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Basic Indicator Information 
 
Name of indicator: Adverse Childhood Experiences Among Adults 
(LC-01) 
 
Brief description: Prevalence of adverse childhood experiences 
 
Indicator category: Childhood Experiences 
 
Indicator domain: Risk/Outcome 
 
Numerator: Number of adults ages 18 and over responding to the 
Behavioral Risk Factor Surveillance System (BRFSS) survey who 
report that they experienced three or more adverse childhood 
experiences (ACE) 
 
Denominator: Number of adults ages 18 and over 
 
Potential modifiers: Age, race/ethnicity, gender, education level, 
income level  
 
Data source: Behavioral Risk Factor Surveillance System (BRFSS) 
 
Notes on calculation: The BRFSS ACE module consists of 11 
questions within eight categories of ACEs (verbal abuse, physical 
abuse, sexual abuse, household mental illness, household substance 
abuse, domestic violence, parental separation/divorce, and 
incarcerated family members). Respondents are told that the 11 
questions referred to the time before they were aged 18 years. The 
questions in the ACE module are listed below, headed by the eight 
categories of ACEs. 
 
1) Verbal abuse: "How often did your parent or adults in your 

home ever swear at you, insult you, or put you down?"  
2) Physical abuse: "How often did your parents or an adult in 

your home ever hit, beat, kick, or physically hurt you in any 
way? Do not include spanking."  

3) Sexual abuse: 
a) "How often did anyone at least five years older than 

you or an adult, ever touch you sexually?" 
b) "How often did anyone at least five years older than 

The Life Course 
Metrics Project 
 
As MCH programs begin to develop new 
programming guided by a life course 
framework, measures are needed to 
determine the success of their 
approaches. In response to the need for 
standardized metrics for the life course 
approach, AMCHP launched a project 
designed to identify and promote a set of 
indicators that can be used to measure 
progress using the life course approach 
to improve maternal and child health. 
This project was funded with support 
from the W.K. Kellogg Foundation. 
 
Using an RFA process, AMCHP selected 
seven state teams, Florida, Iowa, 
Louisiana, Massachusetts, Michigan, 
Nebraska and North Carolina, to 
propose, screen, select and develop 
potential life course indicators across 
four domains: Capacity, Outcomes, 
Services, and Risk. The first round of 
indicators, proposed both by the teams 
and members of the public included 413 
indicators for consideration. The teams 
distilled the 413 proposed indicators 
down to 104 indicators that were written 
up according to three data and five life 
course criteria for final selection. 
 
In June of 2013, state teams selected 59 
indicators for the final set. The indicators 
were put out for public comment in July 
2013, and the final set was released in 
the Fall of 2013. 
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monthly in all 50 states, the District of Columbia, Puerto Rico, the U.S. Virgin Islands, and Guam for adults 18 years and 
older. CDC provides state and national level prevalence data on their web site. 
 
The CDC develops approximately 80 BRFSS questions each year. Some of these are core questions asked each year, 
and some are rotating core questions asked every other year. There are also CDC supported modules that address 
specific topics that states can use on an optional basis. States can also develop additional questions to supplement the 
core questions (CDC 2008). Modules used by states are noted on the CDC website. 
 
Local level estimates for BRFSS data can be obtained using the Selected Metropolitan/ Micropolitan Area Risk Trends 
(SMART) data. Local areas are metropolitan or micropolitan statistical areas (MMSAs) as defined by the Office of 
Management and Budget. SMART data is currently available for data going back to 2002 for MMSAs with 500 or more 
respondents.  
  
The ACE questions are currently available as an optional CDC module. As a result, the collection of ACE data is not part 
of the required set of questions that must be collected by all states on a routine basis (CDC 2010). The data are relatively 
timely; the 2012 BRFSS data were released in July 2013, indicating an approximate six month delay in data availability for 
the preceding year. 
 
