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AIA Mnal Report on Best Beginnings

1. Executive Summary

. Provide brief, general overview of the program.

Best Beginnings is a preventive intervention program using the Healthy Families

America (HFA) Model to deliver services through home visits by community women to at risk

families in which there is a pre~ant woman or an infant under 3 months of age. It is located in

an inner-city neighborhood with a large impoverished immigrant population.

Best Beginnings Plus (BB+) is a component within the general Best Beginnings (BB)

program dedicated to serving families affected by substance abuse or HIV. In addition to the

preventive approach inherent in the HFA model, BB+ uses the Harm Reduction Model to work

with the substance affected families. With funding from the Abandoned Infants Assistance

grant, the BB+ component was added to the general BB program.

Best Beginnings was established as a collaboration among a child abuse prevention

agency (The New York Society for the Prevention of Cruelty to Children -NYSPCC), a

community-based organization (Alianza Dominican, Inc.) and a University medical center

(Columbia University College of Physicians & Surgeons Department of Pediatrics and New

York Presbyterian Hospital - NYPH).

Eligible families are identified during pregnancy whenever possible or immediately

postpartum (infants up to 3 months of age only). Community women are trained as family

support workers and are matched with eligible families. Through re~lar home visits they assess

the needs of the families, provide support to family members, link them with needed services,

provide educational information about childbirth, breastfeeding, nutrition, child development,

and parenting, and refer them for education and job training, health care and mental health

services. Services begin during pre~ancy or afier the birth of the target child and continue until

the child reaches age 5 or enters filltime daycare or Head Start. Families are initially visited

weekly with visit frequency decreasing to quarterly as the family’s needs lessen.

BB+ and non-BB+ families (families not affected by substance abuse) receive the same

basic intervention. However, BB+ families receive more frequent home visits and more intense

services when needed. The BB+ family support workers have previous experience working in the



substance abuse field and receive additional training in the Harm Reduction model and other

tools necessary for working with substance affected families.

In order to assess the effectiveness of the intervention with both BB+ and non-BB+

families, a randomized trial was conducted from the beginning of the project. Afier it was

determined that the family was eligible for the pro~am, they were assi~ed at random (by a

computer generated list of random numbers) to either a pro~am group which received the

intervention outlined above or to a control ~oup which received home visits every 6 months to

assess prowess and make referrals for services if needed. More details of the randomized trial

are given below in section C. Overview of the Evaluation.

. Summarize process and outcome evaluation tidings.

Implementation Findiftgs

The aim of goal 1 of the project was to identify and enroll families affected by substance

use. One of the main findings from the implementation of this goal was that we were able to

increase the percent of families identified as affected by substance use from the Initial Cohort

(recruited from 10/1/96 through 3/5/03) to the New Cohort (recruited from 3/6/03 through

6/30/08) by the introduction of screening instruments (first the DUSI, followed by the Substance

Use Questionnaire). However, the percent of those eligible who actually enrolled decreased

from 80V. to 6970 between the 2 cohorts. There are two factors potentially affecting this

decrease: pro~arnmatic changes affecting staffi and shifis in the demographic characteristics of

the population over time.

Another finding from the implementation of goal 1 is that the definition of substance

affected families was too broad and led to the inclusion of families for whom the use of

substances had little effect on the family or the environment to which the child is exposed, and

was more in line with cultural norms for the subpopulation included in the project. Future

projects need to define clearly in advance what the target population to be served is.

The aim of goal 2 was to make regular home visits, to assess the needs of families, and to

make referrals based on the needs assessment. Examination of the data reveals that the number

of home visits and the content of those home visits conformed to the protocol. The pro~am

~oup received an average of 35 home visits during the 12- month postpartum period compared

to the control group average of 3.9 visits. The content of the visits and the types of referrals
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made covered activities relevant to the needs of the families. Service referrals were made and

sewices received by the program group to a si~ificantly greater extent than by the control

group. Accompaniment to agencies and advocacy by the staff on behalf of program group

families presumably contributed to the receipt of services by these families.

In order to enhance family functioning (goal 3), during the home visits workers were

expected to address the needs of the mother and other family members for mental health services

and educational advancement, and link them to services. This required intensive, on-going

consistent efforts on the part of the staff to move the family toward receiving needed services.

Examination of the process data indicates that this did indeed happen. The most frequent referral

for the program group during the 12 month postpartum period was for GED preparation, with

referrals for mental health counseling and English as a second language also frequent.

Consistent with this is the finding that referrals for day carehaby sitting were also made with

relatively high frequency.

The aim of goal 4 was to promote healthy child development and positive parent-child

interaction, Through the implementation of this goal, information was provided to the families

on relevant topics such as: preparation for childbirth, breastfeeding, basic infant care, health care,

child development, parenting, and support for parent stress. Referrals were made for primary

care for the child, early intervention services for the child, and health care for mother and child.

Lessons Learned

Our analysis of which household members were identified as substance users in the BB+

sample indicated that in approximately 450/0 of households horn both cohorts, the father was the

only user. In about one third, the mother was the only user. hr the remainder, both the mother

and the father (or other household members) were users. This information has implications for

service provision. Interventions need to be targeted to fathers (in addition to mothers), who

unfortunately are less available than mothers. [t may not be sufficient to provide information to

mothers about thepotentially hamful effects ofexposinginfmts to chaotic home environments

and making safety plans for the infant when drug use is expected to occur. Fathers and other

household members to whom the infant is exposed also need to be supported and worked with.

Another lesson learned is the importance of restricting the definition of substance affected

family so that the resources of the progam could go to working with families who really need
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and could benefit from help. The criteria used in the present study were too loose [e.g., one

beer). Itwould beimpotiant tostidy thenomative cultiral behavior andpractices sumounding

substance use in order to determine, define and distinguish what is “culturally normative”

drinking and “problem” drinking along a whole cultural spectrum.

The substances of abuse in this project were mainly alcohol and marijuana, not cocaine or

heroin. This has important implications for the nature of the intervention we were able to

provide to these families. Inmost cases, it was possible to keep the infant in the home and

provide support to the family to minimize potential harm to the infant.

Another lesson learned is that it IS possible to conduct a randomized trial within a service

project housed in a community agency. One of the difficulties in doing this, however, is

keeping track of families affected bysubstance usewhoae assiWed toacontrol~oup. Future

studies such as this should build in a mechanism for tracking control ~oup families regularly

without actually intervening.

Ou[come Evaluatiort Findings

Barriers

When the BB+ component was added to the general Best Beginnings program, the design

chosen to evaluate the effectiveness of the BB+ intervention was the same desiq being used for

the general BB program, namely, a randomized controlled trial (RCT). A major

accomplishment of this project was successfully conducting a RCT within a service program

utilizing service staff to administer and collect the information needed for the RCT. [n the initial

phases, this required intensive training and supervision, but gradually a culture of “evaluation”

was established. However, other challenges arose along the way which presented barriers to

conducting a valid analysis comparing outcomes for the program and control goups. Some of

the challenges affecting the validity of the RCT included:

● Long term remitment ( 12 years) – population characteristics changed over time

. Difficulty maintaining a substance affected control ~oup

. Stability of the program and consistency of the intervention delivered– introduction of new

methods for service delivery, effect of agency policies on morale, staff turnover, etc.

. High staff turnover lead to overburdened, less well trained staff and participant loss to

follow-up
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● High drop-out dates affect the generalizability of findings

The reality of the above factors is illustrated by the following. The New Cohort

(recruited from 3/6/03 through 6/30/08) differed from the Initial Cohort (recruited from 10/1/96

through 3/5/03) on level of psychosocial risk, on the nature of substance use, and on the

consistency and quality of the intervention they received. In addition, the high drop-out rate for

the New Cohofi (62Y0 by 12 months) interfered with meaningful data analyses. The decision

was therefore made to present outcome analyses using the participants in the Initial Cohort only.

Since the relatively small sample size of this cohort limits the statistical power, we included Best

Beginnings participants from the non BB+ component. Thus the program and control groups

used in the analyses were comprised of both BB+ and non BB+ participants.

Findings

The purpose of goal 3 was to enhance family functioning and reduce the potential harm

of prenatal drug exposure. From the multiple regression analyses that were conducted, we found

no evidence that the intervention significantly affected maternal psychosocial functioning as

measured by depressive symptoms, parenting burden, feelings of mastery and perceived social

support. However, a consistent finding was that a family’s current level of Maternal/family

stressors (e.g., financial, domestic violence, substance use, etc.) was clearly related to measures

of mothers’ psychosocial functioning.

Several measures were used to test the effectiveness of the intervention in promoting

healthy child development (goal 4) with the following results.

(a) The prenatal intervention which emphasized and supported breastfeeding led to an

increase in the likelihood of a mother breastfeeding her infant at discharge. This held true for

BB+ as well as non BB+ families.

(b) Overall development of the child at 12 months was positively related to the fmily

receiving public assistance and negatively related to the family’s current level of Maternal/family

stressors. There was a trend for the children kom substance-affected families to perform less

well on overall developmental tests. On mental development tests, female children were

significantly more advanced than male children. There was a trend for the motor development of

the substance-affected infants to be more advanced.
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(c) The responsiveness of the infants to caregiver contingency was significantly greater

for infants from families who were in the program group and received the parent-child

interaction curriculum. On the other hand, if there was a second primary caregiver in the home

(such as the father of the baby or the grandmother), the infant was less responsive.

Lessons Learned

Even though the results of the outcome evaluation are preliminary and are based on a

‘mixed’ sample of non-substance affected and substance-affected families, there are several

lessons to be learned from the findings, Matemal/fmily problems or stressors were related to

measures of infants’ developmental status as they were to maternal psychosocial status. [n the

future more effofi needs to be directed to understanding what the stressors are and finding ways

to address them. In the present study, the approach used was for staff to discuss the stressors

with the family and make referrals for assistance whenever possible. Support was also provided

to encourage the family to follow through on referrals. However, some of the stressors (e.g,

domestic violence) may require a long term approach with more intensive services.

11. Introduction and Overview

A. Overview of the community, population and problem.

● Describe the communi~ in which the project is placed. Are there relevant

characteristics that impact CW families?

Best Beginnings is located in New York City and serves the upper Manhattan community of

Washington Heights and Inwood (WH/1), which starts north of Harlem on 155(fi Street. The

community runs approximately fifiy city blocks until 207{h Street, the northernmost tip of

Manhattan Island. It is a traditional immigrant neighborhood densely built-up with block after

block of tenement-style buildings, three-quarters of which are populated by Latinos mainly from

the Dominican Republic, making WH/I the epicenter of the Dominican community in New York

City.

The following table shows the key demographic characteristics of the targeted location as

they relate to maternal-child health and medical care access. The figures indicate that

Washington Heights ranks much higher than NYC averages and is among the highest tisk
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communities in New York City for key characteristics which put the health of childbearing-age

women and their babies at risk. In general, Washington Heights/Inwood is an area impacted by

high socioeconomic disadvantage with higher rates of teen parenting than the rest of New York

City.

Table. Characteristics of WashingtM Heights-lnwrrod From the 2006 Community Health Profile

I
(

Washington Heiahts- New YoA Ci~

M ~ a

YOHispanic 7* Q/. 27”/. 27T0

“10foreign-born 51”h 29”/0 36°h

Y. of residents tiving in povew 31”h 20”A 21Y.

Y, with no health coverage (current) Zo”h 130h 18“h

Y, with no regular doctor?medical home- 32% 24”/. 24”h

‘1. who received late or no prenatal

care(2003-2004) 26% 22”h 28%

Rrfh rate to teenage mothers (2003-2004) 106 per 1,000 (not evai/aMe) 75 per 1,000

Note. Source: Community Healfh Pror71e: Take Care Inwod and Washington Heights (~ edition, 2006), New York

City Depatimenf of Health and Menfaf Hygierrs (w.nvduovJ.

Family Dysfunction rates for zip codes 10032 and 10033 (a composite of low

birthwei@t, abuse and neglect, drug-using mothers, drug-addicted babies, out of wedlock births

indices) are higher than NYC averages, especially for zip code 10032, which registers a 75 out of

a highest risk score of 100.

