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This report provides a summary of evaluation efforts, including descriptions of project 
activities.  The report is organized to first address three evaluation questions from the Kellogg 
Foundation guidance document.  After addressing these evaluation questions, we include 
summaries of evaluation efforts and project activities as they related to the list of 10 program 
evaluation activities that we proposed to conduct for this project. 
 
1. Evaluation Questions From Kellogg Guidance 
 
1. In what communities did you implement the curriculum and toolkit around the 

development and implementation of Maternal and Child Health policies, practices and 
programs? How were these communities chosen? To what extent did the project 
activities change the practices and policies of Maternal and Child Health providers in 
these communities toward more effectively addressing and reducing racial disparities? 
What evidence is there that these efforts are impacting racial disparities in infant 
mortality rates, breastfeeding rates, and access to screening and care? 

 
The Learning Labs curriculum was developed for state Bureau of Family, Maternal and Child 
Health (BFMCH) staff. We are completing a PRIME Guide for Public Health Professionals, 
which will contain health equity resources and references for other communities to use. We 
used the Health Equity Learning Lab curriculum piloted with WIC staff and adapted the 
Learning Labs for the Children Special Health Care Services Division (CSHCS).  Please note that 
local WIC and CSHCS staff attended the learning labs with state staff.  We will post the PRIME 
Guide for Public Health Professionals on our website for other areas within MDCH, other state 
departments and local providers to adapt and use in early Spring 2015.  
 
The Evaluation Work Group has conducted two focus groups with both the PRIME Steering 
Team and staff members from the Bureau of Family, Maternal and Child Health (BFMCH) to 
evaluate how the PRIME project activities made changes within policies and practices within 
BFMCH. This final άPRIME Program Outcomes: Perspectives on Changes in Organizational 
Policies and Practicesέ report will be provided in a separate document to the Kellogg 
foundation, along with the PRIME Guide for Public Health Professionals in early Spring 2015.  

 
2. What evidence was gathered through the monitoring of statewide reports that this 

project may have increased the usage of the social determinants of health in health 
disparities reporting in Michigan? 
 

 
Native American Pregnancy Risk Assessment Monitoring System (NA PRAMS): The Lifecourse 
Epidemiology & Genomics Division, in collaboration with the Inter-tribal Council of Michigan 
and the Great Lakes Inter-Tribal Epidemiology Center ǊŜƭŜŀǎŜŘ ŀ ǊŜǇƻǊǘΣ άbŀǘƛǾŜ !ƳŜǊƛŎŀƴ 
PRAMS- tǊŜƭƛƳƛƴŀǊȅ LƴŘƛŎŀǘƻǊ ¢ŀōƭŜǎ нлмнΦέ ¢Ƙƛǎ ǊŜǇƻǊǘ ǇǊƻǾƛŘŜǎ ǘŀōƭŜǎ ǊŜǇǊŜǎŜƴǘƛƴƎ ƳǳƭǘƛǇƭŜ 
health indicators that impact health equity, including some questions focused on the social 
determinants of health (Please see Appendix A).  Fact sheets using the 2012 data are in 
development, including a Safe Sleep fact sheet. MDCH funded additional surveys for mothers 
who gave birth to a Native infant during the last 9 months of 2013. Starting with April 2013 
births, NA PRAMS began offering moms the option to complete surveys online. The goal of 
the online option is twofold: 1) to increase responses through a more convenient way to 
participate and 2) to lower operational costs of mail and telephone survey modes. Survey 
data collection for 2013 began in April 2013 and was completed August 2014. Once the 
Division for Vital Records and Statistics finalizes the 2013 live birth statistical file, the Office 
for Survey Research at MSU will use the 2013 live birth statistical file to weight the raw NA 



PRAMS survey data, so it represents the whole population of Native infants born in Michigan 
to resident mothers in 2013 (including non-responders to the survey and those who were 
sampled by Michigan PRAMS).  
 
Michigan Safe Sleep Quick Facts: ¢ƘŜ aƛŎƘƛƎŀƴ 5ŜǇŀǊǘƳŜƴǘ ƻŦ /ƻƳƳǳƴƛǘȅ IŜŀƭǘƘΩǎ LƴŦŀƴǘ 
Health Unit created a data report that looked at specific infant sleep behaviors (infant sleep 
position, bed-sharing, sleep location and environment) collected by PRAMS across various 
ŎŀǘŜƎƻǊƛŜǎ ƛƴŎƭǳŘƛƴƎ ǊŀŎŜκŜǘƘƴƛŎƛǘȅΣ ƳƻǘƘŜǊΩǎ ŀƎŜΣ ƳƻǘƘŜǊΩǎ ŜŘǳŎŀǘƛƻƴ ŀƴŘ ƘƻǳǎŜƘƻƭŘ ƛƴŎƻƳŜΦ  
The report was presented at the April 2014 Michigan Infant Safe Sleep Advisory Committee 
meeting and widely distributed to partners involved in infant safe sleep work.   
 
Infant Health Unit (IFU) Report: ¢ƘŜ LC¦ ƛǎǎǳŜŘ ŀ ǊŜǇƻǊǘΣ άaƛŎƘƛƎŀƴΩǎ ¢ƻǇ мн /ƻǳƴǘƛŜǎ ōȅ 
Number of Sudden Unexpected Infant Deaths (SUID), Birth Cohort 2005-нлммΦέ  ¢Ƙƛǎ ǊŜǇƻǊǘ 
included detailed information on Black and White SUID deaths including analysis and 
explanation of the Black-White SUID Rate Difference and the Black-White SUID Rate Ratio.  
This report was distributed to Michigan Infant Safe Sleep Advisory Committee members as 
well as to the infant safe sleep mini-grantees so that it could help guide them in their program 
planning. 

Early Hearing Detection and Intervention Program Annual Report: As of September 2014, 66% 
of reported 2014 Michigan home births had a hearing screening, this is an increase from 19% 
for years 2012-2013. The EHDI program is moving forward with improved reporting of hearing 
screening results. Efforts are underway to foster improved web-based reporting of hearing 
screening results through the HL7 platform in 2015. 

Women, Infants and Children (WIC) Division Data Report: WIC is developing a report that 
reflects the State of Michigan health disparities among the races/ethnicities to be presented 
in a WIC Webcast on March 12, 2015 by the WIC Data, Research & System Management 
Director. This webcast will be archived on the state WIC website. 

Nurse Family Partnership (NFP): Outreach guidelines have changed to better reflect the client 
population and to focus outreach efforts to communities with the highest risk (typically those 
groups with highest need have been racial/ethnic minority groups). As reported in quarterly 
reports by the local NFP sites to the state, NFP enrollment over the past 18 months, since 
implementation of the Outreach Plans, have demonstrated progress toward achieving 
caseloads reflective of the at risk population status. 
 
Grant Guidelines and Reporting Changes: The Infant Health Unit, Michigan Department of 
Community Health (MDCH) Cancer Prevention and Control Section, Perinatal Care System, 
Nurse Family Partnership Program have made health equity a focus on grant funds that they 
provide to local health agencies, including requirements to collect data on health equity.  

Local Maternal Child Health Grants: Each local health department reports on disparities in 
their local region as part of the planning process for implementation of strategies in the local 
community. 

Michigan Maternal Mortality Surveillance (MMMS): tǊŜǎŜƴǘŜŘ ά{ƻŎƛŀƭ 5ŜǘŜǊƳƛƴŀƴǘǎ ƻŦ 
IŜŀƭǘƘέ ŦƻǊ aaa{ aŜŘƛŎŀƭ ŀƴŘ LƴƧǳǊȅ ŜȄǇŜǊǘ ŀŘǾƛǎƻǊȅ ŎƻƳƳƛǘǘŜŜǎ ŀƴŘ ŘƛǎǎŜƳƛƴŀǘŜŘ 
electronic copies of the 2011 MDCH Health Equity Report to all members statewide.  

Child and Adolescent School Health (CASH): The Child and Adolescent Health Center (CAHC) 
program is piloting the use of public health questions (or social determinants of health) in the 
online Rapid Assessment for Adolescent Preventive Services (RAAPS) risk assessment 



screening in two CAHCs in northern Michigan.  This will provide some small-scale data on the 
prevalence of social determinants of health (e.g. running water, electricity, ability to read, 
etc.) for this group of adolescents. It is our hope to make these questions available to any 
CAHC using RAAPS in the future. 

Adolescent Pregnancy and Parenting Program (MI APP): In partnership with the Michigan 
Organization on Adolescent Sexual Health, MDCH MI-APPP created a fact sheet on Adolescent 
Pregnancy in Michigan that highlights the various racial and ethnic disparities that exist with 
teen pregnancy in terms of repeat pregnancy, educational outcomes and current trends. 

Association of Maternal Child Health Programs (AMCHP) Life Course Metrics Project: MDCH 
ǎǘŀŦŦ ǇŀǊǘƛŎƛǇŀǘŜŘ ƻƴ !a/ItΩǎ ƭƛŦŜ ŎƻǳǊǎŜ ƳŜǘǊƛŎǎ ǇǊƻƧŜŎǘ ǎǘŀǘŜ ǘŜŀƳ ǘƻ ǎŜƭŜŎǘ ŀ Ŧƛƴŀƭ ǎŜǘ ƻŦ 
standardized indicators that can be applied to measure progress using the life course 
approach to improve maternal and child health. The effort was led by AMCHP and funded 
with support from the W.K. Kellogg Foundation  
 
3. How has the Michigan Dept. of Community Health/Bureau of Family, Maternal and 

Child Health as an agency changed its policies and practices to strengthen racial equity 
and inclusivity? 

 
Policy and practice changes within the Michigan Department of Community Health/Bureau of 
Family, Maternal and Child Health are listed below by Division, Section or Unit. 
 
Infant Health Unit 

 Infant Sleep Mini-grant awarded to the Inter-tribal Council of Michigan to develop 
digital stories. Infant Health Unit staff members attended the PRIME sponsored Native 
American History, Culture and Core Values Workshop and had a better understanding 
of Native American history, culture and values after attending the meeting and 
learned about the use of digital stories within the Native American community.  

 Infant Sleep grants now focus on areas with high black/white infant mortality ratios to 
address health inequities. Grantees are now expected to partner with a local 
community advisory teams that reflect the racial and ethnic diversity of their 
community.  

 Infant sleep brochure and posters were revised based on feedback from racially and 
ethnically diverse clients.  

  



Michigan Early Hearing Detection and Intervention (EHDI) Program 

 ²ŀȅƴŜ /ƘƛƭŘǊŜƴΩǎ IŜŀƭǘƘŎŀǊŜ !ŎŎŜǎǎ tǊƻƎǊŀƳΥ focuses on improving loss to follow up 
for Detroit area families by developing a medical home for children and families. Staff 
provides technical assistance and fosters stakeholder engagement. Outcomes are 
being monitored monthly.  

 Received funding to purchase infant hearing screening equipment to provide to 
midwives throughout the state who serve rural, underserved areas. 

 PRIME conceptual framework has been woven into EHDI program activities and the 
collaborative efforts with the Michigan Coalition for Deaf and Hard of Hearing persons 
to foster hearing health for Michigan infants. 

Women, Infant and Children (WIC) Outreach and Referral Efforts 

 ¢ƘŜ twLa9 ǿŜōŎŀǎǘΣ άbŜǿ aŜǘƘƻŘǎ ŦƻǊ 9ƭƛƳƛƴŀǘƛƴƎ wŀŎƛŀƭ 5ƛǎǇŀǊƛǘƛŜǎ ƛƴ aƛŎƘƛƎŀƴέ ǿŀǎ 
webcasted to WIC providers and is archived on the state WIC website.  

 Established a PRIME workgroup that includes local WIC agency coordinators and state 
WIC program staff.  

 State WIC staff attended Tribal Council Meetings ǘƻ ōŜǘǘŜǊ ŜƴƎŀƎŜ ǿƛǘƘ aƛŎƘƛƎŀƴΩǎ 
Native American populations. WIC staff provides outreach materials and technical 
assistance. 

 New WIC pilot provides WIC services in Detroit for 261 enrolled clients; 168 of whom 
are fully participating 

WIC Breastfeeding 

 The Breastfeeding PRIME workgroup shares information, articles and research on 
health equity and participated in the United States Breastfeeding Committee 
Webinar- Structural Racial Equity: An Introduction.   

 Submitted grant to the WK Kellogg Foundation to grow the field of minority lactation 
consultants. This proposal was developed after 2014 Lactation Summit Addressing 
Inequities within the Lactation Consultant Profession. 

 Collaborates with local agency programs to encourage peer counselors who are from 
the community and reflect the population that they served. State staff is focusing on 
community engagement efforts and strategies in 5 Michigan communities. A phone 
application is available to clients in which the client selects their race and the photos 
on the application are tailored to their race.  

Michigan Department of Community Health (MDCH) Cancer Prevention and Control Section 

 Staff track and report their participation in Health Equity Social Justice educational 
activities as part of routine annual performance reviews.  

 IŜƭŘ ŀ ǊŜǾƛŜǿ ŀƴŘ ŘƛǎŎǳǎǎƛƻƴ ƻƴ ǘƘŜ άwƻƻǘǎ ƻŦ IŜŀƭǘƘ LƴŜǉǳƛǘȅέ aƻŘǳƭŜǎ ōȅ bŀǘƛƻƴŀƭ 
Association of County and City Health Officials (NACCHO) and formed a group that 
met for several occasions. 

 Added language in the requests for proposals to encourage Michigan Cancer 
Consortium (MCC) members to address health equity and social justice issues.  

Reproductive Health 

 Held a training at the Annual Family Planning Update conference on health equity that 
was attended by over 130 MDCH and local family planning staff. 

Perinatal Care System 



 All developments of the system are completed with a Lifecourse perspective and 
Health Equity Lends.  

 Workgroup formed with a focus on diversity. 

 Initiated ά.ƛǊǘƘƛƴƎ IƻǎǇƛǘŀƭ aƛƴƛ-DǊŀƴǘǎέ ǿƛǘƘ a focus on health equity and a reduction 
of disparities.  

 The Michigan Collaborative Quality Initiative REDCAP data collection includes 
racial/ethnic data effective 1/1/2014. 

Fetal Alcohol Spectrum Disorders (FASD) 

 The five year FASD plan, 2015-2020, included a focus on diversity across the Life 
Course and representation from populations of color, including African American, 
Hispanic/Latino, Arabic, Vietnamese, Native American, who will develop culturally 
appropriate infrastructure, core prevention message(s) and an FASD awareness 
campaign within the next two years.  
 

/ƘƛƭŘǊŜƴΩǎ {ǇŜŎƛŀƭ IŜŀƭǘƘ /ŀǊŜ {ŜǊǾƛŎŜǎ 5ƛǾƛǎƛƻƴ ό/{I/{ύ 

 During the Medicaid Health Plans and the five Annual Regional CSHCS meeting, PRIME 
was presented. Participants played the CityMatch Life Course Game and discussed, 
explored aƛŎƘƛƎŀƴΩǎ CƻŎǳǎ ƻƴ IŜŀƭǘƘ 9ǉǳƛǘȅΣ ŀƴŘ learned about the multiple PRIME 
activities and related findings. 

 Since the PRIME Learning Labs the Division has moved ahead to implement 
recommendations regarding equity in employee orientation, Division meetings, grand 
rounds, and a suggestion box.  An efficiency discovery team (EDT) has formed to 
review policies and procedures and identify improvement or efficiency opportunities. 
Efforts to integrate all aspects of the CSHCS program within the CSHCS database, to 
ensure CSHCS is serving its families equitably is in progress.   

 CSHCS Advisory Committee (CAC) ς Membership subcommittee agreed to review 
existing CAC operations documents and develop membership requirements in the 
form of operating guidelines to build an inclusive and equitable CAC membership that 
is diverse in representation and that is effective, responsive, transparent, and 
accountable to the community of children, youth, and some adults with special health 
care needs. The final operating guidelines were reviewed and approved by the CAC on 
October 21, 2014. 

 CSHCS Quality and Program Services Section incorporated suggestions from the 
PRIME Internal Policy group to strengthen the partnership and communication with 
local health departments.    

 This PRIME External Policy group met with a group of managers to reduce Medicaid 
barriers and focused on the issue of medical food and formula for those with a 
metabolic disorder.  These discussions contributed to a larger discussion within the 
Department on medical foods and formula, which have led to a recent Medicaid 
Policy change regarding medical formula. 

Nurse Family Partnership (NFP) 

 All NFP sites have created outreach plans that are consistent with the Kitagawa risk-
based analysis. These outreach plans include efforts such as: 

o Direct contact, education and relationship building with providers 
o Outreach and education to Schools 
o Outreach and education to Churches 
o Media campaigns 
o Direct contact with potential Clients 



o Engaging Community Partners and raising awareness for the NFP Program  

Child and Adolescent School Health (CASH) 

 Staff members have engaged in the planning and implementation of the 2014 Health 
Equity Brown Bags. These staff members have also been planning methods of making 
funding equitable for grantees. 

 The 2014 Child and Adolescent Health Center (CAHC) a5/IΩǎ aƛŎƘƛƎŀƴ !ŘƻƭŜǎŎŜƴǘ 
Pregnancy and Parenting Program (MI-APPP) Grantees attended a two day Learning 
Institute that provided foundational training and introduction to health equity, health 
disparities, and social determinants of health.  The keynote speaker for the event was Kim 
Ruiz of Aha Process that provided the group of case managers and program coordinators 
with a Bridges Out of Poverty workshop. Bridges helps communities build resources, 
improve outcomes and supports to those moving out of poverty by educating attendees 
on factors that contribute to poverty and health inequities.  In addition, attendees played 
the Life Course Game that challenges ideas about privilege and expected life events as 
they relate to health outcomes. With that added perspective, it has strengthened the 
work of these providers to identify and address issues of racial inequities and disparities 
amongst their case management clients. 

 !ƴƴǳŀƭ /ƻƻǊŘƛƴŀǘƻǊǎΩ aŜŜǘƛƴƎ ǿŀǎ ŦƻŎǳǎŜŘ ƻƴ ǊŀŎƛŀƭ ŘƛǎǇŀǊƛǘƛŜǎΦ  Various speakers 
were brought in to discuss the topic and show how the CAHCs can make an impact on 
aƛŎƘƛƎŀƴΩǎ ŀŘƻƭŜǎŎŜƴǘǎΦ Over 150 healthcare professionals attended this two day 
conference.  

 An analytic tool was created to help Child and Adolescent Health Center coordinators use 
risk assessment data to discover important health disparities within their patient 
populations.  This tool has been piloted with a few CAHCs, and is now being shared with 
all funded centers in MI.  The intent of this tool is to provide an objective analysis of risk 
assessment data to determine the greatest risk disparities among the adolescent 
population using health services.  CAHCs are then required to select one health disparity 
that exists among their patient population, and submit a plan for how they might address 
it over the upcoming year.  

 The newly revised Michigan Healthy School Action Tools (HSAT) online assessment and 
action planning tools ask school health teams to assess whether the health concerns 
identified in their schools are due to the existence of health disparities. The online tools 
further provide best practice statements and suggested activities to address potential 
disparities and create a culturally sensitive learning environment. 

  



Maternal Infant Health Program (MIHP) 

 Consultants work with diverse agencies throughout the state to incorporate, in their 
interactions with Maternal Infant Health Program (MIHP) agencies and staff, the lessons 
learned in PRIME training.  

 New Agencies in the aLIt ǊŜŎŜƛǾŜ ƛƴŦƻǊƳŀǘƛƻƴ ǊŜƎŀǊŘƛƴƎ ǘƘŜ 5ŜǇŀǊǘƳŜƴǘΩǎ ŦƻŎǳǎ ƻƴ 
health equity and undoing racism in both the New Provider Inquiry meeting for potential 
MIHP providers and in the required New Provider Orientation.  

 In addition, all new nurses, social workers, dietitians and infant mental health specialists 
in the program must review the Root Causes of Infant Mortality and Health Disparities 
Definitions.   

 State MIHP staff continue to address racial disparities to groups requesting 
information and providers when data is available. 

 Health equity has been addressed at the semiannual MIHP Coordinator meetings as 
well.  Presentations on ACES and Toxic Stress were offered to MIHP providers in 
September 2014. 

 

Collaborative Efforts 

MDCH Health Equity Steering Committee (HESC): The committee for the Health Equity and 
Social Justice Initiative continues to meet. The Health Disparity Reduction and Minority Health 
Section (HDRMHS) are preparing for the annual report to the state regarding progress on 
health equity using Public Act 653 of 2006 as a foundation for an action plan to advance 
health equity and social justice at the state level. Included within this action plan will be a 
method to assess progress, and yearly evaluation with questions that will capture the quality 
of the accomplishments, the adequacy of the effort and the additional needed actions that 
are not currently being implemented. The HESC is currently discussing the questions that will 
cover what is happening in the state, if the actions are being done well, if the state is doing 
enough and also in identifying any gaps. The group discussed the move of the HDRMHS 
section to the executive office level of the state, and a desire to showcase, affirm, maintain 
and strengthen the health equity social justice work that was entrusted to HDRMHS. The 
group also discussed its foundation funding, such as those funding the PRIME project, may be 
an avenue to explore to address more health equity social justice work.  
 
Infant Safe Sleep Program: collaborates with several community organizations as well as state 
departments including the Department of Human Services and the Department of Education to 
leverage scarce resources to address communities with the highest need.  
 

Early Hearing Detection and Intervention (EHDI) Program: collaborates with the Michigan 
Coalition for Deaf and Hard of Hearing persons to foster access at EHDI conferences, trainings 
and meetings. A barrier survey is conducted quarterly with Michigan families to ascertain 
issues impacting follow-up hearing screening services. Issues identified as impediments to 
services are being addressed through the Plan-Do-Study- Act (PDSA) conceptual framework 
using a statewide collaborative model. Collaborative partners in the PDSA process include 
parents, providers, and other state program partners in addition to EHDI program 
staff. Recipients of the infant safe sleep mini grants are required to collaborate with local 
community advisory teams including faith-based organizations, parents, caregivers and 
representatives from other relevant community groups.  

WIC and Tribal Health Officers: State WIC staff attend the Tribal Council meetings to develop 
ǊŜƭŀǘƛƻƴǎƘƛǇǎ ǿƛǘƘ aƛŎƘƛƎŀƴΩǎ bŀǘƛǾŜ !ƳŜǊƛŎŀƴ ŎƻƳƳǳƴƛǘƛŜǎΦ  



Women, Infants and Children (WIC) Division: WIC is in the process of developing joint training 
and data sharing with the Maternal Infant Health Program to better identify, track and 
address the health inequities that exist among the shared at-risk population. WIC 
Breastfeeding unit continues to collaborate with local agency programs to encourage the use of 
peer counselors to support women in the community. 

Maternal Infant Health Program (MIHP):  MIHP continues to work with WIC and mental health 
programs at the state level and with the MI Home Visiting team, which includes representatives 
from the Department of Education and Department of Human Services,  to assure collaborative 
efforts focus on reduction of disparities . 

Fetal Alcohol Spectrum Disorders (FASD): Developed the 5 year plan with a joint collaborative 
workgroup that involved two bureaus, Public Health and Behavioral Health and Developmental 
Disabilities Administrations 

/ƘƛƭŘǊŜƴΩǎ {ǇŜŎƛŀƭ IŜŀƭǘƘ /ŀǊŜ {ŜǊǾƛŎŜǎ 5ƛǾƛǎƛƻƴ ό/{I/{ύΥ Staff members have collaborated with 
the CSHCS Advisory Council to revise operating guidelines to be better representative of the 
service population. Staff members have also worked to develop better relationships with local 
health departments through internal policies and procedures.  CSHCS led a discussion among the 
Michigan Department of Community Health regarding Medicaid formula guidelines. 

Child and Adolescent School Health (CASH): The 2014 Children and Adolescent Health Centers 
(CAHC) !ƴƴǳŀƭ /ƻƻǊŘƛƴŀǘƻǊǎΩ ¢ǊŀƛƴƛƴƎ ǘƘŀǘ ŦƻŎǳǎŜŘ ƻƴ ǊŀŎƛŀƭ ŘƛǎǇŀǊƛǘƛŜǎ ŀƴŘ ƘŜŀƭǘƘ Ŝǉǳƛty was a 
joint effort between MDCH and the Michigan Department of Education. The Michigan Model for 
Health program collaborates with Intermediate School Districts to promote school health 
education. CASH also collaborated with large urban school districts, specifically Detroit Public 
Schools and Grand Rapids Public Schools (and Flint Community Schools from 1985-2014) to meet 
the needs of teachers and students in those areas.  

 

 
  



Summary of Evaluation Activities and Results 
 

1. Evidence of program implementation in the area of human resource & capacity 
development will be project outputs such as the hiring of a project manager, counts of 
leadership team meetings, leadership team attendance records & meeting minutes.  

 
Steering Team and Workgroups Activities  
 
The Steering Team met on nine occasions between December 1st, 2013 and November 30th, 
2014.  The work during this period focused on the development of a PRIME 
Toolkit/Curriculum Guide (now named the Practices to Reduce Infant Mortality through 
Equity: A Guide for Public Health Professionals. An informational resource for transforming 
public health through equity education and action) and ǘƘŜ twLa9 ǇŀǇŜǊΣ άPractices to 
Reduce Infant Mortality through Equity: Recommendations for State Health Departments. 
Lessons learned for transforming public health through education and actionΣέ and evaluation 
ƻŦ ǘƘŜ twLa9 ǇǊƻƧŜŎǘΩǎ ŀŎǘƛǾƛǘƛŜǎ. 
 
The PRIME project has four work groups to plan and implement the primary project activities. 
The Intervention Sub-Committee which was formed to assist in the development of the 
Health Equity Learning Labs was dissolved after the completion of the workshops. The 
Website Development Work Group dissolved once the PRIME website was launched. The 
Project Manager maintains the content of the website. The Nurse Family Partnership 
subcommittee of the Evaluation Work Group did not meet during this project period.  The 
four work groups that did meet regularly are:  
Á Intervention Work Group 
Á Native American Ad-Hoc Data Work Group  
Á Evaluation Work Group  
Á Local Learning Collaborative  

 
These work groups met separately and reported their progress to the project leaders and the 
Steering Team. A summary of the Steering Team meetings and the work group meetings 
including meeting dates, number of attendees, and primary topics discussed are provided on 
the next page and subsequent pages. 
  