Data quality 
Numerous studies have compared estimates of chronic conditions and behaviors obtained from BRFSS to other national 
surveys including the National Health Interview Survey and the National Health and Nutrition Examination Survey; while 
there are some differences, findings on overall health status and certain chronic conditions tended to be similar despite 
declining response rates for BRFSS. 
 
Since some questions on the BRFSS address sensitive health conditions and behaviors, there is intermittent missing data 
throughout the dataset. However, refusal to answer generally accounts for a small proportion of responses for most data 
elements. The notable exception is income, where refusals accounted for more than 23 percent of the data in one state in 
2010; the median percent missing across BRFSS for income in 2010 was 14 percent. 
 
Quality control computer programs are used to check the raw data for values out of range. CDC performs quality checks 
for core questions, and each state has its own protocol for checking state-specific questions. Interviewers are monitored 
during the annual questionnaire pilot period and intermittently during the data collection period to determine whether any 
interviewer bias exists and to correct any bias that might be found. On an ongoing basis, 10 percent of interview calls are 
verified. 
 
Prior to 2011, the sampling for BRFSS represented only adults living in a private residence with a landline telephone, but 
starting in 2011, the sample also included data from respondents living in cell phone-only households. Weighted response 
rates are presented by state. For 2011, the median weighted response rate for the combined cell phone and landline was 
49.7 percent. 
 
The survey adjusts for non-response to reduce the known differences between respondents and non-respondents. 
Although participants interviewed may not represent a state in terms of age, sex and race distribution, it is believed that 
weighting the data corrects for this potential bias. As with other health surveys, estimates are based on self-report data 
and they may over- or underestimate the actual prevalence of a particular risk factor in the population. Despite some 
oversampling in states by geography, the annual sample size is too small to compute precise estimates at the county 
level. The child prevalence data are reliant on proxy report from the adult respondent to the BRFSS and may be subject to 
misclassification related to this method. 
 
The ACE questions were adapted from large, validated survey instruments measuring the frequency of adverse childhood 
experiences. The BRFSS ACE module was initially tested in five states (Arkansas, Louisiana, New Mexico, Tennessee, 
and Washington).  
 
Studies specific to the quality of data from the ACE module are not available. Factors that might impact the quality of the 
BRFSS and/or ACE data include:  
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Basic Indicator Information 
 
Name of indicator: Substantiated Child Maltreatment (LC-03) 
 
Brief description: Substantiated child maltreatment including 
experience of physical abuse, neglect or deprivation of necessities, 
medical neglect, sexual abuse, psychological or emotional 
maltreatment 
 
Indicator category: Childhood Experiences 
 
Indicator domain: Risk/Outcome 
 
Numerator: Number of children (under age 17 years) with reports of 
maltreatment types that include physical abuse, neglect or deprivation 
of necessities, medical neglect, sexual abuse, psychological or 
emotional maltreatment and the report is considered substantiated 
 
Denominator: Number of children under 17 years of age in the state 
 
Potential modifiers: Age of child, race, ethnicity 
 
Data source: National Child Abuse and Neglect Data System 
(NCANDS) 
 
Notes on calculation: The numerator is comprised of the number of 
children with reports of maltreatment types that correspond to the 
following codes: ChMal1, ChMal2, ChMal3, ChMal4 with value of 
anything other than 6 (no alleged maltreatment) AND Mal1Lev, 
Mal2Lev, Mal3Lev, Mal4Lev with value of 1, 2, 3, or 4 (substantiated, 
indicated or reason to suspect, alternative response victim, alternative 
response non-victim). The data source can be found at: 
ndacan.cornell.edu/ndacan/Datasets/Abstracts/DatasetAbstract_NCA
NDS_Child_File.html  
 
Similar measures in other indicator sets: HP 2020 Focus area IVP-38; 
MIECHV Benchmark Area Prevention of Child Injuries, Child Abuse, 
Neglect, or Maltreatment, and Reduction of Emergency Department 
Visits: Reported substantiated maltreatment (substantiated/ indicated/ 
alternative response victim) for children in the MIECHV program 
 

The Life Course 
Metrics Project 
 
As MCH programs begin to develop new 
programming guided by a life course 
framework, measures are needed to 
determine the success of their 
approaches. In response to the need for 
standardized metrics for the life course 
approach, AMCHP launched a project 
designed to identify and promote a set of 
indicators that can be used to measure 
progress using the life course approach 
to improve maternal and child health. 
This project was funded with support 
from the W.K. Kellogg Foundation. 
 
