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tion grants, which are quite different from the long-

term priorities, are not included in the study.

The training evaluation consisted of two phases.

Because little had been written describing the

Training Program, the purpose of phase I was to

chronicle the program’s history and development

and to identify themes common to the 13 priorities.

The product of phase I, Building the Future: The

Maternal and Child Health Training Program,3 was

based on a review of Training Program documents,

interviews with current and former federal staff asso-

ciated with the program, and information obtained

in focus groups from grantees in seven of the training

priorities. An important outcome was greater clarity

about the overall goals of the program. Phase II, the

results of which are presented here, is designed to

broadly assess the program’s accomplishments, iden-

tify problems, and provide recommendations

focused on program operations and management.

BACKGROUND

MCHB and its predecessor agencies have funded

long-term training in maternal and child health since

the 1940s.4 The Children’s Bureau took a holistic

approach to the care of children and families, view-

ing health,social,and emotional needs as inseparable

and equally important. This perspective has perme-

ated the MCH Training Program throughout its his-

tory.4 Another hallmark of the program is its long-

standing focus on vulnerable populations, including

children with special health care needs and under-

served women, children, and adolescents.

Much more than just a mechanism to support the

education of individuals, the Training Program was

designed to be a vehicle for national MCH infrastruc-

ture building. Training Program grantees were to be

key partners with the federal government and the

T
he Maternal and Child Health Bureau

(MCHB) has initiated a series of measures

designed to increase accountability and

improve decision-making. One of these efforts is an

assessment of the impact of discretionary grants in

the category of Special Projects of Regional and

National Significance (SPRANS), which comprise

an array of demonstration, research, and training

grants.1 The evaluation of the Maternal and Child

Health (MCH) Training Program described in this

document is part of this effort.

The National Center for Education in Maternal

and Child Health (NCEMCH) at Georgetown

University was awarded a grant that included as one of

its objectives the development of a model for evaluat-

ing SPRANS projects. The first program to be evalu-

ated was the Healthy Tomorrows Partnership for

Children Program.2 The MCH Training Program is

the second SPRANS program to be evaluated. The

evaluation focuses on the 13 long-term training pri-

orities supported by MCHB; the continuing educa-
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states in improving the health of women and children

through their work with professional associations,

public agencies, and voluntary organizations, and to

constitute a ready and willing cadre of individuals with

expertise, dedication, and commitment to children.3 

THE TRAINING PROGRAM

AND THE MCH MISSION

The Training Program is a key resource for

MCHB as it strives to address the following goals

articulated in its strategic plan:

• Goal 1: Eliminate Barriers and Health

Disparities: The Training Program promotes

this goal through an educational focus on health

disparities, development of outreach services for

children and families who have poor access to

health services, and policy work, such as service

on advisory committees or task forces.

• Goal 2: Ensure Quality of Care: A major aspect

of the Training Program is quality improvement

in the provision of health services. Grantees

develop practice guidelines, assist states and

communities with evaluation, disseminate

research findings to various communities, and

provide quality training for a new generation of

MCH leaders and practitioners.

• Goal 3: Improve the Health Infrastructure and

System: Trainees are taught the value of compre-

hensive systems of care, cultural competence,

and family-centered care. Many grantees func-

tion as local, state, and national advocates to

improve the health care system.

Interrelationship of the Training and

Block Grant Programs

The MCH Block Grant program and the Training

Program represent complementary approaches to

addressing the health of women and children. In

addition, the Training Program both directly and

indirectly supports the Block Grant program.

Examples of direct support include technical assis-

tance and continuing education provided by

Training Program faculty for state Title V programs,

and examples of indirect support include activities

such as standards development, policy work, infor-

mation dissemination,applied research,and the edu-

cation of a new generation of practitioners. The

Training Program thus enhances MCHB’s ability to

serve as a catalyst for change and strengthens the

context for the delivery of MCH services.

The MCH pyramid (Figure 1) is a graphical rep-

resentation of the activities supported by MCHB. It

identifies the levels of services provided through

Title V. The Training Program is located in the base

of the pyramid. Without this foundation, the other

MCH functions would be severely compromised.

