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Leadership and Priorities in Urban MCH: 
Findings from the CityMatCH Membership Assessment

“Our inherited legacy of leadership in MCH both inspires and challenges us as we
strive to responsibly advocate, align constituencies, build and use data capacities 

for needs assessment and evaluation, question our premises, identify and 
courageously confront pressing health and social issues, and continue our

efforts to formulate and articulate a vision for the future of MCH.”
-- Greg Alexander, Our Legacy for Leadership in MCH, 
Journal of Maternal Child Health 2003 Sep;7(3):145-50

Throughout its history, CityMatCH has used membership assessments to glean the requisite information to assure a timely
and responsive organization. Over time, this collection of historical information has allowed us to ascertain trends about who 
our members are, who the next leaders will be, and what changes are occurring in local health departments. This information 
is reviewed within the contextual backdrop of available funding, political trends, the social environment and other relevant 
data. With that telescope, CityMatCH has sought to build the capacity of urban health departments, to stimulate discourse, 

and to promote and disseminate science for evi-
dence-based action.

The most recent of these membership assess-
ments took place between April and July, 2004. 
Seventy-two percent (n=104) of CityMatCH mem-
bers responded to the assessment. Members 
provided information on their personal demographic 
characteristics, training preferences, and on their 
health departments' workplace infrastructure, bud-
gets and priorities (see Figure 1).

In this issue of CityLights, we present informa-
tion provided by our members during the 2004 
CityMatCH Membership Assessment. These fi ndings 
tell a story of who our membership has become and 
where 
our pri-

orities currently stand. We also take a look forward, examining future priorities 
and leadership development. 

Ultimately, the fi ndings of this Membership Assessment demonstrate that 
the fi eld of urban Maternal and Child Health (MCH) is comprised of key constituen-
cies who hold shared accountability for the inherited legacy of leadership in 
MCH, and for assuring the health of urban women, children and families. We 
invite you to turn the page and read further fi ndings from the CityMatCH 
Membership Assessment.

Figure 1. (For additional information, see page four) 
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S E E
Y O U 
THERE

Registration is 
now LIVE! for the 15th 
Annual CityMatCH 
Urban Maternal and 
Child Health Leadership 
Conference, For All It’s 
Worth: Leading with 
Values and Vision, September 10 – 13, 2005 in Fort Worth, Texas.

Come for the opening plenary luncheon, "Values-Driven Leadership: In Good Times 
and for All Times," (Saturday at noon) and stay through the end as CityMatCH founder, 
Dr. Magda Peck explores our common vision for the future. All the while, hear about 
the latest science and practice in perinatal health, maternal depression, teen pregnancy 
prevention, impact evaluation, and much, much more!

On-line registration available at www.citymatch.org/Conference2005/.

CityMatCH Releases Urban Women's Health 
Promising Practices Compendium
CityMatCH recently released the publication, "Toward 

Women's Health: Promising Practices in Urban Women's Health."  
This four-issue series describes community-based campaigns, 
such as cancer reduction or improving birth outcomes, and more 
readily implemented activities including internal agency efforts to 
reshape health department services to better meet the needs of 
women.  These practices illustrate current work being done to 
analyze and describe the health of urban women, and to then 
design and initiate evidenced-based responses. Each issue is based 

upon a commitment to improve the health of women, families, and communities, and 
highlights the ingenuity, hard work, and resourcefulness of urban health departments.

For more information on the UWH Initiative or how to receive your copy of the 
Compendium, please contact Maureen Fitzgerald, Coordinator, by phone at 402-561-
7500 or via e-mail at mfi tzger@unmc.edu.
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The 2004 Membership Assessment
 Overview

In the spring and early summer of 2004, CityMatCH conducted the current iteration of this survey of the 
membership. Through the eyes of these local leaders, this survey assessed the health departments’ current and 
emerging priorities, budget and organizational issues facing programs that serve urban women and children, 
infrastructure resources, and training needs.  In this issue of CityLights, we bring you the results of the 2004 
Membership Assessment, and compare these with past surveys. For additional information regarding method-
ology, see the bottom of page two. Relevant technical notes can be found on page two of this issue.