Drug Exposure rates for zip codes 10032 and 10033 (a composite of drug deaths, drug

dia~oses, drag crimes, AIDS IVDU), are also higher than NYC averages, especially for 10032,

which ranks a 76 out of a highest risk score of 100,

In 2001, according to NYC Department of Health and Mental Hygiene data, there were

2,465 people living with HIV/AIDS in Washington Heights, and 237 people newly diagnosed

with HIV. While there are no available breakdowns in terms of the age or gender of those newly

infected, according to surveillance data nation-wide and city-wide HIV is increasingly infecting

women of color, pointing to a possibility of increased risk for pregnant and parenting women
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. Describe the organization that runs the demonstration project, if relevant.

Best Beginnings is a collaboration of three entities: Alimza Dominican, Inc., The New

York Society for the Prevention of Cruelty to Children, and Columbia University College of

Physicians and Surgeons, Department of Pediatrics. Representatives of each of these agencies

are members of a Directorate that meets on a regular basis to help govern the project. Their

contribution is critical to the management of the project. Since 2001, Alianza Dominican has

been the lead agency.

Alianza Dominican, Inc. was established in 1982 as the very first non-profit human

service provider to offer comprehensive services to the DominicatiLatino immigrant community

of New York City. Alianza’s mission is to affirm and support the value of community life by

promoting health, self-sufficiency, education and economic opportunities that assure the

development of children, youth and families. It is a leading authority on Dominican-Americans,

the largest immi~ant group in New York State.

Throughout its history, Alianza has developed model initiative md services that attend

to families’ multiple needs, in close collaboration with health care institutions, community- and

faith-based organizations, govement agencies, foundations and corporations. Alianza has more

than two decades of expedience providing more than twenty-six distinct types of culturally

competent, comprehensive and inte~ated services, created with the unique linguistic, cultural,

educational and service needs of Dominicans/Latinos in mind.

● Describe the children antior families in the project in general terms such as

demographic characteristics, and other relevant information.

During the 12 year contract period, 203 families were enrolled in Best Beginnings Plus

(BB+) and provided with services for varying lengths of time. The families were all from

designated census tracts in Washington Heights and thus reflect the ethnic, cultural and

economic nature of the community. Detailed tables presenting the characteristics of the mothers

and children are included in the Evaluation section. A summary will be provided here.

The majority of the mothers were immigrants (637, born outside the US) and of

Dominican ethoicity (747.). Approximately one quatier of the mothers had been in the US for 4

years or less. The average age of the mother at the time the target child was born was 25 years,

with 25°A being under 20 years of age. More than half (57Y0) of the mothers had less than a high
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school education. At the time of recruitment, 580/. of the mothers were pregnant. The remainder

had infants less than 3 months of age. For 55~0 of the sample, this was the first bitih. Mile

most (820A) of the mothers were unmarned, 630/0 of families had a second primary caregiver

involved with the target child, either the biological father (390A) or the child’s grandmother

(21%).

In general, the families could be described as at high psychosocial risk arising from

difficulties in the fo!lowing areas: financial, housing, marital or family relationships, mental

health, substance use, immigrant status. Information elicited at intake about what the family’s

current issues were provides the following picture: 940/0 reported financial difficulties, 630/0

marital or relationship difficulties, 54°A inadequate housing, 36°/0 deprcssiOn, 160/0 domestic

violence. At intake, 29YQhad no one contributing to household income and only 11Vo were

employed full- or part-time. The Kempe Family Stress Inventory (KFSI), which measures

psychosocial risk, was used to determine eligibility for the program, with a minimum score of 25

necessary for eligibility. The mean score on the KFSI was 41 with a range of 25 to 75. Forty-

three percent of the families scored 45 or above.

Eligibility for the Best Beginnings Plus component was based on the family being

affected by substance use or HIV. Substance use could be by the mother, father or other family

member in daily contact with the child. In 33°\0 of the families the mother-only had problematic

substance use. In 450/0 the father-only had problematic substance use and in 18°Aof the families

both the mother and father were involved with substance use. In 4 Y. of fmilies, some other

household member was involved.

. Describe the problem that the project seeks to address. What is the project trying to

accomplish in general?

The project seeks to address the problem of the exposure of fetuses to drugs in utero and the

subsequent abandonment of infants in hospitals following birth due to positive toxicology for

drugs in the infant or mother, or family situations that are deemed not suitable for raising infants

due to the presence of substance use. The project aims to address this problem by identifying

substance use during pregnancy and working with the mother and the family before the infant is
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born to decrease substance usc and to support positive changes in the family environment so that

the family can provide a nurturing environment for the child.

B. Overview of Program Model

● What are the project’s specific goals, activities/interventions and outcomes?

The project had four specific goals. The attached Logic Model outlines each goal, the

interventions associated with it and the expected outcomes. A brief overview is provided here.

Thejrst goal was to “identifi, engage, and emoll families affwted by substance abuse.”

In order to accomplish this goal, the outreach staff routinely attended prenatal clinics operated by

New York Presbyterian Hospital (NYPH) both within the medical center md in the community.

They approached pre~ant women and screened them for geo~aphic eligibility, for psychosocial

risk factors, and for evidence of substance use. The outreach team also routinely checked the

maternity floors of NYPH facilities to identifi women afier birth who mi~t be eligible. Eligible

women were invited to enroll in the project which would offer them supportive services, referrals

for needed services, information about child development, and guidance in child rearing. A

family support worker made a home visit to engage the participant and the family, to explain the

study, and to obtain infom~ed consent. If they were interested, they were enrolled and assigned a

family support worker. ‘The outcomes measured for this goal were the number of substance

affected families enrolled and the number receiving supportive home visiting services over time.

The aim was to increase the number of substance affected families identified and enrolled.

The second goal was to “provide supportive services to families.” Once the family was

enrolled, the family support worker made regular home visits using the Healthy Families

America (HFA) model of sewice provision combined with the Harm Reduction model for

working with substance using wometimen. The service provision included assessing the needs

of family members and making referrals based on need for services. The family support worker

followed up on refemals to see that the participant received the service and advocated for the

pafiicipant when necessary. In order to measure the amount and type of service provided, family

support workers completed Home Visit Logs following each contact, and Service Referral forms

whenever a service referral was made. The outcomes measured for this goal were the number of
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home visits made and the content of the home visits, the number of service referrals made by

type, and whether or not needed services were received by the families.

The third goal of the project was to ‘enhance family functioning and reduce potential

harm of prenatal drug exposure..’ The basis for working with the family was the relationship

that the family support worker established with the family over time. From this foundation, the

family support worker was able to assess maternal (an&or paternal) psychosocial needs and

make referrals for services. Through use of harm reduction methods, the worker encouraged the

mother to reduce the potential harmfil effects of her drug use on the infant during pre~ancy and

following birth. A safety plan was prepared with the family to insure that the infant would be in

a nurturing environment regardless of the condition of the mother. In order to improve the

mother’s support system, the family support worker engaged with other family members,

addressing domestic violence and making referrals for service if necessary. An alternative

caregiver was identified who would be responsible for the infant if the mother was temporarily

unavailable.

Another objective under this goal was to encourage maternal self-sufficiency by discussing

with the mother her educational, training and vocational goals and making referrals to facilitate

those plans. To assess the extent to which the specific activities liked to this goal were

implemented, we reviewed information from the Home Visit Logs (e.g., what topics were

discussed during home visits, what information was provided) and from the Sewice Referral

forms (e.g., what types of referrals were made for the mother and for other family members). To

assess the outcomes of this goal, we measured: status of drug use by the identified user, maternal

depressive symptoms, maternal social support, maternal feelings of mastery, and whether the

mother and other family members actually received needed services.

The fourth goal of the project was to “promote healthy child development and positive

parent-child interaction.” The activities implemented to achieve this goal began in the prenatal

period for those families (580A) who enrolled prenatally. They included preparing the mother for

childbirth and breastfeeding, and supporting the mother throughout labor and delivery.

Following birth, all families were linked to a medical care provider for the infmt and were

provided with a soft baby earner to ca[m and sooth the infmt and promote parent-child bonding.

The family support worker encouraged and supported the mother to breast-feed, making referrals
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to the Lactation Clinic if necessary. The worker also provided the family with information about

child development, parenting, discipline, and with activities to promote the infant’s development

and parent-child interaction. ReWlar assessments of the child’s pro~ess were made using

standard child development assessment tools (Ages and Stages Questionnaire - ASQ, Bayley

Scales of Infant Development). Referrals were made to Early Intervention whenever the test

results indicated that a further evaluation was indicated, so that intervention could begin as early

m pOsslble. The extent to which these activities were implemented was measured tbrou@

information abstracted from the Home Visit Logs and the Service Referral Forms. To assess the

outcomes of this goal, we measured: method of feeding (breast or bottle) at discharge from

hospital, quality of parent-child interaction by means of a videotape (NCAST), child’s co~itive

and motor development (Bayley, ASQ), and whether or not early intervention services were

received.

A basic premise of this project was that by implementing the above goals, fewer infants

would be removed from their homes and placed in foster care. We kept a log of how many

infants were removed and the circumstances of that removal and return.

. Include a copy of the project’s logic model.

Logic Model tinting Intensive Home Wsiting to Prevention of Abandonment and Out.of-Home Piacemant

Goals/
Objective
s
~
engage,and
enroll
families
affected by
su~fsnce
abuse

Provide
suppotive
sewices to
famities

Activitietinterventiorrs ~ Oufputs/Prorfucts

~

Intemiew with the Kempe & OUSI

FS W makes home tisit to m~a~e and
enrollparticipant,sgn caosenfform -
Sawice Prevision . #of home visit~mniacts

Make reqular homa vis;ts using tha HFA and ● mntent of contacts
Harm Re~uction modeis to p;tie culturally
responsive ;ntaweotions . # referrals for semice by
. Assms needs o(families type

Maka referals besadm needsassessment
. FOIJOW-UPon rafarmfs and advoceteif nscassay

Outcomes/Results

# of substance affati fam
enrolld increases overtime

# of families weiving sup~
home visiting semicss

R%eiat of swices
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Enhance
family
funtiloning
and rtiuce
potential
harm of
prenatal dmg

FSW builds relationship with family
Use ham reduction methods in wotiing with

family
Show videoof effectsof dmg exposurein utero

- Assess and address maternal psychosocial
issues (dep~ssion, feelings of competence,efc)

Encouragemothar to raduce ~tenfiaf harmful
aff~fs of her dmg use

. Improve suppoti sysfem by winking wifh ofher
family membe~ and referringif necessa~

Link family tocommunity sewices-
non.medical

Encouragemother fo b%ome self.sufficientby
discussing and Zfemhg for - education, tmining,
employment, dayca~, etc.
Addressviolence in tha homa

. Family provided with information about Outcome Measures:
harmful effmls of dmg use Molhar m other using drugs less

. Family prepares safety plan for infant Safety plan is activat~ w

. Familv views vidw on drua eff~ts on mOther/Otheris usin9dregs
fetus’

Mothas less depressive symptoms

Information providad abut CES-O
. Substance abuse treatment Mothers exhbt more maste~ on PSI

. Mental Health/Counaehng

. Employment, education, training
oppotiunitias

SuPDOti Svstem ia slmnger measl

. Oi%ussiOnof fmily relationa by “MSSI (global suppon)

. Crisis managemenffproblem resolution
Alternate ca~iver available

Referrals retie for sewices
Mother re=ivad necesaa~ sewius

. Olhar family members r%ei
For mother - mental health, substance “we~~aw ~emie~
abuse. education, iob trainina. emDlovt,
counsifing, day=ri, OV ““

. For other family membem-substane

I I abuse, Muation, job training,
employment, counaeting, davcare, OV,
etc.

Promote Link mother and target child tomedical care Information providd abut
healthy child prov;der . Pregnancy or prenatal care Basic infant Outwme Measures
development - hpae mother for Childbidhand breastfeding cae
and ~sitive - Encourage and supped mothar (doula) . Health @re Uor ctild health safety

Methti of faading at distiarga f

pa=nt-child throughout labor and delivev Child development and age appropriate
hospital (breast vs bffle)

.
integration Encourage& suppoti mother10b~astied behavior QualitV of pa~nt<hild interaction

. Parent-Ctild Interaction NCAST Vidmtape of TeacMng Task

. CMld managemenUtisciptine SuPPti for AinswOfih Stran9e ~tua~On
parenting stress ( measure of attachment)

.Pmvide sofibaby catier(snugli or Baby Bjom) MOthe{/Otherfamily membe~~a,~i”gi”fa”ti” ReductioniRparen6ngstress
ater bitih to calminfant softbaby carrier - frquency and bv whom PSI - Parenting Burden scale

Pmvida activities for bonding andparent<hild
I interaction I I

.Provide information about painting, disc;plina Re\evantreferralsmade
andchild management
- Providesuppmt to mother to reducest~ss :

WIC Lactation Clinic Childs C~nitive & Motor Devef.