Using an RFA process, AMCHP selected 
seven state teams, Florida, Iowa, 
Louisiana, Massachusetts, Michigan, 
Nebraska and North Carolina, to 
propose, screen, select and develop 
potential life course indicators across 
four domains: Capacity, Outcomes, 
Services, and Risk. The first round of 
indicators, proposed both by the teams 
and members of the public included 413 
indicators for consideration. The teams 
distilled the 413 proposed indicators 
down to 104 indicators that were written 
up according to three data and five life 
course criteria for final selection. 
 
In June of 2013, state teams selected 59 
indicators for the final set. The indicators 
were put out for public comment in July 
2013, and the final set was released in 
the Fall of 2013. 
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Basic Indicator Information 
 
Name of indicator: Homelessness (LC-07A/B) 
 
Brief description:  

a. Prevalence of homelessness among individuals 
b. Prevalence of homelessness among families. 

 
Indicator category: Community Well-being 
 
Indicator domain: Risk/Outcome 
 
Numerator:  

a. Number of individuals experiencing homelessness in a given 
county 

b. Number of families experiencing homelessness in a given 
county 
Denominator:  

a. Total county population 
b. Total # families at county level 

 
Potential modifiers: Race, ethnicity, sex, age, geographic location 
 
Data source: U.S. Department of Housing and Urban Development, 
Annual Homeless Assessment Report to Congress 
 
Notes on calculation: The Annual Homeless Assessment Report 
(AHAR) to Congress can be accessed here: 
hudhdx.info/PublicReports.aspx. Families are defined as any 
household that includes at least one adult over 18 years old and one 
child who is younger than 18 years old. All other persons, including 
those in multi-person households consisting of only adults or only 
children, are reported as single individuals. At the state level, 
calculate by county, or roll into a summary indicator that is the rate of 
homelessness per population in the state. Alternatively, the analyst 
could choose a cutoff value for the rate and at the state level, report 
the percent of counties with at least X percent of individuals (or 
families) that are experiencing homelessness. 
 
Similar measures in other indicator sets: None 
 

The Life Course 
Metrics Project 
 
As MCH programs begin to develop new 
programming guided by a life course 
framework, measures are needed to 
determine the success of their 
approaches. In response to the need for 
standardized metrics for the life course 
approach, AMCHP launched a project 
designed to identify and promote a set of 
indicators that can be used to measure 
progress using the life course approach 
to improve maternal and child health. 
This project was funded with support 
from the W.K. Kellogg Foundation. 
 
Using an RFA process, AMCHP selected 
seven state teams, Florida, Iowa, 
Louisiana, Massachusetts, Michigan, 
Nebraska and North Carolina, to 
propose, screen, select and develop 
potential life course indicators across 
four domains: Capacity, Outcomes, 
Services, and Risk. The first round of 
indicators, proposed both by the teams 
and members of the public included 413 
indicators for consideration. The teams 
distilled the 413 proposed indicators 
down to 104 indicators that were written 
up according to three data and five life 
course criteria for final selection. 
 
In June of 2013, state teams selected 59 
indicators for the final set. The indicators 
were put out for public comment in July 
2013, and the final set was released in 
the Fall of 2013. 
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These indicators are relatively simple to calculate across geographic regions, once the data has been obtained. Data can 
be obtained by generating reports through the HUD or DOE websites but this must be done county by county in a given 
state for HUD data which makes the indicator somewhat time-consuming to produce.  
 