Who Are the CityMatCH Member 
Representatives?

CityData

The typical CityMatCH representative is white (74% of 104 respondents), and female (82%). Racial and gender 
distributions were not signifi cantly different from the 1998 assessment, however the age distribution shifted as the most 
common age range of our membership moved from 40-49 in 1998 to 50-59 in 2004 (see Figure 2). Member education 
status was also reviewed in this survey.  Our member representatives are well-educated, with more than half (55% of 144 

members) reporting they have two or more professional 
degrees, and 63 percent having attained a master’s degree 
or higher.  

Our member representatives have also become more 
experienced in public health, in their current jobs and in their 
role as CityMatCH representatives. An overwhelming number 
have worked in public health for 10 or more years (86%), 
compared to 81 percent in 1998. Most have been with their 
current health department for fi ve or more years (82%), 
compared to 75 percent in 1998. Fifteen percent of 
respondents have been the designated CityMatCH 
representative for less than two years (compared to 31% in 
1998) and six percent have been the designated CityMatCH 
representative since the inception of the organization. 

CityMatCH member representatives hold a number of 
titles in their health departments but share one common 
feature -- senior accountability for MCH outcomes. Fifty-one 
percent are in executive management positions or higher 
(compared to 48 percent in 1998), and 50 percent have 
more than 50 employees reporting directly or indirectly to 
them (see Figure 3).  Overall, the U.S. labor force is 
experiencing similar impacts from the aging of the baby-boom generation refl ected here. CityMatCH recognizes this change as providing 
both opportunities and challenges related to shepherding forth the next generation of MCH leaders. 

In 2004, all responding member representatives indicated they have their own personal computer at work. The ability to use their 
own personal computer for e-mail and Internet access increased from 1998 when just 71 percent could receive e-mail on their own 
computer at work, and only 67 percent could access the Internet. Even those not responding via the web indicated they had web access at 

work. CityMatCH may take advantage of increased 
member ability to access the Internet and thereby 
provide needed services in the future at a reduced cost.

Want to Know More?  
Stay tuned: a closer look at the 

2004 Membership Assessment 
will be released shortly on our 
website at www.citymatch.org.  

This PowerPoint presentation will offer more in-
depth analysis of the results presented here.  For 
information on member-related issues, please 
contact Mark Law, Coordinator, at 402-561-7500 
or mlaw@unmc.edu.

"Time is neutral 
and does not 

change things. 
With courage 
and initiative, 

leaders change 
things."

- Jesse 
Jackson

Figure 2.

Figure 3.

In April of this year, CityMatCH conducted an E-Roundtable of 
selected members to gather additional insights about priority 
issues identifi ed through the 2004 CityMatCH Membership 
Assessment. Participants were asked about adverse perinatal 
outcomes (the number one member-ranked health issue in both 
1998 and 2004), racial and ethnic disparities (a CityMatCH 
Strategic Priority Area), and childhood overweight (a highly 
ranked future priority). Following are selected highlights from their 
responses.

What is the most important thing MCH leaders should be
doing to address the following issues:  
 Adverse perinatal outcomes? 

Jane Bambace: Currently, the health care system stops in 
adolescence and begins again when the woman becomes preg-
nant. Preconception health care and preventive health behavior 
strategies should be highlighted as primary health needs for all 
women. A “lifespan” approach to health care is needed to 
emphasize a continuum of care from birth. 

Fernando Guerra:  Defi ne adverse perinatal outcomes as they 
relate to communities. Work with community-based organizations 
to jointly develop strategic direction.