STEERING TEAM (22 members) 

Meeting 

Dates 

Number of 

Participants 
Meeting Objectives 

December 2, 

2013 
13 

 Project Status Update 
a. Kellogg Proposal 

 Dissemination 
       a.   Recent Media 
       b.   Conference Sessions 

 New Business 

 Old Business 
a. 2014 Meeting Schedule 

 BFMCH Division & HDRMH Updates 

 Workgroup Updates 
a. Evaluation  
b. Intervention 
c. Local Learning Collaborative  
d. NA PRAMS Survey  
e. Website Development  

 Next Steps 

February 3, 

2014 
14 

 Project Status Update 
a. BFMCH Director 
b. Kellogg Report 
c. Kellogg Proposal 

 Dissemination 

 New Business  

 Old Business  
a. Health Equity Learning Labs for Staff & Managers 

 BFMCH Division and HDRMH Updates 

 Workgroup Updates 
a. Evaluation  
b. Intervention 
c. Local Learning Collaborative  
d. NA PRAMS Survey  
e. Website Development  

 Next Steps 

April 7, 2014 14 

 Project Status Update 
a. Kellogg Proposal Submitted 
b. Budget 

 Dissemination 
             a.    Recent Media 

 New Business  
a. Learning Activity 
b. PRIME Toolkit/Curriculum Guide 

 Old Business  
a. Health Equity Learning Labs for Staff & Managers 
b. UM- PRC/MI Proposal to CDC 

 BFMCH Division and HDRMH Updates 

 Workgroup Updates 
a. Evaluation  
b. Intervention 
c. Local Learning Collaborative  
d. NA PRAMS Survey  
e. Website Development  

 Next Steps 



STEERING TEAM (22 members) 

Meeting 

Dates 

Number of 

Participants 
Meeting Objectives 

June 2, 

2014 
14 

 Project Status Update 
a. Kellogg Proposal 

 Dissemination 
a. Recent Media/Dissemination 

 New Business  
a. Video- Learning Activity 

 Old Business 
             a.    Health Equity Learning Labs for Staff and Managers 

 BFMCH Division and HDRMH Updates 

 Workgroup Updates 
a. Evaluation  
b. Intervention 
c. Local Learning Collaborative  
d. NA PRAMS Survey  
e. Website Development  

 Announcements/Information Sharing 
       a.    Summit on Race & Inclusion 

 Next Steps 

July 14, 

2014 
11 

 Project Status Update 
       a.   Kellogg Award 

 Dissemination 
       a.  Recent Media/Dissemination 
       b.   Discussions with North Carolina Department of 
Health & Human Services and HRSA/Mississippiôs MCH 
Director 

 New Business  
a. Health Equity Learning Labs Pilot with CSHCS Staff 

& Managers 
b. Health Equity Learning Labs Evaluation Results 
c. Native American History, Culture & Core Values 

Session 

 Old Business  

 BFMCH Division and HDRMH Updates 

 Workgroup Updates 
a. Evaluation  
b. Intervention 
c. Local Learning Collaborative  
d. NA PRAMS Survey  
e. Website Development  

 Announcements/Information Sharing 

 Next Steps 



STEERING TEAM (22 members) 

Meeting 

Dates 

Number of 

Participants 
Meeting Objectives 

August 4, 

2014 
14 

 Project Status Update 
       a.  Kellogg Award 

 Dissemination 

 New Business  
a. PRIME Curriculum Guide & White Paper (Practices 

to Reduce Infant Mortality through Equity: 
Recommendations for State Health Departments. 
Lessons learned for transforming public health 
through education and action) 

b. Native American History, Culture & Core Values 
Session- Evaluation Results 

 Old Business  

 BFMCH Division and HDRMH Updates 

 Workgroup Updates 
a. Evaluation  
b. Intervention 
c. Local Learning Collaborative  
d. NA PRAMS Survey  
e. Website Development  

 Announcements/Information Sharing 

 Next Steps 

September 

8, 2014 
13 

 Introductions 

 Project Status Update 
a. Kellogg Grant 

 Dissemination 
a. Mississippi Dept. of Health presentation 
b. WIC Coordinators Meeting- November 19 and 20 

 Discussion 
a. Logic Model and Progress to Date- Tom Reischl 
b. What have MDCH staff found useful from the equity 
trainings? 
c. PRIME white paper/toolkit 

 Old Business 

 BFMCH Division and HDRMH Updates 

 Workgroup Updates 
a. Evaluation  
b. Intervention 
c. Local Learning Collaborative  
d. NA PRAMS Survey  
e. Website Development  

 Next Steps 



STEERING TEAM (22 members) 

Meeting 

Dates 

Number of 

Participants 
Meeting Objectives 

October 6, 

2014 
13 

 Introductions 

 Project Status Update 
a. Visit with Mississippi State Department of Health 

 New Business  
a. PRIME 2014-2015 Workplan 

 Old Business  
a. PRIME White Paper & Toolkit  

 BFMCH Division and HDRMH Updates 

 Workgroup Updates 
a. Evaluation  
b. Intervention 
c. Local Learning Collaborative  
d. NA PRAMS Survey  
e. Website Development  

 Announcements/Information Sharing 

 Future meetings/agenda items 

November 3, 

2014 
16 

 Introductions 

 Project Status Update 

 New Business  
b. Native American PRAMS Update/Data 

 Old Business  
b. PRIME White Paper & Toolkit  
c. PRIME 2014-2015 Work Plan 
d. Health Equity Learning Labs Evaluation Comment 

 BFMCH Division and HDRMH Updates 

 Workgroup Updates 
f. Evaluation  
g. Intervention 
h. Local Learning Collaborative  
i. NA PRAMS Survey  
j. Website Development  

 Announcements/Information Sharing 

 Future meetings/agenda items 

 
  



 

INTERVENTION WORKGROUP (9 members) 
 

Meeting 

Dates 

Number of 

Participants 
Meeting Objectives 

December 

16, 2013 
7 

 Review meeting minutes 10/14/13 

 PRIME Project Status Update 
o BFMCH Director 
o Kellogg Proposal 

 CSHCS Health Equity Learning Labs 

 PRIME Toolkit/Lessons Learned 

 2014 Meeting Dates 

 Next Steps 

January 23, 

2014 
6 

 Review meeting minutes 12/16/14 

 PRIME Project Status Update 

 CSHCS Health Equity Learning Labs 

 PRIME Toolkit/Lessons Learned 

 Next Steps 

 

February 26, 

2014 

7 

 Review meeting minutes 1/23/14 

 PRIME Project Status Update 

 PRIME Toolkit/Lessons Learned 

 Next Steps 

 Next Meeting ï Change the date 

April 21, 

2014 
8 

 Review meeting minutes 2/26/14 

 Curriculum Guide Outline ï Evaluation/Organizational assessment  

 Suggestions for PRIME Training Format 

 Curriculum Guide Outline- PRIME Model Format 

 BARHII Toolkit ï www.barhii.org/resources/toolkit.html 

 Next Steps  

May 19, 2014 4 

 Review meeting minutes 4/21/14 

 PRIME Project Status Update 

 PRIME Toolkit & White Paper 

 Native American History, Culture and Core Values Training 

 CSHCS Health Equity Learning Labs 

 Next Steps 

July 10, 2014 9 

 Review meeting minutes 5/19/14 

 PRIME Project Status Update 

 PRIME Toolkit & White Paper 

 Michigan Public Health Training Center 

 Native American History, Culture and Core Values Training 
Update 

 CSHCS Health Equity Learning Labs ï Evaluation Results 

 Next Steps 

 

August 18, 

2014 

 

3 

 Smaller group meeting to discuss edits to the Curriculum Guide 

 
 
 

Native American Ad-Hoc Data Group (6 Members) 

Meeting 
Dates 

Number of 
Participants 

Meeting Objectives 



Native American Ad-Hoc Data Group (6 Members) 

Meeting 
Dates 

Number of 
Participants 

Meeting Objectives 

June 13, 2014 7 

 Discuss Data 
 Bridged race 
 Data Use Agreement 
 Response Analysis 

July 14, 2014 5 

 Qualitative Follow-up 

 Bridged race 

 Next Steps 

 Analysis ideas 

August 14, 

2014 
5 

 Data Tables 

 2012 Data  

 Pregnancy Intention 

 Michigan PRAMS- African American/Black Moms 

September 

30, 2014 
4 

 MI PRAMS data comparison with NA Data 

 Proposed comparisons 

 PRAMS/Epi staff 

November 6, 

2014 
6 

 Final Report format 

 Data Analysis 

 Fact Sheets 

 

  



EVALUATION WORKGROUP  
(4 Members) 

Meeting 

Dates 

Number of 

Participants 
Meeting Objectives 

December 

16, 2013 

 

3 

 

 Review meeting minutes 11/25/13 

 Project Update 
o BFMCH Director 
o Kellogg Proposal 

 Health Equity Learning Labs Evaluation 

 2014 Meeting Dates 

 Next Steps 

January 22, 

2014 
3 

 Project Status Update 

 Health Equity Learning Labs Evaluation 

 DFCH Nurse Family Partnership 

 PRIME Toolkit/Curriculum Guide 

 Next Meeting 

February 24, 

2014 
3 

 Review meeting minutes 12/26/13 & 1/22/14 

 Project Update 
o Kellogg Proposal 

 Health Equity Learning Labs Evaluation 

 PRIME Toolkit/Curriculum Guide 

 Nurse Family Partnership Manuscript 

 Next Steps 

 

March 19, 

2014 

4 

 Review meeting minutes 2/24/14 

 Kellogg Proposal 

 Health Equity Learning Labs Evaluation 

 PRIME Toolkit/Curriculum Guide 

 Nurse Family Partnership Manuscript 

 UR & HESJ Workshops  

 Next Steps 

April 21, 

2014 
3 

 Review meeting minutes 3/19/14 

 Health Equity Learning Labs Evaluation 

 PRIME Toolkit/Curriculum Guide 

 Nurse Family Partnership Manuscript 

 UR & HESJ Workshops Findings/Manuscript 

 Next Steps 

 

May 19, 

2014 

2 

 Review meeting minutes 4/21/14 

 Project Statue Update 

 Health Equity Learning Labs Evaluation 

 PRIME Toolkit/Curriculum Guide 

 Nurse Family Partnership Manuscript 

 UR & HESJ Workshop Findings/Manuscript 

 Next Steps 

June 23, 

2014 

3 

 

 Review meeting minutes 5/19/14 

 Project Statue Update 

 Health Equity Learning Labs Evaluation 

 Native American History, Culture and Core Values Training 
Session Evaluation 

 Nurse Family Partnership Manuscript 

 UR & HESJ Workshop Findings/Manuscript 

 PRIME Toolkit/Curriculum Guide 

 Next Steps 

July 22, 

2014 

 

4 

 Review meeting minutes 6/23/14 

 Health Equity Learning Labs Evaluation ï Staff Comment 

 Native American Training Session Evaluation 

 Manuscripts 

 PRIME Toolkit/Curriculum Guide 

 Next Steps 



EVALUATION WORKGROUP  
(4 Members) 

Meeting 

Dates 

Number of 

Participants 
Meeting Objectives 

 

September 

3, 2014 

4 

 Review meeting minutes 7/21/14 

 Steering Team Mtg 

 Health Equity Learning Labs Evaluation ï Staff Comment 

 Manuscripts 

 PRIME Toolkit/Curriculum Guide 

 Next Steps 

November 

10, 2014 
4 

 Review meeting notes 9/03/14 

 Health Equity Learning Labs Evaluation- Staff Comment 

 MDCH Logic Model Discussions 

 Manuscripts 

 PRIME Toolkit/Curriculum Guide 

 Kellogg Final Reporting Requirements 

 2014-2015 Work plan 

 Next Steps 

 
  



 

LOCAL LEARNING COLLABORATIVE (18 Members) 

Meeting 
Dates 

Number of 
Participants 

Meeting Objectives 

April 25, 

2014 
18 

 Introductions 

 Review Meeting Minutes 

 Update on MDCH & PRIME activities 

 UM Proposal 

 LLC Activities 

 PRIME Website 

 LLC Member Sharing 

 LLC Leadership 

 2014 Meeting Dates 

 Agenda items for next meeting 

July 29, 

2014 
15 

 Introductions 

 Review Meeting Minutes 

 Update on MDCH & PRIME activities 

 LLC Contracts 

 LLC Objectives & Activities  

 LLC Member Sharing 

 2014 Meeting Dates 

 Agenda items for next meeting 

October 9, 

2014 
16 

 Introductions 

 Review Meeting Minutes 

 LLC Contracts 

 LLC Survey Results/Objectives & Activities  

 PRIME Website Updates 

 Update on MDCH & PRIME activities 

 LLC Member Sharing 

 2015 Meeting Dates 

 Agenda items for next meeting 

 Meeting Assessment/Closure 

 
  



Intervention Development 
 
The PRIME Intervention Workgroup partnered with two PRIME collaborators; the Health 
Equity Social Justice Coordinator of the Ingham County Health Department (ICHD) and the 
CEO of the Michigan Public Health Institute (MPHI) to adapt the Health Equity Learning Labs 
ŦƻǊ ǘƘŜ /ƘƛƭŘǊŜƴΩǎ {ǇŜŎƛŀƭ IŜŀƭǘƘ /ŀǊŜ {ŜǊǾƛŎŜǎ ό/{I/{ύ 5ƛǾƛǎƛƻƴΦ  ¢ƘŜ Intervention Work Group 
decided to create Health Equity Learning Labs for CSHCS management and a separate 
workshop series for non-management. There were four management Learning Lab sessions 
and five non-management Learning Lab sessions.  Management staff attended the final non-
management Learning Lab session to watch the non-management staff present their health 
equity projects.  
 
After attending the Health Equity Learning Labs, CSHCS staff and other Bureau of Family, 
Maternal and Child Health attended a Native American History, Culture and Core Values 
Workshop developed by the Native American consultants in partnership with Inter-Tribal 
Council of Michigan and the PRIME team. The Native American workshop was presented once 
as a four hour session.   
 
The Evaluation Work Group developed an evaluation of the CSHCS Learning Labs 
(management and non-management) and the Native American History, Culture and Core 

Values Workshop. More on the content and evaluation of the CSHCS Learning Lab is 
presented in Appendices B and C. More on the evaluation of the Native American History, 

Culture and Core Values Workshop is presented in the Appendix D. 
 
The PRIME Steering Team decided to develop three documents to capture the 
accomplishments of the PRIME project. They include a paper on άPractices to Reduce Infant 
Mortality through Equity: Recommendations for State Health Departments. Lessons learned 
for transforming public health through education and actionέ, and the final evaluation report 
άPractices to Reduce Infant Mortality through Equity (PRIME) Program Outcomes: 
Perspectives on Changes in Organizational Policies and Practices.έ  The final PRIME 
intervention document is titled, άPractices to Reduce Infant Mortality through Equity: A Guide 
for Public Health ProfessionalsΦέ The PRIME Guide describes the development of the PRIME 
project, training components and summarizes key findings. The PRIME Guide in previous 
Kellogg reports was described as a toolkit or a curriculum, however, the Intervention Work 
Group decided that a guide format was more appropriate. The PRIME Guide is geared 
towards State Health Departments planning on incorporating a health equity focus to guide 
public health efforts.  
 
The PRIME ǇŀǇŜǊΣ άPractices to Reduce Infant Mortality through Equity: Recommendations 
for State Health Departments. Lessons learned for transforming public health through 
education and actionέ captures the vision of the project and provides the context of the 
PRIME project. The paper provides points to consider for management at other public health 
agencies to consider if they want to implement a project like PRIME. The PRIME paper is a 
global discussion and provides a rationale for the PRIME project giving attention to why State 
Health Departments should address health equity.  
 
The Evaluation Work Group created a final report summarizing policy and practice changes 
identified by the Steering Team and BFMCH managers that occurred within BFMCH that could 
be connected to the PRIME efforts. The PRIME Steering Team also discussed the transition of 
the PRIME project into the next phase, which is also sponsored by the Kellogg Foundation.  
This evaluation document will highlight the results of the project, and identify policy and 
practice changes that have occurred due to the PRIME efforts. The evaluation document will 



also include the results from the two focus groups held with PRIME Steering Team members 
and Management staff from the three Divisions that have attended PRIME events.  
 
Health Equity Learning Labs for CSHCS Division 
The Intervention Workgroup partnered with PRIME collaborators from the ICHD and MPHI to 
adapt the CSHCS Health Equity Learning Labs. The Intervention Work Group and PRIME 
collaborators adapted the Health Equity Learning Labs presented to the WIC Division for 
CSHCS. ¢ƘŜ LƴǘŜǊǾŜƴǘƛƻƴ ²ƻǊƪƎǊƻǳǇ ǳǎŜŘ ƛƴŦƻǊƳŀǘƛƻƴ ŦǊƻƳ ǘƘŜ 9Ǿŀƭǳŀǘƛƻƴ ²ƻǊƪƎǊƻǳǇΩǎ 
evaluation reports from the WIC Health Equity Learning Labs and a summary Learning Lab 
report to select core components for this next iteration of the Learning Labs. Based on the 
9Ǿŀƭǳŀǘƛƻƴ ²ƻǊƪ DǊƻǳǇΩǎ ǊŜǇƻǊǘ ŀƴŘ ŘƛǎŎǳǎǎƛƻƴǎ ŀƳƻƴƎst the Intervention Work Group and 
collaborators, it was decided that the CSHCS Learning Labs should have separate 
management and non-management staff sessions.  
 
The Health Equity Learning Labs for Non-Management and Management Staff were different 
from the WIC learning labs in three key ways: 
 

 Less time was spent on health equity concepts, since these were an integral part of 
the Health Equity and Social Justice Workshop in which staff had already participated. 
 

 While participants in the pilot WIC learning labs included non-management and 
management staff in the same sessions, the Health Equity Learning Labs described in 
this section were developed as separate experiences for non-management and 
management staff. 
 

 While the pilot WIC version consisted of 36 hours of learning lab time, the CSHCS 
Health Equity Learning Labs were shorter and involved 15 hours for non-management 
staff and 11 hours for management staff. 

 
The PRIME collaborators designed and facilitated a five session Health Equity Learning Lab 
series for non-management CSHCS staff. CSHCS staff was required to complete a group 
project in which they would select a topic and develop a method to address the topic and 
promote health equity, which was also a principle component in the WIC Learning Lab. 
Sessions were scheduled approximately one month apart and sessions lasted 2-4 hours in 
length.  Staff completed homework assignments in-between each Learning Lab session. The 
facilitator of the Learning Labs incorporated the assignment responses within the following 
Learning Lab session. The goal of the assiƎƴƳŜƴǘǎ ǿŀǎ ǘƻ ŘŜǾŜƭƻǇ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘΩǎ ŀōƛƭƛǘȅ ǘƻ 
identify opportunities to adopt a health equity approach in their work.  All sessions were 
scheduled outside of normal staff meeting time. The groups presented their health equity 
projects during the fifth Learning Lab session in front of other CSHCS Division staff and 
management staff from CSHCS and BFMCH. The ICHD Health Equity and Social Justice 
Coordinator and two MDCH staff members (PRIME Project Manager and HDRMHS Health 
Equity Coordinator) facilitated the non-management staff sessions.  
 
  



The Learning Objectives of the CSHCS non-management Learning Labs: 
 

 Articulate in concrete terms the reasons why it is important to adopt a health equity 
framework for practice within CSHCS. 
 

 Articulate in specific terms what it would mean to apply a health equity framework to 
their day-to-day work.  This will likely be different for different work units. 
 

 Assess the degree to which their work unit currently applies health equity principles in 
carrying out their responsibilities, and identify changes that need to occur at the 
interpersonal or institutional levels to allow them to apply those principles more fully. 
 

 Create realistic scenarios illustrating typical opportunities to apply a health equity 
framework within CSHCS at the interpersonal level (actions, behaviors, language, etc.) and 
institutional level (rules, policies, practices). 
 

 Commit, individually and collectively, to actions that will strengthen the application of a 
health equity framework to the future operation of CSHCS, and identify indicators for 
evaluating success in honoring these commitments in three months, six months, and 
twelve months. 

 
Staff read the first half of Chapter 1 from Tackling Health Inequity (pp. 3 ς 27) and viewed 
Episode 3 of Race:  The Power of an Illusion ς ά¢ƘŜ IƻǳǎŜ ²Ŝ [ƛǾŜ ƛƴέ before attending the 
first Learning Lab session.  The first session of the Learning Labs for non-management staff 
occurred in January 2014. For more details of the Learning Lab, including the topics discussed 
during each session, please see Appendix E.  Please see Appendix C for the Evaluation Final 
Report of the CSHCS Non-management Learning Labs.  
 
The Intervention Work Group decided that a separate Learning Lab series should be created 
for management staff. Although mainly developed for management staff from CSHCS, 
management staff from two additional divisions from the Bureau of Family, Maternal and 
Child Health (BFMCH), and managers from the Lifecourse Epidemiology & Genomics Division, 
Health Disparities Reduction and Minority Health Section and Chronic Disease area were 
invited to participate. This increased the number of participants and provided a booster 
session for management staff in other Divisions who had already attended previous PRIME 
trainings. Although the management learning labs included several common elements, the 
version provided for management staff included additional components on leadership style 
and structural considerations for supporting a health equity framework. The Michigan Public 
Health CEO, and Health Equity and Social Justice Coordinator from ICHD co-facilitated the 
management staff sessions. The total interaction time for management sessions was 7 hours. 
 
The 5 Learning Objectives for Management Staff Sessions: 
 

 Articulate in concrete terms the reasons why it is important to adopt a health equity 
framework for practice within their division of CSHCS 
 

 Identify and understand what it would mean to apply a health equity framework to 
their day-to-day work 
 

 Assess the degree to which their division of MDCH currently applies health equity 
principles in carrying out their responsibilities 
 



 State their responsibility as leaders to facilitate needed changes that would enable 
staff to apply health equity principles more fully 
 

 Articulate concrete ways leaders can support staff in applying a health equity 
framework to their day-to-day work 

 
The management staff met for four sessions for a total of 7 hours. The first session of the 
Management Learning Labs was held in February 2013. The second session was held in March 
2014 and the third session was held in April 2014. Each Learning Lab session lasted 2-3 hours.  
The management Learning Lab participants attended the non-management Learning Lab final 
session in May.   
 
Management sessions were dialogue based with discussions on leadership style (relationship-
based and transformational), structural considerations to maintain a health equity 
framework, and reflections on non-management staff progress after completing the Health 
Equity Social Justice workshops. The facilitators presented case studies created by non-
management staff in their Learning Lab sessions that represented opportunities for changes 
in practice or policyτat least one of which involved an opportunity for staff to effect a 
change through interpersonal interaction with a manager.  Facilitators elicited comments on 
the scenarios from management staff, and then compared non-management staff responses 
with those elicited by managers. As mentioned previously, the management staff joined the 
non-management staff on the last session of the non-ƳŀƴŀƎŜƳŜƴǘ ǎǘŀŦŦΩǎ [ŜŀǊƴƛƴƎ [ŀōΦ !ǘ 
this session non-management staff presented their health equity work plans which they 
created throughout the non-management Learning Lab sessions. 
 
The Intervention Workgroup continued to collaborate with the University of Michigan (UM) 
Office of Public Health Practice to add the PRIME Guide, άPractices to Reduce Infant Mortality 
through Equity: Recommendations for State Health Departments. Lessons learned for 
transforming public health through education and actionέ and the final evaluation report, 
άPractices to Reduce Infant Mortality through Equity Program Outcomes: Perspectives on 
Changes in Organizational Policies and Practicesέ on a website that currently features the 
Health Equity Learning Labs for the WIC Division.  
 
Native American History, Culture and Core Values Workshop  
Results from the CSHCS Organizational Assessment from Spring 2013 indicated a need for 
more education on Native American culture. To address this need, the PRIME Intervention 
Work Group reached out to the Native American consultants and asked that they create a 
session on Native American culture, beliefs and values. The Native American History, Culture 
and Core Values Workshop was designed to provide participants with an introduction to the 
ƘƛǎǘƻǊȅ ŀƴŘ ŎǳƭǘǳǊŜ ƻŦ aƛŎƘƛƎŀƴΩǎ bŀǘƛǾŜ !ƳŜǊƛŎŀƴǎ ς the Anishinaabek, which include the 
Ojibwe, Odawa and Bodawatomi Nations.  The workshop was designed to help participants 
gain an awareness of Native American history and its impact on the lives and health of Native 
Americans today. The workshop also provided participants with Anishinaabek Cultural 
Teachings and a greater understanding of the cultural context and practices related to 
pregnancy, birthing and parenting. The workshop occurred in the summer of 2014 for staff of 
ǘƘŜ /ƘƛƭŘǊŜƴΩǎ {ǇŜŎƛŀƭ IŜŀƭǘƘ /ŀǊŜ {ŜǊǾƛŎŜǎ 5ƛǾƛǎƛƻƴ and Division of Family and Community 
Health. The workshop presenters were consultants for the Inter-Tribal Council of Michigan 
and members of Grand Traverse Band of Ottawa and Chippewa Indians.   
 
The workshop had five participant learning objectives: 
 



 Increase knowledge of the culture of the Anishinaabek (Ojibwe, Odawa and 
Bodawatomi Tribes) and tribal history. 
 

 Define historical trauma and describe at least two ways historical trauma has 
ƛƳǇŀŎǘŜŘ aƛŎƘƛƎŀƴΩǎ !ƳŜǊƛŎŀƴ LƴŘƛŀƴ ǇƻǇǳƭŀǘƛƻƴΦ 
 

 Increase understanding of the value and potential effectiveness of programs using 
cultural teachings as a solution to current health and social problems. 
 

 Identify cultural barriers that affect communication between Tribal, local, county and 
state governments, and identify promising strategies for enhancing those 
relationships. 
 

 Increase understanding regarding Anishinaabek parenting skills and viewpoints 
regarding disabilities when developing programs that will be utilized by Anishinaabek 
communities.  

 
The Native American History, Culture and Core Values Workshop was a four-hour learning 
session in which the presenters provided their perspectives about the challenging historical 
interactions with federal and state governments and the effects of historical inter-
generational trauma on their communities, families, cultural values and norms. The 
presenters also shared personal life experiences exemplifying their resiliency as Anishinaabek 
through the retention of their language, culture and ceremonies. The interactive workshop 
highlighted the Anishinaabek world view and memory of Michigan through the following:  
 

 Opening smudging ceremony: Burning of a small amount of sage in an abalone shell 
(sage is used for cleansing an individual or a space of any negativity to provide clarity 
and openness for listening and learning) 
 

 tǊŜǎŜƴǘŜǊǎΩ ǇŜǊǎƻƴŀƭ ƛƴǘǊƻŘǳŎǘƛƻƴǎΥ The presenters showed their individual digital 
stories (three- to four-minute videos narrated in the first person and which use 
images and music to educate and promote hope by exemplifying diverse journeys of 
healing) 
 

 Anishinaabek Circle of Care: Understanding Our Journey: Focused on the Native way 
ƻŦ ƭƛŦŜ άǇǊŜ ŎƻƴǘŀŎǘΣέ ǘƘŜ ŜŀǊƭȅ Řŀȅǎ Ǉƻǎǘ ŎƻƴǘŀŎǘ όмрth-18th centuries), the Three Fires 
Confederacy, the clan system, the Trail of Death, sovereignty, boarding schools, 
historical trauma and healing solutions 
 

 Anishinaabek Cultural Values, Teachings and Ceremonies: Cultural information 
regarding living in two worlds/cultures; the importance of our language; the Medicine 
Wheel; Clans; responsibility for Seven Generations; teachings regarding children, 
pregnancy, birthing and naming ceremonies; and our world view of children with 
special needs   
 

 Books of reference:  
a. Alcohol Problems in Native America : The Untold Story of Resistance and Recovery 

- the Truth about the Lie (2006), by Don L. Coyhis and William L. White. Colorado 
Springs, CO: Coyhis Publishing. 

b. People of the Three Fires: The Ottawa, Potawatomi and Ojibway of Michigan 
(1986), by James A. Clifton, George L. Cornell, and James M. McClurken. Grand 
Rapids, MI: Grand Rapids Inter-Tribal Council. 

https://coyhispublishing.com/store.php/products/alcohol-problems-in-native-america
https://coyhispublishing.com/store.php/products/alcohol-problems-in-native-america
http://files.eric.ed.gov/fulltext/ED321956.pdf
http://files.eric.ed.gov/fulltext/ED321956.pdf


c. The Mishomis Book: The Voice of the Ojibway (1988), by Edward Benton-
Banai.  (1988). Saint Paul, MN: Red School House. 