The base consists of infrastructure-building servic-

es, including assessment and assurance functions

and training. These infrastructure-building servic-

es were noted as critical areas of emphasis for public

health programs in the landmark study conducted

by the Institute of Medicine, The Future of Public

Health.5

Interrelationship of Special MCH

Initiatives and the Training Program

MCHB supports a number of special initiatives,

and the alliances MCHB has established with uni-

versities through the Training Program are critical

to the success of these initiatives. A few illustrative

examples are provided below:

• Children with Special Health Care Needs:

MCHB, in particular its Division of Services

for Children with Special Health Care Needs,

works to improve services for children with a



4 THE MCH TRAINING PROGRAM

who are equipped to treat and diagnose chil-

dren with neurodevelopmental disabilities, and

LEND grantees deliver an array of clinical

services within most states, serving as a referral

source for the state programs. LEND grantees

also provide community training and advoca-

cy for special needs children, supporting the

work of MCHB and state offices.3 Other

Training Program priorities, such as pediatric

pulmonary centers, behavioral pediatrics,

pediatric dentistry, communication disorders,

and the occupational and physical therapy

projects, also focus on children with special

health care needs.

variety of disabilities. States receive MCH

Block Grant funds to ensure that services are

adequate and of high quality.6 Several training

grant priorities focus on children with special

health care needs. The interdisciplinary

approach  of priorities such as LEND ensures

that children with complex health and social

needs receive coordinated care from a variety

of disciplines. Most LEND projects work col-

laboratively with their state offices; in two

states, the LEND program actually administers

the state program for children with special

health care needs. LEND grantees provide

many of the experts (LEND program faculty)

DIRECT
HEALTH 

CARE
SERVICES
Examples:

Basic Health Services,
Services for Children with Special 

Health Care Needs

ENABLING SERVICES
Examples:

Transportation,Translation, Outreach, Respite Care,
Health Education, Family Support Services, Purchase

of Health Insurance, Case Management,
Coordination with Medicaid,

Special Supplemental Nutrition Program for Women,
Infants and Children (WIC), and Education

POPULATION-BASED SERVICES
Examples:

Newborn Screening, Lead Screening, Immunization, Sudden Infant Death Syndrome 
Counseling, Oral Health, Injury Prevention, Nutrition, 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, Information Systems

Figure 1: MCH Pyramid
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• Office of Adolescent Health: Established in

statute, MCHB’s Office of Adolescent Health

strives to improve the health of the nation’s ado-

lescents through special discretionary grants,

policy work, support of Title V programs in

improving adolescent health, and interagency

collaboration.7 The LEAH grants are integral

partners in this work. They provide technical

assistance to the state adolescent health coordi-

nators, conduct research that furthers the goals

of the Office of Adolescent Health, and generate

policy documents that foster awareness of ado-

lescent health issues. LEAH grantees form the

core of the Society for Adolescent Medicine, the

key professional association focused on adoles-

cent health, and through this association they

advocate for new policies and treatment

approaches to benefit adolescents.3 The Office of

Adolescent Health’s two policy center grants are

housed in the same university departments as

two of the LEAH grants; both the LEAH projects

and the policy centers are strengthened through

the complementary activities of the two cate-

gories of grants.

• Crosscutting Initiatives: From time to time,

MCHB supports initiatives that cut across all its

offices and divisions. The Training Program

enables MCHB to more effectively accomplish

such initiatives, as shown by the example of

Bright Futures. Designed to improve quality of

care for children and their families, Bright

Futures is a set of expert guidelines and a practi-

cal developmental approach to providing health

supervision for children from birth through ado-

lescence, and consists of a variety of tools for

health professionals, families, and communities.8

The Training Program has been pivotal to the

success of Bright Futures. For example, many of

the experts on the panels assembled to develop

the Bright Futures guidelines were either gradu-

ates of the Training Program or current faculty.9

In addition, several training projects visited as a

part of this evaluation have fostered curriculum

changes, both within their own universities and

nationwide, that build on the Bright Futures

guidelines. The Training Program has played a

central role in Bright Futures, albeit one that has

gone largely unrecognized.