The indicator components are fairly easy to communicate and to understand but may have different meanings and are 
indicative of potentially different problems and populations (e.g., individual homelessness due to severe mental illness 
versus family homelessness due to economic instability), and consequently, different methods of prevention. 
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Basic Indicator Information 
 
Name of indicator: Homicide rate (LC-08) 
 
Brief description: Homicide rate 
 
Indicator category: Community well-being 
 
Indicator domain: Risk/Outcome 
 
Numerator: Total homicide-related deaths 
 
Denominator: Total population 
 
Potential modifiers: Race, ethnicity, sex, age, socioeconomic status, 
geographic region 
 
Data source: National Vital Statistics System (NVSS) records 
 
Notes on calculation: Multiply by 100,000 for rate 
 
Similar measures in other indicator sets: HP 2020 Focus area IVP-29 
 

The Life Course 
Metrics Project 
 
As MCH programs begin to develop new 
programming guided by a life course 
framework, measures are needed to 
determine the success of their 
approaches. In response to the need for 
standardized metrics for the life course 
approach, AMCHP launched a project 
designed to identify and promote a set of 
indicators that can be used to measure 
progress using the life course approach 
to improve maternal and child health. 
This project was funded with support 
from the W.K. Kellogg Foundation. 
 
Using an RFA process, AMCHP selected 
seven state teams, Florida, Iowa, 
Louisiana, Massachusetts, Michigan, 
Nebraska and North Carolina, to 
propose, screen, select and develop 
potential life course indicators across 
four domains: Capacity, Outcomes, 
Services, and Risk. The first round of 
indicators, proposed both by the teams 
and members of the public included 413 
indicators for consideration. The teams 
distilled the 413 proposed indicators 
down to 104 indicators that were written 
up according to three data and five life 
course criteria for final selection. 
 
In June of 2013, state teams selected 59 
indicators for the final set. The indicators 
were put out for public comment in July 
2013, and the final set was released in 
the Fall of 2013. 
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Basic Indicator Information 
 
Name of indicator: Household Food Insecurity (LC-09) 
 
Brief description: Household Food Insecurity 
 
Indicator category: Community Well-being 
 
Indicator domain: Risk/Outcome 
 
Numerator: Number of households experiencing food insecurity 
(household reports being unable to afford balanced meals, having to 
cut the size of meals because of too little money for food, or being 
hungry because of too little money for food.) 
 
Denominator: Number of households 
 
Potential modifiers: Adjunctive eligibility in TANF and Medicaid, 
race/ethnicity, age, education, income, geography, and rural/urban 
residence 
 
Data source: United States Department of Agriculture (USDA) 
Economic Research Service (ERS) 
 
Notes on calculation: Food insecurity is a status assigned by USDA 
based on the responses to a series of questions: household reports 
being unable to afford balanced meals, having to cut the size of 
meals because of too little money for food, or being hungry because 
of too little money for food. The estimate is available pre-calculated 
from http://www.ers.usda.gov/. 
 
Similar measures in other indicator sets: Healthy People 2020 focus 
area NWS-13 
 

The Life Course 
Metrics Project 
 
As MCH programs begin to develop new 
programming guided by a life course 
framework, measures are needed to 
determine the success of their 
approaches. In response to the need for 
standardized metrics for the life course 
approach, AMCHP launched a project 
designed to identify and promote a set of 
indicators that can be used to measure 
progress using the life course approach 
to improve maternal and child health. 
This project was funded with support 
from the W.K. Kellogg Foundation. 
 
Using an RFA process, AMCHP selected 
seven state teams, Florida, Iowa, 
Louisiana, Massachusetts, Michigan, 
Nebraska and North Carolina, to 
propose, screen, select and develop 
potential life course indicators across 
four domains: Capacity, Outcomes, 
Services, and Risk. The first round of 
indicators, proposed both by the teams 
and members of the public included 413 
indicators for consideration. The teams 
distilled the 413 proposed indicators 
down to 104 indicators that were written 
up according to three data and five life 
course criteria for final selection. 
 