 
 Traditional Teachings/Ceremonies learned from Elders in Minnesota, Michigan and 

Canada 
 

 Closing: Traditional Talking Circle: A ceremony with everyone seated in a circle and 
listening respectfully as one speaker at a time shared their feelings and experience 
about the workshop. Individuals also shared how they would incorporate this new 
knowledge into their workplace 

 
Please see Appendix D for the Native American History, Culture and Core Values Workshop 
final evaluation report.  
 
Sustainability 
MDCH hired a new Director of the Bureau of Family, Maternal and Child Health, who has since 
resumed a role on the PRIME Steering Team. The former director retired in August of 2013. 
The new Director has supported the PRIME initiative and is an active and engaged participant. 
The leadership of the PRIME project transitioned to the manager of the Health Disparities 
Reduction Minority Health Section. The manager of HDRMHS is charged with leading the 
PRIME Steering Team in addressing the goals of the project. We continue to have a project 
manager who has been trained by ICHD Health Equity and Social Justice Coordinator in 
facilitation and assisted with the facilitation of the CSHCS Learning Labs.  The Health Equity 
Coordinator from HDRMHS co-facilitated the learning labs. 
 
As mentioned previously, the Intervention Workgroup has partnered with the UM Office of 
Public Health Practice to portray the άPractices to Reduce Infant Mortality through Equity: A 
Guide for Public Health Professionalsέ ƻƴ twLa9Ωǎ ǿŜōǎƛǘŜΦ  ¢Ƙƛǎ ǿƛƭƭ ǇǊƻǾƛŘŜ Ŝŀǎȅ ŀŎŎŜǎǎ ŦƻǊ 
others within and outside of the MDCH to learn about the steps that were taken in PRIME to 
train public health staff to incorporate equity into their daily work duties. 
 
The Project Manager and other BFMCH staff have continued to participate on the MDCH 
Health Equity Steering Committee. The Committee recently reviewed its strategy to address 
guidelines from Public Act 653 and produced a report outlining these changes.   These same 
bureau staff members have also participated in meetings with other divisions within the 
department (HDRMHS and Chronic Disease) to develop a basic structure for an action plan for 
using PA 653 to advance health equity and social justice through public health at the state 
level 
 
MDCH received additional funding from the W.K. Kellogg Foundation to develop and 
implement a continuing quality improvement infrastructure within MDCH for addressing and 
maintaining equity as part of eliminating disparities in health outcomes statewide. MDCH will 

develop a plan to implement the PRIME model within at least 3 divisions of the 
department.  Furthermore, PRIME contributes to a workgroup led by the HDRMHS manager 
and charged with developing a mandatory online equity training that would be mandatory for 
all MDCH Staff. The PRIME project has utilized funding from BFMCH to support coordination 
of equity efforts within the bureau and to support a second year of data collection for the 
Native American PRAMS.   
 ` 
PRIME Final Documentation  

http://www.amazon.com/The-Mishomis-Book-Voice-Ojibway/dp/B00071U5AM


άPRIME Practices to Reduce Infant Mortality through Equity: A Guide for Public Health 
Professionals. An informational resource for transforming public health through equity 
education and action.έ 

Intervention Workgroup members developed an informational resource for public health 
professionals to use in transforming public health based on the lessons learned from the 
PRIME project. Previously described as the toolkit or curriculum, the Intervention work group 
decided that calling the document a guide was more appropriate.  The PRIME guide includes 
the background on the project, a description of the organizational assessment and workshops 
including their development, format, findings and implications and resources to learn more.  
The Intervention work group partnered with a writing consultant to assist in the formatting of 
the PRIME guide. The PRIME project continued to revise the guide, and plans to send the 
guide out to review to potential audience members in the winter of 2015.  Feedback on the 
PRIME GǳƛŘŜ ƛǎ ōŜƛƴƎ ǎƻǳƎƘǘ ŦǊƻƳ ǘƘŜ aƛŎƘƛƎŀƴ 5ŜǇŀǊǘƳŜƴǘ ƻŦ /ƻƳƳǳƴƛǘȅ IŜŀƭǘƘΩǎ 
Lifecourse Epidemiology and Genomic Division, the Chronic Disease Division, the Mississippi 
State Department of Health , Maryland Department of Health and Mental Hygiene, and two 
members of the Local Learning Collaborative. After making revisions, the guide will be posted 
on the PRIME website and will be disseminated through multiple channels including through 
partner agencies such as Collaborative Improvement & Innovation Network to Reduce Infant 
Mortality (CoIIN), National Association of County and City Health Officials (NACCHO) and 
Association of State and Territorial Health Officials (ASTHO).  We plan to complete the guide 
by early spring of 2015.  

 
PRIME άPractices to Reduce Infant Mortality through Equity: Recommendations for State 
Health Departments. Lessons learned for transforming public health through education and 
actionέ.  
 
The Intervention Work Group is leading the development of this PRIME paper. The PRIME 
Steering Team decided that this paper would function as a document that would provide a 
vision for how this type of health equity work can move forward. This includes 1)Providing a 
rationale for a state level public health practice model to address racial disparities in infant 
mortality between Blacks and Whites, and American Indians and Whites; 2) Discussing the 
lessons we learned from developing and implementing an organizational capacity building 
intervention to promote health equity; and 3) Offering our conclusions and next steps for how 
we will move forward in Michigan to reduce racial disparities in infant mortality and promote 
health equity more broadly. 
This document can be used by other state health departments to think about their work as a 
way to address racism as a determinant of health.  This paper will take these pieces and put 
them together to provide a big picture.   
 
PRIME Final Evaluation ReportΣ άPractices to Reduce Infant Mortality through Equity Program 
Outcomes: Perspectives on Changes in Organizational Policies and Practices.έ  
 
The PRIME Evaluation Work Group led the development of the PRIME Final Evaluation Report. 
The Evaluation Work Group Director led the Steering team through a review of the original 
Logic Model that was developed on June 17, 2009. This discussion allowed Steering Team 
members to provide input on what resources were used to complete the project, what has 
been accomplished and what short term outcomes have they seen. The Steering Team 
discussed other outcomes that were unexpected at the beginning of the project. The 
Evaluation Work Group also held a focus group with staff members within the Division of 
CŀƳƛƭȅ ŀƴŘ /ƻƳƳǳƴƛǘȅ IŜŀƭǘƘΣ ²ƻƳŜƴΣ LƴŦŀƴǘǎ ŀƴŘ /ƘƛƭŘǊŜƴ 5ƛǾƛǎƛƻƴ ŀƴŘ ǘƘŜ /ƘƛƭŘǊŜƴΩǎ 



Special Health Care Services Division. The staff members were able to identify practices and 
policies that had changed within their work roles since the beginning of the PRIME projects. 
The Final PRIME Evaluation Report will be submitted to the W. K. Kellogg Foundation in the 
early spring of 2015.  
 
Capacity Building  
 
Consultants 
  
As mentioned previously, PRIME has collaborated with Health Equity and Social Justice 
Coordinator at the Ingham County Health Department and the CEO of the Michigan Public 
Health Institute to develop and facilitate the Health Equity Learning Labs for the CSHCS 
Division. The PRIME Manager and HDRMHS Health Equity Coordinator were trained to co-
facilitate the staff learning lab sessions. 
 
PRIME has also collaborated with two Native American consultants and the Manager of 
Maternal and Childhood Services of the Intertribal Council of Michigan to develop the Native 
American session for CSHCS. A writing consultant is assisting with the formatting of the PRIME 
Guide for Public Health Professionals. This consultant is also working with a graphic designer 
and editor for the PRIME Guide.  
 
The PRIME Intervention Work Group and PRIME Manager met with the UM Office of Public 
Health Practice to update the PRIME website to feature the final PRIME documents, including 
the 3 PRIME final documentation reports mentioned in the section above.  
   
Dissemination of Results and Presentations 
 
Presentations  
 
The PRIME Manager facilitated the Life Course Game at the Michigan Adolescent Pregnancy & 
Parenting Program meeting on October 22, 2014 in which PRIME was discussed.  The PRIME 
Project Manager also facilitated the Lifecourse game and discussed PRIME at five regional 
meetings held throughout Michigan during May and June 2014.  
 
PRIME was selected to present at the Association for Maternal & Child Health Programs for 
their 2014 Annual Conference scheduled for January 25-28 in Washington, DC. The title of the 
ǎŜǎǎƛƻƴ ƛǎ άtǊŀŎǘƛŎŜǎ ǘƻ wŜŘǳŎŜ LƴŦŀƴǘ aƻǊǘŀƭƛǘȅ ǘƘǊƻǳƎƘ 9ǉǳƛǘȅ όtwLa9ύ ς New Approaches for 
¦ǎƛƴƎ 5ŀǘŀέΦ  !a/It ƳŜƴǘƛƻƴŜŘ twLa9Ωǎ ǿƻǊƪ in a post in April 2014 
(http://www.amchp.org/Transformation-Station/Pages/HolesintheMitten-
HealthEquityinMichiganAToolkitforAction.aspx). 
 
A PRIME Steering Team member and Director of the Division of Family and Community Health 
presented at the National Academy for State Health Policy conference about health equity 
issues and what we have done in Michigan, including the works on PRIME. The link to the 
presentation is located on the State Reform website 
(https://www.statereforum.org/sites/default/files/session.5.fink_.b.pdf).  
 
PRIME Steering Team members from the Division of Family and Community Health are 
ŜƴƎŀƎŜŘ ƛƴ wŜƎƛƻƴ ±Ωǎ Collaborative Improvement & Innovation Network to Reduce Infant 
Mortality (CoIIN): Social Determinants of Health Workgroup. Michigan is one of the states 
that have included this in their strategies and Mississippi State Health Department is looking 
at replicating the PRIME project in their state. The former Director of BFMCH and PRIME 

http://www.amchp.org/Transformation-Station/Pages/HolesintheMitten-HealthEquityinMichiganAToolkitforAction.aspx
http://www.amchp.org/Transformation-Station/Pages/HolesintheMitten-HealthEquityinMichiganAToolkitforAction.aspx
https://www.statereforum.org/sites/default/files/session.5.fink_.b.pdf


leader, Alethia Carr, and the PRIME Project Manager are scheduling a time to discuss and 
disseminate the PRIME Project to the Mississippi State Health Department.  
 
The North Carolina Department of Health and Human Services (DHHS) reached out to MDCH 
to learn more about the Kitagawa analysis and to receive technical assistance. The NC DHHS 
requested additional information about the PRIME project during this time. The PRIME 
project manager presented a webinar for NC DHHS regarding the PRIME project in June 2014. 
 
The Women, Infants and Children Division of MDCH presented a webinar on PRIME work in 
May 2014. The webinar included an overview of the PRIME project, data collection for small 
populations (e.g. Native Americans), the data collection methods used in the Native American 
PRAMS survey, and how to use data to inform program outreach. 
 
MDCH released a news brief in July 2014, featuring the health equity brown bag series and 
featured the PRIME project as one of the Bureau of Family, Maternal and Child Health 
projects designed to reduce and prevent infant deaths.  Additionally, the PRIME project 
manager and other PRIME steering team members participated in the MDCH Health Equity 
{ǘŜŜǊƛƴƎ /ƻƳƳƛǘǘŜŜΩǎ .Ǌƻǿƴ .ŀƎ {ŜǊƛŜǎΦ  
 
The PRIME Project manager presented information on the PRIME project in August 2014 to 
the Detroit Institution for Equity in Birth Outcomes, which was launched in May 2014 as a 
ŎƛǘȅǿƛŘŜ ƛƴƛǘƛŀǘƛǾŜ ǘƻ ŀŘǾŀƴŎŜ Ŝǉǳƛǘȅ ƛƴ 5ŜǘǊƻƛǘ ōƛǊǘƘ ƻǳǘŎƻƳŜǎ ŀƴŘ ǊŜŘǳŎŜ ǘƘŜ ŎƛǘȅΩǎ ƘƛƎƘ 
infant mortality rate. 
 
The PRIME website has been live since January 2013.  The website is a mechanism to 
disseminate information about the PRIME Project and local work of the Local Learning 
Collaborative (LLC). An additional role is to provide a broad audience access to information 
about health equity, health disparities, racism, and social justice. The website has been a 
useful resource to provide to interested parties at conferences and workshops.  
 
The PRIME website includes relevant data on infant mortality and definitions and videos that 
describe health equity, social determinants of health and racism. The Local Learning 
Collaborative (health departments, Healthy Start projects, and other community 
organizations) discuss their lessons learned and best practices in local health equity work. 
Areas within MDCH also share their health equity work and initiatives. The interactive map, 
ǘƛǘƭŜŘ ά²ƘŀǘΩǎ IŀǇǇŜƴƛƴƎ ƛƴ ¸ƻǳǊ /ƻǳƴǘȅΣέ ŀƭƭƻǿǎ ŎƻƳƳǳƴƛǘȅ ƳŜƳōŜǊǎ ǘƻ ƭŜŀǊƴ ŀōƻǳǘ 
organizations in their area, who to contact for more information and information on health 
equity activities. !ƭǎƻ ƛƴŎƭǳŘŜŘ ƻƴ ǘƘŜ ǎƛǘŜ ƛǎ ŀ ŘŜǎŎǊƛǇǘƛƻƴ ƻŦ aƛŎƘƛƎŀƴΩǎ ŦƛǊǎǘ ǎǘŀƴŘ-alone 
PRAMS survey for mothers of Native infants. Finally, the website includes a variety of articles, 
reports and films that discuss infant mortality, health equity and racism. The PRIME Manager 
continues to update LLC membersΩ information on the website.  
 
The monthly Google Analytics report from January 1st, 2014 to December 31st, 2014 indicates 
that the PRIME website had 2,823 visits with 5,778 page views. The number of visits in 2014 
increased by 19% from 2013. There was a slight decline (7%) in the number of page views. 
PRIME is currently working on finishing the PRIME Guide, twLa9 ǇŀǇŜǊΣ άPractices to Reduce 
Infant Mortality through Equity: Recommendations for State Health Departments. Lessons 
learned for transforming public health through education and actionέ and Evaluation paper, 
άPractices to Reduce Infant Mortality through Equity Program Outcomes: Perspectives on 
/ƘŀƴƎŜǎ ƛƴ hǊƎŀƴƛȊŀǘƛƻƴŀƭ tƻƭƛŎƛŜǎ ŀƴŘ tǊŀŎǘƛŎŜǎέ that will be added to the webpage to draw 
in more visitors.  
 



 
2. The project manager and the leadership team will read state policy documents and 
review administrative practices to understand the association between state policies and 
maternal/child health care outcomes. Evidence of program implementation for these 
activities will be counts of MDCH employees involved in policy reviews, the number of 
policy documents reviewed and discussed, and a final report on the reviews.  
 
In October 2014, Local Learning Collaborative (LLC) members completed a survey and identified 3 
areas to focus on over the next 1-3 years.  The historical overview and racial scan was one of the 

areas selected.  The LLC recommitted to complete the historical overview and racial scan of 
Michigan, which was written in 2013. The review was a historical analysis of State policies and 
National Policies and their impact on racial inequities to demonstrate the influence of history 
on current disparities in infant mortality and birth outcomes. The new co-chair of the LLC 
(Director Maternal Child Health Division at Ingham County Health Department) will oversee MSU 
Nursing Students to complete the work on the infographic.  The other co-chair is the Director of 
the Bureau of Family, Maternal and Child Health, a PRIME Steering Team member. 

  



3. Collaboration with MDCH epidemiologists & local health department leaders will be 
documented by counting the number of meetings & the number of participants from 
different sectors/constituencies.  

 
Collaboration with MDCH Epidemiologists, Local Health Departments & Community-Based 
Organizations  
 
The Local Learning Collaborative (LLC) established in March 2011 continues to meet quarterly 
. The LLC is made up of representatives from Local Health Departments, all six Michigan 
Healthy Start Projects and other community organizations that have worked in their local 
community to address racism, health equity and disparities. The Local Learning Collaborative 
transitioned to new leadership in the fall of 2014.  
 
The partnership between the MDCH, Inter-Tribal Council of Michigan, Great Lakes Inter-Tribal 
Epidemiology Center, and the Michigan State University Office of Survey Research continues 
to work on the Native American PRAMS. Indicators to be included in the final report have 
been selected (see Appendix A for a Table of Content document of the Native American 
PRAMS 2012 Report).  There are three tables that include responses to questions from the 
Native American PRAMS that are not asked on the regular PRAMS survey. Future comparisons 
of the Native American population and the African American population in the Behavioral Risk 
Factor Survey are planned. The 2012 Michigan PRAMS data is due back from the Centers for 
Disease control in the near future. There are epidemiology students working on a final 
product report to send to Kellogg, and they are also working on a fact sheet for infant safe 
sleep. Additional fact sheets are in development. The Native American PRAMS project in an 
accomplishment in that to our knowledge there are several states that oversample Native 
American populations within the statewide PRAMS projects and one Tribal PRAMS standalone 
survey; but the Michigan NA PRAMS survey is one of the first (if not these first) state to use a 
PRAMS survey specifically for the Native American population. This is a unique effort from a 
state-level entity.  
 
Finally, as mentioned earlier in the report, PRIME collaborated with the University of 
Michigan Public Health Practice Office to videotape and transcribe the second and third WIC 
Health Equity Learning Lab sessions. The PRIME project continued the collaboration with UM 
Public Health Practice Office and will partner through Winter 2015. The PRIME Intervention 
work group held several meetings with the Practice Office to develop the PRIME website to 
also include the final PRIME documents, including the PRIME Guide. 
 
The Prevention Research Center at the University of Michigan School of Public Health (UM 
SPH) submitted a proposal to DHHS Office of Minority Health to review health equity work 
among local health departments throughout the nation. Two of the PRIME Evaluation Work 
Group members work at the UM SPH. The application described collaboration with MDCH and 
the pilot evaluation of health equity at local health departments would occur in Michigan with 
the assistance of MDCH.  If funded, the project would begin in late 2015. 
  



4. Other evidence will be documents describing strategies for addressing racial 
disparities in infant mortality & other health problems.  

 
The PRIME project will complete the PRIME Guide, PRIME paper, άPractices to Reduce Infant 
Mortality through Equity: Recommendations for State Health Departments. Lessons learned 
for transforming public health through education and actionέ and Final Evaluation Report, 
άPractices to Reduce Infant Mortality through Equity Program Outcomes: Perspectives on 
Changes in Organizational Policies and Practicesέ in the early spring of 2015 to document 
strategies for addressing racial disparities. 
 
5. A major activity will be staff training of MDCH professional staff on racial disparities, 

racism & other social determinants, and systems change models. Evidence of training 
activities will include counts of training sessions, number trained & curriculum 
documents.  

 
The PRIME project conducted two separate trainings during this reporting period. The first of 
these trainings was the Health Equity Learning Labs for MDCH staff members of the Children 
Special Health Care Services (CSHCS) Division.  There were five Learning Lab sessions held 
monthly January through May.  Each HESJ workshop consisted of two and half days of 
activities and discussion. There were 44 MDCH staff members in the non-management 
Learning Labs and 21 MDCH staff attended the management Learning Labs.  

 
The PRIME project intervention group worked extensively with PRIME collaborators from the 
Ingham County Health Department and Michigan Public Health Institute to develop and 
facilitate the Health Equity Learning Labs. The Learning Labs have been developed for both 
management and non-management staff. The non-management Learning Labs contained five 
sessions ranging from 2-4 hours held monthly. Each Lab built upon the previous Lab. There 
were three management Learning Lab sessions totaling of 7 hours. Since the CSHCS Learning 
Labs, each group has had follow up meetings. Two of the project groups have been folded 
into one work group, for a total of four work groups. The recommendations from the PRIME 
Learning Labs have been incorporated into CSHCS staff work tasks.  
 
The Native American History, Culture and Core Values Workshop was held June 9th, 2014 for 
staff in CSHCS and other BFMCH staff. There were 53 participants who attended the Native 
American History, Culture and Core Values Workshop that was conducted by the Native 
American Consultants in partnership with PRIME.  
 
6. A survey of key stakeholders will be conducted to assess their perceptions of the 

success & effectiveness of the program work. The feedback will be used to shape the 
project.  

 
In the fall of 2014, the PRIME Evaluation Work Group conducted a focus group with the 
PRIME {ǘŜŜǊƛƴƎ ¢ŜŀƳ ǘƻ ŘƛǎŎǳǎǎ ǘƘŜ twLa9 ǇǊƻƧŜŎǘΩǎ ǎǳŎŎŜǎǎ ŀǎ ǘƘŜ ǇǊƻƧŜŎǘ ǿŀǎ ŜƴŘƛƴƎΦ ¢ƘŜ 
PRIME Evaluation Work Group Director led the discussion using the PRIME logic model as a 
guide. PRIME Steering Team members listed accomplishments that occurred due to the 
PRIME project. Additionally, a focus group of staff members from three Divisions in the 
BFMCH that engaged in PRIME project activities convened to discuss the changes they had 
noted since the PRIME project began. The responses from these focus groups are included in 
the final evaluation reportΣ άtǊŀŎǘƛŎŜǎ ǘƻ wŜŘǳŎŜ LƴŦŀƴǘ aƻǊǘŀƭƛǘȅ ǘƘǊƻǳƎƘ 9ǉǳƛǘȅ όtwLa9ύ 
Program Outcomes: PerspŜŎǘƛǾŜǎ ƻƴ /ƘŀƴƎŜǎ ƛƴ hǊƎŀƴƛȊŀǘƛƻƴŀƭ tƻƭƛŎƛŜǎ ŀƴŘ tǊŀŎǘƛŎŜǎΣέ for the 
PRIME project to be submitted to the W. K. Kellogg Foundation.  
 



7. The outcome evaluation methods will include the widespread use of the tool kit & 
curriculum within MDCH & local health departments. Counting of units that request 
use will be the indicator.  
 

The PRIME Guide for Public Health Professionals is currently being reviewed and finalized by 
the Intervention Workgroup. As mentioned previously, the PRIME Guide will be posted on the 
PRIME website page developed by the University of Michigan Office of Public Health Practice. 
The PRIME Guide will also be distributed through partner agencies such as CoIIN, NACCHO 
and ASTHO. We anticipate that the PRIME Guide will be ready for distribution by early spring 
2015.  

 
8. We will also assess increase in staff knowledge by using a method for assessing 

change in knowledge used in other studies of training programs for state & local 
public health staff (Reischl & Buss, 2005). This method uses a pretest-posttest design 
to assess knowledge before & after training. 
 

During the reporting period, PRIME held management and non-management Health Equity 
Learning Labs for the CSHCS Division. The Evaluation Workgroup created pretests and 
posttests with self-rated competencies and open-ended questions in the posttest for both 
non-management and management participants.  
 
The management Learning Labs had additional open-ended questions in the pretest and 
posttest. We noted statistically significant improvements in four out of the five self-rated 
competencies in the management Learning Labs. The competency to articulate in concrete 
terms why it is important to adopt a health equity framework for practice within their division 
did not have a significant increase, however, this competency did have an increase between 
pretest and posttest and also had a higher pretest score compared to the other four 
competencies. The final evaluation report of the management Learning Labs is provided in 
Appendix B.   
 
The non-management Learning Lab participants had significant increases in 8 of the 10 self-
rated competencies. Non-management staff did not have significant increases in their self-
rated confidence to assess the degree to which their work unit currently applies health equity 
principles in carryout out their responsibilities, or in having confidence to carry out, 
individually and collectively, actions that will strengthen the application of a health equity 
framework. Please see the final evaluation report of the non-management CSHCS Learning 
Lab in Appendix C.  
 
The Evaluation Work Group worked closely with the Native American consultants to develop 
the competency and open-ended questions for the Native American History, Culture and Core 
Values Workshop. The Native American Workshop participants completed self-rated 
competencies before and after the Native American Workshop. All five competencies showed 
significantly large increased mean scores from pretest to posttest, some increasing by one 
and a half standard deviations. These increases are the highest that we have seen in a PRIME 
training. Additional information of the Native American History, Culture and Core Values 
Workshop is provided in the Appendix D. 
 

9. Another outcome is that MDCH will improve & expand its monitoring of social 
determinants of health in statewide reports of health disparities. Evidence will be 
based on content analysis of statewide reports before, during & after the pilot 

 



In the summer of 2014, the MCH Epidemiology Section hosted a MCH Graduate Epidemiology 
Intern, funded by HRSA.  The intern analyzed data for the top 12 critical indicators, presented 
the findings to stakeholders and produced a fact sheet on Adverse Childhood Events.  The 
Lifecourse Epidemiology and Genomics Division within MDCH continues to work with the data 
from the Native American PRAMS.  Members of the Division presented preliminary tables at a 
PRIME meeting in the fall of 2014. The PRIME Steering Team plans to continue discussing 
issues associated with using PRAMS for monitoring social determinants as the PRIME project 
continues into a second phase of funding with the W.K. Kellogg foundation.  Additionally, the 
MCH Epidemiology Section in partnership with PRIME, created an analytic Medicaid claims file 
for analysis of infant and maternal health care utilization (for example, continuity of 
enrollment, chronic conditions, use of preventive care) including exploration of disparities in 
this low income population by race/ethnicity. ¢ƘŜ ŦƛǊǎǘ ǊŜǇƻǊǘΣ άaƛŎƘƛƎŀƴ aŜŘƛŎŀƛŘ 5ŜƭƛǾŜǊȅ 
LƴŘƛŎŀǘƻǊǎΣέ ǉǳŀƴǘƛŦƛŜǎ ƘŜŀƭǘƘ ŘƛǎǇŀǊƛǘƛŜǎ ƛƴ ƳŀǘŜǊƴŀƭ ŀƴŘ ƛƴŦŀƴǘ ƘŜŀƭǘƘ ƛƴŘƛŎŀǘƻǊǎ ŀƴŘ ŀŎŎƻǳƴǘǎ 
for approximately half of all labor and deliveries in Michigan. The report tables show 22 
maternal indicators by age cohort and race compared to other race groups, and then infant 
ƘŜŀƭǘƘ ƻǳǘŎƻƳŜǎ ōŀǎŜŘ ƻƴ ƳŀǘŜǊƴŀƭ ƛƴŘƛŎŀǘƻǊǎΣ ƳƻǘƘŜǊΩǎ ǊŀŎŜ ŀƴŘ ŀƎŜ ό{ŜŜ !ǇǇŜƴŘƛȄ F for 
more information). ! ǎŜŎƻƴŘ ǊŜǇƻǊǘ ŘŜǾŜƭƻǇŜŘ ōȅ a/I 9ǇƛŘŜƳƛƻƭƻƎȅ {ŜŎǘƛƻƴΣ άaŜŘƛŎŀƛŘ 
EnrƻƭƭƳŜƴǘ !ƴŀƭȅǎƛǎ ƻƴ aŀǘŜǊƴŀƭ aƻǊǘŀƭƛǘȅ /ŀǎŜǎΣέ ǊŜǇƻǊǘǎ ƻƴ ŀƴ ŀƴŀƭȅǎƛǎ ǘƻ ŘŜǘŜǊƳƛƴŜ ƛŦ ŀƴŘ 
how much maternal deaths are associated with the state administered insurance program, 
and if further analysis is worth consideration.  The report outlines the rates of maternal 
mortality by Black, White or Other racial group by the enrollment on state health insurance 
(e.g. limited, complete enrollment). The analysis showed enrollment patterns of black and 
other minority racial groups as more likely to be enrolled either completely or nearly 
completely one year prior to their death compared to white women. For more details, please 
see Appendix G.  