Provida parenting, suppmt Uor psych~ .
BB sup~fl and parenting groups Bayley smres
Ptima~ care provider

aducationaf groups ASQ SCOES

Assess ch;ld development wifh ASQ and ●
Eadylntewention Sewices forchld

~fla~
Eatiy Infawention samicesr%eived

Makerefeflals to Emy Infawefltion
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● Describe anycollaborative partners involved inimplementing theproject and their

role(s).

Best Beginnings wasestablished asacollaboration among3 agencies/institutions, each

bringing important assets and perspectives to the progmm. A Directorate comprised of

representatives of the 3 agencies met regularly to establish procedures and policies for the

proWam and to discuss any difficulties that arose.

The New York Society for the Prevention of Cruelty to Children (NYSPCC), a non-profit

child protection agency, was the lead agency in the initial yems of the project and provided

leadership in establishing the program and knowledge about and access to child protection

sewices.

Columbia University College of P & S and the Columbia University Medical Center

provided a medical home for the families insuring access to high quality medicd care for the

families. Ongoing collaboration between Best Beginnings and the staff of the Depafiment of

Pediatrics proved useful to both ptiies. Biweekly case conferences at Best Beginnings, which

included a presentation by Pediatric residents on a relevant topic and a presentation by Best

Beginnings staff of a family with a medical-related issue, entiched the knowledge of the Best

Beginnings staff and provided a window into the day-to-day lives of the families for the pediatric

residents.

Alianza Dominican, Inc., a large community based organization sewing minotity

(mainly Hispanic) families in Washington Heights, provided a home for the project both in terns

of physical space and in terns of cultural values and appropriateness. The large amay of semices

within Alianza delivered in a culturally relevant fashion made an impotiant contribution to the

success of the pro~am. In 2001, Alianza became the lead agency for Best Beginnings, replacing

WSPCC.
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C. Overview of the Evaluation

. Describe the evaluation (research) design, data collection procedures and the data

analysis plan.

Evaluation Plan

Studv Desizn and Procedures

[n order to evaluate the effectiveness of Best Beginnings Plus in achieving its stated

objectives, a randomized controlled trial (RCT) research desi~ was used. Best Beginnings Plus

families that received the intensive intemention (progarrr group) were compared to fmilies

randomly assigned to a control woup receiving minimal services ~less intensive intervention”).

A randomized controlled research desiq, unlike non-experimental designs such as pre-post

designs with non-equivalent comparison groups, allows an evaluator to rule out multiple sources

of extraneous influence on outcomes through comparisons with a randomly assigned group of

families not receiving the services.

Afier an initial screening for eligibility for Best Beginnings Plus at prenatal clinics, WIC

sites, and the maternity floors operated by Columbia University Medical Center, families were

invited to be interviewed to determine their eligibility for the program. Informed consent was

solicited horn the mother using informed consent protocols approved by Columbia University

Human Subjects Review Committee. The consent form (in Spanish or English) was read and

explained in detail. Afier the participant signed the consent form, families were assessed as to

their risk level using the Kempe Family Stress Inventory and the Drug Use Screening Inventory

(DUSI). [f families were assessed as “high risk” on the Kempe (scoring 25 or higher) andor had

indications from the DUS I that the family was substance affected, they were designated as Best

Beginnings Plus (BB+) and were randomly assi~ed, using a computer-generated list of random

numbers, to either the program or control group. Families were then matched with a family

support worker who initiated services.

Measures and Data Collection Schedule

Data were collected on a wide range of variables related to risk for out-of-home

placement, and child maltreatment (indirect measures), including measures of parent-child
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interaction quality, maternal social support, maternal depressive symptoms, maternal self-

sufficiency, mother’s perception of her child, and the presence of domestic violence in the home.

In addition to measures administered specifically for this grant, data were also collected as part

of evaluation efforts supported from two additional sources: a) funds from the New York State

evaluation of all its home visitation programs (Healthy Families New York), and b) a research grant

(expired) provided by the Smith Richardson foundation to study the effects of Best Beginnings services

on outcomes. All questionnaires and other instruments were available in both English and Spmish, and

all data collectors were fully bilingual. All measures were administered in the participant’s preferred

language (English or Spanish). The Child Developmentalist and the Research Assistant administered

assessments of child development, parent-child interaction and quality of the home environment. They

were blind to the group status of the families they were assessing. All other measures were administered

by the family assessment workers or the family support workers. The latter were aware of which goup

the participant was enrolled in

Data collection occurred at the following time points: at intake, within one month of

birth, and at 6, 12, 18, 24, 36, and 48 months postpartum. Dates of follow-up intewiews and

developmental assessments were determined using an infant’s date of birth unless the infant was

born premature~, in which case dates of developmental assessments were calculated using the

expected date of birth and dates of maternal follow-up intewiews were calculated from the actual

date of birth. The measures are listed below.

Screeninf Instruments

ScreeningFomr (HealthvFamilv New York(HFNY)Fonnj This shon fomr was used to deterarine the presence or

absence of 15 tisk factors, including late or no prenatal care, inadequate emergency conacts, and abortion

unsuccessfully sought or attempted for the taget prewancy.

Kem~e Family Stress tnventow (KFSfi Murphy et al,, 1985). This widely used 10-item scale was designed to

measure a family’s level of risk for subsequent child maltreatment. Infomatimr wm obrained during a semi-

slmctared intewiew conducted by a family assessment worker (FAW). Risk domains covered during the intetie w

included the following: Parental history of being abused, Parental history of psycbiatic illness, substance abuse, or

criminality; Parentis suspected of child abuse or neglect in the pasc Current social isolation antior depression;

Multiple current stresses or crise$ Urrrealistic expwtations regarding child developmental milestones; and Child

unwanted. Scores of “O (not present), “V (mild), or” 1W (severe) were assigned for each of the ten risk categories

and then summd to create a total score (max of 100). [n the present study, a score of 25 or higher for either parent

was ime~reted as indicating “high risW and qualified a family for program emollment
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Dmg Use Screeninz brventom (DUSI) (Tamer,R. E., & Hegedus, A. M., 1991). This 14-item questiomaire was

adapted for use to screen families for Best Begitings Plus. The original version has only one set of questions,

which a~ asked of the potential user. Since we were working with families in which solne other member of the

household may be the identified user, we made a second section in which we selectd only those questions that am

relevant about other members of the household who have daily conmct with the tmget child. We also translated the

questionnaire into Spanish

Slibstattce Use Questionnaires

The information about parental substance use hlstoti~! collected by family =sessment workem as pm of

the Kempe Family Stress hrvento~ (~St) intewiew and the DUSIdid not providesufficientdebil in a s~c~ti

fashion about critical variables such as recency of use (for example, whether a mother used during her pregnancy),

quantitylfrequency of subsbnce use, and the extent of use-related problems. For the last finding cycle, we therefore

added 2 sets of questions to our assessment protocol, Since most of the questions were “follow-up” questions that

were only asked of mothers who had previously indicated a possible histow of problematic substance use, the

additioml questions did not add significantly to the overall bwden on pafiicipants or workers.

The first set of questions was tobe asked of all mothers during the Kempe intemiew, as pmt of section 2.

1, Durillg the 30-day period just bejore you found out you were pregnant, about how many (tobacco) cigwettes did
YOUsmoke’?
2. During the 30-day period ,just befire you found out you were pregmnt, about how many times did YOUdri~ one
or more alcoholic beverages (beer, wine cooler, liquor, etc.)?
3. During the 30-day period just before you fomd out you were pregmnt, about how many times did you smoke
marijuana, or’<weed?
4. What other dregs, if any, did YOUuse during the 30-day period just before you found out you were pregnant?

The second set of questions was asked only of mothem who had already r~omed a ~ssible histow of

problematic substance use on the Kempe mdor the DUSI. The questiom covered Alcohol Use, Marijuma Use,

Marijuana Use Problems Inventov, and Reasons for Marijuana Use. These questiomaires are attached in tbe

Appendix.

Socio-Demographic Variables

Int&e Fom and Follow-uo Fom (HF~ Fore). Information on demographic characteristics of mothers and

families (including biological fathers and other second primary cmgivem) was collected at irrhke and then updated

at each follow-up msessment. Demogmphlc vwiables measured included age, etbnicity, count~ of bitih, numkr of

years lived in the United States, highest grade in school completd, employment statns, public assiswnce utilization,

and health insurance.

Number of MatemaUFamily Problems (HFW brmke and FOI1OW-UDFores), Infomatiort about cu~ent

matemaUfamily problems was completed on the Intake fom and at each follow-up. The panicipant was read a list

of issues or concerns and asked to respond as to whether that item ww cumently an issue for them. The information

elicited on the Follow-up Fom was used to fom a scale Number o~Malerna//Familp Problems. The fol[owing

issues were included in the scale Physical disabtlityib=hh problas, Depression, timestic Viole!lce, Marital or

17



relationship J! faculties, Financial ditT,cultiedinsut5 cient income, Homel.ssness or inadequate housing, Criminal activitylother

legal problems, Social isolatiod!nadeq. ate social supwti, Stress or emotional dific”lties, lnadquate food, clothing, or

household goods.

The measures listed below assessed characteristics of parental care~ving, parent-infant

attachment and maternal psychosocial risk that have been associated in previous research and

theory with risk for child maltreatment and abandonment.

Parent-Child Relations

NursingChild Assessment Teaching Scale (NCAST;Barnard, 1980). The NCAST scales are among the most well

standardized tools for measuring chmcteristics of mother-infmt interaction. The mother was given an age

appropriate toy and asked to teach her child how to play with it. The videotaped interaction was later scored by an

NCAST trained and cefiified scorer using the system developed by Barnard (1980). The 73 NCAST items cluster

into six subscales Sensitivity to cues, Maternal responsiveness to chll~s dlstiess, Social-emotional gromh

fostering, Cognitive groWh fostering, Clarity of childs cues, md Child’s positive responsiveness to parent.

Maternal Psychosocial Risk Measures

Centerfor Eoidemiolo~ical Sradies Depression Scale (CES-D; Radloff, 1977)

The CES-D is a 20-item self-re~ti measure of emotions, behviors, and cognition associated tith depression,

including sad mood and problems with sleep, appetite, physical energy level, and motivation. The total score was

used as the measure of MaternalDepressiveSymptomsin the analyses.

Maternal Social SuDooti Index (MSSC Pascoe, 1990). The MSSI isa21 -item measwe of the qmlity and quantity of

social suppofi available to a mother. The following 3 items were combined to make a composite score called

lWater*laiPerceived social Stipport How many pwple can you count on in tire= of nd? How many pmp[e would b. able

to take care of your children for several hours if needed? How many people would be able to give you money, food or clothing

Foryou and your baby?

Parenting Stress Index-Shofi Fom (PSI; Abidin, 1995). The 36-item version of the PSI is a parent-repofi

questionnaire for measuring levels of stress associated witi the pwenting role in parenrs of infants and young

children. The PSI is considered an indirect measure of risk for maltreatment. The following 4 items were combined

to make a scale called Perceived Parenting Burden: [ feel tmppd by my parental r~ponsibilitie$ [ am unable [o do new

and &ltTerent things bmause of my parental res~nsibilities; I am unable to do things 1 like bsa”se “f my parental

responsibilities I find myself giving up more of my life than I ex~ted bwause of my child.

Pearlin-Schooler Mastew Scale (PSM; Pearlin & Schooler, 1978). The PSM is an 8-item self-repofi instmment

designed to assess an individual’s perceived sense of maste~ and control over events and outcomes in their hves. In
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prior research using the PSM or similar measures, low maste~/perceived conwol has been associated with numerous

psychosocial and health-related risk factors md poor outcomes among tiults. The following items were combined

to make the Maternal Global Maste~ measure: What happens to me i“ the fit”x mostly depends o“ x“e. [ ca” do just about

anflhing [ really set my mind to do. [ have little mntro{ ova the things that happen to me (-). mere is little [ can do to change

tnany of the impoflant things in my life (-). ~me is rmlly no way I cm solve some of the problms 1have (-).