In June of 2013, state teams selected 59 
indicators for the final set. The indicators 
were put out for public comment in July 
2013, and the final set was released in 
the Fall of 2013. 
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Basic Indicator Information 
 
Name of indicator: Poverty (LC-10) 
 
Brief description: Percent of population living under the Federal 
Poverty Level 
 
Indicator category: Community Well-being 
 
Indicator domain: Risk/Outcome 
 
Numerator: Number of families below the Federal Poverty Line or 
FPL (determined by U.S. Thresholds) 
 
Denominator: Total number of families 
 
Potential modifiers: age, sex, race, ethnicity, geographic location. If 
age, sex, race and ethnicity are examined as moderators, data users 
should limit analysis to the number of individuals living below the FPL, 
as opposed to the number of families or households, as these units 
are less amenable to sub-group analyses. 
 
Data source: American Community Survey (ACS) 
 
Notes on calculation: Families are defined as any household that 
includes at least one adult over 18 years old and one child who is 
younger than 18 years old. All other persons, including those in multi-
person households consisting of only adults or only children, are 
reported as single individuals. 
 
Similar measures in other indicator sets: HP 2020 Focus area SDOH-
3; MIECHV Benchmark Area Improvements in Family Economic Self-
Sufficiency: Household income (including earnings, cash benefits, 
and in-kind and non-cash benefits); Chronic Disease Indicator; United 
Health Rankings Core Measure 
 

The Life Course 
Metrics Project 
 
As MCH programs begin to develop new 
programming guided by a life course 
framework, measures are needed to 
determine the success of their 
approaches. In response to the need for 
standardized metrics for the life course 
approach, AMCHP launched a project 
designed to identify and promote a set of 
indicators that can be used to measure 
progress using the life course approach 
to improve maternal and child health. 
This project was funded with support 
from the W.K. Kellogg Foundation. 
 
Using an RFA process, AMCHP selected 
seven state teams, Florida, Iowa, 
Louisiana, Massachusetts, Michigan, 
Nebraska and North Carolina, to 
propose, screen, select and develop 
potential life course indicators across 
four domains: Capacity, Outcomes, 
Services, and Risk. The first round of 
indicators, proposed both by the teams 
and members of the public included 413 
indicators for consideration. The teams 
distilled the 413 proposed indicators 
down to 104 indicators that were written 
up according to three data and five life 
course criteria for final selection. 
 
In June of 2013, state teams selected 59 
indicators for the final set. The indicators 
were put out for public comment in July 
2013, and the final set was released in 
the Fall of 2013. 

 
 

http://www.wkkf.org/
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2 Life Course Indicator: Small for Gestational Age (LC-11) 

Life Course Criteria 
 
Introduction 
SGA is defined as an infant smaller in size than normal after taking gender and gestational age into account. The 
standard criteria for SGA are birth weight below the 10th percentile for a given gestational age. The measurement of SGA 
compares infant birth weight with a national distribution of live births so that weights are relative to infants of the same 
gestational age. If an infant is not small at birth due to genetic factors, SGA is a measure of intrauterine growth restriction. 
The two components of SGA are gestational age and birth weight; an infant can be preterm but an appropriate weight for 
that gestational age, and therefore not SGA. Conversely, an infant can be born at less than 2500 grams at any gestational 
age and not necessarily considered SGA; SGA criteria include the combination of low birth weight for gestational age. The 
proportion of infants born low birth weight in the United States has been increasing since 1990 but has remained relatively 
constant in recent years. In 1990, 7.0 percent of live births were low birth weight and between 2004 and 2010, 
percentages ranged from 8.1 percent to 8.3 percent (Future of children, 2013). SGA is reflective of life course science in 
that birth weight is influenced by maternal health and social factors prior to pregnancy, and has implications for the health 
of the infant through childhood and into adulthood. Infants with birth weight below the 10th percentile have likely been 
severely growth restricted and are at an increased risk for infant morbidity and mortality, permanent deficits in growth and 
neurocognitive development in childhood, and at an increased risk for development of adult chronic disease. 
 