Recent Maternal Infant Health Program (MIHP) research addresses health disparities.  Strong 
evidence for the effectiveness of MIHP has been published in professional journals with the 
conclusion that MIHP is effective at improving maternal prenatal and postnatal care and 
infant care. (Meghea CI, Raffo JE, Zhu Q, Roman LA. Medicaid home visitation and maternal 
and infant healthcare utilization. Am J Prev Med. 2013;45(4):441-447) 

MIHP has also been shown to reduce the risk of adverse birth outcomes in Medicaid insured 
women, with benefits especially noted for Black women who are at higher risk for adverse 
outcomes. Specifically, Black women enrolled in 1st or 2nd trimester demonstrated a 24% 
reduction of risk for very low birth weight (VLBW) and a 32% reduction of risk for very 
preterm. Women enrolled in the 1st or 2nd Trimester with greater or equal to 3 contacts 
demonstrated: 

 24% reduced risk for LBW 
 58% reduced risk for very LBW 
 29% reduced risk for preterm 
 59% reduced risk for very preterm 

The research found that timing (1 or 2nd trimester) and dosage (enrollment/screening and 3 + 
contacts) matter. Roman LA, Raffo JE, Zhu Q, Meghea CI. A Statewide Medicaid enhanced 
prenatal care program: Impact on birth outcomes. JAMA Pediatr. Online January 06, 2014. 
doi:10.1001/jamapediatrics.2013.4347). 

  



10. Annual assessments of efforts made by MDCH staff to support efforts to reduce racial 
disparities. Web based surveys will be used for all MDCH employees each year. The 
survey will also be used to assess collaborative efforts with other state agencies & 
organizations to reduce racial disparities. 

 

The assessment of MDCH staff effort included two focus group sessions facilitated by the 
PRIME Evaluation Work Group Director. The first focus group session included PRIME Steering 
Team members, which includes Bureau of Family, Maternal and Child Health management 
and administration staff. The Evaluation Director used the PRIME Logic Model developed for 
the PRIME project a guide for the discussion. Participants discussed each component of the 
logic model and indicated signs of change, progress and achievements that had occurred 
since the implementatioƴ ƻŦ twLa9 ǘƘŀǘ ŎƻǳƭŘ ōŜ ŀǘǘǊƛōǳǘŜŘ ǘƻ twLa9Ωǎ ŜŦŦƻǊǘǎΦ ! ǎŜŎƻƴŘ 
focus group was held with staff members from the three Divisions within BFMCH that 
attended PRIME trainings (e.g. Health Equity Social Justice Workshop, Health Equity Learning 
Labs).  
 
The focus group for these members followed a similar format using the PRIME logic model as 
a guiding document. Staff members reported changes that had occurred within their work 
roles and within their Division due to the PRIME efforts. A full report of the focus groups and 
the PRIME evaluation is found in the final PRIME Evaluation ReportΣ άtǊŀŎǘƛŎŜǎ ǘƻ wŜŘǳŎŜ 
Infant Mortality through Equity (PRIME) Program Outcomes: Perspectives on Changes in 
Organizational Policies and Practices.έ 
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<18 Years 35 73 2.8 (2.2-3.6) 

18-19 Years 100 201 7.8 (6.9-8.9) 
20-24 Years 385 743 28.9 (27.3-30.7) 
25-29 Years 418 784 30.5 (28.9-32.3) 
30-34 Years 275 507 19.8 (18.4-21.2) 
35-39 Years 115 213 8.3 (7.4-9.4) 
40+ Years 24 46 1.8 (1.3-2.3) 

 

Any indication of American Indian mother  

on infant's BC 862 1640 63.9 (62.1-65.7) 
No indication of American Indian mother     
on infant's BC 489 925 36.1 (34.3-37.9) 

 

Sample Weighted Weighted 95% Confidence 
requency Frequency Percent  Interval   
 

1352 
 

2567 
 

100.0 
 

 

Table 1. Distribution of selected maternal demographic characteristics, MI NA PRAMS 2012 

 

Characteristic 
  F 

Total 

Maternal Age 

 

 

 

 

 

 

 

 

 

Race/Ethnicity 

Mother's 

 

 

 

 

 

Both Parents' 

Only mother American Indian on BC 557 1050 45.2 (43.3-47.1) 

Only father American Indian on BC 488 923 39.7 (37.8-41.6) 
Both mother and father American Indian on 
BC 

183 351 15.1 (13.7-16.5) 

Education 

<High School 194 401 15.7 (14.4-17.0) 

HS Grad/GED 357 739 28.9 (27.6-30.2) 
Some College 561 999 39.0 (37.8-40.3) 

College Degree+ 236 419 16.4 (15.3-17.6) 

Pre-Pregnancy Insurance Status 

Total 547 1008 39.6 (37.9-41.3) 

Private 387 760 29.9 (28.2-31.6) 

Medicaid 120 227 8.9 (7.9-10.0) 

Other 286 549 21.6 (20.1-23.2) 

Marital Status     

Married 679 1262 49.2 (47.4-51.0) 
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Unmarried 673 1305 50.8 (49.0-52.6) 

Parity 
1 

 

 
579 

 

 
1099 

 

 
43.6 

 

 
(41.7-45.5) 

2+ 749 1422 56.4 (54.5-58.3) 

Public Services Eligibility     

At federal income poverty level or below 571 1115 45.1 (43.3-46.9) 

100%-185% federal income poverty level 
Above 185% of federal income poverty 
level 

238 
 

493 

453 
 

903 

18.3 
 

36.5 

(16.9-19.9) 
 

(34.9-38.2) 
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Sample  Weighted Weighted 95% Confidence 
requency Frequency  Percent  Interval    

1352 
 

2567 
 

100.0 
 

 

 

 

 

Table 2. Distribution of pre-pregnancy maternal body mass index categories*, MI NA PRAMS 2012 
 

 

Body Mass Index (BMI) 
  F 

Total 

BMI Category 

Underweight 60 116 4.5 (3.8-5.4) 

Normal Weight 498 944 36.8 (35.0-38.6) 

Overweight 352 669 26.0 (24.4-27.7) 

Obese 442 839 32.7 (31.0-34.4) 
 

 

*  Based on IOM 2009 weight categories. Weight categories are calculated using pre-pregnancy body mass index (BMI). 

Underweight BMI = <18.5, Normal weight BMI = 18.5-24.9, Overweight BMI = 25-29.9, Obese BMI = >30. 
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Total 60 116 4.5 (3.8-5.4) 

Maternal Age     

<20 Years 9 18 6.7 (4.2-10.5) 

20-29 Years 37 71 4.7 (3.7-5.8) 

30+ Years 14 26 3.4 (2.4-4.9) 

 

Any indication of American Indian mother 
on infant's BC 

 
37 

 
72 

 
4.4 

 
(3.5-5.5) 

No indication of American Indian mother 
on infant's BC 

 
23 

 
44 

 
4.7 

 
(3.6-6.2) 

Both Parents' 

Only mother American Indian on BC 26 51 4.8 (3.7-6.3) 

Only father American Indian on BC 23 44 4.7 (3.6-6.3) 

Both mother and father American Indian on 
BC 

 
8 

 
15 

 
4.2 

 
(2.6-6.7) 

Education     

<High School 12 25 6.2 (4.1-9.1) 

HS Grad/GED 17 35 4.7 (3.4-6.6) 

Some College 23 41 4.1 (3.2-5.4) 

College Degree+ 7 12 3.0 (1.8-4.8) 

Pre-Pregnancy Insurance Status     

Private 28 53 5.3 (4.1-6.7) 

Medicaid 13 26 3.5 (2.4-5.1) 

Other +* + + + 

Uninsured 14 28 5.0 (3.5-7.2) 

Marital Status     

Married 30 57 4.5 (3.5-5.7) 

Unmarried 30 59 4.5 (3.5-5.8) 

Parity 
1 

 

 
31 

 

 
61 

 

 
5.5 

 

 
(4.3-7.0) 

2+ 28 53 3.7 (2.9-4.8) 

Public Services Eligibility     

At federal income poverty level or below 30 60 5.4 (4.2-6.9) 

100%-185% federal income poverty level 
Above 185% of federal income poverty 
level 

12 
 

17 

23 
 

31 

5.0 
 

3.5 

(3.4-7.3) 
 

(2.5-4.7) 

 

Table 3. Prevalence of pre-pregnancy underweight BMI by maternal demographic characteristics, MI 

NA PRAMS 2012 
 

Characteristic 
Sample

 Weighted Weighted 95% Confidence 
  Frequency Frequency Percent Interval   

 

 

 

 

 

 

 

Race/Ethnicity 

Mother's 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



2012 Native American PRAMS Preliminary Data Tables 10 of 
56 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*Counts below 5 are suppressed to protect the identity of respondents. 
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Total 498 944 36.8 (35.0-38.6) 

Maternal Age     

<20 Years 65 132 48.2 (42.2-54.3) 

20-29 Years 295 559 36.6 (34.3-38.9) 

30+ Years 138 253 33.0 (30.0-36.2) 

 

Any indication of American Indian mother  

on infant's BC 312 592 36.1 (33.9-38.4) 
No indication of American Indian mother     
on infant's BC 185 350 37.8 (34.9-40.8) 

 

Only mother American Indian on BC 207 388 37.0 (34.3-39.8) 

Only father American Indian on BC 184 348 37.7 (34.8-40.7) 

Both mother and father American Indian 
on BC 

 
63 

 
122 

 
34.8 

 
(30.1-39.8) 

 

<High School 76 158 39.4 (34.5-44.4) 

HS Grad/GED 122 252 34.1 (30.7-37.8) 

Some College 191 340 34.0 (31.5-36.7) 

College Degree+ 108 192 45.7 (41.5-50.0) 

 

Private 208 379 37.6 (34.9-40.4) 

Medicaid 125 251 32.9 (29.7-36.4) 

Other 55 104 45.8 (39.7-52.0) 

Uninsured 105 200 36.5 (32.7-40.5) 

 

Table 4. Prevalence of pre-pregnancy normal weight BMI by maternal demographic characteristics, 

MI NA PRAMS 2012 
 

Characteristic 
Sample

 Weighted Weighted 95% Confidence 
  Frequency   Frequency Percent Interval   

 

 

 

 

 

 

 

Race/Ethnicity 

Mother's 

 

 

 

 

 

Both Parents' 

 

 

 

 

 

 

Education 

 

 

 

 

 

 

Pre-Pregnancy Insurance Status 
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Married 257 474 37.5 (35.1-40.0) 

Unmarried 241 470 36.0 (33.5-38.6) 

 

1 234 440 40.1 (37.3-42.8) 

2+ 249 474 33.4 (31.0-35.7) 

 

 

 

 

 

 

Marital Status 

 

 

 

Parity 

 

 

 

Public Services Eligibility 

At federal income poverty level or below 190 374 33.5 (30.8-36.3) 

100%-185% federal income poverty level 
Above 185% of federal income poverty 
level 

84 
 

195 

160 
 

355 

35.2 
 

39.3 

(31.1-39.6) 
 

(36.4-42.3) 
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<20 Years 36 73 26.7 (21.7-32.4) 

20-29 Years 216 409 26.8 (24.7-29.0) 

30+ Years 100 186 24.3 (21.6-27.3) 

 

Any indication of American Indian mother  

on infant's BC 223 427 26.1 (24.1-28.2) 
No indication of American Indian mother     
on infant's BC 129 241 26.1 (23.5-28.8) 

 

Only mother American Indian on BC 131 247 23.6 (21.2-26.1) 

Only father American Indian on BC 129 241 26.1 (23.5-28.9) 

Both mother and father American Indian 
on BC 

 
44 

 
85 

 
24.1 

 
(20.1-28.8) 

 

<High School 55 113 28.2 (23.9-33.0) 

HS Grad/GED 90 187 25.3 (22.2-28.7) 

Some College 141 251 25.1 (22.8-27.5) 

College Degree+ 65 116 27.5 (23.9-31.5) 

 

Private 143 263 26.1 (23.7-28.7) 

Medicaid 103 202 26.5 (23.5-29.8) 

Other 29 56 24.5 (19.5-30.3) 

Uninsured 74 142 25.9 (22.5-29.6) 

 

Sample Weighted Weighted 95% Confidence 
requency    Frequency Percent  Interval    

352 
 

669 
 

26.0 
 

(24.4-27.7) 

 

Table 5. Prevalence of pre-pregnancy overweight BMI by maternal demographic characteristics, 

MI NA PRAMS 2012 

 

Characteristic 
  F 

Total 

Maternal Age 

 

 

 

 

Race/Ethnicity 

Mother's 

 

 

 

 

 

Both Parents' 

 

 

 

 

 

 

Education 

 

 

 

 

 

 

Pre-Pregnancy Insurance Status 
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Marital Status 

Married 152 282 22.3 (20.3-24.5) 

Unmarried 200 387 29.6 (27.3-32.1) 

Parity 

1 149 281 25.6 (23.2-28.2) 

2+ 198 377 26.5 (24.4-28.8) 

Public Services Eligibility     

At federal income poverty level or below 152 297 26.6 (24.2-29.3) 

100%-185% federal income poverty level 
Above 185% of federal income poverty 
level 

52 
 

138 

99 
 

253 

21.8 
 

28.1 

(18.4-25.7) 
 

(25.5-30.9) 
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<20 Years 25 50 18.3 (14.1-23.4) 

20-29 Years 255 488 32.0 (29.8-34.3) 

30+ Years 162 301 39.3 (36.1-42.5) 

 

Any indication of American Indian mother  

on infant's BC 290 549 33.5 (31.3-35.7) 
No indication of American Indian mother     
on infant's BC 152 290 31.4 (28.6-34.3) 

 

Only mother American Indian on BC 193 364 34.6 (31.9-37.4) 

Only father American Indian on BC 152 290 31.4 (28.6-34.4) 

Both mother and father American Indian 
on BC 

 
68 

 
129 

 
36.8 

 
(32.1-41.8) 

 

<High School 51 105 26.2 (22.0-30.9) 

HS Grad/GED 128 265 35.8 (32.3-39.5) 

Some College 206 367 36.8 (34.1-39.5) 

College Degree+ 56 100 23.8 (20.3-27.6) 

 

Private 168 313 31.0 (28.4-33.8) 

Medicaid 146 282 37.0 (33.7-40.5) 

Other 32 60 26.6 (21.5-32.4) 

Uninsured 93 178 32.5 (28.8-36.4) 

 

Sample Weighted Weighted 95% Confidence 
requency   Frequency  Percent  Interval    

442 
 

839 
 

32.7 
 

(31.0-34.4) 

 

Table 6. Prevalence of pre-pregnancy obese BMI by maternal demographic characteristics, 

MI NA PRAMS 2012 

 

Characteristic 
  F 

Total 

Maternal Age 

 

 

 

 

Race/Ethnicity 

Mother's 

 

 

 

 

 

Both Parents' 

 

 

 

 

 

 

Education 

 

 

 

 

 

 

Pre-Pregnancy Insurance Status 
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Marital Status 

Married 240 450 35.7 (33.2-38.2) 

Unmarried 202 389 29.8 (27.4-32.3) 

Parity 

1 165 316 28.8 (26.3-31.4) 

2+ 274 517 36.4 (34.0-38.8) 

Public Services Eligibility     

At federal income poverty level or below 199 384 34.4 (31.8-37.2) 

100%-185% federal income poverty level 
Above 185% of federal income poverty 
level 

90 
 

143 

172 
 

263 

37.9 
 

29.1 

(33.7-42.3) 
 

(26.5-32.0) 
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Table 7. Prevalence of selected maternal health problems during the 3 months before pregnancy, MI 

NA PRAMS 2012 
 

Maternal Health Problem 
Sample

 Weighted Weighted 95% Confidence 
  Frequency Frequency Percent Interval   

Types (non-exclusive) 

Anxiety 308 591 23.2 (21.6-24.8) 

Depression 282 540 21.2 (19.7-22.7) 

Asthma 232 445 17.5 (16.1-19.0) 

Anemia 217 419 16.5 (15.1-17.9) 

Thyroid Problems 71 133 5.3 (4.5-6.2) 

Hypertension 63 122 4.8 (4.1-5.7) 

Diabetes 32 61 2.4 (1.9-3.1) 

Heart Problems 25 46 1.8 (1.4-2.4) 

Epilepsy 22 43 1.7 (1.3-2.3) 
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<20 Years 22 45 16.4 (12.4-21.4) 

20-29 Years 183 349 23.2 (21.2-25.3) 

30+ Years 110 201 26.7 (23.9-29.7) 

 

Any indication of American Indian mother 
on infant's BC 

 

 
196 

 

 
370 

 

 
22.9 

 

 
(21.0-24.9) 

No indication of American Indian mother 
on infant's BC 

 
119 

 
225 

 
24.6 

 
(22.0-27.4) 

 

Sample Weighted Weighted 95% Confidence 
requency   Frequency Percent  Interval   
 

315 
 

596 
 

23.5 
 

(21.9-25.1) 

 

Table 8. Prevalence of pre-pregnancy health counseling from a health care worker by maternal 

demographic characteristics, MI NA PRAMS 2012 

 

Characteristic 
  F 
 

Total 

Maternal Age 

 

 

 

 

Race/Ethnicity 

Mother's 

 

 

 

 

 

 

Both Parents' 

Only mother American Indian on BC 146 272 26.2 (23.8-28.9) 

Only father American Indian on BC 119 225 24.7 (22.1-27.4) 

Both mother and father American Indian 
on BC 

 
31 

 
60 

 
17.6 

 
(14.0-22.0) 

Education 

<High School 49 101 25.2 (21.1-29.8) 

HS Grad/GED 78 161 22.1 (19.2-25.4) 

Some College 108 192 19.4 (17.3-21.7) 

College Degree+ 80 142 34.5 (30.5-38.6) 

Pre-Pregnancy Insurance Status     

Private 155 283 28.3 (25.8-31.0) 

Medicaid 95 187 25.1 (22.1-28.3) 

Other 28 54 23.8 (18.9-29.6) 

Uninsured 37 72 13.2 (10.7-16.3) 

Marital Status     

Married 203 375 30.2 (27.9-32.6) 

Unmarried 112 220 17.0 (15.1-19.2) 

Parity 
1 

 

 
120 

 

 
227 

 

 
20.8 

 

 
(18.6-23.3) 
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2+ 191 362 25.7 (23.5-27.9) 

Public Services Eligibility     

At federal income poverty level or below 118 232 21.1 (18.8-23.5) 
100%-185% federal income poverty level 
Above 185% of federal income poverty 
level 

48 
 

141 

91 
 

257 

20.5 
 

28.7 

(17.1-24.3) 
 

(26.1-31.5) 



2012 Native American PRAMS Preliminary Data Tables 13 of 56 

 

 

Table 9. Prevalence of topics discussed by health care provider among women reporting pre-pregnancy 

counseling, MI NA PRAMS 2012 
 

Topics Covered 
Sample

 

 

Weighted 

 

Weighted 

 

95% Confidence 

  Frequency Frequency Percent Interval   

Type of Counseling (non-exclusive) 

Healthy weight 231 437 72.0 (68.4-75.3) 

Folic acid vitamins 228 427 70.3 (66.6-73.6) 

Smoking 222 425 71.2 (67.7-74.5) 

Alcohol 219 419 69.8 (66.2-73.1) 

Prescription Drugs 213 405 66.9 (63.2-70.4) 

Vaccines updated 171 328 54.5 (50.7-58.3) 

Visiting dentist 158 301 49.6 (45.8-53.4) 

Depression/anxiety 118 228 37.8 (34.1-41.6) 

Controlling diabetes/HBP conditions 100 191 31.9 (28.4-35.6) 

Genetic counseling 86 164 27.4 (24.1-30.9) 

 

 

 

 

Table 10. Prevalence of pre-pregnancy behaviors during 12 months before pregnancy, MI NA PRAMS 2012 
 

Preconception behavior 
Sample

 Weighted Weighted 95% Confidence 
  Frequency Frequency Percent Interval   

Type of behavior (non-exclusive) 

Teeth cleaned 734 1381 54.0 (52.2-55.8) 

Exercised 3+ days/week 592 1116 43.8 (42.0-45.7) 

Talked about medical family history 452 857 33.6 (31.8-35.3) 

Dieted to lose weight 435 816 32.0 (30.3-33.7) 

Took Rx medicine 379 720 28.2 (26.5-29.9) 

Checked/tr eated for 
depression/anxiety 

348 671 26.3 (24.7-28.0) 

 

Checked/tr eated for hypertension 269 516 20.2 (18.7-21.7) 

Checked/tr eated for diabetes 213 410 16.1 (14.7-17.5) 
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<20 Years 81 165 76.1 (69.9-81.3) 

20-29 Years 337 638 51.9 (49.3-54.6) 

30+ Years 145 268 44.1 (40.5-47.8) 

 

Any indication of American Indian mother  

on infant's BC 381 727 55.5 (52.9-58.0) 
No indication of American Indian mother     
on infant's BC 182 344 46.3 (42.9-49.8) 

 

Only mother American Indian on BC 235 445 51.7 (48.6-54.9) 

Only father American Indian on BC 182 344 46.4 (43.0-49.9) 
Both mother and father American Indian     
on BC 79 150 54.8 (49.1-60.4) 

 

<High School 89 184 65.0 (59.0-70.5) 

HS Grad/GED 148 306 54.4 (50.1-58.6) 

Some College 242 431 53.1 (50.1-56.2) 

College Degree+ 83 148 37.9 (33.7-42.3) 

 

Private 209 387 44.9 (41.8-48.0) 

Medicaid 161 316 57.8 (53.7-61.9) 

Other 56 105 56.7 (49.8-63.3) 

Uninsured 132 253 57.0 (52.6-61.4) 

 

Sample Weighted Weighted 95% Confidence 
requency   Frequency Percent  Interval    

563 
 

1071 
 

52.2 
 

(50.1-54.2) 

 

Table 11. Prevalence of unintended pregnancy by maternal demographic characteristics, MI 

NA PRAMS 2012 

 

Characteristic 
  F 

Total 

Maternal Age 

 

 

 

 

Race/Ethnicity 

Mother's 

 

 

 

 

 

Both Parents' 

 

 

 

 

 

Education 

 

 

 

 

 

 

Pre-Pregnancy Insurance Status 
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Marital Status 

Married 235 437 40.3 (37.6-43.1) 

Unmarried 328 634 65.5 (62.5-68.3) 

Parity 

1 283 539 58.4 (55.3-61.4) 

2+ 268 509 46.5 (43.7-49.3) 

Public Services Eligibility     

At federal income poverty level or below 262 512 62.2 (58.9-65.4) 

100%-185% federal income poverty level 
Above 185% of federal income poverty 
level 

110 
 

168 

209 
 

306 

56.7 
 

38.5 

(51.8-61.5) 
 

(35.5-41.7) 
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Sample  Weighted Weighted 95% Confidence 
requency Frequency  Percent  Interval    

1087 
 

2054 
 

100.0 
 

524 982 47.8 (45.8-49.9) 

563 1071 52.2 (50.1-54.2) 

 

Table 12a. Distribution of pregnancy intention categories and unintended subtypes, MI 

NA PRAMS, 2012 

 

Intention 
  F 

Total 

Intended 

Unintended 

 

 

 

 

 

 

 

Table 12b. Distribution of unintended pregnancy subtypes among women reporting unintended 

pregnancy, MI NA PRAMS 2012 
 

Subtype 
Sample

 Weighted Weighted 95% Confidence 
  Frequency Frequency Percent Interval   

Total Prevalence 563 1071 52.2 (50.1-54.2) 

Unintended pregnancy subtype 

Mistimed 460 875 81.7 (79.4-83.8) 

Unwanted 103 196 18.3 (16.2-20.6) 

 

 

Table 13. Prevalence of pregnancy prevention methods among women with unintended pregnancy, MI 

NA PRAMS 2012 
 

Method 
Sample Weighted Weighted 95% Confidence 

  Frequency Frequency Percent Interval   

Number of women with unintended pregnancy using contraception 

Total 209 397 49.8 (46.5-53.2) 

Pregnancy prevention method (non-exclusive) 

Condoms 110 211 52.9 (48.2-57.6) 

Withdrawal 111 210 52.5 (47.8-57.2) 

Oral Contraceptives 64 123 30.9 (26.7-35.4) 
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Rhythm Method 33 60 15.1 (12.1-18.6) 

Abstinence 13 24 5.9 (4.1-8.4) 

Intrauterine Device 

Contraceptive Patch or Vaginal Ring 

+ 
+ 

+ 
+ 

+ 
+ 

+ 
+ 

Shot Every 3 Months + + + + 

Partner Had Vasectomy + + + + 

Tubal Ligation + + + + 

Contraceptive Implant 0    
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<20 Years 28 57 21.6 (16.9-27.1) 

20-29 Years 334 630 42.5 (40.1-44.9) 

30+ Years 226 414 54.4 (51.1-57.7) 

 

Any indication of American Indian mother 
on infant's BC 

 

 
356 

 

 
665 

 

 
41.8 

 

 
(39.5-44.1) 

No indication of American Indian mother 
on infant's BC 

 
231 

 
434 

 
47.6 

 
(44.5-50.6) 

 

Sample  Weighted Weighted 95% Confidence 
requency Frequency  Percent  Interval    

588 
 

1101 
 

43.9 
 

(42.1-45.8) 

 

Table 14. Prevalence of trying to conceive during pre-pregnancy period by maternal demographic 

characteristics, MI NA PRAMS, 2012 

 

Characteristic 
  F 

Total 

Maternal Age 

 

 

 

 

Race/Ethnicity 

Mother's 

 

 

 

 

 

 

Both Parents' 

Only mother American Indian on BC 267 494 47.9 (45.1-50.8) 

Only father American Indian on BC 230 433 47.4 (44.4-50.5) 

Both mother and father American Indian 
on BC 

 
70 

 
134 

 
40.9 

 
(35.8-46.1) 

Education 

<High School 53 109 28.0 (23.6-32.8) 

HS Grad/GED 53 109 28.0 (23.6-32.8) 

Some College 138 285 39.4 (35.8-43.1) 

College Degree+ 226 402 41.6 (38.8-44.4) 

Pre-Pregnancy Insurance Status     

Private 585 1095 44.1 (42.3-46.0) 

Medicaid 315 574 57.7 (54.8-60.5) 

Other 121 237 32.1 (28.8-35.5) 

Uninsured 49 93 41.8 (35.8-48.1) 

Marital Status     

Married 588 1101 43.9 (42.1-45.8) 

Unmarried 415 765 61.7 (59.1-64.2) 

Parity 
1 

 

 
580 

 

 
1085 

 

 
44.1 

 

 
(42.2-45.9) 