A great strength of the MCH Training Program

over time has been its implicit recognition of the

way in which social change occurs—through the

synergy created by service providers, policymakers,

academics, and family members working in con-

cert. The Training Program is integral to this

process.3

GOALS OF THE MCH
TRAINING PROGRAM

The MCH Training Program addresses a diverse

set of needs. And yet it has developed a cohesive set

of goals that distinguishes it from other federal

health training programs. The five goals of the

MCH Training Program are to:

• train leaders;

• address the special health and social needs of

women, infants, children, and adolescents;

• foster interdisciplinary care;

• change attitudes and practice (e.g., toward

family-centered and culturally competent

care); and 

• emphasize the public health approach.

Prior to the publication of Building the Future:

The Maternal and Child Health Training

Program,3 these goals had not been clearly articu-

lated in written documents.



Training Leaders

The MCH Training Program aims to train a new

generation of leaders who can advocate for children

and their families, provide quality clinical services,

teach, and conduct research. Leadership training is

a strategy chosen by MCHB to maximize the

impact of a program with limited resources relative

to need. Although it could be argued that the MCH

Training Program has always trained leaders, this

aspect of the program has recently become explicit

and more central to the MCH Training Program

mission.10

Addressing the Special Needs of Women,

Children, and Adolescents

A key characteristic of the MCH Training

Program is its focus on women, children, and ado-

lescents. Historically, health professionals in a num-

ber of fields have not received adequate training in

serving the special health and social needs of these

populations, a situation that continues to the pres-

ent day. The MCH Training Program is intended to

address this gap.

Fostering Interdisciplinary Care 

As children began to survive previously untreat-

able complications of birth, and as once-fatal ill-

nesses became treatable, some health care

providers turned their attention to the complex

health and social needs of children with chronic

health problems. Single disciplines cannot address

the needs of many of the children who have special

needs, and so, in the 1960s, an interdisciplinary

model of care emerged from the experience of the

University Affiliated Facilities (later renamed as

University Affiliated Programs).11 This model fos-

ters collaboration among faculty and trainees from

various disciplines as they work together to address

6 THE MCH TRAINING PROGRAM

the multifaceted issues of children with special

health care needs. The MCH Training Program is

currently one of the only sources of support for this

type of training.

Changing Attitudes and Practice

Quality health care services are community-

based, family-centered, and culturally competent.12

In addition, health care should be coordinated, and

health services should be integrated with other sys-

tems that serve women, children, and families

(including education, justice, and social services).

Noted in the Title V legislation that defined the

Children with Special Health Care Needs

(CSHCN) program, these aspects of service deliv-

ery have come to constitute core MCH values, and

the Training Program attempts to ensure that they

are integrated in each training project and that

graduates of the Training Program reflect these val-

ues in their practices.

Emphasizing the Public Health Approach

The MCH Training Program has attempted to

broaden the perspective of clinicians to an under-

standing of public health, of preventing problems

from occurring among population groups. The

public health approach recognizes that many health

problems are rooted in the behavior of individuals

and in their social context and that the environment

plays a major role in health.13 In contrast with the

clinical medical approach, which explores the histo-

ry and health conditions that may have led to health

problems in a single individual, the public health

approach focuses on identifying patterns among

groups. It has four basic steps: (1) clearly define the

problem; (2) identify risk and protective factors; (3)

develop and test interventions; and (4) implement

interventions.14 The public health approach is a
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rational and organized way to marshal prevention

efforts and ensure that they are effective.

“Our faculty have learned about the pub-

lic health perspective, advocacy, cultural

competency, and family-centered care.

Faculty who come from a clinical back-

ground were not trained with such a

model. This is at the forefront of exem-

plary practice.”

—Project director, Occupational Therapy 

NEEDS ADDRESSED BY THE

MCH TRAINING PROGRAM

Although the grantees of all 13 MCH Training

Program priorities incorporate the general goals of

the Program in their projects, the specific needs that

individual priorities address vary considerably.

Although MCHB recently funded a graduate train-

ing and continuing education needs assessment, it

has not done so in the past;1 rather, the priorities

have arisen over time in an ad hoc way. This evalua-

tion found that training needs, as reflected in the 13

priorities, are qualitatively different and may be

conceptualized in several ways, as follows:

• The scope and/or trajectory of a particular

health problem: A health problem may affect

many people, be quite severe, and/or be dramat-

ically increasing in scope, and the resources to

address it may be inadequate. Asthma is an

example: it is sometimes fatal, affects hundreds

of thousands of children, and is growing in

prevalence.15 However, the resources to address

asthma are not commensurate with its scope.