Kathy Carson: Focus on women’s health. Public heath 
agencies see many women in categorical programs such as WIC 
and family planning. We don’t always take advantage of opportu-
nities to assess their health and link them to other needed services.  
We need to do three critical things: 1) fi nd ways to educate 
women about the impact of chronic stress on their health and the 
health of their families; 2) emphasize the importance of building a 
support network; and 3) provide opportunities for supportive 
interactions as the activities of other programs are being fulfi lled.

 Racial and ethnic disparities? 
Vicki Alexander: The most important thing we should be 

doing is working toward institutional transformation. As MCH 
leaders, we must cultivate the will at all levels of our organizations 

to transform behavior.

Bambace: When 
designing programs to 
address health disparities, 
public health should ap-
proach communities as a 
valuable partner in maternal 
and child health planning and 
service delivery.  MCH 
leaders should direct 
attention to their own 
communities as the source for
advocacy and communica-

tion of health care to the public.
Carson: We must work within our agencies to increase 

awareness of racism and its impact on our own behaviors and on 
our clients’ health. We need to review our client interactions to 
assure each is supportive and a buffer to the effects of chronic 
stress they experience because of racism and poverty. We should 
strive to develop a level of comfort by talking with clients about 
the impact of racism on their health to change attitudes about 
blame and self-blame for their health conditions. Agency policies 
may need to change for the agency to truly become an antiracist 
force within the community.  

CityPerspectives

CityMatCH has been the 
only major group we have
seen willing to openly talk 
about racial and ethnic 
disparities. It may be 
uncomfortable, but 
sometimes that is necessary 
to motivate change. In 
time, we will build trust. 
Ken Swann 

Roundtable 
Participants

Vicki Alexander, MD, 
MPH, MCAH Director,
Berkeley Public Health 
Dept, Berkeley (CA)

Jane Bambace,  MEd, 
Community Health 
Division Director, 
Pinellas County Health 
Department, St. 
Petersburg (FL)

Kathy Carson, BSN, 
Administrator, Parent 
Child Health, Public 
Health - Seattle & King 
County (WA)

Fernando Guerra, MD, 
MPH, Director,
San Antonio (TX) 
Metropolitan Health 
District

Kenneth J. Swann, MPH, 
Assistant County Health 
Director, Orange County 
Health Department, 
Orlando (FL) 

 Childhood overweight? 
Alexander:  We should 

collaborate with school districts in 
education and work to infl uence 
policy at the local, state and federal 
levels so that physical education is 
seen as integral.

Bambace: MCH leaders should 
focus on developing a lifespan 
approach to health care, emphasiz-
ing a continuum of care from birth. 
Community awareness of health 
issues and healthy lifestyles should 
be considered a part of the health 
care system for children.

Carson: We should not 
develop another categorical 
program around childhood 
overweight, but instead look across 
all public health activities for ways 
to promote physical activity and 
good nutrition. Strategies at all 
levels can make a difference: 
communities, schools and child care 
centers can create safe play areas; 
families can reduce TV time; and 
individuals can increase the number of steps they take daily. 

If CityMatCH were to focus on just one of the three MCH 
issues above, which should it be, and what would you have 
CityMatCH do? 

Alexander: Racial and Ethnic Disparities: Addressing racial 
and ethnic disparities has impact across all other areas. CityMatCH
should offer education and model behavior change (e.g. provide 
training and capacity-building opportunities regarding “Undoing 
Racism” for board and staff). 

Bambace: Adverse Perinatal Outcomes:  Publish and publicize 
results of the Perinatal Periods of Risk (PPOR) analysis to 
pediatricians, OB providers, and family practitioners. Prepare a
position paper to the Maternal and Child Health Bureau 
advocating a women’s health agenda. CityMatCH could help with 
research and models for screening approaches, support best 
practices to reduce personal risk factors in women prior to 
pregnancy and advance culturally appropriate strategic 
interventions to encourage a continuum of women’s heath care 
throughout the life span. 