Child Development Otltcomes

Ages and Sta~es Ouestiomaire (ASQ; Squires et al., 1997, 2002) The ASQ is a developmental screentig

questionnaire that is &signed to detect developmental delays and is designed to be completed by puents. ASQ

items yield subscale scores for Communication, Gross motor, Fine motor, Problem solving, and PersonaVsocial

tinc[ioning. At Best Beginnings, the ASQ was administered by the mother in the home wi(h the guidance of the

family s,(pport worker. When a child’s score fell below the establkhed cutoff, a refemal was made to Ealy

lntemention for fttmher assessment.

BaYleY Scales of Infant Develotrment (BSID, Bayley, 196% BSID-11, Bayley, 1993).

The BSID and BSID-11 are used to assess the mental, psychomotor, and behavioral development of infants and vew

young children, and are generally comidered to give m accurate estimate of m infant’s cunent functioning. At Best

Beginnings, Bayleys were atiltristered by a biligual child development s~cialist who was blind to the

ProgratiContml group assigment of families. After scotig the Bayley, the child developmentalist made

recommendations to the family and tothe family suppoti worker about ways that they could attempt to m=imize the

infant’s developmmt. If an infant did not petiom well on tie Bay!ey, dhe was refereed to Early lntewention for

fttnher assessment. The Bayley was administer ev~ 6 month to both groups.

Child Health Status/Health Care Utilization

Tm~et Child Identification and Itionnation and Bti Outcomes (TCID) (HFW fore). Family suppon workers

used this fom to record variables including infant gestational age, binh weight, nurse~ t~e, and toxicology stattts,

as weO as type of delivew, amount and timing of prenatal cae received by a mother, md method of feeding that a

mother wed while in the hospiml followingdelive~ and at discharge.

Tarzet Child’s Medical [nfomtion (HF~ fore). Family suppon workers used this fam at intnke and at each

follow-up assessment, in order to record data on child immunizations, outpatientipfima~ c=e visits, lead screenings

or assessment, and hospitalizations or uw of the pdiatic emergency depmmettt.

Method of FeedinE at Hosuital Dischwze. A measure of whether an infant was being breastfed, bottle fed, or both at

discha~e from the hospital was derived from the information on the Target Child Idatification and Bifih Outcomes fem.

Metrsttres of Sewice Provision and Protocol Implementation

In addition to collecting data on the outcomes of Best Beginnings Plus, the evaluation

design included quantitative and qualitative (e.g., progress notes) data collection tools to record
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the extent to which family support workers followed the program protocol as expected, and

delivered appropriate services to Program and Control group families. The following

instruments were used to accomplish these aims:

Home Visit Log. After each home visit (or other face to face contact), family suppoti workers recorded the

activities that took place dufing the home visit on the Home Visit Log. The types of activities recorded fall into the

following categories: child development, parentichlld interaction (parenting), health care, family functioning

(general family issues), cfisis intewention, program activities, and concrete activities.

Service Refemal Fom (HFNY fore). In order to obtain tifornration about the sewices to which the pmticipants

were refereed and whether or not they received them, family support workers recorded on this fom each time a

refemal was made, the date when the sewice stmed, md if not received, the reason why.

Measure of Participant Satisfaction

Pafliciuant Satisfaction Sume~ (PSS) (BB). [n order to assess how the pmicipants felt about the sewices they were receiving

and shout the staff providing the sewice, eaeh family was asked to complete a Participant Satisfaction SuWey when the target

child reached 18 months of age and upon completion of the program or at discharge.

Data Analvsis

Through analyzing the data collected systematically we will be able to assess progess

towards achieving the goals of the project.

The effectiveness of the intervention was tested bycomparing the results on outcome

measures forthe Progam group with those for the Control goup. The outcome areas examined

are linked to the goals and activities of the projecti number of families receiving home visiting

services, receipt of social semices, educational level of mother, parent-child relations, maternal

psychosocial functioning, reduction in parenting stress, child developmental outcomes,

utilization of health care services and other community resources by families.

Data anal~ic strategies included analyses of covariance, multiple regression and logistic

regression analyses. We initially examined outcome data for key covariates extraneous to the

program vs. control variable. We also examined for the presence of other key covariates in order

to partial out the effects of other key variables prior to examining for the effects of the

intervention. Extensive examination also focused on quantitative indicators of program quality,

fidelity and implementation, using home visit logs and service referral data.
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The evaluation of Best Beginnings Plus was conducted by the Columbia University

College of Physicians & Surgeons Department of Pediatrics as a third party evaluation.

. Discuss problems encountered intheimplementation of theevaluation plan.

Several (interconnected) problems arose in the implementation oftbe randomized trial

that were unanticipated, but have implications for the interpretation of the results.

Challenges affecting the validity of the RCT

. Long temrccmitment -population characteristicschangeovertime

. Stabilityof the program- introductionof new methodsfor sewice delive~, effect of agency policies

on morale, stiff turnover, etc.

. Highstafftumover l.adsto overburdened,less well trained sbffmdpatiicipant losstofol1ow-up

. Low retention ratesaffect generahzability of findings

The first issue stems fiomthe fact that it took almost 12years torecmit enougb families

to have a sample size sufficient to conduct meaningful analyses. Such long term recruitment

runs the risk that changes will occur in the characteristics of the population over time. Data

presented below confirm that this did indeed happen. The other potential risk of long term

recruitment is to the stability of the progam over time. The nature of the intervention that is

being delivered maychmge asnewmethods andprotocols are introduced. Theprogram is also

subject tochanges attheagency level inpolicies, financial si~ation, morale, etc. These chmges

orpolicies attheagency level mayhave aneffect onretention ofproject staff. Staff turnover can

lead tooverburdened, less well trained statYwho have tocamyon with theintewention. This in

tumcanlead toparticipant loss to follow-up. Lowretention rates make itmoredifflcult to draw

conclusions from data analyses conducted ontheremaining families.

In order to discuss these issues and others related to the conduct of the RCT, we will

present information about the following

nature of the sample at intake

nature of the follow-up sample (retention rates)

nature of the setting in which the intewention took place.
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Nature of the SamRle at Intake

To evaluate the effectiveness of the Best Beginnings Plus intervention with families

affected by substance use, we conducted a randomized controlled trial (RCT). In analyzing the

results, families assigned to the program ~oup were compared to those assigned to the control

group. Before performing such analyses, it is necessary to check that families assigned to the

program goup and those assigned to the control group do not differ on socio-demo~aphic and

other characteristics at intake (and at follow-up), We present data on this in the tables below.

An additional factor affecting the validity of the comparisons in the present RCT arises

horn the fact that it took 12 years to gather a large enough sample for statistical comparisons.

Because of the long pefiod of recruitment, changes may occur in the characteristics of the

population over time. We present data to examine this possibility in the tables below.

Baseline Characteristics of Sample at Intake

The sample was recruited from October 1, 1996 through June 30, 2008. There were two

distinct phases to the recruitment, The Initial Cohort was recruited from 10/1/96 through 3/5/03.

Upon receipt of continued funding, a New Cohort was rccmited from 3/6/03 through 6/30/08.

Follow-up assessments were analyzed for families recruited from 10/1/96 through 3/3 1/07 only.

Baseline characteristics on mothers and families in the total sample (D=203 famiiies) are

presented in Table 1. The information was obtained from several sources: the Screening Form,

the Kempe interview (KFS1), the Intake Form completed at the time the family enrolled in the

project and the Target Child Identification and Birth Outcomes Form completed after birth.

Frequency distributions for several demogsaphlc variables are presented in Table 2.

Since a summary of the characteristics of the total sample was presented in the

Introduction, let us proceed to examine the differences in baseline characteristics that occurred

over the 12 years of recruitment. Table 3 provides data on the baseline characteristics that were

si~ificantly different by era of enrollment (i.e., Initial Cohort vs. New Cohort). Examination of

these differences reveals that each of these si~ificant differences is consistent with a pattern of

relatively low psychosocial risk overall for the group of cases who enrolled 03/05/03 or later

(New Cohort) compared to the soup of cases who enrolled prior to 03/05/03 (Initial Cohort).

For example, the mean risk score for the mother on the Kempe/KFSI for the initial cohort was 44

and for the new cohort 38.6, indicating a much lower level of psychosocial risk. At intake, the



percent of mothers indicating that depression was c~ently an issue for them was much higher

for the Initial Cohort (54~0) than for the New Cohort ( 18VO). In addition, scores of the mothers in

the Initial Cohort on the CES-D (measuting current depressive symptoms) (mean=20.7) were

si~ificantly higher than scores for the New Cohort (mean= 15.3). There are several indicators of

an improvement in the financial arena tim the initial cohort to the new cohort: ptiner currently

unemployed, no one contributing to household income, PC2 employed, receiving TANF, no

health insurance. In addition to finding that the New Cohort had si~ificantly more PC2’S who

were employed, it was also found that there was significantly more parenting involvement by the

biological father in the New Cohort. All these differences indicate that the Initial Cohort was

significantly more at risk than the New Cohort. It is not clear whether these differences are

unique to our sample or reflect a general trend in the community towards more intact, financially

stable households.

The next consideration about the nature of the sample is whether or not there were

differences between the program group and the control woup on baseline characteristics at

intake. Table 4 provides data about statistically significant differences between the Pro~am

~oup and the Control group participants at intake. In comparison with the many group

differences found in baseline characteristics between participants enrolled before versus afier

March 5, 2003 (see Table 3), there were relatively few differences in baseline characteristics

between program and control group participants. More of the program group mothers were

enrolled in the prenatal period aod significantly more indicated that depression was an issue for

them currently (44~0 for progam group vs 26V0 for control group), More of the control group

mothers had Medicaid at intake. The groups flso differed on ethnicity with significantly more

control group mothers being Dominican. Program group mothers enrolled prenatally reported

si~ificantly more depressive symptoms on the CESD than control group mothers enrolled

prenatally. Program mothers also repotied higher feelings of maste~ than control group

mothers.

Thus to summarize the findings on the nature of the sample at intake, there are 6

significant differences on baseline characteristics by pro~am-control ~oup vs. 13 diffwences by

era of enrollment. Only 3 variables overlap, meaning that there is a si~ificant program vs.

control ~oup difference and a significant difference by era of enrollment for the same variable
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(i.e., 7. of PCIS with Medicaid at intake, % of PC Is who respond they are “depressed” on “PC I

Current Issues” at intake, and mean CESD scores at intake). Coupled together, the

aforementioned findings suggest that the confounding of pro~am-control group status with era

of enrollment actually should not interfere in a major way with our ability to look at pro~am-

control group differences on outcome variables in a statistically feasible way,

All the families in the project were identified as affected by substance use. Information

about extent of substance use, type of substances used and by whom was obtained during the

initial interview. Beginning in 2005, the Substance Use Questionnaires were administered to

supplement the information obtained from the DUSI for the New Cohort. Table 5 provides

information about which household members were substance users and which substances were

most commonly used. [n order to check whether this dso changed over time, the table presents

the data by era of enrollment. As can be seen, in approximately 45% of households from both

cohorts, the father was the only user. In about one third, the mother was the only user. In the

remainder, both tbe mother and the father (or other household members) were users.

[n terns of the substances most commonly used by mothers, the usage pattern changed

over time. In the Initial Cohort, marijuana was the substance most commonly used (370/0 of

mothers), with alcohol being the second (26VO)most common. h the New C.ohofi, the percent of

mothers using alcohol-only increased to 71 Vo,which is significantly higher than the percent for

the Initial Cohort (26Yo). The percent of fathers using alcohol-only also increased from the

Initial Cohort (630/.) to the New Cohort (740A) but this diffmence did not reach significance.

From a broader perspective, it is important to note that the substances of abuse in this project

were mainly alcohol and marijuana, not cocaine or hmoin. This has important implications for

the nature of the intervention we were able to provide to these families. In most cases, it was

possible to keep the infant in the home and provide support to the family to minimize potential

harm to the infant.

[n order to explore further the nature of substance use in this sample, we compared the

program group to the control group in terms of the substances used by the mother and the father.

From Table 6 it can be seen that the two groups were similar in terms of types of substances used

by both the mother and the father.
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Nutl.Lreof the Follow-uu Samvle

Families in the program group were provided with service until the target child turned 5

years of age or entered fulltime daycare or Head Start. Both pro~arn and control group families

were assessed at the following intervals to obtain an update on the family situation and to

administer psychosocial and developmental measures: 6, 12, 24, 36, and 48 months postpartum.