The PPC training projects are working to

understand and control asthma, along with

other significant pulmonary diseases. Dental

disease in children, and adolescent suicide, are

other problems of great scope, ones that are pre-

ventable; these are being addressed by the pedi-

atric dentistry and adolescent health priorities,

respectively.

• Lack of a doctoral-level professoriate: In some

health fields, the master’s degree is the terminal

degree, and persons capable of effectively teaching

trainees (i.e., persons with doctorates) are few.An

example is the field of communication disorders.

The master’s degree is the certifying degree for

practicing audiologists and speech/language

pathologists. In a robust economy, there is little or

no economic incentive for practitioners to pursue

a doctoral degree.Alternatively,a field may experi-

ence a decrease in the number of doctoral-trained

individuals, with universities then having difficul-

ty recruiting qualified faculty for available posi-

tions. MCH programs in schools of public health,

for example, report difficulties in finding and

attracting appropriately trained faculty. Pediatric

dentistry is another field with difficulty recruiting
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lence or because practitioners in the field find

that they confront it daily and lack the resources

or knowledge to address it. Behavioral problems

of children is an example: primary care practi-

tioners are encountering increasing numbers of

children with mental health and/or behavioral

problems, such as attention-deficit hyperactivity

disorder (ADHD) or depression, but most have

neither the knowledge nor the requisite skills to

treat children with these problems.19 The behav-

ioral pediatrics training projects aim to address

this deficiency.

• Inadequacy of MCH content in basic training

programs: Some professional training programs

are designed to educate generalists who can serve

the needs of a variety of patients or clients.

However, these programs may lack appropriate

MCH content. Examples include the fields of

social work, occupational therapy, physical ther-

apy, respiratory therapy, nursing, and nutrition.

The MCH Training Program priorities in these

disciplines address gaps in basic professional

education.

• Lack of racial and ethnic diversity: In the

absence of racial and ethnic diversity in a field,

important issues may be overlooked in the pro-

vision of services and quality of care may be

compromised. To ensure access and enhance

quality, individuals from diverse backgrounds

may need to be encouraged to receive training

and then supported financially, academically,

and emotionally. The Historically Black Colleges

and Universities (HBCU) priority is intended to

increase the number of professionals from

diverse backgrounds providing primary care in

community-based settings, with an emphasis on

the special needs of families of African-

American and Hispanic descent. Additionally,

academics. Of those trained in pediatric dentistry,

most tend to pursue private practice.

• Complexity of clinical problems: Some children

are particularly difficult to treat, especially those

with multiple disabilities and/or illnesses. An

example is a child who is both autistic and blind.

Such children typically require the services of a

variety of health care professionals who have had

special training, but these professionals may be in

short supply. A recent study found that pediatri-

cians lack training in providing medical care to

children with special health care needs.16

Children with special health care needs face not

only complex clinical issues, but often have social

and educational needs that must be met as well.

Individuals trained in an interdisciplinary model

that focuses on addressing such complex needs in

collaboration with other professionals (both

health- and non–health-related) are well-suited

to provide this type of care, but may be even more

difficult to find. The LEND priority addresses the

need for training specialists to work with children

with neurodevelopmental and related disorders.

• Special needs of subpopulation groups: Some

population groups may be quite large and have

special needs that have gone unmet. This is the

case with adolescents. Adolescents have high

rates of certain risk behaviors, such as use of cig-

arettes, alcohol, and other drugs, and also high

rates of obesity and sexually transmitted dis-

eases.17 And yet, adolescent medicine is a rela-

tively new subspecialty with few trained practi-

tioners.18 The LEAH projects train professionals

in several disciplines to serve adolescents and

promote improvements in adolescent health.

• Perceived urgency of a problem: A health care

problem may be viewed as urgent, perhaps

because new research has documented its preva-
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efforts must be made to increase cultural compe-

tency among nonminority MCH professionals.

The Training Program has evolved over time to

address needs as they have emerged. As social and

medical issues change, new needs may be identified.