Carson: Racial and Ethnic Disparities:  This issue impacts all 
public health activities and is the lens through which these other 
issues can be brought into focus. CityMatCH must continue to 
educate and help us to develop strategies for working with our 
agencies and communities. Sharing across agencies is vital as we 
all feel our way. Tools for internal assessments of racist practices 
and policies would be useful. A learning/practice collaborative 
approach focused on undoing institutional racism could be a very 
exciting strategy.

Guerra:  Adverse Perinatal Outcomes:  Medicaid, health 
systems, changing family dynamics, changes in social patterns, 
nutrition, family planning, and access to care all impact perinatal 
outcomes. CityMatCH should discover what works and offer 
venues to explore new science that will spur the creativity of MCH 
leaders to develop new and innovative programs. 

Addressing Priority MCH Issues: 
A Conversation with CityMatCH Leaders
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CityData

The 2004 CityMatCH Membership Assessment asked members to rank their health department priorities from a list 
of possibilities in each of four categories: health services, health issues, public health and social issues. All priorities were 
then combined, giving respondents the opportunity to select their health departments’ top current and future priorities.  
Responses for each category, with selected comparisons drawn from the1998 assessment, are presented below. 

Health Services: In the health services category, respondents were asked to rank the priority of three issues: access to care; client 
knowledge, attitudes, practices and beliefs; and weakened health care delivery systems. Just under two-thirds (63%) of members indicated 
that access to care was the most important of these issues. This was down slightly from the 1998 assessment, where 76 percent of 
members ranked access to care as their number one health services priority.

Health Issues:  Members were asked to rank the priority of 14 individual health issues, including topics ranging from mental health 
to adverse perinatal outcomes. The 2004 assessment included two new health issues: childhood overweight and SIDS.  Findings from the 
2004 assessment closely mirrored those received in 1998. In fact, only one health issue moved more than two positions (unintentional 
injury moved from ninth to thirteenth).  The top ranked health issues remain: adverse perinatal outcomes, communicable disease preven-
tion, and underimmunization of children. The lowest ranked health issues were asthma, SIDS, and unintentional injury, respectively.

Public Health Priorities: In 1998, members were asked to rank the priority of four public health issues: community services, 
community empowerment, data capacity and public health infrastructure. The 2004 assessment added one additional public health 
priority to the list: emergency preparedness. Public health priorities saw a great deal of change compared to 1998 assessment fi ndings. 
This change was due in part to the priority urban health departments have placed on emergency preparedness, which was the number one 
ranked public health priority. Change was also noted for public health infrastructure, which rose from lowest priority in 1998 to the number 
two spot in 2004. 

Social Issue Priorities: The 2004 assessment identifi ed four social issues as priority areas for urban MCH: lack of basic resources, 
changing demographics, weakened family systems and racial disparities. Lack of basic resources (which includes poverty, homelessness, 
unemployment, and lack of food) was the top-ranked social issue in 2004, with 33 percent of those responding ranking it as such. Racial 
disparities (including institutional racism, social justice issues, and unequal treatment) ranked second on the list. Changing demographics 
and weakened family systems rounded out the list, respectively. 

Member Priorities -- Past, Present, Future

Current Priorities
After ranking their priorities in 

each category discussed above, 
members were asked to select 
their health department’s top three 
current and future priorities from 
any of the four lists, or to write in 
their own top priorities if they 

weren’t represented on the lists. 

Closely related items were combined (e.g. 
adverse perinatal outcomes with infant 
mortality; cost of health care with access to 
care; adult overweight/obesity with childhood 
overweight). Each item was then assigned a 
score based on the number of members who 
had ranked it fi rst, second and third priorities 
(with weights 3, 2 and 1 respectively). A higher 
score indicates that more people ranked the 
item as a higher priority. Adverse perinatal outcomes ranked fi rst, followed by access to care and racial disparities (see Figure 1, page 
one).  