2+ 238 445 41.9 (39.2-44.8) 
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Public Services Eligibility     

At federal income poverty level or below 572 1070 44.4 (42.5-46.2) 

100%-185% federal income poverty level 158 309 28.7 (26.1-31.5) 

Above 185% of federal income poverty 
level 

 
106 

 
201 

 
45.4 

 
(41.0-49.8) 
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<20 Years 49 100 38.1 (32.3-44.2) 

20-29 Years 192 364 24.6 (22.5-26.7) 

30+ Years 82 152 20.0 (17.5-22.8) 

 

Any indication of American Indian mother 
on infant's BC 

 
217 

 
417 

 
26.2 

 
(24.2-28.3) 

No indication of American Indian mother 
on infant's BC 

 
106 

 
199 

 
21.8 

 
(19.4-24.5) 

 

Sample Weighted Weighted 95% Confidence 
requency    Frequency Percent  Interval    

323 
 

616 
 

24.6 
 

(23.0-26.2) 

 

Table 15. Prevalence of avoiding pregnancy during pre-pregnancy period by maternal demographic 

characteristics, MI NA PRAMS, 2012 
 

Characteristic 
  F 

Total 

Maternal Age 

 

 

 

 

Race/Ethnicity 

Mother's 

 

 

 

 

 

Both Parents' 

Only mother American Indian on BC 132 252 24.5 (22.1-27.1) 

Only father American Indian on BC 106 199 21.8 (19.4-24.5) 

Both mother and father American Indian 
on BC 

 
46 

 
89 

 
27.1 

 
(22.7-32.0) 

Education 

<High School 58 120 30.8 (26.2-35.7) 

HS Grad/GED 82 170 23.5 (20.5-26.9) 

Some College 153 272 28.2 (25.7-30.8) 

College Degree+ 30 53 12.8 (10.2-15.9) 

Pre-Pregnancy Insurance Status     

Private 99 184 18.5 (16.4-20.9) 

Medicaid 99 184 18.5 (16.4-20.9) 

Other 115 224 30.3 (27.2-33.7) 

Uninsured 73 139 26.4 (23.0-30.2) 

Marital Status     

Married 323 616 24.6 (23.0-26.2) 

Unmarried 108 202 16.3 (14.5-18.4) 

Parity     

1 316 603 24.5 (22.9-26.1) 

2+ 139 265 25.0 (22.6-27.6) 

Public Services Eligibility     
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At federal income poverty level or below 310 591 24.5 (22.9-26.2) 

100%-185% federal income poverty level 169 328 30.5 (27.9-33.3) 

Above 185% of federal income poverty 
level 

 
63 

 
119 

 
27.0 

 
(23.2-31.1) 
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<20 Years 52 106 40.4 (34.5-46.6) 

20-29 Years 254 489 32.9 (30.7-35.3) 

30+ Years 103 195 25.6 (22.8-28.6) 

 

Any indication of American Indian mother 
on infant's BC 

 
263 

 
509 

 
32.0 

 
(29.9-34.3) 

No indication of American Indian mother 
on infant's BC 

 
146 

 
280 

 
30.6 

 
(27.8-33.6) 

 

Only mother American Indian on BC 147 284 27.5 (25.0-30.2) 

Only father American Indian on BC 146 280 30.7 (27.9-33.7) 
Both mother and father American Indian     
on BC 55 105 32.0 (27.3-37.1) 

 

Table 16. Prevalence of neither avoiding pregnancy nor trying to conceive during pre-pregnancy period by 

maternal demographic characteristics, MI NA PRAMS 2012 

Sample Weighted Weighted 95% Confidence 

  Characteristic Frequency Frequency Percent Interval   

Total 409 789 31.5 (29.8-33.3) 

Maternal Age 

 

 

 

 

Race/Ethnicity 

Mother's 

 

 

 

 

 

Both Parents' 

 

 

 

 

 

Education 

<High School 78 161 41.2 (36.3-46.4) 
HS Grad/GED 130 269 37.1 (33.5-40.8) 

     
Some College 164 292 30.3 (27.7-32.9) 

College Degree+ 34 61 14.6 (11.8-17.9) 

Pre-Pregnancy Insurance Status     

Private 126 237 23.8 (21.4-26.4) 

Medicaid 140 278 37.6 (34.2-41.1) 

Other 38 71 31.7 (26.3-37.8) 

Uninsured 101 195 37.2 (33.3-41.3) 

Marital Status     

Married 144 789 31.5 (29.8-33.3) 

Unmarried 144 272 22.0 (19.9-24.2) 
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Parity     

1 401 774 31.4 (29.7-33.2) 

2+ 182 351 33.1 (30.4-35.8) 

Public Services Eligibility     

At federal income poverty level or below 390 752 31.2 (29.4-33.0) 

100%-185% federal income poverty level 223 438 40.7 (37.9-43.7) 

Above 185% of federal income poverty     

level 63 122 27.7 (23.8-31.9) 
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Male or Female Sterilization + + + + 

Hormonal Contraceptives* 120 231 38.7 (35.0-42.6) 

Barrier Contraceptives** 126 240 40.3 (36.6-44.1) 

Other Prevention Methods***  62 116 19.4 (16.6-22.5) 

 

Sample  Weighted Weighted 95% Confidence 
requency Frequency Percent  Interval    

323 
 

616 
 

100.0 
 

 

Table 17. Prevalence of preconception pregnancy prevention methods among women not trying to 

conceive, MI NA PRAMS 2012 
 

 

Pregnancy Prevention 
  F 

Total (non-exclusive) 

Types 

 

 

 

 

 

 

Birth Control Method 

Condoms 163 313 50.8 (47.0-54.5) 

Withdrawal 153 290 47.4 (43.6-51.2) 

Oral Contraceptives 99 191 31.1 (27.6-34.7) 

Rhythm Method 47 87 14.2 (11.8-17.0) 

Abstinence 20 37 6.0 (4.5-8.0) 

Intrauterine Device 10 19 3.1 (2.0-4.7) 

Shot Every 3 Months 9 18 2.9 (1.8-4.5) 
Contraceptive Patch or Vaginal Ring 7 13 2.1 (1.3-3.5) 

Partner Had Vasectomy + + + + 

Tubal Ligation + + + + 

Contraceptive Implant 0    

 

*Hormonal contraceptives - birth control pill, shots, contraceptive patch or vaginal ring, IUD 

**  Barrier contraceptives - condoms 

***Other prevention methods - withdrawal, rhythm method, abstinence 
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Table 18. Reasons given for not using pregnancy prevention method by those neither avoiding or trying to 

conceive during the pre-pregnancy period, MI NA PRAMS, 2012 

Reason 
Sample Weighted Weighted 95% Confidence 

  Frequency Frequency Percent Interval   

Reason (non-exclusive) 

Didn't Mind Getting Pregnant 188 361 42.7 (39.4-45.9) 

Thought Couldn't Get Pregnant At 
That Time 

129 249 29.3 (26.4-32.4) 

Partner Didn't Want to Use Birth 
Control 

 

92 
 

181 
 

21.3 
 

(18.7-24.1) 

Other Reason 63 123 14.5 (12.3-17.0) 

Thought Self/Partner Sterile 63 122 14.4 (12.2-16.9) 

Side Effects From Birth Control 47 90 10.6 (8.8-12.8) 

Problems Getting Birth Control 40 78 9.2 (7.4-11.3) 

Forgot Birth Control 35 67 7.9 (6.3-9.9) 
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<20 Years 108 220 80.8 (75.6-85.1) 

20-29 Years 676 1285 84.7 (82.9-86.4) 

30+ Years 338 624 82.5 (79.8-84.9) 

 

Any indication of American Indian mother 
on infant's BC 

 

 
706 

 

 
1344 

 

 
82.9 

 

 
(81.0-84.6) 

No indication of American Indian mother 
on infant's BC 

 
415 

 
783 

 
85.0 

 
(82.6-87.1) 

 

Sample  Weighted Weighted 95% Confidence 
requency Frequency  Percent  Interval   
 

1122 
 

2128 
 

83.6 
 

(82.2-85.0) 

 

 

Table 19. Prevalence of using any postpartum pregnancy prevention method by maternal demographic 

  characteristics, MI NA PRAMS, 2012   
 

Characteristic 
  F 

Total 

Maternal Age 

 

 

 

 

Race/Ethnicity 

Mother's 

 

 

 

 

 

 

Both Parents' 

Only mother American Indian on BC 464 876 84.3 (82.1-86.3) 

Only father American Indian on BC 
Both mother and father American Indian 
on BC 

414 
 

154 

781 
 

295 

84.9 
 

84.7 

(82.5-87.0) 
 

(80.7-88.0) 

Education 

<High School 158 327 82.7 (78.5-86.3) 

HS Grad/GED 294 608 82.5 (79.5-85.2) 

Some College 473 842 85.2 (83.2-87.1) 

College Degree+ 195 347 83.3 (79.9-86.3) 

Pre-Pregnancy Insurance Status     

Private 460 848 84.8 (82.6-86.7) 

Medicaid 321 629 84.0 (81.2-86.5) 

Other 91 172 76.7 (71.0-81.5) 

Uninsured 239 457 83.6 (80.3-86.4) 

Marital Status     

Married 568 1056 84.5 (82.6-86.3) 

Unmarried 554 1072 82.8 (80.6-84.7) 

Parity 
1 

 

 
477 

 

 
905 

 

 
82.7 

 

 
(80.5-84.8) 

2+ 625 1185 84.3 (82.4-86.1) 
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Public Services Eligibility     

At federal income poverty level or below 472 919 83.0 (80.7-85.1) 
100%-185% federal income poverty level 
Above 185% of federal income poverty 
level 

206 
 

406 

392 
 

743 

87.7 
 

82.8 

(84.5-90.3) 
 

(80.4-85.0) 
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Table 20. Reasons for not using postpartum pregnancy prevention method, MI NA PRAMS, 2012 
 

 

Reason 
Sample Weighted Weighted 95% Confidence 

  Frequency Frequency Percent Interval   

Reason (non-exclusive) 

Side Effects from Birth Control 63 121 29.0 (25.0-33.4) 

Not Having Sex 60 116 27.6 (23.7-32.0) 

Doesn't Want to Use Birth 
Control 

 
55 

 
105 

 
25.2 

 
(21.4-29.4) 

Other Reason 53 100 24.1 (20.4-28.3) 

Wants to Get Pregnant 44 82 19.6 (16.3-23.5) 

Partner Doesn't Want to Use 
Anything 

 
28 

 
54 

 
13.0 

 
(10.2-16.5) 

Pregnant Now 14 28 6.7 (4.7-9.6) 

Can't Get Birth Control 12 23 5.5 (3.7-8.1) 

Has had Tubes Tied 9 18 4.2 (2.7-6.6) 

Partner has had Vasectomy + + + + 

 

 

 

 

Table 21. Prevalence of postpartum pregnancy prevention methods, MI NA PRAMS, 2012 
 

Method 
Sample Weighted Weighted 95% Confidence 

  Frequency Frequency Percent Interval   

Pregnancy prevention method (non-exclusive) 

Condoms 383 732 34.1 (32.2-36.0) 

Oral Contraceptives 312 589 27.4 (25.6-29.2) 

Withdrawal 230 436 20.3 (18.7-22.0) 

Intrauterine Device 179 339 15.8 (14.4-17.3) 

Tubal Ligation 123 234 10.9 (9.7-12.2) 

Shot Every 3 Months 101 199 9.3 (8.1-10.5) 

Rhythm Method 75 139 6.5 (5.6-7.5) 

Partner Had Vasectomy 53 100 4.6 (3.9-5.6) 

Contraceptive Implant 44 87 4.1 (3.3-5.0) 

Contraceptive Patch or Vaginal Ring 21 39 1.8 (1.4-2.4) 
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155 301 11.8 (10.6-13.1) 

 
140 

 
272 

 
10.7 

 
(9.5-11.9) 

63 123 4.8 (4.1-5.7) 

 

27 
 

54 
 

2.1 
 

(1.6-2.8) 

 
24 

 
47 

 
1.8 

 
(1.4-2.4) 

 

17 
 

33 
 

1.3 
 

(0.9-1.8) 

 

Table 22. Prevalence of intimate partner violence by time period and pre-pregnancy abuse/threats, MI 

NA PRAMS, 2012 

 

Time Period 
Sample

 Weighted Weighted 95% Confidence 
  Frequency Frequency Percent Interval   

Time Period of Abuse 

12 months before conception 71 138 5.4 (4.6-6.3) 

During pregnancy 69 134 5.3 (4.5-6.2) 

Before or during pregnancy 90 176 6.9 (6.0-7.9) 

 

At any point during the 12 months before you got pregnant, did you/were you 

 

Repeatedly called names, told you were 

worthless or ugly, or verbally threatened by 

a partner or someone important to you? 

Feel controlled or isolated by your partner 

or someone living in your home? 

Feel afraid of someone living in your home? 

Seek medical care for an injury caused by 

someone pushing, hitting, slapping, kicking, 

choking, or otherwise hurting you? 

 

Forced to do sexual things that you did not 
want to do? 

Forced to have sex with someone who 

refused to practice safe sex with you? 
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<20 Years 99 201 76.8 (71.1-81.6) 

20-29 Years 688 1304 86.4 (84.6-88.0) 

30+ Years 375 693 92.0 (89.9-93.7) 

 

Any indication of American Indian mother 
on infant's BC 

 
728 

 
1376 

 
85.5 

 
(83.7-87.1) 

No indication of American Indian mother 
on infant's BC 

 
433 

 
820 

 
89.9 

 
(87.9-91.6) 

 

Sample Weighted Weighted 95% Confidence 
requency    Frequency Percent  Interval    

1162 
 

2198 
 

87.1 
 

(85.7-88.3) 

 

Table 23. Prevalence of first trimester entry into prenatal care by maternal demographic characteristics, MI 

NA PRAMS, 2012 
 

 

Characteristic 
  F 

Total 

Maternal Age 

 

 

 

 

Race/Ethnicity 

Mother's 

 

 

 

 

 

 

Both Parents' 

Only mother American Indian on BC 480 900 87.1 (85.0-89.0) 

Only father American Indian on BC 432 818 89.9 (87.8-91.6) 

Both mother and father American Indian 
on BC 

 
157 

 
300 

 
87.9 

 
(84.0-90.9) 

Education 

<High School 151 312 79.4 (74.9-83.2) 

HS Grad/GED 296 613 84.9 (81.9-87.4) 

Some College 489 870 88.1 (86.1-89.8) 

College Degree+ 224 398 96.6 (94.6-97.8) 

Pre-Pregnancy Insurance Status     

Private 495 911 91.4 (89.6-92.9) 

Medicaid 323 632 85.2 (82.4-87.6) 

Other 106 199 90.1 (85.4-93.4) 

Uninsured 230 439 81.0 (77.5-84.0) 

Marital Status     

Married 612 1135 91.4 (89.8-92.8) 

Unmarried 550 1063 82.9 (80.7-84.8) 

Parity 
1 

 

 
493 

 

 
931 

 

 
86.3 

 

 
(84.2-88.2) 
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2+ 653 1236 88.3 (86.6-89.9) 

Public Services Eligibility     

At federal income poverty level or below 470 914 83.3 (81.0-85.4) 

100%-185% federal income poverty level 203 387 87.9 (84.7-90.6) 

Above 185% of federal income poverty 
level 

 
452 

 
826 

 
92.5 

 
(90.7-94.0) 
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Sample Weighted Weighted 95% Confidence 
requency Frequency  Percent  Interval    

1330 
 

2524 
 

100.0 
 

1162 2198 87.1 (85.7-88.3) 

152 294 11.7 (10.5-12.9) 

16 32 1.3 (0.9-1.8) 

 

Private insurance 546 1005 39.7 (38.0-41.4) 

Medicaid 811 1571 61.9 (60.2-63.6) 

Other 122 230 9.1 (8.0-10.2) 

Did not have health insurance 19 37 1.8 (1.3-2.5) 

 

Sample Weighted Weighted 95% Confidence 
requency Frequency  Percent  Interval    

1337 
 

2538 
 

100.0 
 

 

Sample Weighted Weighted 95% Confidence 
requency Frequency  Percent  Interval    

1332 
 

2529 
 

100.0 
 

 

Table 24. Trimester of entry into prenatal care, MI NA PRAMS, 2012 
 

 

 

Trimester of Entry 
  F 

Total 

1st Trimester 

2nd Trimester 

3rd Trimester 

 

 

 

 

 

Table 25. Prevalence of getting prenatal care as early as wanted, MI NA PRAMS, 2012 
 

 

Prenatal Care 
  F 

Total 

Got care as early as wanted? 

No 254 490 19.4 (17.9-20.9) 

Yes 1077 2036 80.5 (79.0-82.0) 

 

 

 

 

Table 26. Source of prenatal care payment, MI NA PRAMS, 2012 
 

 

Source of prenatal care payment 
  F 

Total (non-exclusive) 

Source of payment 
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No 286 538 23.0 (21.4-24.7) 

Yes 947 1800 77.0 (75.3-78.6) 

 

Not Tested 176 331 16.7 (15.2-18.3) 

Tested 870 1654 83.3 (81.7-84.8) 

 

Sample Weighted Weighted 95% Confidence 
requency Frequency Percent  Interval    

1332 
 

2529 
 

100.0 
 

 

Table 27. Prevalence of prenatal counseling topics covered by health care provider, MI NA PRAMS, 2012 
 

Prenatal Counseling Topics 

 

Sample 

 

Weighted 

 

Weighted 

 

95% Confidence 

  Covered by the Provider Frequency Frequency Percent Interval   

Topic (non-exclusive) 

Safe Medications During Pregnancy 1213 2303 90.9 (89.7-91.9) 

Tests for Birth Defects/  
Hereditary Disorders 

1186 2247 88.6 (87.4-89.8) 

Breastfeeding My Baby 1176 2235 88.1 (86.9-89.3) 

Getting Tested for HIV 1128 2144 84.8 (83.4-86.1) 

Sign and Symptoms of Preterm Birth 1119 2122 84.0 (82.6-85.3) 

What to Do if Experiencing 
Depression 

1090 2067 81.8 (80.3-83.2) 

Provider talked about weight gain 1075 2040 80.4 (78.9-81.9) 

Smoking During Pregnancy 1038 1984 78.3 (76.8-79.8) 

Safe Sleep Practices for My Baby 1016 1937 76.5 (74.9-78.1) 

Alcohol Use During Pregnancy 1000 1907 75.4 (73.8-76.9) 

Illegal Drug Use During Pregnancy 933 1784 70.6 (68.9-72.2) 

Domestic Abuse Towards Women by 
Partners 

787 1500 59.2 (57.4-61.1) 

 

 

 

 

 

Table 28. Prevalence of HIV testing and counseling about HIV testing, MI NA PRAMS, 2012 
 

 

Characteristic 
  F 

Total 

HIV Testing Status 

 

 

 

If counseled for HIV 

 

 

 

If not counseled for HIV 
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Not Tested 66 125 38.8 (33.8-43.9) 

Tested 105 197 61.2 (56.1-66.2) 
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<20 Years 23 48 17.5 (13.3-22.7) 

20-29 Years 213 419 27.6 (25.5-29.9) 

30+ Years 75 144 18.9 (16.4-21.7) 

 

Any indication of American Indian mother 
on infant's BC 

 

 
208 

 

 
409 

 

 
25.1 

 

 
(23.1-27.1) 

No indication of American Indian mother 
on infant's BC 

 
103 

 
203 

 
22.0 

 
(19.6-24.8) 

 
Only mother American Indian on BC 121 238 22.8 (20.4-25.3) 

Only father American Indian on BC 103 203 22.1 (19.6-24.8) 

Both mother and father American Indian 
on BC 

 
41 

 
81 

 
23.3 

 
(19.2-28.0) 

 

<High School 79 163 41.2 (36.2-46.3) 

HS Grad/GED 121 250 34.0 (30.5-37.7) 

Some College 106 190 19.1 (17.0-21.3) 

College Degree+ + + + + 

 

Private 66 126 12.5 (10.7-14.6) 

Medicaid 132 263 35.1 (31.8-38.6) 

Other 19 37 16.2 (12.1-21.4) 

Uninsured 89 175 32.1 (28.4-36.0) 

 

Married 84 163 13.0 (11.3-14.9) 

Unmarried 227 448 34.6 (32.2-37.2) 

 

1 112 220 20.1 (17.9-22.5) 

2+ 195 384 27.1 (25.0-29.4) 

 

 

Table 29. Prevalence of smoking during last three months of pregnancy by maternal demographic 

  characteristics, MI NA PRAMS, 2012   
 

Characteristic Sample 

 

Weighted 

 

Weighted 

 

95% Confidence 

  Frequency    Frequency Percent Interval   

Total 311 611 24 (22.4-25.6) 

Maternal Age 

 

 

 

Race/Ethnicity 

Mother's 

 

 

 

Both Parents' 

 

 

 

 

Education 

 

 

 

 

 

Pre-Pregnancy Insurance Status 

 

Marital Status 

 

 

 

Parity 
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Public Services Eligibility 

At federal income poverty level or below 199 396 35.9 (33.1-38.7) 

100%-185% federal income poverty level 57 111 24.7 (21.0-28.8) 

Above 185% of federal income poverty 
level 

 
48 

 
90 

 
10.0 

 
(8.3-12.0) 
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Table 30. Smoking behavior during last three months of pregnancy compared to preconception behavior, MI 

NA PRAMS, 2012 
 

 

Smoking Change Sample 
  Frequency   

Total 1343 

Weighted 
Frequency   

2549 

Weighted 
Percent   

100.0 

95% Confidence 
Interval   

Smoking Status     

Non-smoker 725 1349 52.9 (51.1-54.7) 

Smoker who quit 308 591 23.2 (21.6-24.8) 

Smoker who reduced 119 232 9.1 (8.1-10.2) 

Smoker smoking the same or more 187 370 14.5 (13.2-15.9) 

Non-smoker resumed + + + + 

 

 

Table 31. Drinking behavior during last three months of pregnancy compared to preconception behavior, 

MI NA PRAMS, 2012 
 

 

Drinking Change Sample 
  Frequency   

Total  1348 

Weighted 
Frequency   

2559 

Weighted 
Percent   

100.0 

95% Confidence 
Interval   

Smoking Status     

Non-drinker 610 1173 45.8 (44.0-47.7) 

Drinker who quit 701 1318 51.5 (49.7-53.3) 

Drinker who reduced 8 15 0.6 (0.4-0.9) 

Drinker drinking the same or more 29 53 2.1 (1.6-2.7) 
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<20 Years 8 15 5.6 (3.5-8.7) 

20-29 Years 53 101 6.6 (5.8-7.5) 

30+ Years 35 67 8.7 (7.3-10.4) 

 

Table 32. Prevalence of low birthweight*  by maternal demographic characteristics, MI NA PRAMS, 2012 
 

Characteristic 
Sample

 Weighted Weighted 95% Confidence 
  Frequency Frequency Percent Interval   

Total 96 183 7.1 (7.0-7.2) 

Maternal Age 

 

 

 

 

Race/Ethnicity 

Mother's 

 

Any indication of American Indian mother 67 
on infant's BC 

128 7.8 (7.1-8.5) 

No indication of American Indian mother 29 
on infant's BC 

 

55 
 

6 
 

(4.8-7.4) 

Both Parents' 

Only mother American Indian on BC 40 

 
76 

 
7.3 

 
(6.2-8.5) 

Only father American Indian on BC 29 55 6 (4.9-7.4) 

Both mother and father American Indian 16 31 8.7 (6.4-11.7) 
on BC 

Education 

<High School 17 32 8.1 (6.0-10.8) 

HS Grad/GED 29 55 7.5 (6.1-9.2) 

Some College 39 74 7.4 (6.3-8.7) 

College Degree+ 11 21 5 (3.4-7.3) 

Pre-Pregnancy Insurance Status     

Private 34 65 6.4 (5.3-7.7) 

Medicaid 36 69 9 (7.6-10.7) 

Other + + + + 

Uninsured 21 40 7.3 (5.6-9.4) 

Marital Status     

Married 43 82 6.5 (5.6-7.6) 

Unmarried 53 101 7.7 (6.8-8.8) 

Parity     

1 42 80 7.3 (6.2-8.5) 

2+ 52 99 7 (6.1-7.9) 

Public Services Eligibility     

At federal income poverty level or below 45 86 7.7 (6.6-8.9) 

100%-185% federal income poverty level 20 38 8.4 (6.4-10.9) 
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Above 185% of federal income poverty 25 
level 

48 5.3 (4.2-6.6) 

 

*Low birthweight infants are defined by the CDC as infants weighing less than 2500 grams at birth. 
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Did not smoke in last 3 months of  

pregnancy 55 105 5.4 (4.8-6.1) 

Smoked last 3 months of pregnancy 41 78 12.8 (10.9-14.9) 

 

Sample  Weighted Weighted 95% Confidence 
requency Frequency  Percent  Interval    

96 
 

183 
 

7.1 
 

(7.0-7.2) 

 

Sample Weighted Weighted 95% Confidence 
requency Frequency Percent  Interval    

96 
 

183 
 

7.1 
 

(7.0-7.2) 

 

Table 33. Distribution of low birthweight subcategories among infants with LBW, MI NA PRAMS, 2012 
 

 

Low Birthweight 
  F 

Total Prevalence 

Low Birthweight subcategory 

Very LBW 16 31 16.7 (12.0-22.7) 

Moderately LBW 80 153 83.3 (77.3-88.0) 

 

 

Table 34. Prevalence of low birthweight by smoking status during last three months of pregnancy, MI 

NA PRAMS 2012 
 

 

Characteristic 
  F 

Total 

Smoking status 
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Table 35. Prevalence of high birthweight*  by maternal demographic characteristics, MI NA PRAMS, 2012 
 

Characteristic 
Sample

 Weighted Weighted 95% Confidence
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<20 Years 10 21 7.5 (4.8-11.4) 

20-29 Years 81 151 9.9 (8.6-11.4) 

30+ Years 49 91 11.8 (9.9-14.1) 

 

 Frequency Frequency Percent Interval   

Total 140 263 10.2 (9.2-11.4) 

Maternal Age 

 

 

Race/Ethnicity 

Mother's 

 

Any indication of American Indian mother 89 
on infant's BC 

168 10.2 (8.9-11.7) 

No indication of American Indian mother 51 
on infant's BC 

 

95 
 

10.2 
 

(8.5-12.2) 

Both Parents' 

Only mother American Indian on BC 57 

 
107 

 
10.1 

 
(8.6-12.0) 

Only father American Indian on BC 51 95 10.3 (8.6-12.2) 

Both mother and father American Indian 18 34 9.7 (7.1-13.1) 
on BC 

Education 

<High School 16 33 8.3 (5.9-11.5) 

HS Grad/GED 31 65 8.7 (6.8-11.1) 

Some College 69 122 12.2 (10.6-14.1) 

College Degree+ 24 43 10.1 (7.9-13.0) 

Pre-Pregnancy Insurance Status     

Private 68 125 12.4 (10.6-14.3) 

Medicaid 32 62 8.1 (6.4-10.2) 

Other 9 17 7.4 (4.8-11.4) 

Uninsured 30 57 10.5 (8.2-13.2) 

Marital Status     

Married 76 141 11.2 (9.7-12.9) 

Unmarried 64 121 9.3 (7.9-10.9) 

Parity     

1 52 97 8.8 (7.4-10.5) 

2+ 87 163 11.5 (10.0-13.2) 

Public Services Eligibility     

At federal income poverty level or below 54 104 9.3 (7.8-11.1) 

100%-185% federal income poverty level 23 43 9.4 (7.2-12.2) 

Above 185% of federal income poverty 57 105 11.6 (9.8-13.7) 
level     

 

 

*High birthweight infants are defined by the CDC as infants weighing more than 4000 grams at birth. 
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Did not smoke in last 3 mos. of pregnancy 133 249 12.9 (11.5-14.3) 

Smoked last 3 mos. of pregnancy 7 13 2.1 (1.3-3.5) 

 

Sample Weighted Weighted 95% Confidence 
requency Frequency Percent  Interval    

140 
 

263 
 

10.3 
 

(9.2-11.5) 

 

Table 36. Prevalence of high birthweight by smoking status during last three months of pregnancy, MI 

NA PRAMS 2012 
 

 

Characteristic 
  F 

Total 

Smoking status
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<20 Years 10 20 7.4 (4.8-11.3) 

20-29 Years 67 128 8.4 (7.2-9.7) 

30+ Years 39 73 9.6 (7.9-11.6) 

 

Any indication of American Indian mother 
on infant's BC 

 

 
83 

 

 
159 

 

 
9.7 

 

 
(8.5-11.0) 

No indication of American Indian mother 
on infant's BC 

 
33 

 
62 

 
6.8 

 
(5.4-8.4) 

 

Sample Weighted Weighted 95% Confidence 
requency Frequency Percent  Interval    

116 
 

222 
 

8.6 
 

(7.8-9.6) 

 

Table 37. Prevalence of preterm birth*  by maternal demographic characteristics, MI NA PRAMS, 2012 
 

 

Characteristic 
  F 

Tot

al Maternal Age 

 

 

Race/Ethnici

ty Mother's 

 

 

Both Parents' 

 

Only mother American Indian on BC 45 86 8.2 (6.8-9.9) 

Only father American Indian on BC 33 62 6.8 (5.4-8.4) 

Both mother and father American Indian 
on BC 

 
24 

 
46 

 
13.2 

 
(10.2-17.0) 

Education 

<High School 19 38 9.5 (7.0-12.8) 

HS Grad/GED 35 69 9.4 (7.6-11.6) 

Some College 51 94 9.4 (7.9-11.1) 

College Degree+ 11 21 4.9 (3.3-7.2) 

Pre-Pregnancy Insurance Status     

Private 41 78 7.8 (6.4-9.4) 

Medicaid 45 87 11.4 (9.4-13.7) 

Other 7 13 5.9 (3.5-9.6) 

Uninsured 23 44 8.0 (6.1-10.3) 

Marital Status     

Married 59 112 8.9 (7.6-10.4) 

Unmarried 57 110 8.4 (7.1-9.9) 

Parity     

1 50 96 8.7 (7.4-10.3) 

2+ 62 118 8.3 (7.1-9.7) 

Public Services Eligibility     

At federal income poverty level or below 53 103 9.2 (7.7-11.0) 

100%-185% federal income poverty level 22 42 9.2 (7.0-12.0) 

Above 185% of federal income poverty 
level 

 
35 

 
66 

 
7.3 

 
(5.9-9.0) 
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Sample Weighted Weighted 95% Confidence 
requency Frequency Percent  Interval    

1264 
 

2399 
 

100.0 
 

 

*Preterm birth is defined by the CDC as the birth of an infant before 37 weeks of pregnancy. 

