Sudden Infant Death
Counseling, Oral Health, Injury Prevention, Nutrition and Outreach/Public Education

INFRASTRUCTURE BUILDING SERVICES

Examples:

Needs Assessment, Evaluation, Planning, Policy Development, Coordination,
Quality Assurance, Standards Development, Monitoring, Training, Applied Research, 

Systems of Care and Information Systems

CORE PUBLIC HEALTH SERVICES
DELIVERED BY MCH AGENCIES

MCH EPSDTCHC SCHIP
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Selected Accomplishments

Accomplishments
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U.S. Infant Mortality Rates by Race, 1940-2006
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Low Birthweight (%) by Race, United States, 1990-2006
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Preterm Birth (%) by Race, United States, 1990-2006
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Epidemic of Childhood Overweight
& Obesity

0

5

10

15

20

25

1976-1980 1988-1994 1999-2002

P
e
rc

e
n

t

Black Hispanic White

Source: National Center for Health Statistics, National Health and Nutrition Examination Survey

Note: Estimate not available for 1976-1980 for Hispanic; overweight defined as BMI at or above the 
95th percentile ofr the CDC BMI-for-age growth charts

Children 6-18 Overweight

Presenter
Presentation Notes
You all know that there is an epidemic of childhood obesity going on in this country. Over the past 3 decades, the rate of childhood overweight has doubled for white kids and tripled for black kids.The question is could your predisposition to overweight and obesity be programmed in utero? 
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Improving MCH:
A Life-Course Perspective

The life-course perspective suggests a need 
for an expanded approach to improve 
perinatal health, one that emphasizes not 
only risk reduction during pregnancy, but 
also health promotion and optimization 
before and between pregnancies and, 
indeed, across the life course. The approach 
needs to be both clinical and population-
based, addressing individual factors as well 
as social determinants of perinatal health.
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Life Course Perspective

Lu MC, Halfon N. Racial and ethnic disparities in birth outcomes: a life-course perspective.
Matern Child Health J. 2003;7:13-30. 

Presenter
Presentation Notes
This may be particularly important for all of us in MCH, where one developmental stage often gets disconnected from another. In perinatal health, we focus so much on events occurring in the 9 months of pregnancy we forget that there are a great deal of life course influences on perinatal outcomes, and a great deal of perinatal influences on life course outcomes. For example, in explaining the Black-White gap in infant mortality, for decades we searched for maternal risk factors during pregnancy rather than looking at the mothers’ cumulative life course experiences. The danger of focusing solely on risk factors during pregnancy is not only that it doesn’t adequately explain the disparities, but more importantly it can misguide public health programs and policies. For two decades we thought if we could get women universal access to good quality prenatal care, then we can do something about reducing infant mortality and racial disparities in this country. Many of us recognize now that to expect prenatal care, in less than nine months, to reverse all the cumulative disadvantages and inequities over the life course of the woman, may be expecting too much of prenatal care. If we as are serious as a nation about improving birth outcomes and reducing disparities, we have to start taking care of women and families not only during pregnancy, but before and between pregnancies and indeed, across their entire life course.
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Cumulative, Programming and Pathway 
Mechanisms Influence LCHD

Three basic mechanisms influence LCHD 
Cumulative - additive effect of multiple risks and 
protective factors, weathering
Programming - time specific influence of stimulus or 
insult during a critical or sensitive period on selection, 
adaptation, compensatory processes
Pathways-chains of (eco-culturally constructed) 
linked exposures that create a constrained conduit of 
gene-environment transactions 
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Birthweight and CVD Outcomes
Nurses’ Health Study
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Holzman, C. et al. Am J Public Health 2009;99:1864-1871

FIGURE 1 Estimated probability of preterm delivery by maternal age, 
race, and smoking status for (a) primiparous women and (b) 

multiparous women: 8 US geographic areas, 1995-2001
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Holzman, C. et al. Am J Public Health 2009;99:1864-1871

FIGURE 2 Estimated probability of preterm delivery by maternal age, stratified by level of 
neighborhood deprivation (low, medium, and high), for (a) multiparous White nonsmokers, (b) 

multiparous White smokers, (c) multiparous Black nonsmokers, and (d) multiparous Black 
smokers: 8 US geographic areas, 1995-2001
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Key concepts of the MCH 
Life- course Model

Today’s experiences and exposures 
determine tomorrow’s health
Health trajectories are particularly 
affected during critical or sensitive 
periods
The broader environment – biologic, 
physical, and social – strongly affects 
the capacity to be healthy
Inequality in health reflects more than 
genetics and personal choice. 

Amy Fine, Milt Kotelchuck, 2009
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MCH Bureau Performance 
Measurement System
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Peter C. van Dyck, M.D., M.P.H.

HRSA/MCHB
http://mchb.hrsa.gov/

Contact
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