Ranking priorities separately for each category of central city population size (<200,000, 200,000-499,999 and 500,000 and up) 
using the same weighted frequency method, reveals clear differences between large, mid-sized, and small cities.  (See Figure 4.) Since 
fewer very large cities are represented in the overall results, issues of clear importance to them but not as important to small or mid-sized 
cities may not rank high overall. For example, obesity/overweight, community services/empowerment and violence/injury prevention, 
and emergency preparedness were ranked fi fth through eighth by our largest cities, and were ranked eleventh to nineteenth by small and 
mid-sized cities. 

Rankings for women’s health, racial disparities, access to care, and adverse perinatal outcomes, (in the top fi ve overall) were similar 
across city size. Public health infrastructure (fourth-ranked overall) ranked sixteenth in importance for our largest cities.  Similarly, 
communicable disease prevention, underimmunization of children and infant development, ranked sixth, seventh, and ninth overall, 
ranked near the bottom for our largest cities. Drug/alcohol/tobacco use, ranked tenth priority by small cities and seventh priority mid-
sized cities, also ranked near the bottom for large cities. 

Figure 4.

CityData

A Snapshot of Member Health Department 
What is known about CityMatCH member health department budgets, sources of their funding, and what percentage is currently 

allocated toward MCH? The 2004 CityMatCH Membership Assessment 
provides insight into this question, and enables member health depart-
ments to study trends and compare fi ndings to their local jurisdictions. 
Though funding continues to be a more complicated area for our 
members to report, results provide a general overview of the current 
fi nancial state of urban MCH. 

MCH Allocations
Budget allocations dedicated to MCH remain a small portion of 

overall health departments’ budgets, continuing an ongoing trend of 
declines.  A majority of respondents (65%) indicated that MCH was 30 
percent or less of their health department’s budget. Forty-three percent 
indicated their MCH budgets had decreased over the last three years. 
Just a small fraction (14%) saw increased funds. For thirteen percent of
respondents, this is unknown. Looking ahead, just over one-third (39%)
anticipated additional decreases to their MCH budgets during the next 
fi scal year (see Figure 6).

Sources of MCH Funding
The MCH portion of respondents’ budgets is funded through a wide 

array of sources. In fact, no single source exceeds 25 percent of the overall MCH budget. City/County funds and grants are the largest 
single source of MCH funding at just under 25 percent. The State MCH 
Block Grant (Title V) ranks second with 18 percent of funding coming 
from this source. A variety of other state and federal monies are pieced 
together to fund urban MCH programs and activities (see Figure 7).

Program Areas
Respondents identifi ed a variety of program areas that utilize MCH 

funding support.  Over half of the respondents indicated having MCH 
programs in the following areas: home-visiting (81%), immunizations 
(64%), WIC (59%), women’s health (56%), and family planning (55%). 
Other program areas commonly incorporated in urban MCH budgets 
include: childhood nutrition (50%), lead screening (48%), newborn 
screening (40%), FIMR (32%), and teen health centers (20%).  

Integration of Funding
CityMatCH members have consistently indicated a desire to 

integrate funding across categorical programs to provide blended MCH
services. The 2004 Membership Assessment sought to examine how 
broadly this integration was taking place in urban MCH. Assessment 
fi ndings indicated this integration remains a largely unrealized and 
challenging goal. Less than one-third (31%) of respondents integrated 
funds over many or most of their programs. 

Figure 5.

Figure 7.

Figure 6.

Future Priorities
In this category, CityMatCH members 

were provided the same inclusive list they 
utilized to rank current priorities and then 
were asked to identify their health depart-
ments’ future priorities. Respondents predicted

that public health infrastructure (current priority rank: four) 
would be the number one future priority of their health depart-
ments. Overweight and obesity was predicted to be the 
second-highest ranking future MCH priority, while access to 
care and racial disparities were also predicted to remain top 
health department priorities (see Figure 5).  