Table 38. Distribution of infant born at both low birthweight and preterm, MI NA PRAMS, 2012 
 

 

Characteristic 
  F 

Total 

LBW & Preterm 

Normal Birthweight & Term 1202 2280 95.1 (94.5-95.5) 

Both LBW & Preterm 62 118 4.9 (4.5-5.5) 
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<20 Years 98 199 74.7 (69.0-79.7) 

20-29 Years 628 1186 79.9 (77.8-81.8) 

30+ Years 325 598 79.2 (76.4-81.8) 

 

Any indication of American Indian mother 
on infant's BC 

 

 
671 

 

 
1266 

 

 
79.2 

 

 
(77.2-81.1) 

No indication of American Indian mother 
on infant's BC 

 
379 

 
715 

 
78.9 

 
(76.2-81.3) 

 

Sample Weighted Weighted 95% Confidence 
requency Frequency Percent  Interval    

1051 
 

1982 
 

79.1 
 

(77.5-80.6) 

 

Table 39. Prevalence of breastfeeding initiation by maternal demographic characteristics, MI 

NA PRAMS, 2012 

 

Characteristic 
  F 

Total 

Maternal Age 

 

 

Race/Ethnicity 

Mother's 

 

 

Both Parents' 

 

Only mother American Indian on BC 445 834 81.2 (78.7-83.4) 

Only father American Indian on BC 378 713 78.8 (76.1-81.3) 

Both mother and father American Indian 
on BC 

 
147 

 
279 

 
80.9 

 
(76.5-84.7) 

Education 

<High School 124 257 67.1 (62.0-71.8) 
HS Grad/GED 259 536 74.2 (70.8-77.4) 

     
Some College 445 791 81.5 (79.2-83.5) 

College Degree+ 219 389 92.7 (90.1-94.7) 

Pre-Pregnancy Insurance Status     

Private 470 863 86.5 (84.4-88.4) 

Medicaid 248 485 66.8 (63.3-70.2) 

Other 103 194 85.6 (80.6-89.5) 

Uninsured     

Marital Status     

Married 562 1040 84.1 (82.1-85.9) 

Unmarried 489 942 74.3 (71.8-76.6) 

Parity     

1 483 911 84.4 (82.1-86.4) 

2+ 548 1032 74.9 (72.6-77.0) 

Public Services Eligibility     

At federal income poverty level or below 407 791 73.4 (70.7-76.0) 

100%-185% federal income poverty level 178 337 76.0 (71.9-79.6) 

Above 185% of federal income poverty     

level 429 783 87.3 (85.1-89.2) 
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Table 40. Breastfeeding duration categories, MI NA PRAMS, 2012 
 

Breastfeeding duration categories Sample 
  Frequency   

Total 1320 

Weighted 
Frequency   

2505 

Weighted 
Percent   

100.0 

95% Confidence 
Interval   

Breastfeeding category     

Did not Breastfeed 269 523 20.9 (19.4-22.5) 

Breastfed <1 Week 70 135 5.4 (4.6-6.3) 

Breastfed >1 Week, but Stopped 549 1048 41.8 (40.0-43.7) 

Currently Breastfeeding 432 799 31.9 (30.3-33.6) 
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<20 Years 64 130.98 3.5 (3-3.9) 

20-29 Years 352 672.36 5.2 (4.5-5.6) 

30+ Years 143 264.4 8.0 (5.9-8.3) 

 

Any indication of American Indian mother 
on infant's BC 

 

 
362 

 

 
691.3 

 

 
5.3 

 

 
(4.7-5.7) 

No indication of American Indian mother 
on infant's BC 

 
197 

 
376.44 

 
5.6 

 
(4.6-7.2) 

 

Frequency Frequency 
(in wee

 
ks) 

Interval 

559 1067.74 5.4 (5-5.8) 

 

 

Table 41. Median breastfeeding duration among women initiating breastfeeding by demographic 

  characteristics, MI NA PRAMS, 2012   
Weighted 

Characteristic 
Sample

 
Weighted 

Median 
95% Confidence 

 

 

Total 

Maternal Age 

 

 

Race/Ethnicity 

Mother's 

 

 

Both Parents' 

Only mother American Indian on BC 227 429.35 5.7 (5.1-7.3) 

Only father American Indian on BC 
Both mother and father American Indian 
on BC 

197 
 

84 

376.44 
 

162.37 

5.6 
 

5.1 

(4.6-7.2) 
 

(3.7-5.8) 

Education 

<High School 85 175.98 3.6 (3.3-4) 

HS Grad/GED 165 341.35 3.9 (3.6-5.2) 
Some College 238 423.81 7.7 (5.9-8.2) 
College Degree+ 70 124.51 7.0 (5.6-8.4) 

Pre-Pregnancy Insurance Status     

Private 202 376.07 5.8 (5.2-7.2) 

Medicaid 160 313.07 5.6 (4.4-8) 

Other 62 118.24 5.0 (3.2-7) 

Uninsured 128 246.4 4.0 (3.7-5.2) 

Marital Status     

Married 238 446.33 6.4 (5.6-8.2) 

Unmarried 321 621.41 4.4 (3.8-5.3) 

Parity     

1 280 535.12 4.1 (3.8-5) 

2+ 265 505.36 8.0 (5.9-8.2) 

Public Services Eligibility     

At federal income poverty level or below 270 526.73 4.1 (3.8-5.3) 

100%-185% federal income poverty level 93 178 6.7 (5.4-8.2) 

Above 185% of federal income poverty 
level 

 
180 

 
331.44 

 
6.9 

 
(5.5-8.1) 
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Sample Weighted Weighted 95% Confidence 
requency Frequency Percent  Interval    

1344 
 

2551 
 

100.0 
 

 

 

 

 

WIC 
Status 

Table 42. Distribution of WIC status during pregnancy, MI NA PRAMS, 2012 

  F 

Total 

WIC Status during pregnancy 

No 504 924 36.2 (34.6-37.9) 

Yes 840 1627 63.8 (62.1-65.4) 

 

 

Table 43. Use of WIC services post-pregnancy, MI NA PRAMS, 2012 
 

WIC services 
Sample

 
Frequency 

Weighted 

Frequency 

Weighted 

Percent 

95% Confidence 

Interval 
Total 1327 2520 100.0 

Use of WIC services post-pregnancy? 

No 447 816 32.4 (30.8-34.0) 

Yes 880 1703 67.6 (66.0-69.2) 
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<20 Years 98 199 75.3 (69.6-80.3) 

20-29 Years 612 1165 78.7 (76.6-80.6) 

30+ Years 319 589 78.3 (75.4-80.9) 

 

Any indication of American Indian mother 

on infant's BC
 652

 
1241 78.1 (76.1-80.0) 

No indication of American Indian mother 

on infant's BC
 376

 

 

710 
 

78.4 
 

(75.7-80.8) 

Both Parents' 
Only mother American Indian on BC 431 

 
813 

 
79.4 

 
(77.0-81.7) 

Only father American Indian on BC 375 708 78.3 (75.7-80.8) 
Both mother and father American Indian 

on BC
 133 256 74.2 (69.5-78.4) 

 

Education 

<High School 148 306 80.4 (76.0-84.2) 

HS Grad/GED 271 561 77.6 (74.3-80.6) 

Some College 417 743 76.6 (74.1-78.9) 

College Degree+ 192 341 82.0 (78.5-85.1) 

Pre-Pregnancy Insurance Status     

Private 422 776 77.9 (75.4-80.2) 

Medicaid 283 559 77.4 (74.3-80.3) 

Other 93 175 78.7 (73.2-83.4) 

Uninsured 222 425 79.8 (76.3-82.9) 

Marital Status     

Married 516 959 77.6 (75.4-79.7) 

Unmarried 513 994 78.7 (76.4-80.9) 
Parity     

1 445 843 78.4 (75.9-80.6) 

2+ 564 1071 77.9 (75.7-79.9) 

Public Services Eligibility     

At federal income poverty level or below 414 808 75.2 (72.6-77.7) 

100%-185% federal income poverty level 181 345 78.0 (74.1-81.5) 
Above 185% of federal income poverty     

 724 81.0 (78.6-83.3) 
 

*Sleeping on the back meant that respondent reported that they placed the baby to sleep on its back exclusively. Mothers 
reporting that their baby alternated between back and side, or back and stomach positions are not included in this count. 

 

Table 44. Prevalence of infant back sleeping position*  by maternal demographic characteristics, MI 

NA PRAMS, 2012 
 

Characteristic 
Sample

 Weighted Weighted 95% Confidence 
  Frequency Frequency Percent Interval   

Total 1029 1953 78.2 (76.6-79.7) 

Maternal Age 

 

 

 

 

Race/Ethnicity 

Mother's 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



2012 Native American PRAMS Preliminary Data Tables 40 of 56 

 

 

level
 395
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Table 45. Prevalence of usual infant sleep practices, MI NA PRAMS, 2012 
 

 

Infant Sleep Practice 
Sample

 Weighted Weighted 95% Confidence 
  Frequency Frequency Percent Interval   

Sleep Practice (non-exclusive) 

Sleeps in Crib 1166 2213 88.8 (87.6-89.9) 

Sleeps on Firm Mattress 1113 2106 85.1 (83.7-86.5) 

Sleeps with Another Person* 452 860 33.5 (31.8-35.3) 

Sleeps with Bumper Pads 363 690 27.9 (26.3-29.7) 

Sleeps with Blankets 234 450 18.3 (16.9-19.8) 

Sleeps with Pillows 73 140 5.7 (4.9-6.6) 

Sleeps with Toys 58 110 4.5 (3.7-5.3) 

 

 

*  Unlike the other sleep practice variables listed above which were asked in terms of a yes/no response, this co-sleeping 

variable was asked in terms of frequency. 

 

 

Sleeping with another person means that the respondent reported that their baby always, often, sometimes slept with 
another person. If the mother responded that the baby rarely or never slept with another person, this was coded as no for co- 
sleep. (this presentation is comparable to the 2008 MI PRAMS measures for reporting safe sleep practices) 
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<20 Years 92 187 72.2 (66.3-77.5) 

20-29 Years 668 1268 86.3 (84.5-87.9) 

30+ Years 353 652 87.4 (85.0-89.5) 

 

Any indication of American Indian mother 
on infant's BC 

 

 
691 

 

 
1310 

 

 
83.4 

 

 
(81.6-85.1) 

No indication of American Indian mother 
on infant's BC 

 
421 

 
794 

 
88.1 

 
(85.9-90.0) 

 

Sample  Weighted Weighted 95% Confidence 
requency Frequency  Percent  Interval   
 

1113 
 

2106 
 

85.1 
 

(83.7-86.5) 

 

 

Table 46. Prevalence of usual infant usually sleeping on a firm mattress by maternal demographic 

  characteristics, MI NA PRAMS, 2012   
 

Characteristic 
  F 

Total 

Maternal Age 

 

 

 

 

Race/Ethnicity 

Mother's 

 

 

 

Both Parents' 

 

Only mother American Indian on BC 468 880 87.1 (85.0-89.0) 

Only father American Indian on BC 420 792 88.1 (85.9-90.0) 

Both mother and father American Indian 
on BC 

 
135 

 
258 

 
76.1 

 
(71.4-80.2) 

Education 

<High School 131 272 72.5 (67.5-76.9) 

HS Grad/GED 296 614 86.4 (83.6-88.8) 

Some College 471 838 86.8 (84.8-88.6) 

College Degree+ 213 379 91.4 (88.7-93.5) 

Pre-Pregnancy Insurance Status     

Private 487 895 90.3 (88.4-91.9) 

Medicaid 285 561 78.6 (75.5-81.4) 

Other 102 193 86.6 (81.8-90.3) 

Uninsured 228 436 83.4 (80.0-86.3) 

Marital Status     

Married 601 1116 90.7 (89.0-92.1) 

Unmarried 512 990 79.7 (77.4-81.8) 

Parity     

1 473 894 83.7 (81.4-85.7) 

2+ 620 1174 86.3 (84.4-87.9) 

Public Services Eligibility     

At federal income poverty level or below 431 841 79.3 (76.8-81.6) 
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100%-185% federal income poverty level 196 373 85.5 (82.0-88.4) 

Above 185% of federal income poverty 
level 

 
451 

 
826 

 
92.8 

 
(91.0-94.2) 
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<20 Years 112 228 87.7 (83.1-91.2) 

20-29 Years 687 1307 88.0 (86.4-89.5) 

30+ Years 367 678 90.7 (88.6-92.5) 

 

Any indication of American Indian mother 
on infant's BC 

 
735 

 
1397 

 
88.2 

 
(86.6-89.6) 

No indication of American Indian mother 
on infant's BC 

 
430 

 
794 

 
88.1 

 
(87.9-91.6) 

 

Sample Weighted Weighted 95% Confidence 
requency Frequency  Percent  Interval    

1166 
 

2213 
 

88.8 
 

(87.6-89.9) 

 

Table 47. Prevalence of infant usually sleeping on a crib by maternal demographic characteristics, MI 

NA PRAMS, 2012 
 

Characteristic 
  F 

Total 

Maternal Age 

 

 

 

 

Race/Ethnicity 

Mother's 

 

 

 

Both Parents' 

Only mother American Indian on BC 488 919 90.1 (88.2-91.8) 

Only father American Indian on BC 430 814 90.1 (88.1-91.8) 

Both mother and father American Indian 
on BC 

 
151 

 
289 

 
84.4 

 
(80.4-87.8) 

Education 

<High School 162 335 88.0 (84.2-91.0) 

HS Grad/GED 311 644 89.6 (87.1-91.7) 

Some College 483 860 89.0 (87.1-90.6) 

College Degree+ 208 370 88.5 (85.5-91.0) 

Pre-Pregnancy Insurance Status     

Private 487 896 89.9 (88.0-91.5) 

Medicaid 327 643 89.7 (87.3-91.7) 

Other 105 198 89.0 (84.4-92.3) 

Uninsured 236 454 85.4 (82.3-88.1) 

Marital Status     

Married 597 1109 89.9 (88.2-91.4) 

Unmarried 569 1104 87.7 (85.9-89.4) 

Parity     

1 509 966 89.8 (87.9-91.4) 

2+ 636 1207 88.1 (86.4-89.7) 

Public Services Eligibility     

At federal income poverty level or below 486 949 88.6 (86.6-90.3) 

100%-185% federal income poverty level 202 385 87.5 (84.3-90.2) 
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Above 185% of federal income poverty 
level 

 
437 

 
799 

 
89.5 

 
(87.4-91.2) 
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<20 Years 39 79 30.2 (24.8-36.2) 

20-29 Years 228 436 29.8 (27.6-32.1) 

30+ Years 96 175 23.6 (20.9-26.5) 

 

Any indication of American Indian mother 
on infant's BC 

 

 
241 

 

 
459 

 

 
29.3 

 

 
(27.2-31.5) 

No indication of American Indian mother 
on infant's BC 

 
122 

 
231 

 
25.6 

 
(23.0-28.4) 

 

Sample Weighted Weighted 95% Confidence 
requency Frequency  Percent  Interval    

363 
 

690 
 

27.9 
 

(26.3-29.7) 

 

Table 48. Prevalence of infant sleeping with bumper pads by maternal demographic characteristics, MI 

NA PRAMS, 2012 
 

 

Characteristic 
  F 

Total 

Maternal Age 

 

 

 

 

Race/Ethnicity 

Mother's 

 

 

 

Both Parents' 

Only mother American Indian on BC 159 301 29.7 (27.1-32.5) 

Only father American Indian on BC 
Both mother and father American Indian 
on BC 

122 
 

55 

231 
 

105 

25.7 
 

31.6 

(23.0-28.5) 
 

(27.0-36.6) 

Education 

<High School 49 101 27.0 (22.6-31.9) 

HS Grad/GED 100 207 29.2 (25.8-32.8) 

Some College 148 263 27.4 (24.9-29.9) 

College Degree+ 65 116 28.0 (24.3-32.0) 

Pre-Pregnancy Insurance Status     

Private 139 255 25.7 (23.3-28.3) 

Medicaid 105 206 28.9 (25.7-32.3) 

Other 45 86 39.4 (33.4-45.7) 

Uninsured 73 141 26.9 (23.4-30.8) 

Marital Status     

Married 176 327 26.7 (24.4-29.0) 

Unmarried 187 363 29.2 (26.8-31.8) 

Parity 
1 

 

 
171 

 

 
326 

 

 
30.6 

 

 
(28.0-33.3) 

2+ 184 348 25.6 (23.5-27.9) 

Public Services Eligibility 
At federal income poverty level or below 

 
151 

 
294 

 
27.8 

 
(25.2-30.5) 
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100%-185% federal income poverty level 
Above 185% of federal income poverty 
level 

64 
 

139 

121 
 

257 

27.7 
 

29.1 

(23.9-31.9) 
 

(26.4-31.9) 
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<20 Years 34 70 26.7 (21.6-32.6) 

20-29 Years 153 293 20 (18.1-22.1) 

30+ Years 47 88 11.9 (9.8-14.2) 

 

Any indication of American Indian mother 
on infant's BC 

 

 
167 

 

 
322 

 

 
20.7 

 

 
(18.8-22.7) 

No indication of American Indian mother 
on infant's BC 

 
67 

 
128 

 
14.2 

 
(12.1-16.5) 

 

Sample Weighted Weighted 95% Confidence 
requency Frequency Percent  Interval    

234 
 

450 
 

18.3 
 

(16.9-19.8) 

 

 

Table 49. Prevalence of infant usually sleeping with blankets by maternal demographic characteristics, MI 

NA PRAMS, 2012 
 

 

Characteristic 
  F 

Total 

Maternal Age 

 

 

 

 

Race/Ethnicity 

Mother's 

 

 

 

Both Parents' 

Only mother American Indian on BC 108 207 20.6 (18.3-23.1) 

Only father American Indian on BC 67 128 14.2 (12.2-16.6) 

Both mother and father American Indian 
on BC 

 
32 

 
62 

 
18.6 

 
(14.9-23.0) 

Education 

<High School 46 95 25.6 (21.3-30.5) 

HS Grad/GED 68 141 19.9 (17.1-23.2) 

Some College 93 166 17.2 (15.2-19.5) 

College Degree+ 25 44 10.7 (8.4-13.7) 

Pre-Pregnancy Insurance Status     

Private 80 150 15.2 (13.2-17.4) 

Medicaid 67 132 18.7 (16.0-21.8) 

Other 28 53 24.2 (19.2-30.0) 

Uninsured 57 110 21.3 (18.0-24.9) 

Marital Status     

Married 97 183 14.9 (13.1-16.9) 

Unmarried 137 267 21.6 (19.5-24.0) 

Parity 
1 

 

 
124 

 

 
240 

 

 
22.7 

 

 
(20.3-25.2) 

2+ 105 200 14.8 (13.0-16.7) 

Public Services Eligibility     

At federal income poverty level or below 120 235 22.3 (19.9-24.9) 
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100%-185% federal income poverty level 45 86 19.8 (16.4-23.7) 

Above 185% of federal income poverty 
level 

 
61 

 
114 

 
12.8 

 
(10.9-15.0) 
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<20 Years 66 132 48.3 (42.3-54.3) 

20-29 Years 270 513 33.6 (31.3-35.9) 

30+ Years 116 215 28 (25.2-31.1) 

 

Any indication of American Indian mother 
on infant's BC 

 
305 

 
581 

 
35.5 

 
(33.3-37.7) 

No indication of American Indian mother 
on infant's BC 

 
146 

 
276 

 
29.9 

 
(27.1-32.8) 

 

<High School 75 155 38.6 (33.8-43.7) 

HS Grad/GED 112 232 31.4 (28.0-35.0) 

Some College 200 357 35.7 (33.1-38.4) 

College Degree+ 63 112 26.7 (23.1-30.6) 

 

Private 169 313 31.1 (28.5-33.8) 

Medicaid 139 273 35.9 (32.6-39.3) 
Other 40 76 33.4 (27.8-39.5) 
Uninsured 101 193 35.1 (31.4-39.1) 

 

Married 194 361 28.6 (26.3-31.0) 

Unmarried 258 499 38.3 (35.7-40.9) 

 

Sample  Weighted Weighted 95% Confidence 
requency Frequency Percent  Interval    

452 
 

860 
 

33.5 
 

(31.8-35.3) 

 

Table 50. Prevalence of infant usually sleeping with another person by maternal characteristics, MI 

NA PRAMS 2012 

 

Characteristic 
  F 

Total 

Maternal Age 

 

 

 

 

Race/Ethnicity 

Mother's 

 

 

 

Both Parents' 

 

Only mother American Indian on BC 164 309 29.4 (26.9-32.1) 

Only father American Indian on BC 145 275 29.7 (27.0-32.6) 
Both mother and father American Indian     
on BC 77 147 41.9 (37.0-47.0) 

Education 

 

 

 

 

 

 

Pre-Pregnancy Insurance Status 

 

 

 

 

 

Marital Status 
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1 203 389 35.4 (32.7-38.2) 

2+ 241 455 32 (29.7-34.3) 

 

 

Parity 

 

 

 

Public Services Eligibility 

 

At federal income poverty level or below 210 410 36.8 (34.0-39.6) 

100%-185% federal income poverty level 
Above 185% of federal income poverty 
level 

76 
 

144 

142 
 

266 

31.3 
 

29.4 

(27.4-35.5) 
 

(26.8-32.3) 

 

*Sleeping with another person means that the respondent reported that their baby always, often, sometimes slept with 

another person. If the mother responded that the baby rarely or never slept with another person, this was coded as no for co- 

sleep. (this presentation is comparable to the 2008 MI PRAMS measures for reporting safe sleep practices) 
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I moved to a new address 

A close family member was very sick and had t 
to the hospital 

I argued with my husband or partner more th 
usual 

573 1104 43.1 (41.3-45.0) 

o go 416 790 30.9 (29.2-32.6) 

n 391 747 29.1 (27.5-30.9) 

I had problems paying the rent/mortgage or o 
bills 

Someone very close to me died 

ther 361 
 

328 

688 
 

626 

26.9 
 

24.4 

(25.3-28.6) 
 

(22.9-26.1) 

Someone very close to me had a problems wit 
drinking or drugs 

h 296 568 22.1 (20.6-23.7) 

My husband or partner or I had work fewer hours or 263 
pay cut back 

 

497 
 

19.4 
 

(18.0-20.9) 

 

My husband or partner lost his job 204 389 15.2 (13.9-16.6) 

I lost my job even though I wanted to go on w orking 176 338 13.2 (12.0-14.5) 

I got divorced or separated from my husband 
partner 

or 136 263 10.3 (9.2-11.5) 

My husband or partner said he didn't want me to be 124 
pregnant 

 

238 
 

9.3 
 

(8.3-10.4) 

I was apart from my husband or partner due t 
jobs (Military deployment or work-related trav 

o our 114 
el) 

 

214 
 

8.3 
 

(7.4-9.4) 

 

My husband or partner or I went to jail 105 204 8.0 (7.0-9.1) 

I was homeless or had to sleep outside or in a 
stay in a shelter 

car or 61 119 4.7 (3.9-5.5) 

 

 

 

 

Table 51. Prevalence of life stressors experienced by mothers, MI NA PRAMS, 2012 
 

Life Stressor 
Sample

 Weighted Weighted 95% Confidence 
  Frequency Frequency Percent Interval   

Life Stressors (non-exclusive) 

 

 

 

 

 

a 

 

 

 

 

 

 

 

 

 

 

 

 

Number of Life Stressors Experienced 

1 272 509 20.2 (18.8-21.7) 

2 223 429 17 (15.7-18.5) 

3 206 394 15.6 (14.3-17.1) 

4 138 261 10.4 (9.3-11.6) 

5 95 182 7.2 (6.3-8.3) 

6 62 119 4.7 (4.0-5.6) 

7 39 75 3 (2.4-3.7) 

8 20 38 1.5 (1.1-2.0) 

9 18 36 1.4 (1.0-2.0) 

10+ 12 23 0.9 (0.6-1.4) 
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146 287 11.3 (10.1-12.6) 

 

118 
 

229 
 

9.0 
 

(8.0-10.1) 
 

 

 

Table 52. Prevalence of basic needs challenges experienced by mothers during pregnancy, 

MI NA PRAMS, 2012 
 

Problems 
Sample

 Weighted Weighted 95% Confidence 
  Frequency Frequency Percent Interval   

Problems with basic needs 

Problems with getting access to a telephone when 

needed 

 

167 325 12.8 (11.6-14.1) 

Problems with keeping basic utility services 161 311 12.3 (11.1-13.5) 

Problems with the safety of your house/apartment 153 296 11.7 (10.5-13.0) 

Problems with transportation to and from prenatal 

care appointments 

 

Problems with skipping meals or eating less 

because there wasn't enough money for food 

Problems with your house or apartment being too 

crowded 

 

114 221 8.7 (7.7-9.8) 

 

A doctor/nurse/health care worker told you where 

you could get help with these basic needs 
470 911 36.3 (34.5-38.1)
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Table 53. Perceived neighborhood safety experienced by mothers during pregnancy, MI NA PRAMS, 2012 
 

Neighborhood Safety 
Sample

 Weighted Weighted 95% Confidence 
  Frequency    Frequency Percent Interval   

During the 12 months before your baby was born did you feel unsafe in the neighborhood where you lived? 