Only the information obtained at the 6, 12, and 24 month assessments is being analWed in this

report.

In this section, we will examine the following variables. In each case, we will look for

program-control group differences.

the number of families who had dropped out by 6, 12, and 24 months;

the completion rates for the 3 follow-up assessments; and

the factors associated with dropping out before 12 months postpartum.

Finally, we will look to see if there are significant differences in baseline characteristics

(at intake) between program and control group families who completed the follow-up

assessments at 6 and 12 months of age. Such differences could lessen the validity of the

comparisons on outcome variables and would require adoption of statistical measures to adjust

for the differences.

Rate o~Drop-Ou[

Information about the rate at which participants dropped out of the program is presented

in Table 7 by era of emollment and proWam vs. control group status. Overall, families enrolled

in the New Cohort were significantly more likely to drop out by 6 months postpartum than

families enrolled in the Initial Cohort, 34.07. vs. ]4.3Vo. Among program group participants

examined separately, the dropout rate at 6 months postpartum was also significantly higher

among families enrolled in the New Cohort than among families in the Initial Cohort, 40.O~o vs.

14.7%. 1ssthe corttrol group, families enrolled in the New Cohort were more likely to drop out

by 6 months postpartum than families emolled in the Initial Cohort, 30.5% vs. 13.3~0, but this

difference was not statistically significant at the p<.05 level [X2(1,89)=3.15, p<. 10].

Among families who had not already dropped out by 6 months postpartum, families

enrolled in the New Cohort were significantly more likely to dropout out by 12 months
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postpartum than families enrolled in the Initial Cohort, 36.8% vs. 9.5%. However, this

difference in dropout rates by era of enrollment was statistically significant for program group

cases only [35 ,0°/0 vs. 5.~0/o;X2(1,78)=11.84,p<.001 ]; among control group cases, the difference

in dropout rates by era of enrollment (37.80/0 vs. 19.2°/0) did not reach significance.

Approximately 32°A of families dropped out between 12 and 24 months postpartum.

There were no significant differences in rates of drop-out between 12 and 24 months either by

era of enrollment or by program vs. control group status.

Completion Rates for Follow-Up Assessments

Table 8 provides data on the number of families who completed follow-up assessments at

6, 12, and 24 months postPafi~m, At the 6 month follow-up time, there was no significant

difference between program and control group families in the rate of completing assessments,

with 750/0of program group families and 64% of control group families completing assessments.

At 12 months, program goup families were si~ificantly more likely than control group

families to complete follow-up assessments, with 67V. of pro~arn group families and 48% of

control group families completing assessments [X2(I, 185)=7.33, @.01].

Also at 24 months, program woup fkmilies were significantly more likely than control

group families to complete follow-up msessments, with 47.5~0 of pro~am group families and

only 32% of control group families completing assessments [X7(1,171)=4.16, ~.05].

Factors Associated with Dropout Before 12 Months Postpartum

Table 9 provides information about the variables that were found to be si~ificantly

associated with dropping out of the program before 12 months postpartum, separately for the

Program group and the Control group

Pronam woup families who dropped out before 12 months postpartum appear to have

had si~ificantly more support from the biological father than families who remained in the

program. On the scale measuring Biological Father’s Parenting Involvement, those who

dropped out had a mean of 8. I and those who remained in the program a mean of 6.9 (G-2.68,

p<.ol).

For - ~oup families, there were 3 factors significantly associated with dropping out

before 12 months postpartum. (a) Families who dropped out were si~ificantly more at risk at

intake. The mean Kempe score for the dropouts was 43 and for the non dropouts 38 (E-2.26,
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p<,05). (b) Control group mothers who dropped out had less education. Control ~ouP mothers

who dropped out before 12 months postpartum had a significantly lower average score on a 4-

level variable measuring highest ~ade completed at intake 2.3 vs. 2.7( F2.38, P<.05). Only

34V. of the dropouts had at least a high school education, whereas 57Y. of the non dropouts had

this amount of education. (c) There was also a difference in parity: 42% of the control ~oup

dropouts were first time mothers compared to 65% of non dropouts (X2=4.34, P<.05).

The combination of mother’s Kempe total score, mother’s educational achievement, and

parity (primiparous versus multiparous) predicts 17.8Y. of the differences in dropout status

between individual control soup families at 12 months postpartum [P<.O 1].

Dt~erences in Baseline Characteristics be~een Program and Control Group Follow-ap

Samples

In order to determine whether the loss to follow-up by 6 months postpartum resulted in

differences between the program group and the control ~mrp participants on baseline

characteristics, we compared the 2 groups. This information is presented in Table 10. There

were only three baseline characteristics on which they differed significantly: percent reporting

depression at intake, feelings of mastery reported by the mother at intake, biological father’s

parenting involvement, On this latter variable, the control group participants remaining at 6

months had reported a higher level of involvement by the biological father than had the program

group participants. On the other hand, a significantly higher percent of pro~am group mothers

than control goup mothers had reported depression as a current issue at intake. This mirrored

the findings for the intake sample when a higher percent of the progarn group over the control

group had reported depression as an issue.

The results of a similar analysis comparing program and control group paflicipants who

completed the 12 month follow-up assessment are presented in Table 11. There are 12

si~ificant differences on baseline characteristics between program and control go up

participants who completed the 12 month assessment. In comparison, there were only 6

significant differences at Intake (Table 4). Five of the differences at 12 months @renatal intake,

depression, Dominican ethnici~, CES-D, PSM - reversed direction) are characteristics on which
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the progam and control total sample differed at intake. Depending on the particular outcome

variable that is being looked at, these variables may need to be controlled for statistically.

Three of the 12 differences are related to drop out (see Table 9) and are characteristics on

which there were no program-control group differences at intake.

Kempe/KFSI score – There is no si~ificant program vs. control goup difference in

mother’s total Kempe score in the total (intake) samplq however, higher Kempe scores predict

~eater likelihood of dropout before 12 months among control group moms only and,

correspondingly, control group moms in the 12 month follow-up sample have a si~ificantly

lower average Kempe score compared to pro~am ~oup moms in the 12 month follow-up

sample.

Mother’s education – The same thing that was described for the Kempe can be said for

the educational level variable (1-4 scale), on which there is no pro~am vs. control ~oup

difference at intake, but lower educational level predicts greater likelihood of dropout in the

control group only, and correspondingly you see a higher mean educational level for the control

~oup vs. the pro~am group in the 12 month follow-up sample.

Biological ,father’s parenting involvement – The only significant predictor of dropout

before 12 months among program group moms is the 3-item father’s parenting involvement

scale, with higher scores predicting geater likelihood of dropout; consistent with this, in the 12

month follow-up sample, the program group has a si~ificantly lower mean Father Involvement

score compared to the control group, despite the fact that there was no progam vs. control group

difference on the scale at intake.

Three of the remaining characteristics on which the 12 month pro~am and control ~oup

follow-up samples differ are related to financial and housing stability (Table 11).

Partner unemployed (from Initial Screen) – Tbe program group had a si~ificantly higher

percent of unemployed partners than the control group (34% vs. 15VO).

PC2 employed fill- or part-time – The program group had a significantly lower

percentage of PC2’s who were employed compared to the control group (46% vs. 67Yo).

[nadeguate housing – a higher percent of program ~oup families (60%) reported

inadequate housing than control group families (340/0).
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The final difference between program and control group completers at 12 months is that

control group mothers were older on average (26.9 years) than program ~oup mothers (23.8

years) on the date of the target child’s birth.

Pari@ of the mother – Parity is another one of the three variables related to dropout

before \ 2 months in the control group only, with multiparas being more likely to drop out than

primiparas. However, in contrast to the mother’s Kempe Score and educational level, which also

predicted dropout among controls, the program and control groups did not differ significantly on

parity at intake, and there was no si~ificant difference between program and control group 12

month completers on parity measured at baseline.

As shown in Table 11, among prenatally enrolled mothers who completed follow-up

interviews at 12 months postpartum, the pro~am group had a si~ificantly higher average CES-

D Total Score at intake compared to the control group. Also among prenatally enrolled mothers

who completed follow-up interviews at 12 months postpatim, the pro~am group had a

significantly higher average CES-D Total Score at 6 months postpartum compared to the control

~OUp, t(38)=-2.64, p<.05.

Among postnatally enrolled participants who completed follow-up interviews at 6 months

postpartum (see Table 10) @ among postnatally enrolled participants who completed folIow-up

intewiews at 12 months postpartum (Table 11), program group mothers had a si~ificantly lower

average Mastery Scale score at intake compared to control group mothers.

Although there were no program-control group differences among 12 month completers

on the Sum of 6 PC1 Issues at intake, pro~am group completers at 12 months did have a

significantly higher average score compared to control group completers at 12 months on the

Sum of PC I Issues at 6 months, M(SD)=2.5(1 .7) versus 1.6(1.5), t(91)=-2.50, p<.05.

The findings summarized above show: a) that program and control group participants

were somewhat different at intake and that they became more dissimilar between intake and 12

months, due at least in part to selective attrition. Overall, the pattern of significant pro~arn vs.

control group differences at intake, and especially at follow-up at 12 months postpa~m,

indicates a program group with a higher average level of overall risk compared to the control

group.
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Nature of the Settin.e in Which the Intervention Took Place

As mentioned previously, the program involved collaboration among 3 agencies. In

general that model worked very well. However, there were times when difficulties within one or

other of the entities had an effect on the implementation of the evaluation plan.

For example, administrative changes within the medical center resulted in difficulties for

the Outreach staff in gaining access to the clinic population at certain of the sites at which they

regularly recruited potential participants. Also, access to medical records for enrolled families

became more difficult to attain. New procedures at one of the CUMC sites were perceived as

less user-friendly by the families and they began to seek their medical care from private medical

providers in the community.

Policies and procedures arising from financial difficulties at the community based

organization were associated with high staff turnover at Best Beginnings. High staff turnover

tended to overburden the remaining staff and this influenced the adequacy of service they were

able to provide to the families. This in tom was reflected in a hlgb rate of participant loss to

follow-up. Low retention rates interfere with the ability to interpret any results that might show

differences between the program and control groups.

Examination of the rate of staff turnover during the period of the initial Cohort and

during the period of the New Cohort yielded the following information. During the 6 % year

period of the Initial Cohort, there were only 5 BB+ family support workers. They stayed an

average of 27 months. Two of these were promoted to supervisor and continued to work with

BB+ families. During the 5 year 2 month period of the New Cohort, 12 BB+ family support

workers were hired, staying for an average of only 16 months. Half of these workers stayed less

than 8 months. (There is a 6 month trainin~probationary period.) As noted above, the retention

rate of participants declined si~ificautly from the Initial Cohort to the New Cohort. By 12

months postpartum, only 220/0 of the Initial Cohort had dropped out; whereas, 560/0of the New

Cohort had dropped out.
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Changes over time in the Nature of Sewice Deli>erv

Another challenge affecting the validity of the RCT is changes over time in the methods

of service delivery. Over the 12 year period, the staff received ongoing trainings in many

different aspects of the program, and new protocols for service delivery were introduced. The

implementation of new protocols and changes in methods of service delivery were found to be

imperative and inevitable in order to hone our semice delivery and retain participants in the

program. Retaining the control group sample for an extended period of time proved to be

especially challenging since home visits were limited to twice a year with no other plarmed

contacts unless initiated by the participant. During the final four years of the study, we found it

imperative to implement a policy of placing a monthly phone call to our control group families in

order to maintain and retain our control goup samp[e. In addition, presented with the challenge

of retaining families in the control group, a 2:1 ratio for assigning families to the BB+ control

group versus the BB+ program group was introduced to increase the control group sample. The

2: i ratio proved to be an effective method for increasing the sample size of the control group

compared to the program group.

In reviewing information during the assessment and semice delivery phase, it became

evident that staff needed more guidance in gathering and recording specific information provided

by families regarding their substance use. To ensure that this information would be captured on

a consistent basis, BB+ Family Support Workers began, during the final 2 years of the project, to

complete a substance use questionnaire (SUQ) with each family shortly afier the family’s

inception into the program. Dr. James Sandy provided training to the staff on the

implementation of the forms. Information acquired from the administration of this form was

integrated into the tables showing amount and type of substance use by family members.