When responses were ranked separately according to city 
size, just a few key differences emerged. Adverse perinatal 
outcomes, ranked third by both small and large cities, was 
ranked sixteenth by our mid-sized cities. Mental health was 
ranked fi fth by mid-sized and large cities, yet ranked fi fteenth 
by small cities.  Women’s health was ranked sixth by small and 
mid-sized cities, and seventeenth for large cities. These difference are a reminder of the diversity of CityMatCH members and a reminder to 
assure that individual health department needs be met as current and new activities are planned. 
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CityView

Sam’s conception coincided with the 
start of CityMatCH -- a small idea that the 
folks responsible for women and children’s 
health in cities across the country should know 

and learn from each other. I was third-trimester waddling with 
David that stormy day in 1990 when 100 of these urban MCH 
folks fi rst gathered in D.C. at the inaugural CityMatCH conference. 
Through the years I’ve marked the passages of CityMatCH in 
tandem with the boys. We have all grown up together as families 
do, marking milestones, making meaning. 

I should not have been so worried about Sam last week. It was 
to be our fi rst work/family piggyback trip together in more than 
two years. How many times had he traveled as an unaccompanied 
minor from one city to another? His frequent fl yer miles rival some 
of our own. But this time, he drove himself from high school to the 
airport, navigated the security gauntlet alone without a hitch, and 
nailed our rendezvous outside security at Washington National 
right on time. This time, at the obligatory reception, he warmly 
shook the hands of colleagues unprompted and handled the 
persistent question about colleges with articulate uncertainty. This 
time, the TV mostly stayed off when we were in the room – too 
much to talk about, too much to read.  This time, the dinner 
conversation lingered over hot tea. “Mom, listen to this!” he 
started, in that surprisingly stentorian voice, followed by an 
impassioned reading of a provocative passage in the latest 
Harper's on the impact of the Evangelical Christian Conservative 
movement on federal social policy. This time when he saw the 
White House up close, he shook his head slowly and said to no 
one in particular, “It’s so much smaller than I remembered.” 

Through the eyes of this 17-year-old, the world is full of the 
unfathomable and the unjust. His lexicon is peppered with whole 
paragraphs that often begin, “I don’t get why this is…” and tend to 
end with, “That is so unfair!” His current righteousness is often 
dichotomous – good-bad, right-wrong, them-us.  Nuance and 
strategy compromise his strongly held positions. He’s trying out 
ways to both be and believe. As the Polaroid of his core stuff takes 
clearer shape, words become deeds. Healthier lifestyle? Eat 
vegetarian. Challenge school administrators’ rules? Get after 
school detention. He has such high expectations of the world and 
of those around him, and even higher of himself. The passage from 
now through college is bound to get trickier for us both. He is of 
me, but no longer mine. 

Seventeen years ago, I planted a question in the landscape of 
public health about maternal and child health in America’s cities. 
Questions are seeds of change; this one has taken root on the 
fertile grounds of CityMatCH. Its extended family of leaders and 
agencies has come of age in remarkable ways. The road ahead 
feels tricky, too, but Sam tells me not to worry. Heading back from 
the hotel last week, he said, “CityMatCH is a really big thing now, 
isn’t it? I think it must be doing really well.” 

I have these clear pictures in the middle of the night: Sam and 
David as twenty-something men on their own. Sam’s face shines 
with intensity and purpose; his hands are smudged with the 
monkey grease of fi xing the world.  David is full-belly laughing,  
thrilled and determined to face the wind and wet. They are thriving 
and strong; they still tell me stories of wonder and woe. 

I also have this clear image of CityMatCH a decade from now -
- facing the elements front and center. Its members, purposeful; its 
partners, aligned; its staff, on the cutting edge. It is of me, still, but 
forever not mine. I can’t wait to hear the stories.       

Safe Passage
 Magda Peck, ScD
CityMatCH CEO & Senior Advisor

2004 Assessment Methodology
CityMatCH conducted the 2004 Membership Assessment 

online for the fi rst time in the organization’s history.  All 144 
members were notifi ed of the survey via e-mail and provided with 
a link to the online assessment.  Member representatives who did 
not respond initially were contacted by telephone, given technical 
support and, if necessary, sent paper copies of the survey, so that 
lack of technological resources was not a barrier to completing the 
survey. 