Always 36 70 2.7 (2.2-3.4) 

Often 35 67 2.6 (2.1-3.3) 

Sometimes 102 194 7.6 (6.6-8.6) 

Rarely 256 486 19 (17.5-20.5) 

Never 920 1745 68.1 (66.3-69.8) 
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Never 909 1728 67.8 (66.0-69.5) 

Once a year 88 164 6.5 (5.6-7.4) 

Once a month 140 265 10.4 (9.3-11.6) 

Once a week 79 147 5.8 (5.0-6.7) 

Once a day 46 88 3.5 (2.8-4.2) 

Once an hour + + + + 

Constantly 76 148 5.8 (5.0-6.8) 

 

Table 54. Reactions to racism during pregnancy, MI NA PRAMS, 2012 
 

 

Reactions 
Sample

 Weighted Weighted 95% Confidence 
  Frequency Frequency Percent Interval   

How often did you think of your race? 

 

 

 

 

 

 

 

 

 

 

Types of reaction (non-exclusive) 

 

Felt that you were treated worse 
than people of other races when 

 
95 

 
181 

 
7.1 

 
(6.2-8.1) 

receiving health care     

Felt emotionally upset as a result 
of how you were treated based 

 
127 

 
245 

 
9.6 

 
(8.5-10.7) 

on your race     

Experienced physical symptoms 
related to how you were treated 

 
100 

 
194 

 
7.5 

 
(6.6-8.6) 

based on your race     

Felt that your race contributed 
to the stress in your life? 

88 169 6.6 (5.7-7.6) 

 

 

*These questions are asked on a 5-point Likert scale. Respondents reporting that they always, usually, or sometimes, 

felt this way were coded as yes, while those reporting that they rarely or never felt this way were coded as no. 
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Table 55. Emotional support, MI NA PRAMS, 2012 
 

Characteristic 
Sample

 

 

Weighted 

 

Weighted 

 

95% Confidence 

  Frequency Frequency Percent Interval   

Do you get the emotional support you need?* 

No 113 216 8.5 (7.5-9.6) 

Yes 1231 2336 91.5 (90.4-92.5) 

 

Are you satisfied with your life?**  

No 117 223 8.8 (7.8-9.9) 

Yes 1223 2320 91.2 (90.1-92.2) 

 

 

 

*This question was asked on a 5-point Likert scale. Respondents reporting that they always, usually, or sometimes, 

received the support they needed were coded as yes, while those reporting that they rarely or never received the 

support they needed were coded as no. 

 

 

 

 

** This question was asked on a 4-point Likert scale. Respondents reporting that they were satisfied or very satisfied with 

their life were coded as yes, while those reporting that they were dissatisfied or very dissatisfied were coded as no. 



2012 Native American PRAMS Preliminary Data Tables 54 of 56 

 

 

Table 56. Locations of mothers' pre-pregnancy health care, MI NA PRAMS, 2012 
 

Locations 
Sample

 Weighted Weighted 95% Confidence 
  Frequency Frequency Percent Interval   

Health care locations (non-exclusive) 

Tribal Health Clinic 

American Indian Health and Famil 
Services in Detroit 

135 

y + 

257 
 

+ 

10.0 
 

+ 

(8.9-11.2) 
 

+ 

Private medical practice or doctor's 746 
office 

 

1399 
 

54.6 
 

(52.8-56.4) 

Community health center, health 
department clinic, or hospital 

 

317 
 

615 
 

24.0 
 

(22.5-25.6) 

Emergency room or urgent care clinic 443 846 33.1 (31.4-34.9) 

Other 110 211 8.2 (7.3-9.3) 
 

 

 

 

 

Table 57. Infant insurance status at time of survey, MI NA PRAMS, 2012 
 

Insurance status 
Sample

 Weighted Weighted 95% Confidence 
  Frequency Frequency Percent Interval   

Insurance status (non-exclusive) 

Covered by private health insurance 455 832 33.3 (31.7-34.9) 

Covered by Medicaid or MIChild 863 1670 66.6 (65.0-68.2) 

Covered by health insurance from other 

source 

77 145 5.8 (5.0-6.7) 

Not covered by any health insurance 33 64 3.2 (2.5-4.1) 
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Sample Weighted Weighted 95% Confidence 
Frequency Frequency Percent Interval 
 

Table 58. Post-partum checkup for mother, MI NA PRAMS, 2012 
 

Post-partum checkup 
Sample

 Weighted Weighted 95% Confidence 
  Frequency Frequency Percent Interval   

Since your new baby was born, have you had a postpartum check-up for yourself? 

No 126 247 9.7 (8.6-10.9) 

Yes 1221 2310 90.3 (89.1-91.4) 

 

 

 

 

 

 

 

Experience 

Table 59. Post-partum depression, MI NA PRAMS, 2012 

 

Since new baby was born, number of 

mothers reportinƎΧ 

Feeling down, depressed, or hopeless 

Never 
 

409 
 

781 
 

30.5 
 

(28.8-32.3) 

Rarely 454 858 33.5 (31.8-35.3) 

Sometimes 342 647 25.3 (23.7-26.9) 

Often 124 237 9.3 (8.2-10.4) 

Always 19 37 1.5 (1.1-2.0) 

 

Having little or no pleasure in doing things 

Never 

 
 

520 

 
 

986 

 
 

38.6 

 
 

(36.8-40.4) 

Rarely 425 804 31.4 (29.7-33.2) 

Sometimes 283 540 21.1 (19.6-22.7) 

Often 94 179 7 (6.1-8.0) 

Always 25 48 1.9 (1.4-2.5) 

 

Mothers report ing significant post-partum 

depression**  
151 288 11.2 (10.1-12.5) 

 

 

 

** This measure is a composite of the previous two questions. If a mother reported both of these statements to be true 
for her on average more than sometimes, she was coded as demonstrating significant post-partum depression. 
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Table 60. Prevalence of home visiting program participation, MI NA PRAMS, 2012 
 

Experience 
Sample

 Weighted Weighted 95% Confidence 
  Frequency Frequency Percent Interval   

DURING PREGNANCY 

 

Number of mothers reporting home visitor visit 271 523 20.5 (19.0-22.1) 

Number of mothers who found visit helpful 246 474 92.1 (89.6-94.1) 

Home visitor program affiliation     

Tribal Program 23 44 8.5 (6.5-11.2) 

Non-tribal program 232 448 87.6 (84.5-90.1) 

Mother had both tribal and non-tribal home 
visitors 

 
10 

 
20 

 
3.9 

 
(2.5-6.0) 

 

AFTER PREGNANCY 

Number of mothers reporting home visitor visit 

 
 

387 

 
 

744 

 
 

29.5 

 
 

(27.8-31.2) 

Home visitor program affiliation     

Tribal Program 36 68 9.3 (7.5-11.5) 

Non-tribal program 330 634 86.4 (83.8-88.6) 

Mother had both tribal and non-tribal home 
visitors 

 
16 

 
32 

 
4.3 

 
(3.1-6.0) 
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infection 

You were past your due date 

 

 
172 

163 
 

328 

15.1 
 

30.3 

(13.1-17.2) 
 

(27.8-33.0) 

Your health care provider was worried about 76 
the size of the baby 

145 13.5 (11.6-15.6) 

Your baby was not doing well and needed to 32 
be born 

 

62 
 

5.8 
 

(4.5-7.3) 

You had a complication with your pregnancy 110 
such as low amniotic fluid or pre-eclampsia 

 

209 
 

19.4 
 

(17.2-21.7) 

Your labor stopped or was not progressing 155 295 27.3 (24.9-30.0) 

You wanted to schedule your delivery 56 106 9.9 (8.3-11.7) 

You wanted to give birth with a specific 
health care provider 

Other 

26 
 

112 

49 
 

213 

4.5 
 

19.7 

(3.5-5.8) 
 

(17.5-22.1) 

 

Table 61. Distribution of and reasons for labor induction, MI NA PRAMS, 2012 
 

Experience 
Sample

 Weighted Weighted 95% Confidence 
  Frequency Frequency Percent Interval   

Total 1340 2544 100.0 

 

Did a doctor, nurse, or other health care worker induce your labor? 

 

No 773 1464 57.5 (55.7-59.4) 

Yes 567 1080 42.5 (40.6-44.3) 

 

Why did the doctor, nurse, or health care worker try to induce your labor? 

Your water broke and there was a fear of 87 



2012 Native American PRAMS Preliminary Data Tables 53 of 56 

 

 

Sample Weighted Weighted 95% Confidence 
requency Frequency  Percent  Interval    

1350 
 

2564 
 

100.0 
 

 

Table 62. Distribution of delivery methods, MI NA PRAMS, 2012 
 

Experience 
Sample

 
Frequency 

Weighted 

Frequency 

Weighted 

Percent 

95% Confidence 

Interval 
How was your baby delivered? 

Vaginal 859 1635 63.9 (62.1-65.7) 

Caesarean 488 923 36.1 (34.3-37.9) 

 

 

 

 

 

 

 

Payment Strategy 

Table 63. Delivery payment method, MI NA PRAMS, 2012 

  F 

Total 

How was your delivery paid for? (non-exclusive) 

Medicaid 857 1661 64.8 (63.2-66.4) 

Private Insurance 547 1007 39.4 (37.7-41.1) 

Cash 184 334 15.5 (14.2-17.0) 

Other 105 197 7.7 (6.8-8.7) 



2012 Native American PRAMS Preliminary Data Tables 54 of 56 

 

 

APPENDIX  I  

Comparison Tables in Michigan Pregnancy Risk Assessment Monitoring System 2010 

Preliminary Data Tables 

 

MI NA PRAMS 2012 Table MI PRAMS 2010 Table 

Table 1. Distribution of selected maternal demographic 
characteristics 

Table 1. Distribution of selected maternal demographic 
characteristics 

Table 2. Distribution of preconception maternal body mass index 
categories 

Table 2. Distribution of preconception maternal body mass index 
categories 

Table 3. Prevalence of pre-pregnancy underweight BMI by 
maternal demographic characteristics 

Table 3. Prevalence of preconception underweight BMI by 
maternal demographic characteristics 

Table 4. Prevalence of pre-pregnancy normal weight BMI by 
maternal demographic characteristics 

Table 4. Prevalence of preconception normal weight BMI by 
maternal demographic characteristics 

Table 5. Prevalence of pre-pregnancy overweight BMI by 
maternal demographic characteristics 

Table 5. Prevalence of preconception overweight BMI by 
maternal demographic characteristics 

Table 6. Prevalence of pre-pregnancy obese BMI by maternal 
demographic characteristics 

Table 6. Prevalence of preconception obese BMI by maternal 
demographic characteristics 

Table 7. Prevalence of selected maternal health problems during 
the 3 months before pregnancy 

Table 7. Prevalence of selected maternal health problems during 
the 3 months before pregnancy 

Table 8. Prevalence of pre-pregnancy health counseling from a 
health care worker by maternal demographic characteristics 

Table 8. Prevalence of preconception health counseling from a 
health care worker by maternal demographic characteristics 

Table 9. Prevalence of topics discussed by health care provider 
among women reporting pre-pregnancy counseling 

Table 9. Prevalence of topics discussed by health care provider 
among women reporting preconception counseling 

Table 10. Prevalence of pre-pregnancy behaviors during 12 
months before pregnancy 

Table 10. Prevalence of preconception behaviors during 12 
months before pregnancy 

Table 11. Prevalence of unintended pregnancy by maternal 
demographic characteristics 

Table 11. Prevalence of unintended pregnancy by maternal 
demographic characteristics 

Table 12a. Distribution of pregnancy intention categories and 
unintended subtypes 

Table 12a. Distribution of pregnancy intention categories and 
unintended subtypes 

Table 12b. Distribution of unintended pregnancy subtypes 
among women reporting unintended pregnancy 

Table 12b. Distribution of unintended pregnancy subtypes 
among women reporting unintended pregnancy 

Table 13. Prevalence of pregnancy prevention methods among 
women with unintended pregnancy 

Table 13. Prevalence of pregnancy prevention methods among 
women with unintended pregnancy 

Table 14. Prevalence of trying to conceive during pre-pregnancy 
period by maternal demographic characteristics 

Table 14. Prevalence of trying to conceive during preconception 
period by maternal demographic characteristics 

http://www.michigan.gov/documents/mdch/MI_PRAMS_2010_Preliminary_Tables_Final_435536_7.pdf
http://www.michigan.gov/documents/mdch/MI_PRAMS_2010_Preliminary_Tables_Final_435536_7.pdf
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Table 15. Prevalence of avoiding pregnancy during pre- 
pregnancy period by maternal demographic characteristics 

Table 15. Prevalence of avoiding pregnancy during 
preconception period by maternal demographic characteristics 
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MI NA PRAMS 2012 Table MI PRAMS 2010 Table 

Table 16. Prevalence of neither avoiding pregnancy nor trying to 
conceive during pre-pregnancy period by maternal demographic 
characteristics 

Table 16. Prevalence of neither avoiding pregnancy nor trying to 
conceive during preconception period by maternal demographic 
characteristics 

Table 17. Prevalence of preconception pregnancy prevention 
methods among women not trying to conceive 

Table 17. Prevalence of preconception pregnancy prevention 
methods among women not trying to conceive 

Table 18. Reasons given for not using pregnancy prevention 
method by those neither avoiding or trying to conceive during 
the pre-pregnancy period 

Table 18. Reasons given for not using pregnancy prevention 
method by those neither avoiding or trying to conceive during 
the preconception period 

Table 19. Prevalence of using any postpartum pregnancy 
prevention method by maternal demographic characteristics 

Table 19. Prevalence of using any postpartum pregnancy 
prevention method by maternal demographic characteristics 

Table 20. Reasons for not using postpartum pregnancy 
prevention method 

Table 20. Reasons for not using postpartum pregnancy 
prevention method 

Table 21. Prevalence of postpartum pregnancy prevention 
methods 

Table 21. Prevalence of postpartum pregnancy prevention 
methods 

Table 22. Prevalence of intimate partner violence by time period 
and pre-pregnancy abuse/t hreats 

Table 22. Prevalence of intimate partner violence by time period 
and pre-pregnancy abuse/t hreats 

Table 23. Prevalence of first trimester entry into prenatal care by 
maternal demographic characteristics 

Table 23. Prevalence of first trimester entry into prenatal care by 
maternal demographic characteristics 

Table 24. Trimester of entry into prenatal care Table 24. Trimester of entry into prenatal care 

Table 25. Prevalence of getting prenatal care as early as wanted Table 25. Prevalence of getting prenatal care as early as wanted 

Table 26. Source of prenatal care payment Table 28. Source of prenatal care payment 

Table 27. Prevalence of prenatal counseling topics covered by 
health care provider 

Table 29. Prevalence of prenatal counseling topics covered by 
health care provider 

Table 28. Prevalence of HIV testing and counseling about HIV 
testing 

Table 30. Prevalence of HIV testing and counseling about HIV 
testing 

Table 29. Prevalence of smoking during last three months of 
pregnancy by maternal demographic characteristics 

Table 31. Prevalence of smoking during last three months of 
pregnancy by maternal demographic characteristics 

Table 30. Smoking behavior during last three months of 
pregnancy compared to preconception behavior 

Table 32. Smoking behavior during last three months of 
pregnancy compared to preconception behavior 

Table 31. Drinking behavior during last three months of 
pregnancy compared to preconception behavior 

Table 34. Drinking behavior during last three months of 
pregnancy compared to preconception behavior 

Table 32. Prevalence of low birthweight by maternal 
demographic characteristics 

Table 35. Prevalence of low birthweight by maternal 
demographic characteristics 

Table 33. Distribution of low birthweight subcategories among 
infants with LBW 

Table 36. Distribution of low birthweight subcategories among 
infants with LBW 
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MI NA PRAMS 2012 Table MI PRAMS 2010 Table 

Table 34. Prevalence of low birthweight by 
smoking status during last three months of 
pregnancy 

Table 37. Prevalence of low birthweight by 
smoking status during last three months of 
pregnancy 

Table 37. Prevalence of preterm birth by maternal 
demographic 
characteristics 

Table 38. Prevalence of preterm birth by maternal 
demographic 
characteristics 

Table 38. Prevalence of infant born at both low 
birthweight and preterm 

Table 39. Prevalence of infant born at both low 
birthweight and preterm 

Table 39. Prevalence of breastfeeding initiation by 
maternal 
demographic characteristics 

Table 40. Prevalence of breastfeeding initiation by 
maternal 
demographic characteristics 

Table 40. Breastfeeding duration categories Table 41. Breastfeeding duration categories 

Table 41. Median breastfeeding duration among women 
initiating breastfeeding by demographic characteristics 

Table 42. Median breastfeeding duration among women 
initiating breastfeeding by demographic characteristics 

Table 42. Distribution of WIC status during pregnancy Table 44. Distribution of WIC status during pregnancy 

Table 44. Prevalence of infant back sleeping position by 
maternal demographic characteristics 

Table 45. Prevalence of infant back sleeping position by 
maternal demographic characteristics 

Table 45. Prevalence of usual infant sleep practices Table 46. Prevalence of usual infant sleep practices 

Table 46. Prevalence of usual infant usually sleeping on a 
firm 
mattress by maternal demographic characteristics 

Table 47. Prevalence of usual infant usually sleeping on 
a firm 
mattress by maternal demographic characteristics 

Table 47. Prevalence of infant usually sleeping on a crib 
by maternal demographic characteristics 

Table 48. Prevalence of infant usually sleeping 
on a crib by maternal demographic 
characteristics 

Table 48. Prevalence of infant sleeping with bumper 
pads by 
maternal demographic characteristics 

Table 50. Prevalence of infant sleeping with bumper 
pads by 
maternal demographic characteristics 

Table 49. Prevalence of infant usually sleeping with 
blankets by maternal demographic characteristics 

Table 51. Prevalence of infant usually sleeping with 
blankets by maternal demographic characteristics 

Table 50. Prevalence of infant usually sleeping with 
another 
person by maternal characteristics 

Table 52. Prevalence of infant usually sleeping with 
another 
person by maternal characteristics  

 

*2010 Tables available at 

http://www.m ichigan.gov/ documents/mdch/MI_PRAMS_2010_Preliminary_Tables_F

inal_435536_7.pdf 

 
  

http://www.michigan.gov/documents/mdch/MI_PRAMS_2010_Preliminary_Tables_Final_435536_7.pdf
http://www.michigan.gov/documents/mdch/MI_PRAMS_2010_Preliminary_Tables_Final_435536_7.pdf
http://www.michigan.gov/documents/mdch/MI_PRAMS_2010_Preliminary_Tables_Final_435536_7.pdf
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Analysis of CSHCS Managerôs Health Equity Learning Lab  
Evaluation Surveys 

Allison Krusky, MPH 

Thomas M. Reischl, PhD 

June 12 2014 

1. Learning Lab  
 
The Childrenôs Special Health Care Services (CSHCS) Management Health Equity Learning 

Lab was attended by 17 participants in the first session and 18 participants in the final session. 

The first session was held on February 26th, 2014 and the final session was April 23rd, 2014. A 

total of 21 managers completed either a pretest, posttest or both for the Learning Lab. All 

participants were from MDCH. There were three CSHCS Manager Health Equity Learning Lab 

sessions every 4-8 weeks. Each Learning Lab session lasted 2-3 hours.  

 

2. Division 

Which MDCH Division do you work in? 

 Frequency Percent Valid 

Percent 

Cumulative 

Percent 

Valid 

Family and Community 

Health 

8 38.1 38.1 38.1 

WIC 3 14.3 14.3 52.4 

Chronic Disease and 

Injury Control 

2 9.5 9.5 61.9 

Lifecourse 

Epidemiology and 

Genomics 

3 14.3 14.3 76.2 

Childrenôs Special 

Health Care Services 

5 23.8 23.8 100.0 

Total 21 100.0 100.0  
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Managers were from five different Divisions within MDCH. Most managers were from either the 

Family and Community Health Division or the Division or Childrenôs Special Health Care 

Services (CSHCS).  
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3. Are you a person of Hispanic, Latino, or Spanish origin?  (Check one answer.) 

 

Are you a person of Hispanic, Latino, or Spanish origin? 

 Frequency Percent Valid 

Percent 

Cumulative 

Percent 

Valid No 21 100.0 100.0 100.0 

There were no participants who reported being of Hispanic, Latino, or Spanish origin. 

 

 

4. What is your race? (Check all that apply) 

Race 

 Frequency Percent Valid 

Percent 

Cumulative 

Percent 

Valid 

White 17 81.0 81.0 81.0 

Black or African 

American 

3 14.3 14.3 95.2 

Asian 1 4.8 4.8 100.0 

Total 21 100.0 100.0  

 

The majority of MDCH participants were White (81%), with Black/African American (14.3%) as 

the next largest group.  One individual identified themselves as Asian.  

 

 

5. Number of Sessions Attended  

How many Health Equity Learning Lab sessions did you attend (out of 3) 
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 Frequency Percent Valid 

Percent 

Cumulative Percent 

Valid 

One 1 4.8 5.3 5.3 

Two 7 33.3 36.8 42.1 

Three 11 52.4 57.9 100.0 

Total 19 90.5 100.0  

Missing System 2 9.5   

Total 21 100.0   

 

Roughly half of the participants attended all three Health Equity Learning Lab sessions (52.4%). 

Most participants (85.7%) attended two or more Learning Lab sessions. 
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Pretest and Posttest Self-Rated Competencies 

How much do you agree or disagree with the following statements about your 
level of confidence in successfully conducting these specific tasks?  
 

 

 

Assessment  

 

I am confident I cané 

(1= Strongly Disagree to 5=Strongly Agree) 
 

 

Pretest 

 

Posttest 

Paired 

t-test (n=21) Mean SD 

 

Mean SD 

6. Articulate in concrete terms the reasons why it is important to adopt 
a health equity framework for practice within my division of MDCH 

3.87 .83  4.13 .35 -1.29 

7. Identify and understand what it would mean to apply a health equity 
framework in my day-to-day work 

3.20 .78  3.87 .64 -3.57** 

8. Assess the degree to which my division of MDCH currently applies 
health equity principles in carrying out its responsibilities 

2.73 .70  3.73 .46 -5.12** 

9. State my leadership responsibilities to facilitate needed changes that 
would enable staff to apply health equity principles more fully 

3.21 .89  3.86 .54 -3.80** 

10. Articulate concrete ways leaders can support staff in applying a 
health equity framework to their day-to-day work 

3.33 .82  3.87 .35 -2.78* 

* p < .05,  ** p < .01 

 

Participants showed statistically significant increases in four out of five reported self confidence 

ratings in understanding and applying a health equity framework in their division, assess current 

application of health equity principles and understanding how their leadership role could 

facilitate changes in their division. There was not a significant increase in confidence in being 

able to ñArticulate in concrete terms the reasons why it is important to adopt a health equity 

framework for practice within my division of MDCH.ò However, participants began the Learning 

Lab with higher confidence on this competency than the other four competencies. 
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Pretest and Posttest Open-Ended Questions 

 

11. From what you know right now, answer the following question in concrete terms:  

 

Why is it important to adopt a health equity framework for practice within your division 

of MDCH? 

 

Summary: Most respondents reported improving population health and better monitoring 

health equity as important reasons to adopt a health equity framework within their 

division both before and after the Learning Lab.  Some managers began the Learning Lab 

with more general statements of reducing racial health disparities, but at end of the 

Learning Lab focused more on addressing root causes.  

 

 

Theme:  Improve Population Health (continued on next page) 

 

Pretest Responses (6 Responses) 

 

WIC serves 55% of all infants in Michigan 

and we can have a huge impact on reducing 

infant mortality through equity 

 

We serve the population of MI. When any 

portion of the population has a lesser 

degree of health than the rest of the 

population then that group is not attaining 

the quality level of outcome that they 

could/should be able to obtain within the 

context of the population as a whole. Health 

inequities ARE damaging to the individuals, 

the subgroup and the population as a 

whole. We all pay both financially and 

culturally when there are holes in the equity 

by which people can attain their highest 

level of health 

 

It is important to consider/implement a 

health equity framework within our Division 

to ensure that the Department cumulative 

effect maximizes outcomes for our 

populations 

 

We cannot achieve change in health 

outcomes and the current disparities that 

exist without incorporating equity throughout 

all our thinking and doing 
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Posttest Responses (7 Responses) 

 

It's the only way to significantly improve 

health outcomes 

 

In order to address health inequities and 

improve the health of all populations 

If we want to address maternal and infant 

mortality we need to have this framework. It 

is also important if we want to eliminate 

inequities 

We cannot move MI health outcomes (move 

any of the health needles) without it 

We must adopt a health equity framework to 

promote the health and well being of all 

Michiganders. Without such a framework, 

existing cultural political, social narratives 

will impede progress towards good health in 

all 

It, Health Equity Framework, impacts the 

health outcomes of our at risk population 

To accomplish our departmentôs mission to 

protect, promote and preserve the health of 

all Michigan's population 
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Theme:  Improve Population Health (continued) 

 

Pretest Responses (6 Responses) 

 

If we are to participate in improving the 

health of people of Michigan, we must 

decrease health inequities and disparities. 

To do that, we must adopt a framework of 

health equity 

Impact health outcomes 
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Theme: Improve Health Equity Monitoring

Pretest Responses (3 Responses) 

My division has some of department's 

responsibility for understanding health and 

equity in health --> we must provide all 

types of measures of equity not health 

disparities 

To assure that we are adopting and 

implementing policies, procedures, and 

programs that promote health and wellness 

for all equally. So that all have equal 

opportunity to experience positive health, 

which in turn contributes to positive 

personal outcomes 

To make progress, to effectively improve 

the health status of our population, health 

equity and its impacts must be considered 

and factored(?) into program design, 

services, opportunities, etc. 