Over the 12 year period, staff received consistent ongoing staff development trainings to

further enhance service delivery. The utilization of AIA training funds facilitated these trainings

for BB+ staff. On-going trainings were provided by Healthy Families New York (OCFS) over

the 12 year period to the staff of the regular Best Beginnings component as well as to the BB+

staff.

This concludes the discussion of problems encountered in implementation of the

evaluation plan.
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III. Projeet [mplementatiodProcess Evaluation

A. hrterventiotiActivity for Goal No. 1

~. Identify, engage md enroll families affected by substance abuse

● State interventiodactivity.

See next section - Outputs

. Outputs (No. served or other project results. See Logic model.)

For Goal 1, the outputs that resulted from the intervention activity will be integrated into

the description of the activity. Table 12 presents data on the outputs generated by activities

associated with Goal 1. Statistics are presented separately by era of enrollment, i.e., for the

Initial Cohort (recruited from 10/1/96 through 3/4/03) and for the New Cohort (recruited from

3/5/03 through 6/30/08) as well as the total for the entire recruitment period.

OutreacMIdentification

A screening process was established to locate pregnant women and women with

newborns who are at risk of abmdoning their infants due to substance use in the family.

Recruitment of families affected by substance abuse for the BB+ component was not a separate

process from recruitment of families into the regular BB program. me Outreach Worker and

Family Assessment Workers (FAWS) reached out to all women in the target area. On the

average, Best Beginnings outreach staff made face to face contact with 460 pregnant or parenting

women per month (5,522/yea). Participants were recmitcd in thee ways: (i) at the New York

Presbyterian Hospital Ambulatory Care Network (ACN) prenatal clinics, including the substance

abuse prenatal clinic, and WIC sites, (ii) by recruiting families delivering babies at Allen

Pavilion and Sloane Hospital of New York Presbyterian Hospital; and (iii) by reaching out in the

community (beauty salons, local supermarkets, bodegas, pharmacies, churches, schools, and

community agencies) and through block by block remitment.

ScreenindAssessment

The goal of the Outreach Worker and the FAWS was to screen all pregnant women and

fmilies of newborns in the targeted census tracts (253, 261 and 269 in zip codes 10032 and

10033). Ninety-three percent of families residing in the target area who were screened scored
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positive (5106/5522) on the Screening Form (e.g., unstable income, unmarried, less than 12 years

of education) and therefore qualified for the full assessment. See Table 12.

The FAWS conducted interviews on 29% (i.e., 1500) of the 5106 families who were

positive on the Screen, using the Kempe Family Stress Inventory (KFSI) developed by C, Hemy

Kempe to determine psychosocial factors and level of risk. The Drug Use Screening Inventory

(DUSI) was administered to 827 families to determine the presence and amount of substance use

by the mother or other individual coming into daily contact with the infant. Ninety-six percent

of the families (1440/1500) who were interviewed with the Kcmpe scored 25 or over and were

thus considered at risk and eligible to enroll in the pm~am. Families who were assessed as at

risk on the Kempe (scoring 25 or higher) antior had indications from the DUSI or from the

interview that the family was substance affected, were designated as Best Beginnings Plus (BB+)

and were randomly assigned, using a computer-generated list of random numbers, to either the

program ~oup (intense services) or the control (less intense services) ~oup. Families were then

matched with a family support worker (FSW).

Sixteen percent of those with positive Kempes were assigned to the BB+ component.

(The remaining 84V. were assigned to the regular BB program.) In the Initial Cohort only 13%

were assi~ed to the BB+ component, compared to 180/0in the New Cohort. This discrepancy

arose because the introduction of the DUSI during the New Cohort recruitment period led to

identification during intake of more families involved with substance abuse. For the Initial

Cohort, some families were initially assigned to BB, but with further acquaintance with them, the

FSW realized that there was substance use in the family and they were then reassigned to BB+.

Enrollment

The FSW assigned to a family made an initial home visit to explain the program in detail

to the family and answer any questions they had about the services being offered and to elicit the

commitment of the family to follow through on the program. If the family wished to proceed, a

Family Rights and Confidentiality form was signed. The date of that visit was considered the

Intake Date into the pro~am. At times it was necessary to make several home visits and

numerous phone calls before the family decided whether or not to join the program. Table 12

provides statistics on the number of phone calls (over 7000), attempted visits (1802), and actual
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visits (2497) that were made during the preintake period. A total of217 families were enrolled

in BB+ over the entire period. Complete intake information was available on 203 participants,

109 of whom had been assigned to the program group and 94 to the control vup.

Differences by era of enrollment

There are several outstanding differences between the activities for the Initial Cohort and

the New Cohort. hr terms of assessment, for the Initial Cohort, 53% of those screened were

located and administered the Kempe. For the New Cohort, the comparable figure was only 19Y0.

In terms of enrollment, 80% of families in the Initial Cohort who had scored positive on the

Kempe and were therefore eligible for the program actually enrolled. For the New Cohort, only

69% of those eligible enrolled. A comparison of the Preintake activity during the 2 time periods

reveals that there were twice as many attempted home visits for the New Cohort as there were

for the Initial Cohort. This indicates that the lower rate of enrollment for the New Cohort was

not because the FSWS were not trying to engage the families. They made many outreach

attempts to visit the families in order to offer them the opportunity to take part in the progam.

. Contextual Events or Community Changes influencing Activity No. 1.

The main venue for the recruitment of families into Best Beginnings is the system of

outpatient clinics located in the community and operated by the Ambulatory Care Network

(ACN) of New York Presbyterian Hospital (NYPH). Best Beginnings has a long-standing

collaborative relationship with NYPH and the ACN facilitated by the presence on the Directorate

of representatives of the Department of Pediatrics, and other collaborative activities that are on-

going. In the last few years, there has been a change in leadership of the ACNS and it has

become difficult to recruit in several of the clinics (Broadway, Dychan and 181). The new

administration at the ACNS was unfamiliar with our partnership with the hospital, leading to

challenges for our staff in accessing potential participants from the ACN clinics. With the

assistance of our partners in the Department of Pediatrics and consistent outreach and meetings

with the new leadership of the ACNS, we were able to regain access to these sites.

In recent years it has become increasingly difficult to recruit families because there are two

new programs operating in the same catchment area and thus competing for the same families,

namely Early Head Start and the Nurse Family Partnership. This is a difficult problem because
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all three programs serve the same age range and offer somewhat similar interventions. Early

Head Start and the Nurse Family Partnership have more extensive resources and offer more

services than does Best Beginnings, a Healthy Families America (HFA) program.

● Challenges/Barriers regarding Activity No. 1.

Another challenge to remitment arises from the fact that we recruit families by the census

tract they reside in. This was necessitated by the fact that the BB+ component was added on to

the already existing HF~ BB program in which recruitment is restricted to a catchment area,

defined by census tracts. Since at the time of the initial screening it is not known who is eligible

for BB+, it would be extremely difficult to set up two different sets of recruitment protocols with

diffeting residential requirements.

The nature of populations within census tracts can change over time and this will affect the

number of substance using families residing witiln a given area. For example, when BB began

operating in 1994, the catchent area was dominated by the drug culture. However, some years

later during Guiliani’s tenure as mayor, the area was swept clean and the drug culture moved to

another area. Therefore the number of families potentially exposed to dregs in our initial

catchment area was reduced.

Another major challenge was how to identify substance affected families. In the initial

period, we relied on information gathered during the in-depth interview for the Kempe.

However, in many cases we found out as we began to work with the families that our initial

assessment tool (the Kempe) did not provide sufficient background information about substance

use within the family. Therefore we started using a dmg screening instrument, the Dmg Use

Screening Inventory (DUSI). Since our definition of substance affected families included use of

drugs by any family member who came in contact with the infant, we adapted the DUSI for use

with other family members as well as the mother. The DUSI did identify more eligible families,

but was inadequate at quantifying the amount of use and the timing of use. Consequently, the

range of eligible families became too broad. For example, some families became eligible simply

because the mother used drugs some time in her past or once during pregnancy. As part of our

application for refinding, we devised a Substance Use Questionnaire (SUQ) which was

administered by the FAW during the initial interview. The SUQ provided much more detailed
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information about the t~e, amount and circumstances of substance use. However,

administration of the DUS I and SUQ added to the length of the initial interview and the FAWS

found it to be burdensome for the families. The next step in our attempts to identify substance

use and gather information about the extent of substance use was to leave the administration of

the SUQ for the FSW after she had made her initial contact with the family and begun to provide

service.

A challenge to retaining families, especially in the control ~oup, arose from the nature of the

design of the RCT. Control group families were visited once every 6 months with periodic

telephone calls in between to maintain contact. This design simply does not work with substance

using families who tend to move and disappear and are hard to locate. Visiting them more

frequently would help to maintain contact with them, but would be offering more of an

intervention than is desirable for a .’contro~’ group. This is a dilemma faced by all researchers

trying to use an experimental design on a population that is marginal and mobile.

The final challenge was the difficulty of eorolling families in the New Cohort period. The

atmosphere in the country toward undocumented immi~nts affected the willingness of families

to trust any authority figure or organization. People were afraid to get involved, especially if

there was any drug use in the family and family members were undocumented. In addition, due

to some changes in the financial situation of the lead agency, staff morale was not always high

and this showed up in the unwillin~ess of staff to go the extra mile for the program.

● Lessons learned about how to deal with challenges regarding Activity No. 1

One of the lessons we learned is the necessity for expanding the catchment area to include

areas where there is a higher prevalence of substance use. This was not possible in the present

case because the BB+ component was piggy-backed onto the regular HFNY prevention program.

But if one were setting up a program like this independently, it would be possible to design it in

such a way that any family living within a broader residential area that was substance affected

would be eligible.

The second lesson learned is the importance of restricting the definition of substance affected

family so that the resources of the program could go to working with families who really need

and could benefit from help. The criteria used in the present study were too loose (e.g., one

beer). It would be important to study the normative cultural behavior and practices around
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substance use in order to determine, define and distinguish what is ‘culturally normative.’

drinking and ‘problem” drinking along a whole cultural spectrum.

[n the present study, the introduction of the SUQ helped us gather important information

about the timing and amount of use, which enabled us to more clearly define substance use in the

families we were working with. From this, it became clear that many of the failies in the study

were not seriously affected by the amount of use. The resources could have been used for

families with greater need.

During the course of tie RCT study, we dealt with the problem of the loss of control families

by adjusting the ratio for assigning families to the control or program group. During the later

period of the study, the random assignment was set up with a 2:1 ratio of control to program

cases, that is, for every case assigned to the program group, 2 cases would be assigned to the

control group. This ratio was used by the computer as the basis for establishing the random

assignment list. This method was successful in yielding almost equal numbers in the control and

program groups by the end of the study.

However, for the future another solution will need to be found. The families assigned to the

control group were just as needy as those assi~ed to the program group. Afier recruiting,

identifying as substance affected and enrolling those families, it would seem to be important to

keep track of them and assure that they are connected with some agency or sewice that can offer

them help. In terms of conducting RCTS with substance affected families, it is necessary for the

research staff to maintain contact with them more frequently than once every 6 months. Perhaps

a visitor contact once a month would be needed.

The final area where we could learn a lesson concerns the difficulties encountered in

enrolling families during the latter part of the project (i.e., during the New Cohort period). The

presence of two other major pro~ams in the same area raises the issue of coordination of

services at the community level. Some umbrella orgrmization needs to be seriously considering

the distribution of resources in the Washington Heights area. If one progam is already

tinctioning in an area, it would seem wise for other programs to offer sewices in other areas that

are also in need.
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B. lnterventiodActivity for Goal No. 2.

- Provide supportive services to families

. State interventiotiactivity

The intervention activities for goal 2 consisted of providing services and making referrals.

Details of the activities maybe found in the Introduction, section “Overview of Program Model.”

A quick summary follows.

Service Provision

Make regular home visits using the HFA and Harm Reduction models to provide culturally

responsive interventions.

Assess needs of families.

Referrals

Make referrals based on needs assessment.

Follow-up on referrals and advocate for the family if necessary.

● Outputs (No. served or other project results. See Logic model.)

Service Provision

Number of home visits/contacts

Table 13 and Table 14 present information on the total number of visits received during

the prenatal period by the program group and the control group. (There was no difference

between the two groups in number of months enrolled prenatally.) During the prenatal period,

program group mothers received 9.3 prenatal visits on average. As expected, they received

si~ificantly more prenatal visits than control group mothers, who received only 1.3 visits. The

program group also received significantly more prenatal visits per month (a mean of 3.3 visits)

on average compared to control group mothers who received a mean of 0.6 visits per month.