In the end, 104 members responded to the survey, for a 
response rate of 72 percent.  This is down just slightly from the 
1998 Membership Assessment when 80 percent of members 
responded. While the response rate for cities under 500,000 (69%) 
was lower than for the larger cities (83%), this difference was not 
statistically signifi cant, indicating that our results are not biased 
with regard to city (population) size.

TECHNICAL NOTE: Some parts of the assessment were 
analyzed in terms of city population. This was defi ned according 
to the 2000 Census population of the largest city in the jurisdiction 
of the health department. Since the membership includes some 
state and regional health departments (such as the State of 
Hawaii), the actual number of people served may be very different 
from the population of the central city. Some CityMatCH member 
health departments serve single counties with more than one urban 
area. In this article, we represent these counties by the size of their 
largest city, though the county may consider its urban population 
to be larger. A few other anomalous cases exist (i.e., Wayne 
County in Michigan which does not include Detroit, but for which 
Detroit is the central city, and Cook County which has the same 
relationship with the City of Chicago), but in general, the popula-
tion of the central city roughly represents the urban population 
served by the health department.

"Improving the health and well-being 
of urban women, children and families 
by strengthening the public health 
organizations and leaders in their 
communities."

Calling All CityMatCH Members:
2005 Elections Underway
Voting for the 2005 CityMatCH Board of 

Directors' election began this June, and the 2005-
2006 Board of Directors will be announced in 
July. Regions up for election are: Region I, Region II, 
Region V, Region IX, and one At Large. Please contact Mark 
Law (mlaw@unmc.edu or 402-561-7500) for more information.   

CityMatCH is the premier national membership organization 
serving maternal and child health leaders and programs in urban 
health departments.  Membership comprises city and county 
health departments in urban U.S. communities with central city 
populations greater than 100,000.  

Each member health department has a designated MCH 
leader, appointed by the health offi cer, who is the link and 
communications hub between the member and CityMatCH. These 
CityMatCH representatives serve as key informants in our 
membership assessments and assure we stay connected, 
responsive, vibrant.

CityMatCHNews

In late January, CityMatCH hosted a 
strategic Initiative Planning meeting in Fort 
Worth, Texas, site of this year's upcoming 
CityMatCH Urban MCH Conference.

The purpose of the daylong meeting was 
two-fold: 1) to bring together CityMatCH’s national partners and 
members to focus on current and future maternal child health 
priorities; and 2) to plan activities for the Conference and for 
CityMatCH initiatives. As a result, CityMatCH will continue to build 
the capacity of urban health departments by enhancing current 
initiatives: the Perinatal Periods of Risk Approach, the yearlong 
DaTA Institute and the joint CityMatCH/NACCHO E-MCH Audio-
conference series.  

CityMatCH will also develop future intiatives that align with 
our members’ highest priorities (see below), and in particular, will 
work with its members and partners over the next fi scal year, in the 
following issue-based areas:

Racial and Ethnic Inequities in Health
, Increase understanding and awareness of inequities through 

existing CityMatCH initiatives;
, Assess, collect, and share information regarding inequities 

in health in upcoming editions of CityLights; and 
, Develop a set of guidelines and materials based on recom-

mendations from the Undoing Racism* report. 

Urban Women’s Health (UWH)
, Develop, disseminate and present a Women's Preventive 

Health Framework, Leadership in MCH Issue Brief and CityLights 
articles; 

, Form a Women’s Health Partnership with the Association of 
Maternal and Child Health Programs (AMCHP) to address healthy 

weight in women of reproductive age; and
, Co-host an initial Strategy Meeting with AMCHP to inform 

and guide the Partnership.