FOCUSING THE EVALUATION

The MCH Training Program is both large and

complex. To focus the evaluation and ensure that

the most important questions were asked, an MCH

Training Program logic model (Figure 2) was devel-

oped in collaboration with the project’s advisory

board. A logic model helps to clarify the theory of

any program and elucidates presumed relationships

among different levels of action. The Training

Program logic model shows that the outputs of the

Program include technical assistance, consultation,

and continuing education; research; clinical servic-

es innovations; faculty development; curricular

changes; and increased numbers of students receiv-

ing training in MCH. These outputs lead to a set of

intermediate outcomes that include dissemination

of knowledge to the field; increased knowledge of

how to serve the health and social needs of the

MCH populations; improved delivery of clinical

care; and the training of leaders, all of which gener-

ate better-quality care, more-integrated systems,

and more-informed policy decisions, with the ulti-

mate outcome of improved health for families.

Using the logic model as a guide, a set of evalua-

tion questions was developed—again in collabora-

tion with the advisory board—and a methodology

appropriate to each question was identified.

Issues selected for analysis included the ways in

which resources are utilized by training projects; the

types of activities supported by the Training

Program; the experiences of beneficiaries of the

Training Program, including trainees and recipients

of continuing education and technical assistance;

the perceived impact of training projects on

trainees; the ways in which projects are integrated

into trainees’ universities; and policy and adminis-

trative issues of potential interest to MCHB.

STUDY METHODOLOGIES

The methodologies selected for the evaluation

included a review of the FY 1999 continuation

applications for all 101 projects (“record review”);

site visits to 31 training projects with interviews of

multiple individuals at each site; focus groups with

state Title V program staff and federal regional

MCH consultants; and telephone interviews with

110 trainees who graduated from the training proj-

ects in either 1990 or 1995. Each of these methods is

briefly described below. Technical documents,

including questionnaires and other data collection

instruments, will be posted on the NCEMCH Web

site (http://www.ncemch.org/spr/default.html#

mchbtraining).

Record Review

A review of the FY 1999 continuation applica-

tions for all 101 long-term training grants was

undertaken first. This provided evaluation staff

with an in-depth understanding of the program

and was used to collect data that could be aggregat-

ed across projects. In addition, the record review

allowed the evaluation staff the opportunity to

review information from all projects, not just those

that were site-visited. Data collected from the

record review guided the development of protocols

for the site visits; an effort was made to solicit only

that information not available from materials that

grantees had already provided to MCHB. General
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topics on which information was collected included

the following:

• Budget

• Administrative and organizational structure

• The educational program 

• Demographic and other information on both

current and former trainees

• Continuing education activities

• Technical assistance services, including policy

work 

• Research and publications of faculty

A form was developed to record quantitative

data abstracted from continuation applications so

that the data could be aggregated across the proj-

ects. However, a number of problems were apparent

in this aspect of the study: (1) The variability in the

types of training provided in different projects

means that the validity of cross-category aggrega-

tions are suspect at best; and (2) there is no consis-

tency in definitions among projects, even within the

same priority, and thus aggregating data, particu-

larly on such variables as the number of individuals

receiving technical assistance or continuing educa-

tion, is problematic. Nevertheless, this analysis rep-

resented the first time that all projects had been sys-

tematically reviewed for this type of information,

and it provided a snapshot of aspects of the entire

program at one point in time.

All data collected were stored in a database in

FileMaker Pro for Mac OS Version 4.1 (Claris

Corporation, Santa Clara, CA). Quantitative data

were analyzed using SPSS for Windows, Release

10.1 (SPSS Incorporated, Chicago, IL), whereas

narrative responses were summarized and exam-

ined for patterns in FileMaker Pro.

Site Visits

Site visits to training projects were undertaken in

order to collect information on the major themes

that emerged in phase I of the evaluation, to probe

for additional information, and to provide an

opportunity to interview beneficiaries of the proj-

ects. In order to ensure that the full scope of the

Training Program was adequately reflected in the

site visits, a set of criteria was developed to guide the

selection of projects. The criteria included:

• geographic diversity;

• projects at publicly as well as privately funded

universities;

• projects located in universities with multiple

MCHB training grants, as well as those in uni-

versities with only a single grant; and

• projects that have been funded for a long period

of time, as well as those that were more recently

funded.