Information on the number of visits during the postnatal period through 12 months

postpartum is presented in Table 15 and Table 16. During the postnatal period, pro~am soup

mothers received 35 visits on average during the 12 month period. As expated, they received

si~ificantly more postnatal visits than control group mothers who received only 3.9 visits on

average. The program woup also received si~ificantly more postnatal visits per month (a mean

of 2.9 visits) compared to control goup mothers who received a mean of 0.3 visits per month.
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In order to see the extent to which the activities were provided as outlined in the protocol and

logic model, we analyzed information collected from two sources: home visit logs, semice

referrals. The resulting tables provide information about activities related to goals 2, 3 and 4. [n

this section we will discuss the results for goal 2.

Semite Provision

Conten( ofhome visits

Table 17 presents the frequencies of commonly reported activities in the home as recorded on

the home visit logs for visits occurring in the prenatal period, separately for program and control

groups. The entries in the table are the percent of all visits in which that activity was reported

and they are presented in descending order by frequency of occurrence in the program group.

Two activities relevant to goal 2 stand out: advocacy/accompaniment to medical providers and

advocacy/accompaniment to non-medical providers. Both these activities occurred significantly

more frequently for program ~oup than for control ~oup families. Advocacy/accompaniment

to medical providers occurred on 9% of visits for program families and OVOof visits for control

families. [n contrast, both ~oups received information about health care semices on

approximately 90/0of visits.

During the 12 months postpartum there were no activities related to goal 2 that occurred with

sufficient frequency to analyze.

Referrals

Number of referrals for service – program versus control group

Workers used information obtained from their assessment of the family’s needs to make

referrals. There were 2 types of semice referrals – worker active and information-only. The

protocol called for referrals for control group families to be of the information-only type. For the

program group, the worker could be active in the referral process, following up, and advocating

to make sure the family received the sewice. These were labeled worker active referrals. Was

there a difference in the numbers of the different types of referrals between the 2 groups and did

the program group actually receive more sewice?

Table 18 provides information to answer this question in the prenatal period. Control

group families received slightly more information-only referrals on average than did the program

goup. As expected, prenatally enrolled program goup mothers were significantly more likely
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than prenatally enrolled control group mothers to have received at least one worker-active

service referral during the prenatal period. Forty-one percent (27/66) of progam group mothers

received at least one worker-active semice referral prenatally, compared to only 11.1 YO (5/45) of

control group mothers.

As expected, prenatally enrolled program ~oup mothers actually received a significantly

greater number of services on average compared to prenatally enrolled control group mothers.

The mean number of services received as a result of prenatal service referrals was .9 for the

program ~oup and.4 for the control group, a difference that is significant at the .01 level.

Table 19 provides information pertaining to service refmals in the postnatal period

through 12 months postpartum. Program group participants received an average of 5.5

information-only referrals, significantly more than the control ~oup (mean 3.1). They also

received significantly more worker-active referrals than the control ~oup (program ~oup

mean= 1.4; control group mean=O.2). In conformity with the protocol, worker-active service

referrals were rare among control group participants, with only 17.90/0 (7/39) of participants

having received one or more worker-active referrals and only 5% (2/39) having received two or

more worker-active referrals by 12 months postpartum. By contrast, 62.5% (40/64) of program

group participants received one or more worker-active refemals and 43.7% (28164) received two

or more worker-active referrals by 12 months postpartum.

By 12 months postpartum progarn ~oup participants received significantly more

services as a result of the service referrals that were made than did control group participants.

Eighty-nine percent (57/64) of program group participants received one or more smites,

compared to only 360/0(14/39) of control woup participants. Similarly, 670/0(43/64) of pro~am

~oup participants received two or more services as a result of service referrals made by 12

months postpartum, compared to only 50/. (2/39) of control group participants.

In summary, in both the prenatal and postnatal periods, the program group received

significantly more services than the control group, probably as a result of the worker becoming

active in the referral process. This is confirmed by the finding from the home visit log data, that

the workers accompanied pro~am group families to visits to medical and non-medical providers

and advocated for them. They did not do this for control group families, as per the protocol.
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Types of Senice Referrals

Information about the most common types of referrals for service in the prenatal period can

be found in Table 20. Some of these referrals were for basic services identified from the intake

needs assessment (e.g., housing, food pantry) and are part of Goal 2. Others are related to Goals

3 and 4 of the project and will be discussed in those sections.

From Table 20 it can be seen that among the six categories of service referrals most

commonly made in the prenatal period, five of those overlap between program and control woup

– childbirth education, mental health counseling, food pantry, housing, and GED preparation.

Food pantry and housing referrals are referrals that would be made based on the initial needs

assessment as part of goal 2.

Table 21 presents information on postnatal service referrals to 12 months postpartum.

Progam group participants accounted for 71% (381/534) of all postnatal service referrals made

to 12 months postpartum for either mother or baby, whereas 29V, of all such referrals (153/534)

were made for control woup participants. Among progam group participants, 85Y. (324/381) of

referrals were made for mothers whereas 15°/0 (57/38 1) were made for babies; among controls,

87% ( 135/153) of all referrals were made for mothers and 13% (18/153) were made for target

children.

Similar to the prenatal results, there is a large overlap between the types of referrals made for

program ~oup mothers and for control group mothers. Many of these referrals were for basic

services such as: housing assistance/emergency shelter, food pantW/stamps, Medicaid. En@ish

as a Second Lan@age referrals were also high in both groups. Topping the list of referrals for

children for both woups was Child primary care, with Medicaid referrals also being at a high rate

for the control goup.

However, as mentioned previously, fewer of the referrals for control group participants

resulted in receipt of services. As shown in Table 19, progam group families received an

average of 2.2 services by 12 months, whereas control ~oup families received an average of 0.7

services. This suggests that it is not enough just to make a refmal, but that the added support

and advocacy of an active worker may be necessary to facilitate the actual receipt of services.
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. Contextual Events or Community Changes influencing Activity No. 2

One of the biggest challenges facing the provision of services is the lack of sufficient

resources in the community especially for Spanish speaking families. Referrals can be made, but

in many cases there are waiting lists for services. This means that the participant may not get the

service or may get it too late. An example is the lack of AA groups in the community for

Spanish speakers.

● Challenges/Barriers regarding Activity No.2

Another barrier arises from the fact that, since welfare reform, many more mothers are

working full or part time. Apart from the scheduling problems this presents, many of the

mothers may simply not have enough time to be involved in a program that entails home visits

and bringing the child in for developmental assessments.

[n general a major challengebarner to good service provision in the present pro~am has

been worker turnover. For example, during one 4-year period of the program there were 8

different family support workers in the BB+ component. The orientation and training of each

worker involves intensive resources and takes up to 6 months. men workers leave and new

workers are assigned, it becomes difficult to hang on to participants and to get to know them

sufficiently well to become aware of what services they need. Substance abusing families in

particular tend to take a longer time to begin to trust staff and to open up and be willing to listen

to what the progam has to offer.

. Lessons learned about how to deal with challenges regarding Activity No. 2.

One of the lessons learned pertains to the difficulty of providing services to working mothers.

The pro~am adopted a system of rotating late hours, so that each worker would have one

evening when she worked late. The Child Developmentalist also worked one evening a week

and appointments for developmental assessments were scheduled for that evening.

42



C. lnterventiotiActivity for Goal No. 3

- Enhance family functioning and reduce potential harm of prenatal drug exposure

. State interventiotiactivity

The intervention activities for goal 3 were aimed at enhancing family functioning and

reducing the potential harm to the infant of drug exposure in utero and of a chaotic environment

pre and postnatally. Details of the recommended activities may be found in the Introduction,

section “Overview of Program Model.” A quick summary follows of activities for the family

support worker.

- Build relationship with family.

- Use harm reduction methods in working with family, to minimize the effects of drug use on

the fetus/infant.

- Show video of effects of dmg exposure in utero on fetus.

- Assess and address maternal psychosocial issues (depression, feelings of competence, etc.).

- Encourage mother to reduce potential harmful effects of her drug use.

- Improve support system by working with other family members and making referrals for

them if necessary.

- Link family to community services, non-medical.

- Encourage mother to become self-sufficient by discussing and referring for – education,

training, employment, daycare, etc.

- Address violence in the home and make referrals for family members.

. Outputs (No. served or other project results. See Logic model.)

The following outputs/products were listed in the Logic Model.

Family provided with information about harmfil effects of drug use

Family prepares safety plan for infant

Family views video on drug effects on fetus

Information provided about:

Substance abuse treatment

Mental HealtMCounseling
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Employment, education, training opportunities

Discussion of family relations

Crisis managementiproblem resolution

As mentioned previously, in order to see the extent to which the activities were provided as

outlined in the protocol, we analyzed information collected from home visit logs and service

referrals. In this section we will discuss the results for goal 3.

Service Provision

Content of home visits

Table 17 presents the frequencies of commonly reported activities in the home as recorded on

the home visit logs for visits occurring in the prenatal period, separately for program and control

groups. The entries in the table are the percent of all visits in which that activity was reported

and they are presented in descending order by frequency of occumence in the program group. In

interpreting these figures it should be kept in mind that during the prenatal period the pro~am

group received an average of 9.3 visits and the control group an average of only 1.3 visits.

Family functioning antior family relationships were discussed on 26V. of the prenatal visits

for the program group and 45% for the control goup. Educational arrdor employment

oppOfiunities were a topic of discussion on 14°A of visits to the program group and on 260/0 of

visits to the control group in the prenatal period. Another important goal 3 area that was

addressed on 10°/0 of visits to program families and 120/0 of visits to control fmilies was

problem-solvin~decision- making or crisis managementiproblem resolution. Violence in the

household was discussed on 4% of visits to each group. Workers with program WOUpfamilies

provided advocacy and/or accompaniment to non-medical providers on 8% of visits, compared

to 1.4~o for control goup families.

From these results it appears that the workers were indeed covering areas impofiant to goal 3

in their discussions during home visits to both program and control group families during the

prenatal period. Based on these visits, workers made referrals for services that would help to

further the goal of enhancing family functioning and limiting the potential harm of exposing the

fetus to drugs.

Table 22 presents information on the content of home visit logs for visits occurring during

the 12 months postpartum. Home visit log activities are listed in descending order by average
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(mean) frequency of the activity in the program group. Program families received an average of

35 visits during the 12 month period and control group families received only 4 visits.

The third most frequent topic/activity (the first two were related to goal 4) for the program

goup visits during the 12 months postpartum was discussion of family functioning antior family

relationships with an average of 15 visits on which this was discussed. For the control woup this

was a topic on only 1.7 of the visits. This difference is statistically si~ificant (p <.0001).

Visits with discussion of educational andor employment oppotinities were also frequent with a

mean of 10.6 visits for the progam group and only 1.3 for the control group. Teaching of

problem-solvin~decision- making skills occurred on average on 6.4 of visits to the program

group and only 0.4 visits to the control ~oup. One of the concerns when setting up the pro~am

was that workers would focus only on crisis management and not have time to address

underlying problems such as family functioning and mental health issues. It is therefore

interesting to note that help with crisis management was listed as an activity on only 2.6 visits on

average for the pro~am group during the 12 months postpartum. In the prenatal period, it was

the sixth most frequent activity, well afier discussion of family functioning and discussion of

educational/employment opportunities.

Referrals

[n order to achieve the objectives of goal 3, referrals were to be made for needed services.

The Logic Model lists the suggested t~es of refemals as follows:

For mother – mental health, substance abuse, education, job training, employment, counseling,

daycare, domestic violence

For other family members - substance abuse, education, job training, employment, counseling,

daycare, domestic violence, etc.

Types of Sewice Referrals

Table 20 presents the most common types of service referrals (both information-only and

worker-active referrals) made for the mothers during the prenatal period. Prenatal service

referrals for mother-only make up 860/0of all prenatal referrals. The five most frequent t~es are

similar for the program and control groups and include two types of referrals relevant to goal 3:

mental health counseling and GED preparation. In order to enhance family functioning it is
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essential to address mental health issues and to encourage the mothers to seek counseling. A

related goal 3 objective is to encourage the mother to become self-sufficient. For this it is

necessary that she progress in her education on the path to obtaining a permment job. Obtaining

your GED is one step on that path.