Implications for equity 
Disparities in experience of SGA exist among various racial and ethnic groups in the United States (Collins et al, 1997, 
Schempf, Kaufman & Messer, 2011). In 2008-2010, African American mothers had almost twice the rate of low birth 
weight infants (13.6 percent) compared to that of White (7.2 percent) and Hispanic (7.0 percent) mothers (March of 
Dimes, 2013). A study performed in North Carolina found that African American women were twice as likely to deliver a 
term SGA infant compared with non-Hispanic White women. Disparities remained even after controlling for individual 
socioeconomic factors and neighborhood characteristics (Schempf et al, 2011). Another study found college educated 
African American women were three times as likely to deliver a SGA infant than college educated White women (Collins 
et al, 1997).  
 
As socioeconomic disadvantage increases, so does the risk for SGA. Beard et al (2009) found nearly half of the increased 
risk for SGA in socioeconomically disadvantaged women was accounted for by maternal smoking and delayed entry into 
antenatal care, however, a strong relationship between socioeconomic disadvantage and SGA remained after controlling 
for both of these covariates as well as race. Other research has found markers of socioeconomic disadvantage influence 
SGA outcomes. Parents who did not complete high school or equivalent have an increased risk of delivering a low birth 
weight infant. Parents without a high school diploma or equivalent are often unable to find adequate employment resulting 
in low income and socioeconomic status (The Future of Children, 2013). Moreover, many low-income parents experience 
food insecurity due to their lower wages compared to middle and upper-income families. Lack of adequate nutrition during 
pregnancy is a risk factor for SGA. Therefore, birth weight of infants is influenced, in part, by the social gradient of health 
whereby lower income families experience a higher prevalence of poor health outcomes. Environmental toxins present in 
the home and at work also have an influence of whether a mother will give birth to a low birth weight infant (CDC, 2012).  
 
Young mothers (less than age 18) and older mothers (greater than age 35) also are at higher risk for delivering a SGA 
baby (Kozuki et al, 2013, Odibo et al, 2006, Fraser and Ward, 1995). Inadequate prenatal care and sociodemographic risk 
factors do not entirely explain the association between teen birth and SGA, which may be partially driven by biologic 
immaturity (Fraser and Ward, 1995). In addition to social and economic challenges teenagers face after giving birth 
(Elfenbein and Felice, 2003), SGA-related health outcomes can further affect health over the life course of the mother and 
child. After the age of 35, a dose response relationship exists with age and SGA, justifying indication for ultrasound 
screening in older mothers (Odibo et al, 2006). 
 
Public health impact 
Birth weight is often used as a measure of current and future population-level health due to the high correlation between 
birth weight and infant morbidity and mortality and adult chronic disease, mental health, and socioeconomic status 
(Margerison-Zilko, 2014). SGA is a contributor to low birth weight costs in the United States, which total $5.4 billion per 
year. Many low birth weight infants often need lengthy stays in neonatal intensive care units and require re-
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Life Course Indicator: Bullying (LC-12) 1 

 
Basic Indicator Information 
 
Name of indicator: Bullying (LC-12) 
 
Brief description: Percent of 9-12th graders who reported being 
bullied on school property or electronically bullied.  
 
Indicator category: Discrimination and Segregation 
 
Indicator domain: Risk/Outcome 
 
Numerator: Number of 9th through 12th grade students (12-17 years) 
who reported having been bullied on school property or electronically 
during the past 12 months.   
 
Denominator: 9th through 12th grade student population (12-17 
years)  
 
Potential modifiers: Sex, race/ethnicity, grade level, self-reported 
academics/grades in school  
 
Data source: Youth Risk Behavior Surveillance System (YRBSS) 
 
Notes on calculation: Numerator is derived from the responses to two 
questions: During the past 12 months, have you ever been bullied on 
school property? During the past 12 months, have you ever been 
electronically bullied? (Count being bullied through e-mail, chat 
rooms, instant messaging, websites or texting.) Respondents who 
answer yes to either question are included in the numerator. Analysts 
who use the raw datasets should apply the appropriate survey 
weights to generate the final estimates.  
 