In addition, projects representing each of the 13

priorities were included, and priorities with the

greatest dollar investment by MCHB were over-

sampled.

The site visits provided rich and in-depth infor-

mation about the projects. A potential weakness of

the site visits was the necessity of relying on the

project directors to identify interviewees. Thus,

there may be an inherent bias towards a favorable

view of the projects. Nevertheless, the fact that

many individuals at each site were interviewed

enhanced the validity of the findings. Site visits are

one of the best methods for developing a clear pic-

ture of a project.

Thirty-one training project sites were visited

over the course of 8 months. (See Appendix B for a

list of site-visited projects and project directors.)

During the visits, interviews were conducted with

the project director, dean and/or department chair,

faculty, current trainees and recent graduates, and

recent recipients of continuing education and/or
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along with federal regional office staff. Because most

focus group participants in this study knew each

other and were accustomed to meeting via monthly

telephone conference calls, this approach may have

been as fruitful as an in-person focus group.

Focus groups are an effective way to obtain the

opinions of several individuals on a broad array of

topics. The ability of participants to build on each

other’s ideas stimulates thinking and tends to result

in comprehensive information. Thus, focus groups

have become an important qualitative method for

obtaining opinion-based information.

Narrative data from the focus groups were sum-

marized and analyzed for patterns.

Interviews of Former Trainees

A significant outcome of the training projects is

the trainees who complete the programs.

Consequently, the evaluation included an appraisal

of former trainees’ perceptions of the impact of the

Training Program on their professional develop-

ment. In particular, the study attempted to deter-

mine whether trainees who completed the pro-

gram either 5 or 10 years ago believe that they have

become leaders and whether they attribute their

success as a leader to the training they received.

A sample of 423 former trainees across 12 train-

ing priority areas was generated. Former trainees

from the HBCU priority were excluded from the

sample, as this category of grants does not finan-

cially support long-term trainees. Details of the

sample selection process are included in Appendix

C. The former trainees were contacted to either par-

ticipate in a brief telephone interview or to provide

written responses to the interview questions, which

were mailed to them. Nonrespondents were fol-

lowed up on with a postcard and multiple telephone

calls. A total of 110 interviews were completed,

technical assistance. Interview protocols were

developed for each category of interviewee.

Data gathered during the site visits were stored in

a FileMaker Pro database, and narrative site visit

reports for each site were prepared describing the

team’s findings.

Title V Focus Groups

Because Title V agencies should be key partners

of training projects, the experiences of Title V direc-

tors in working with faculty and trainees of training

grants were explored through a series of focus

groups. An in-person focus group was conducted

with five state Title V directors at the 2000 meeting

of the Association of Maternal and Child Health

Programs (AMCHP). Because the project budget

did not permit additional in-person focus groups

with other state Title V program staff, telephone

focus groups were substituted. Title V directors

(both state MCH and CSHCN directors) represent-

ing 6 of the 10 Health Resources and Services

Administration (HRSA) regional offices (regions I,

IV, V, VII, VIII, and IX) participated in these calls,
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yielding a 26 percent overall response rate, and a 35

percent response rate among trainees for whom

addresses and/or telephone numbers were pre-

sumed valid.

Both quantitative and qualitative data were

obtained from the interviews and stored in a

FileMaker Pro database. Quantitative data were

analyzed in Stata statistical software release 7.0

(Stata Corporation, College Station, Texas), where-

as the narrative data were summarized and exam-

ined for trends in the FileMaker Pro database.

The interviews provided the perceptions of the

respondents regarding the extent to which they cur-

rently exercise leadership and their assessment of

the impact of the Training Program on their

careers. Budget constraints precluded the use of

additional methodologies to further verify the for-

mer trainees’ beliefs about these issues. However,

the perceptions of the individuals most directly

affected by the Training Program provide strong

evidence of its impact.

SUMMARY

This report presents the findings of an evalua-

tion of a large, complex, and multifaceted pro-

gram. Several qualitative methods were used to

describe and analyze the program. Study methods

selected were those most appropriate to the partic-

ular questions being addressed. The use of multi-

ple methodologies helped validate the findings

from each individual method. Findings are pre-

sented in the following chapters of this report,

along with a set of recommendations designed to

improve the MCH Training Program and help it

accomplish its mission.