Overweight and Obesity
, Assess, collect, and share information regarding over-

weight and obesity in the Summer 2005 CityLights;
, Engage experts and members to help develop strategies to 

address healthy weight in women of reproductive age; and 
, Develop and disseminate a framework for addressing for 

healthy weight.

Unintended and Teen Pregnancy
, Address this issue through funding from existing and

proposed CDC grants; and
, Partner with other national coalitions to provide the most 

current, science-based practices.

Child Development and Preventive Care
, Assess and collect promising practices.

pHIV FIMR Methodolgy (funding pending)
, Work with the Centers for Disease Control and Prevention 

and the American College of Obstetrics and Gynecology to 
develop a perinatal HIV sentinel case review methodology for 
urban communities; and

, Identify four urban communities with existing FIMR pro-
grams and comparatively high rates of perinatal HIV transmission, 
to pilot the methodology. 

Activities related to each maternal child health priority have 
been planned for the upcoming CityMatCH Annual Urban MCH 
Leadership Conference (see page eight). 

* For more information, contact CityMatCH at 402-561-7500 
or via email at citymch@unmc.edu

CityMatCH Current and Future Initiatives

MCH Leadership: Skills, Competencies and Capacities
as is the need for diverse communication skills in leaders, 
from writing, to public speaking, to group dialogue, to 
interpersonal communication. 

Team/Group Leadership Skills: These skills are often 
at the core of systems that rely on one another for produc-
tion or delivery of services. Team/group leadership skills 

and competencies are critical to the success of team group 
culture. Understanding of process dynamics and structures and 
change dynamics is important for team leadership.

Management Competencies: Although distinctions are made 
between leadership and management, these skills are seen as 
complimentary. Leadership management competencies most 
cited in the literature include: systems thinking and organizing 
ideas, resources, and people.  

Political/Legal Competencies: The complexities of inter-
agency alliances and collaborations call for competencies based 
on political understanding. These competencies include an 
understanding of political and legislative processes at all levels. 
Competencies in advocacy, community organizing, community 
education and marketing are needed. Public health leaders also 
need to understand the legal and regulatory issues of government, 
as well as fi nancial and operational procedures.

*For more information on the Turning Point's document,
Collaborative Leadership and Health: A Review of the Literature, 
visit the website at: http://turningpointprogram.org/Pages/
devlead_lit_review.pdf  For more information on Urban Women's 
Health at CityMatCH, please contact Maureen Fitzgerald, Coordi-
nator, at 402-561-7500 or via e-mail at mfi tzger@unmc.edu. The 
preceding comments were shaped by Helene Kent, consultant to 
the CityMatCH Urban Women’s Health Initiative. 

The Institute of Medicine has described the public 
health system as in disarray, and has suggested that 
leadership development is a key strategy to resolve this 
dilemma. 

CityMatCH, through its Urban Womens' Health 
Inititative, will soon release an issue brief on Leadership in 
MCH, drawing upon the Turning Point’s* Leadership Development 
National Excellence Collaborative, which promotes a set of 
common leadership skills, competencies and capacities, a 
summary of which is presented below. Turning Point has heavily 
researched the effects collaborative leadership have on community 
health improvement.  

Building Vision: This is the most commonly cited leadership 
competency in the literature. Vision challenges current thinking 
and practice and understands the obstacles embedded in current 
contexts that call for new vision.

Managing Change: Leader capacity to be proactive, dedi-
cated, and politically astute through impending changes is crucial 
for success. Change often creates ambiguous situations, clouded 
goals, structures and lines of authority. 

Collaboration Competencies: Leadership must think and 
work across boundaries to build collaborative visions and accom-
plish those visions through joint goal setting and active pursuit of 
goals. Essential skills include keeping stakeholders at the table, 
acknowledging small successes, helping stakeholders negotiate 
diffi cult points, and enforcing group norms and ground rules. 
Empowerment and power sharing are also central to this work.

Communication Competencies: As issues increase in 
complexity, so do the requirements for communication. Face-to-
face interactions are increased in the new world of collaboration, 