Posttest Responses (3 Responses) 

 

For my staff to understand how their role 

impacts the service delivery of programs 

and the individuals served. To understand 

what programs and services are being 

provided to populations and whether the 

outcomes are improving or need to be 

changed 

 

To assure that we are serving the 

population as a whole, reaching everyone & 

providing culturally sensitive care to include 

additional supports as needed 

 

Lifecourse Epi/Genomics DIV --> We need 

to reframe what data we collect (i.e. further 

upstream), so that we can offer more in 

scientific perspective to department's work. 

We are good at pointing out end of process 

- disparities in health, but not good at 

pointing out intervention points/causes. 

Which greatly limits the ability of department 

and partners to address inequity and/or 

show progress (or lack of) 

 

 

Theme: Reduce Health Disparities

 

Pretest Responses (3) 

 

Because we will not be successful in our 

public health work if we don't adopt a health 

equity framework. Our mission is to reduce 

health disparities 

 

Health equity affects health. Reasons for 

health equity are imbedded in laws and 
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regulations, and will require long-term 

efforts to slowly change them 

 

We are charged with promoting health and 

wellness for the maternal child health 

population and to eliminate health 

disparities. To achieve this charge we must 

address inequities. So we must learn how to 

do so.

 

Posttest Responses (0) 

 

N/A 
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Theme: Address Root Causes 

 

Pretest Responses (2) 

In order to address the social, political, and 

structural causes for health inequities 

 

It is extremely important to adopt a health 

equity framework to move beyond 

quantifying disparities and develop 

actionable ways to address fundamental 

root causes of health inequities. Health is a 

fundamental right to all.

 

 

Posttest Responses (4) 

We cannot just look at health disparities 

 

Individuals are important charge agents for 

changing the culture of our institution. 

Learning words 

 

To move the discussion/priority from merely 

recognizing Health Disparities 

 

If we don't acknowledge and address the 

social determinants of health

 

Theme: Other 

 

Pretest Responses (2) 

 

Look at political and social environment 

before building health equity framework 

 

Work toward social justice

 

 

 

Posttest Responses (4) 

 

Health equity must be clearly included in all 

the work we do  

 

Educating upper management on 

importance of health equity 

 

To support and further advance practices,  

policies and allocation of resources to 

eliminate health disparities 
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To assure that we communicate to sub-

recipients, the importance of providing 

services to those in need and not prejudging 

clients 

 

So that we can better serve the families 
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12. From what you know right now, answer the following question in concrete terms:  

 

What it would mean to apply a health equity framework to my day-to-day work? 

 

Summary: Before the Learning Lab, managers reported that applying a health equity 

framework in their daily work would mean an emphasis on health equity, studying 

practices and policies, engaging communities and changing data collection. After the 

Learning Lab, a majority of managers placed an emphasis on changing policies and 

procedures (not just reviewing) and engaging their staff in health equity efforts.  

 

 

Theme: Greater Focus on Health Equity 

 

Pretest Responses (5) 

 

Changing what we do to improve our 

approaches, and also improve outcomes 

 

Address racism at its four levels 

 

It would be an integral component of every 

conversation and discussion made-just as 

we always address costs/funding, for 

example, we would also always include 

analysis of equity as it would relate to the 

action/outcomes/decisions being carried 

out. Equity analysis would be a core 

component of evaluation and QI 

 

With all work completed, pause to add/wear 

equity lens (i.e., developing, approving state 

policies, assessing staff competency related 

to health equity, etc) 

 

To think and apply PRIME in all we do, at 

meetings and in decision making process 
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Posttest Responses (2) 

 

Paying attention to the "old" way of thinking 

and seeing problems - Doing work 

differently with more awareness 

 

Keep the topic and need in the forefront of 

thoughts and activities. 
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Theme: Study Practices and Policies 

 

Pretest Responses (4) 

Monitor progress in plan areas 

 

Stopping to examine what we do, daily, and 

consider how it impacts all potential 

stakeholders.  

 

Research into the program as to where we 

are seeing differences to outreach, 

enrollment, services, and outcomes 

 

Incorporating diverse perspectives into that 

examination process. 

 

 

 

Posttest Responses (0) 

N/A 

Theme: Engaging Communities with Inequities 

 

Pretest Responses (2) 

When opportunities arise to provide 

resources, assistance, and support to local 

communities, understanding and 

considering health equity factors 

contributing to a given communities' social 

and health status. Directing resources in a 

way that empowers communities to be a 

partner in the process of designing 

programs and related activities 

 

Engage affected populations 

Posttest Responses (0) 

N/A 
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Theme: Change Data Collection 

 

Pretest Responses (2) 

Change data systems; Time for explicit 

discussions; Change hiring and 

performance reviews (?) 

 

Evaluate ways data are collected; How 

race/ethnicity may not be collected 

correctly; Improved analyses and data 

collection of SDOH 

 

 

 

Posttest Responses (0) 

N/A 
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Theme: Study Client Needs 

 

Pretest Responses (1) 

Review environment and needs of clients in 

clinics that we operate to see if these are 

strategically placed to offer services 

 

 

Posttest Responses (1) 

 

To ensure that programs are effective and 

reaching the population they intended to 

serve

  

 

Theme: Engage Staff in Health Equity Efforts  

 

Pretest Responses (0) 

N/A

Posttest Responses (6) 

 

Ensure staff receive training in the area of 

equity and that expectation to address 

inequities is incorporated into performance 

evaluations -Delegate equity responsibility 

to all staff -> work collectively to 

identify/address barriers 

 

Incorporate health equity training in 

orientation of new staff and recruitment of 

staff 

 

That I answer questions from staff, 

consumers on a timely basis; That I include 

all staff into projects and seek out 

participation 

 

Identify individually and with staff where 

inequity exists and if we or others we 

influence can/will change that provide 
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mentoring/opportunities to staff to be 

mentored in how to talk/work on equity= 

stretch goals? 

-Provide necessary resources for staff to 

excel, identify (up arrow) resource needs to 

higher management 

 

Provide specific opportunities for staff to 

think about and speak about those thoughts 

Include staff in the how to do it including 

how to deal with barriers 

 

 

Theme: Change Policies and Procedures to focus on Health Equity (continued next page) 

 

Pretest Responses (0) 

N/A

 

Posttest Responses (12) 

 

Infusion means thinking about everything 

we do in my section to address health 

equity, including how we conduct staff 

meetings, hire and prepare new staff, 

develop work plans, etc 

 

Infuse a health equity lens in hiring and 

supervising staff, in planning interventions 

and in developing policies and practices  

really "putting on" that health equity lens 

and explore transforming possibilities - 

sharing those with others. 

 

That I am always asking the questions 

around a health equity lens 

 

- Observe, with health equity lens, current 

operations -Identify areas in need of 

improvement/additional focus - Incorporate 

equity awareness/receptively into having 

processes  
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This is a tougher question, but I would like 

to approach my work and review my tasks 

through a health equity lens. This may 

mean slowing down and reconsidering 

certain assumptions and routine processes, 

procedures, protocols, etc. 

 

1. Incorporate in "business as usual" - 

routinely address in: epi 

seminars/brownbags - division work plan; 

staff meetings; -division contracts; -1:1 

meetings and performance reviews; -

program grant application; -analysis plans; -

hiring/selection of interns; -"other duties as 

assigned" -> build capacity? 2. "Walk the 

talk" & " talk the talk" through personal 

action & interpersonal dialog 3. 4. Seek out 

money or redirect money to develop health 

Theme: Change Policies and Procedures to focus on Health Equity (continued) 
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Posttest Responses (12) 

 

equity structural surveillance (not just 

disease and people surveillance) 

 

Create an environment where it is expected 

to be a priority. Establish its importance in 

policy, hiring process, employee and 

program management 

 

To look at programs, policies, activities and 

issues if there are consequences of these 

program, policies, activities that impact 

populations differently or contribute to 

disparities 

 

Every decision and/or action taken as a 

manager - whether for staff, program or 

interaction with other managers would be 

based on this as its foundation 

 

Include health equity in our policy process, 

staff selection, staff 1 on 1 meetings, and 

our daily interactions with the stakeholders 

 

Specifically infuse into hiring process, 

funding formulas, resources matched to 

need, contract language, planning, advisory 

groups, QA/QI processes, etc, etc - many 

areas are under my/our ability to impact 

 

Theme: Other (continued on next page) 

 

Pretest Responses (6) 

 

I can't 

 

Need to do/learn much more 

 

It would be my dream come true! 

 

I need to understand the reasons for using 

race/ethnicities in my work 

 

Barriers to reaching population  
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Posttest Responses (3) 

 

I struggle to identify concrete things I can do 

to apply a health equity framework in my 

day to day work 

 

That I approach my day-to-day work in a 

positive manner and make decision which 

best meet the needs of my staff and the 

delivery of services to our various 

communities 

 

I don't see how it would change my daily 

work as our focus is on serving families 

Theme: Other (continued) 

 

Pretest Responses (6) 

 

Look more upstream to effect of 

fundamental root causes on health 
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13. From what you know right now, answer the following question in concrete terms:  

 

What are your leadership responsibilities to facilitate needed changes that would 

enable staff to apply health equity principles more fully? 

 

Summary: Before the Learning Lab, managers reported several methods to help staff 

better apply health equity principles. These ideas included increasing health equity 

learning opportunities, leading change within the division, and changing policies and 

procedures. Some managers also reporting creating a supportive work environment for 

staff and being a role model in applying health equity principles before the Learning Lab. 

At the end of the Learning Lab a large portion of managers shifted from their beginning 

comments and listed creating a supportive environment and being a role model as ways 

to facilitate change. 

 

Theme: Create a Supportive Environment 

 

Pretest Responses (4) 

 

I have a responsibility to support an 

environment that will enable staff to apply 

health equity principles 

 

Fully support it. Be willing to verbally and 

outwardly support it 

 

Support staff's understanding of health 

equity 

 

Support facilitate staff plan/section plan

 

Posttest Responses (9) 

 

Assure they have the encouragement and 

support to continue developing an equity 

view in their work. 

 

I need to promote an environment in which 

staff feel comfortable discussing these 

issues. I need to have this as a discussion 

point in all section meetings, one on one 

meetings, etc 

 

Create environment that is supportive of this 

work and allows it to move ahead 

 

Allow them to express concern they note or 

see and discuss 
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I believe the key is to engage staff in an on-

going dialogue about health equity and 

social "justice" principles and their 

application. 

 

Talk about, make it allowed and acceptable 

and encourage others to talk about and be 

involved in solution 

 

Provide time and space for team to identify 

issues and to problem-solve. 

 

Provide open communication, listen and 

assist my staff to make productive decisions 

 

Empower staff, local agencies to address 
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Theme: Managing Organizational Change 

 

Pretest Responses (4) 

 

Can state some, but not to the extent 

needed; To guide as well as to support 

across program and system, change work 

responsibilities, hiring and staff evaluation 

practices, resource allocation decision - to 

name a few 

 

Oversight of how we distribute resources; 

set and recommend policies, protocol, and 

procedures for programming; Assure we 

monitor progress or lack thereof; and hire a 

diverse staff and support their integration 

within the segregation(?) to always assure 

we look at what we are (hopefully) changing 

and doing with an equity lens 

 

Assess political environment and maneuver 

through bureaucratic system to make 

changes 

 

Lead the direction toward research and 

evaluation of differences found, can they be 

explained or not by racial, cultural, gender 

assessment etc. 

 

Posttest Responses (3) 

 

Provide the guidance, resources and 

direction to staff to assure we consistency 

apply health equities in the work we do. 

 

Gain support from upper management and 

HR 

 

Inform and advocate for policy changes that 

may be barriers to equity
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Theme: Increase Learning Opportunities

 

Pretest Responses (4) 

To increase my own knowledge and 

awareness; to support my staff and people 

around me to do the same. For all of us to 

then apply what we are learning and test 

and question whether we are achieving 

outcomes 

 

Ensure staff training/competency; Provide 

support to staff attempting implementation 

of change; Ensure enforcement of change 

 

To constantly learn and grow in my own 

understanding of how to do this work more 

effectively 

 

Q10: See #7 -> can redirect work priorities 

but really need to provide space and 

training for health equity lens over all our 

work 

 

Posttest Responses (2) 

 

Ensure that all Div. staff understand HESJ 

terms and concepts; provide opportunity for 

them to "talk" the new language in the 

context of challenges and opportunities in 

public health 

 

To provide info to staff on health equity, 

provide them the opportunity to understand 

and participate in trainings. To facilitate and 

provide assistance to staff when they have 

questions 

 

 

Theme: Change Policies and Procedures 

 

Pretest Responses (2) 

I can create and implement policies that 

promote health equity principles in the 

Cancer Prevention and Control Section 

 

Ensure that programs, activities, resources, 

incorporate principles to strive to achieve 

equity.
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Posttest Responses (1) 

Adding it to their performance objectives - 

Mandating it as part of all programs and 

initiatives -Discussing it as a group in Unit 

meeting 
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Theme: Act as a Role Model 

 

Pretest Responses (2) 

To lead by example and challenge 

managers/staff to include PRIME in all we 

do 

 

Model behaviors, I don't actually supervise 

anyone

 

 

Posttest Responses (5) 

I need to model the practices in my work 

with them and in exchange with 

administration. 

Be an example of making it a priority and 

taking action on a consistent basis 

I need to be thinking about it and articulate 

health equity principles as I prioritize tasks 

As a leader my job is to facilitate staff buy-in 

and accountability 

Incorporate health equity methods into 

division's work and strategic plan but also 

into my own work -> and deliberately 

articulate this approach to staff and 

supervisors and partners

Theme: Other 

Pretest Responses (1) 

Continue to obtain Administrative Sanction; 

Report and monitor; Find out about 

Appendix B items and how relate

 

 

Posttest Responses (4) 

Guide and support the work; support, 

address and track when inequity/injustice 

issues are id'd and what was done to 

address them 

Develop a learning organization to avoid 

group-think. Ensure that there is diversity of 

thought 

- Keep equity front and center -Make time 

for equity projects, but also incorporate 

considerations into day-to-day ops and 

decision making -Allocate resources 

equitably, not necessarily equally -Collect 

data measures routinely - monitor for 

improvement, make adjustments as needed 

based on outcomes -Assess staff 
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competency with subject matter - address 

where needed 

Identification of gaps/issues related to 

health equity with/via staff 
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13. From what you know right now, answer the following question in concrete terms:  

 

In what ways can leaders support staff in applying a health equity framework to their 

day-to-day work?  

 

Summary: Before the Learning Lab, managers reported that they could assist staff by 

emphasizing health equity and having supportive discussions with staff. After the 

Learning Lab, managers reported improving communication with staff by having more 

supportive discussions and asking staff for input. Additionally, managers suggested 

providing health equity training for their staff and creating a supportive work 

environment. 

 

 

Theme: Focus on Health Equity 

 

Pretest Responses (6) 

Change data systems; Change hiring and 

performance reviews (?) AND can redirect 

work priorities but really need to provide 

space and training for health equity lens 

over all our work 

 

increase the use of analyzing and 

discussing using an equity lens for a 

growing part of our daily work 

 

Provide necessary training and resources; 

Be consistent in expectations re: 

incorporation of equity framework; enforce 

 

Apply challenging questions about what 

they have considered in recommendations 

and decisions, documents development 

 

Make racism a public health focus. Assess 

a way for all programs to have a core 

manner and methods to gather information - 

apples to apples to identify overall 

discrepancies and difference between 

programs 

 

At the department level, leaders can make 

addressing factors determining health equity 

a priority, direct resources to it, initiate 

collaboration among departments and 

agencies to address these cross-cutting 

issues 
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Posttest Responses (3) 

Making it an important component of work 

plans -Commit resources to it -

Monitor/follow up 

 

Create structures/committees/workgroups to 

identify improvement opportunities and then 

act on these opportunities 

 

Identify more specific ways to "Use an 

equity lens" and then apply/transfer to other 

areas
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Theme: Supportive Discussions with Staff

 

Pretest Responses (6) 

During one-on-one staff/leader meetings - 

reinforce, reinforce, reinforce - Talk 

Personal, Interpersonal, Cultural 

Continue learning, share and 

communication in ALL we do in WIC 

 

Continue learning, share and 

communication in ALL we do in WIC  

 

Time for explicit discussions 

 

Make oneself available to 

brainstorm/contribute to change discussion 

Set expectations, measure results, share 

knowledge - talk about it.  

 

Set expectations, measure results, share 

knowledge - talk about it. 

 

To fully support, both verbally and officially, 

staff in this topic

Posttest Responses (6) 

1 on 1 discussions and provide regular 

updates on projects than we have (via 

prime) initiated based on our health equity 

lens. 

 

-Discussions 

 

Encourage dialogue about equity and 

justice, establish criteria to recognize  

activities that promote health equity 

 

Listen 

 

Ask at monthly individual meetings with 

performance productivity check in. Be open 

to discussion - make suggestions as 

changes are realized 

 

Listen to recommendations and suggestions 

 

 

 

Theme: Ask Staff for Health Equity Input

 

Pretest Responses (0) 

 

N/A
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Posttest Responses (4) 

 

- what is/are health equity issues you can 

address or that require management 

support to impact. -Examine, discuss with 

management team means to remove 

barriers - if beyond scope of my 

authority/responsibility 

 

Make goals in workplans and performance 

evaluations related to health equity 

 

Review work together using a shared health 

equity lens 

 

seek input from staff members 

 

 

 

 

 

 

Theme: Provide Health Equity Training

 

Pretest Responses (0) 

 

N/A

Posttest Responses (6) 

 

Practicing questions and even requirements 

to help them acquire another perspective.  

 

Ensure that staff are oriented and trained 

about health equity.  

 

Make sure they understand the language 

and concepts of HESJ 

 

Assure they have access and require 

participation in equity training opportunities 

especially as related to their job 

requirements and their professional or 

position work. 
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Include health equity in staff meetings 

 

Provide trainings 
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Theme: Create Supportive Environment

 

Pretest Responses (0) 

 

N/A

Posttest Responses (7) 

 

See #10 (Allow them to express concern 

they note or see and discuss) 

 

-Encouragement -Listening -Follow-up on 

issues  

 

Assure safe, and receptive environment for 

doing (?) so infuse more accountability to do 

so. 

 

Provide information and support. 

 

See above (I need to promote an 

environment in which staff feel comfortable 

discussing these issues. I need to have this 

as a discussion point in all section 

meetings, one on one meetings, etc) 

 

Provide time for one-on-one reinforcement;  

Provide necessary resources; Offer positive 

reinforcement; Share positive outcomes 

 

make sure staff have safe environments to 

provide input. 
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Theme: Other 

 

Pretest Responses (4) 

 

Apply principles to building health equity 

framework 

 

Again, I can do some-need to understand 

how to do more 

 

See #10 (Continue to obtain Administrative 

Sanction; Support facilitate staff 

plan/section plan; Report and monitor; Find 

out about Appendix B items and how relate) 

 

Demonstrate by example

 

Posttest Responses (1) 

 

All analysis, data collection and 

dissemination is done to improve 

understanding of upstream causes of health 

impact(?)
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Posttest Only Evaluation Questions 

 

 

15. In what ways will this Learning Lab help you better address racial health disparities at 
your job?   
 

Please list your ideas of what you could do or would like to do in your job that is 

different from what you are currently doing. 

 

Summary: Management Staff reported a variety of ideas for how they could make 

changes in their job to better address racial health disparity. Participants listed changes 

in relation to hiring and reviewing staff, along with adjusting staff work tasks. Other 

participants reported feeling more confident to lead in addressing racial health 

disparities and some participants listed how they could prioritize work with a health 

equity focus.  

 

 

Improve Hiring and Performance 

Reviews (4) 

 

Incorporate health equity in: job postings, 

hiring, new staff orientation, workplans 

 

Include new/better interview questions on 

health equity - Add performance evaluation 

factors that include health equity 

 

Formalize WIC public health 

consultant/analyst staff hiring process with 

HR of internal tool per jeanette lightenings 

description vs. having to do separately for 

each position 

 

Add additional questions for interviews ï 

 

Improve Data Collection and Analysis (4)  

 

Place priority on data gathering and 

analysis of the racial make-up of the 

program 

 

Like to collect data and change forms so 

that two programs are collecting data to see 

who we are serving. Change forms & 

require data collection. Include health equity 

in performance plan 
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Gather additional data 

 

Renew existing data - are there racial/ethnic 

disparities in rate of returned applications? - 

utilization differences 

 

Use New Confidence and Resources (3) 

 

These labs assist me with "providing 

permission" or increasing my confidence 

with management decisions, such as 

decisions re: allocation of resources. 

Example: Breastfeeding training resources - 

extra resources recently printed for areas 

where disparities are more prominent, so 

opposed to equal distribution across state. 

 

I have a new vocabulary for articulating 

issues, goals and actions. I am out of my 

comfort zone. 

 

Push myself and others to the "alternative 

Public Health Narrative". Great visual to 

help see the strengthening of visions. 

 

Continue Working with Others (3) 

 

Exchange of ideas was helpful and would 

love to include scenario development 

 

Work cross divisions on applicable Health 

Equity follow-up issues (like Jeff Spitzley's 

follow-up of those that "drop out" of 

program) 

 

I also need to find new ways to 

systematize/institutionalize process, policies 

and procedure to address health disparities. 

I need to continue the dialogue with staff in 

more formal and informal ways 

 

Reset Priorities (3) 

 

Be more realistic about how I prioritize work 

and delegation of work to staff 

 

Don't do business as usual. Consider 

alternative methods. Example - partnering 

with community based agencies 

 

Assess advisory committee membership. 

Assess communication efforts 

 

Provide Guidance for Providers (1) 

 

Incorporate more information for providers  

 

 

Other (5) 

 

I believe that I am wearing a health equity 

lens more-but still not enough. 
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Again I don't see how this will better 

address disparities as we continue to serve 

our families 

What is multi-tasking? 

 

Related to previous answers (Assure safe 

and receptive environment for doing (?) so 

infuse more accountability to do so. Identify 

more specific ways to "Use an equity lens" 

and then apply/transfer to other areas) 

 

made me think about management 

definitely 

 

Think about how to be sensitive to 

populations we are serving 
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16. How did this Learning Lab improve your specific knowledge or skills you use for your 
job?   
 

Please list the specific areas of knowledge or skill development that improved. 

 

Summary:  Managers reported enjoying the discussions with other managers who had 

already made changes to support health equity. These discussions gave managers 

confidence and ideas on how they could make changes within their own sections. 

Several managers mentioned wanting to develop a more supportive relationship with 

staff that would foster health equity ideas. 

 

 

(15 responses) 

 

Staff Management Ideas (4) 

 

Increased my awareness and how I need to 

encourage/foster this with my staff 

 

Increased awareness/sensitivity; Looking 

forward to session with staff 

 

Improvement in understanding of ways to 

incorporate equity principles with managing 

staff 

 

More understanding and concrete ideas for 

the range of areas I can impact (again, 

areas mentioned under previous question 

responses: Assure safe, and receptive 

environment for doing (?) so infuse more 

accountability to do so. Identify more 

specific ways to "Use an equity lens" and 

then apply/transfer to other areas) 

 

Discussions about Health Equity 

Activities (4) 

 

The discussion with other PHA manager is 

extremely helpful 

 

I like the sharing among different sections. 

 

Loved loved loved the exchange of ideas 

hacce(?) folks are doing to building into 

ongoing follow up 

 

Concrete examples from colleagues about 

what they are doing 
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Hiring and Staff Performance Reviews (2) 

 

Improve hiring and orientation process of 

new employees 

 

Help with interviewing and staff 

performances plans. 

 

Health Equity Concepts (2) 

 

Health equity vs health disparity 

 

Exploring knowledge of broad concepts. 

The public health "narrative" for example 

 

Improved Confidence and Commitment 

(2) 

 

Making sure feel confident about  

See 13 (Again I don't see how this will 

better address disparities as we continue to 

serve our families) 

 

It enhanced my commitment to apply a 

health equity framework for practice within 

my division 

 

Health Equity Resources (1) 

 

Learned of Health Equity work group - need 

central repository to discuss those lessons 

learned 

 

 

 

 

17. In what ways did this Learning Lab disappoint you or fail to meet your expectations? 
 

Summary: The most common disappointment among managers was a desire for more 

time, particularly for discussion. Others wanted to have more sessions on health equity. 

A large portion of managers reported not being disappointed by the Learning Lab.   

   

 

Need More Time (6) 

 

Provide more time for discussion but realize 

that it is difficult for long meetings 

 

more time needed for discussion 

 

Just when the discussion is getting good, it 

ends! 
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I often felt rushed. Maybe expect to cover 

less material? 

 

Not enough sessions!  

 

I would just like to have this ALL the time! It 

was so helpful to get to frame the dialog 

(example narrative) and to get the support 

of other managers!!! 

 

Difficult to Understand Concepts and 

Applications (1) 

 

concepts still in the cloud - hard to bring 

them down to specific actions 

 

None/Not Applicable (6) 

 

NOT APPLICABLE AT ALL! 

 

None (2) 

 

N/A = was very helpful 

 

N/A 

 

not disappointed! 

 

Other (2) 

 

Need to address what seems to be a 

hearing loss - disappointed that I had a hard 

time hearing everyone! 

 

? 
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18. What would have made this Learning Lab more successful? 
 

Summary:  Managers suggested that the Learning Lab sessions be longer and that 

sessions continue to occur periodically as they move forward. A few managers wanted 

more concrete examples or additional time to develop ideas of what they could do in 

their work.  

 

 

Needed More Time (3) 

 

Probably could have used more time 

 

Allow more time for small group discussion- 

was a little rushed 

 

More time to further develop the activities 

from session 3; spend less time in session 

on generic leadership 

 

None (3) 

 

Nothing! 

 

N/A (2) 

 

Continued Support (2) 

 

Repeat this supportive exchange 

 

Would love to see an ongoing learning lab 

quarterly meeting. We can make it happen. 

 

 

 

 

 

 

 

 

More Examples (2) 

 

More case studies; more opportunities to 

implement what I was learning in the lab 

settings 

 

I would like more concrete examples of 

actions to take to promote health equity 

 

Enjoyed working with others (2) 
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The more interactive, small groups engaged 

in probing answers to questions was great 

 

Great combination of sharing, learning, 

collaborative - very effective! 

 

Other (2) 

 

Create a cross-division forum to piggy-back 

related initiatives that address Health Equity 

with similar population groups made 

vulnerable 

 

Parking at USB is a challenge - some staff 

are not able to walk this distance 
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On a five-point scale, how useful was this Learning Lab for your work?   
Circle one answer: 

 

 1 2 3 4 5 

 Not at all A little  Somewhat Very Extremely 

 Useful Useful Useful Useful Useful 
 

Mean Rating for the CSHCS Manager Learning Lab: 4.11  

Mean Rating for the CSHCS HESJ Workshop: 3.81 

Mean Rating for the WIC HESJ Workshop: 4.18 

Mean Rating for the HESJ Workshop: 4.14 

Mean Rating for the Health Equity Learning Lab 3: 3.44 

Mean Rating for the Health Equity Learning Lab 2: 3.84 

Mean Rating for the Health Equity Learning Lab 1: 3.68 

Mean Rating for the UR Workshop:  3.96 

Standard Deviation: .99 (CSHCS HESJ 1.14,UR: .93; HESJ: .85; WIC HESJ: .91) 

 