Similar measures in other indicator sets: Healthy People 2020 focus 
area IVP-35.  
 

The Life Course 
Metrics Project 
 
As MCH programs begin to develop new 
programming guided by a life course 
framework, measures are needed to 
determine the success of their 
approaches. In response to the need for 
standardized metrics for the life course 
approach, AMCHP launched a project 
designed to identify and promote a set of 
indicators that can be used to measure 
progress using the life course approach 
to improve maternal and child health.  
This project was funded with support 
from the W.K. Kellogg Foundation. 
 
Using an RFA process, AMCHP selected 
seven state teams, Florida, Iowa, 
Louisiana, Massachusetts, Michigan, 
Nebraska and North Carolina, to 
propose, screen, select and develop 
potential life course indicators across 
four domains: Capacity, Outcomes, 
Services, and Risk. The first round of 
indicators, proposed both by the teams 
and members of the public included 413 
indicators for consideration. The teams 
distilled the 413 proposed indicators 
down to 104 indicators that were written 
up according to three data and five life 
course criteria for final selection. 
 
In June of 2013, state teams selected 59 
indicators for the final set. The indicators 
were put out for public comment in July 
2013, and the final set was released in 
the Fall of 2013. 

 
 

http://www.wkkf.org/
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Life Course Indicator: Perceived Experiences of Racial Discrimination in Healthcare among Adults (LC-15) 1 

 
Basic Indicator Information 
 
Name of indicator: Perceived Experiences of Racial Discrimination in 
Health Care among Adults (LC-15) 
 
Brief description: Percent of adults reporting racial discrimination in 
health care 
 
Indicator category: Discrimination and Segregation 
 
Indicator domain: Risk/Outcome 
 
Numerator: Adults 18 and over reporting perceived racial 
discrimination in health care 
 
Denominator: Total adults 18 and over 
 
Potential modifiers: Race, ethnicity, age, SES, geographic location 
 
Data source: Behavioral Risk Factor Surveillance System (BRFSS) 
 
Notes on calculation: Numerator: Include those who answered 1 
(1=Worse than other races) and 4 (4=Worse than some races, better 
than others) to the question "Within the past 12 months, when 
seeking health care, do you feel your experiences were worse than, 
the same as, or better than for people of other races?" 
Recommendation: if you want to construct a comparison group, we 
recommend grouping 2 (The same as other races) and 3 (Better than 
other races) together. Analysts who use the raw datasets should 
apply the appropriate survey weights to generate the final estimates. 
 
Similar measures in other indicator sets: None 
 

The Life Course 
Metrics Project 
 
As MCH programs begin to develop new 
programming guided by a life course 
framework, measures are needed to 
determine the success of their 
approaches. In response to the need for 
standardized metrics for the life course 
approach, AMCHP launched a project 
designed to identify and promote a set of 
indicators that can be used to measure 
progress using the life course approach 
to improve maternal and child health. 
This project was funded with support 
from the W.K. Kellogg Foundation. 
 
Using an RFA process, AMCHP selected 
seven state teams, Florida, Iowa, 
Louisiana, Massachusetts, Michigan, 
Nebraska and North Carolina, to 
propose, screen, select and develop 
potential life course indicators across 
four domains: Capacity, Outcomes, 
Services, and Risk. The first round of 
indicators, proposed both by the teams 
and members of the public included 413 
indicators for consideration. The teams 
distilled the 413 proposed indicators 
down to 104 indicators that were written 
up according to three data and five life 
course criteria for final selection. 
 
In June of 2013, state teams selected 59 
indicators for the final set. The indicators 
were put out for public comment in July 
2013, and the final set was released in 
the Fall of 2013. 

 
 

http://www.wkkf.org/
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