Table 21 presents the most common tWes of service referrals made during the postnatal

period for program and control group participants separately and for mothers and target children

separately. Similar to during the prenatal period, amongst the most common types of referrals

for both progam and control goup mothers were referrals for GED preparation and for mental

health and other counseling. Postnatal referrals were made for both groups for English as a

Second Language. The control group also received referrals for parent aide services. All these

referrals support the effort to strengthen the family and make the mother more self-sufficient.

● Contextual Events or Community Changes influencing Activity No. 3

As mentioned under goal 2, one of the biggest challenges in terms of getting needed services

for families is the lack of sufficient services in the community. Referrals can be made, but in

many cases there are waiting lists for services. This means that the participant may not get the

service or may get it too late. An example is the shortage of Spanish-speaking mental health

workers in the community which may result in a mother having to wait for services.

. Challenges/Barriers regarding Activity No.3.

Another barrier arises from the cultural attitudes toward receiving certain types of services,

e.g., mental health. Some people may feel that there is a taboo against discussing family

problems with someone outside the family and they may also be concerned about being labeled.

Pro~am staff may work very hard with a particular mother and finally get her to agree to go for

counseling only to find that there is a waiting list.

● Lessons learned about how to deal with challenges regarding Activity No. 3.

What we have learned about the challenge of encouraging families to follow through on

referrals for such things as domestic violence, depression or substance use is that it requires a lot

of patience and persistence on the part of the worker. The worker needs to give a consistent

message and find creative ways of working with the family to overcome barriers.

46



D. InterventiotiActivity for Goal No. 4

- Promote healthv child development and positive parent-child interaction

. State interventiotiactivity

The goal of the interventions recommended for goal 4 was to promote healthy child

development and to promote positive interaction between parent and child. These activities

began in the prenatal period and included helping the mother prepare for a positive delivery

experience by preparing her for childbirth and for breastfeeding. Some of the recommended

activities are summarized below.

- Link mother and target child to medical care provider

- Prepare mother for childbirth and breastfeeding

- Encourage and support mother (workers acting as doulm) throughout labor and delivery

- Encourage & support mother to breast-feed

- Provide soft baby carrier (snugli or Baby Bjom) afier birth to calm infant

- Provide activities for bonding and parent-child interaction

- Provide information about stages of child development, parenting, and discipline

- Provide support to mother to reduce stress

- Provide parenting, support &/or psycho-educational goups

- Assess child development with ASQ and Bayley

- Make referrals to Early Intervention

● Outputs (No. served or other project results. See Logic model.)

In order to measure the extent to which the activities were provided as outlined in the

protocol and logic model, we anal~ed information collected from two sources: home visit logs,

service referrals. In this section we will discuss the results for goal 4.

In the Logic Model we suggested measuring the following outputs for goal 4.

Information provided about:

- Pregnancy or prenatal care

- Basic infant care
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- Health care &/or child health safety

- Child development and age appropriate behavior

- Parent-Child Interaction

- Child managementidiscipline

- Support for parenting stress

- Mother/other family member carrying infant in sofi baby carrier

Service Provision

Content oJhOrne visit Iogs

Table 17 presents the frequencies of commonly reported activities in the home as recorded on

the home visit logs for visits occurring in the prenatal period, separately for program and control

~oups. The entries in the table are the percent of all visits in which that activity was reported

and they are presented in descending order by frequency of occurrence in the program group. In

interpreting these figures it should be kept in mind that during the prenatal period the program

group received an average of 9.3 visits and the control group an average of only 1.3 visits.

During the prenatal period, the most commonly reported activity for both WOups was

provision of information about pre~ancy and prenatal care, occurring on almost 60% of visits.

The second most common activity for the pro~am group was provision of information about

basic infant care, feeding and/or food preparation occurring on 21% of visits. This t~e of

information was only provided on 110/0 of visits to the control group, a difference that is

significant. Presumably a lot of the information provided to the program group under this

category was information and discussion about breastfeeding.

As recommended, basic information about child health, child development and child safety

was provided to both groups.

Table 22 presents information on the content of home visit logs for visits occurring during

the 12 months postpartum. Program families received an average of 35 visits during the 12

month period and control group families received only 4 visits.

During the postnatal period, the frequency of all activities related to goal 4 was si~ificrmtly

higher for the program ~oup than for the control group. For example, the most frequent activity

was discussiotimodeling of parent-child interaction which took place on an average of 20 visits
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for the progam group and 1.8 visits for the control ~oup. Similarly, the progam group

received significantly more visits during which information about child development was

provided (mean of 19 for the progam group and 1.7 for the control group). Support for

parenting stress was provided on an average of 7.3 visits to the progam woup, but only 0.4 visits

to the control group. From this information, it seems clear that during the postnatal period the

program group received a lot of information relevant to goal 4 as outlined in the logic model, and

much more information than the control group.

Referrals

In order to achieve the objectives of goal 4, referrals were to be made for needed services.

The Logic Model lists the suggested types of referrals as follows:

- WIC Lactation Clinic

- Best Beginnings support and parenting groups

- Primary care provider

- Early [intervention Services for child

Table 20 presents the most common t~es of service referrals (both information-only and

worker-active referrals) made for the mothers during the prenatal period. Prenatal service

referrals for mother-only make up 860/0 of all prenatal referrals. The most common type of

referral for both the program and control groups was for Childbirth Education, related to the goal

4 objective of promoting positive parent-child interaction by beginning right at birth.

Table 2 I presents the most common types of service referrals made during the postnatal

period for program and control group participants separately and for mothers and target children

separately. The most common referral for target children in both ~oups was to a primary care

provider (representing 40% of program group referrals and 28% of control group referrals). The

second most common referral for control children was for Medicaid (280/0 of referrals). Pro~am

group children also received referrals for Immunizations (7Y0 of referrals) and for Early

Intervention (5.3V0 of referrals), Mothers from both groups received referrals for Medicaid

(progam ~oup 77. of referrals and control group 8Y. of referrals).
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During the period of the Initial Cohort, 10 program group children and 6 control woup

children received referrals for Early [ntewention. During the New Cohort period, 31 program

group children and 7 control group children received referrals for Early Intervention.

As mentioned earlier, there were significant differences between the number of services

actually received by the program and control groups as a result of these referrals both in the

prenatal period and in the postnatal period, with the program group receiving si~ificantly more

semices on average than the control group. Thus it appears that the intervention was effective in

obtaining needed sewices for the pro~am group participants.

. Contextual Events or Community Changes influencing Activity No. 4

The shortage of slots for women to take childbirth preparation classes in Spanish was a

problem in our community. There were simply not enough places available. To overcome this

challenge we applied for a gant to the Johnson & Johnson Foundation Community Outreach

Program to setup a Childbirth Prep Center in our agency. The Center teaches childbirth classes

in Spanish in our agency but is open to the whole community. Following the initial funding, we

obtained continued funding from the Department of Health Infant Mortality Reduction Initiative.

Fortunately, Early Intervention services are provided through federal funding. Our families

also have access to the ~PH WIC center for financial assistance and for consultation on

breastfeeding through the Lactation Clinic.

. Challenges/Barners regarding Activity No.4.

As mentioned under goal 3, a barrier arises from cultural attitudes toward receiving certain

types of services, e.g., mental health. Some people may feel that there is a taboo against

discussing family problems with someone outside the family and they may also be concerned

about being labeled. Similar challenges are present regarding receiving early intervention

semices for infants. Pro~arn staff worked very hard with families to get them to understand the

value of intewening early with infants who are showing si~s of difficulties in learning or

behavior. However, there may be very strong taboos against early intewention and the families

may be concerned about the infant being labeled as having a problem. Cultural attitudes may

also become an issue when infants are being assessed. For example, it may not be acceptable for

male infants to be asked to handle dolls as part of a standardized assessment.

50



Another barrier that may arise in the promotion of parent-infant interaction is the tendency of

workers to be problem focused. They may get involved in ail the family issues that present

themselves and not find time during the home visit to get to focus on parent-child interaction.

The finding presented above that the most frequent activity during the postnatal period for the

program woup was discussiotimodeling of parent-child interaction which took place on an

average of 20 visits for the program group is reassuring in this respect.

● Lessons learned about how to deal with challenges regarding Activity No. 4.

One lesson that was learned is the importance of training staff on how to overcome taboos

against early intervention. The training must involve open discussion of the issues so that staff

can express their own feelings and concerns about labeling infants and sending them for services.

The staff may have similar concerns to the families.

In terms of focusing on the promotion of parent-child interaction, the workers need to be

taught the skills to direct the conversation away from immediate issues and toward focusing on

the infant and his place in the family. In addition to trainings on these topics, the skills should be

discussed and reinforced in weekly supervision.

Another major challengefiarrier to good service provision arose horn the rate of worker

turnover. In the Best Be~nning Plus component, the turnover during one 4 year period was

high, with 8 workers being hired, trained and receiving families and then moving on. A

program such as thus requires a high investment in staff training up front before the workers can

even begin to take on cases. Losing a worker who has been trained and has a whole caseload is

demoralizing to the other staff who have to take over the cases and leads to a high drop-out rate

among families and more worker turn-over.
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IV. Project Outcome Evaluation

In section II. C. Ovemiew of the Evaluation, we discussed some of the problems encountered

in the implementation of the evaluation plan. We will elaborate on the issues here and explain

why we decided to restrict our presentation of outcome results for goals 3 and 4 to analyses done

on the Initial Cohort only. Results for goals 1 and 2 were presented as part of the Process

Evaluation and include data from both the Initial and the New Cohorts.

Baseline Characteristics of the Sampie

From Table 3 we saw that the baseline characteristics of the Initial Cohort and the New

Cohort were significantly different on many variables. The overall picture that emerged was that

the New Cohort was lower psychosocial risk thao the Initial Cohort.

Stibstance Use

From Table 5 it can be seen that the nature of the drugs being used by the mother

changed from the Initial Cohort to the New Cohort. In the Initial Cohort, more than half (54%)

of mothers were using marijuana or marijuana and alcohol, whereas in the New Cohort 710/0of

mothers were using alcohol only. It’s not clear why ttis shift has occurred but it maybe related

to the fact that the New Cohort is lower risk and the alcohol use takes place as part of casual,

culturally normative drinking rather than as pati of an addiction.

Rate of Drop-out

From Table 7 it can be seen that the drop-out rates for the New Cohort are not only much

higher than for the Initial Cohort, but they are such that they interfere with any meaningful

attempt to draw conclusions &om data analyses. By 6 months 340/. of the New Cohort had

dropped out, by 12 months another 37% had dropped out and by 24 months another 32Y.. From

intake through the 12 month follow-up, 62% of the families in the New Cohort had dropped out,

compared to 22°/0 for the Initial Cohort.

Staff Ttirnover

During the period of the New Cohort, the staff turnover rate was greater than during the

initial period. High turnover compromises the validity of the intewention being delivered since

it takes time for new staff to become experienced at delivering the service rquired. It also

affects retention of participants.
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[n summary, the New Cohort differed horn the Initial Cohort on level of psychosocial

risk, on the nature of substance use, and on the consistency and quality of the intervention they

received. In addition, the high drop-out rate (6Z0/0by 12 months) precludes any meaningful data

analyses. We will therefore present preliminary outcome analyses using the participants in the

Initial Cohort only. Since the relatively small sample size of this cohort limits the statistical

power, we will include Best Beginnings participants from the non BB+ component. Thus tbe

program group and the control group will be comprised of both BB+ and non BB+ participants.

Sample Used for Outcome Analyses

As part of the general Best Beginnings program, data were collected on all families

enrolled in either the non 66+ component or the 66+ component. The analyses to be presented

here are based on two samples of subjects: (a) BB+ families from the Initial Cohort (recruited

from 10) 1/96 through 3/4/03) on whom we have follow-up data at least through 12 months of age

(~=1 00) md (b) non BB+ families from the cohort that was recruited from 1994 through 2000

(B=438).

Tables 23 and 24 summarize the results of multiple regression analyses predicting

outcomes for goals 3 and 4. These multiple regression analyses were initially performed in a

step-wise manner. Tables 23 and 24 show only the final re~ession model for each outcome

examined.

Summarv of Findings and Implication of Findings from Outcome Analvses

Goal 3: To enhance familv furrctioninz and maternal usvchosocial functioning

Findings (Table 231

Mothers who have more family problems/stressors feel that parenting is more of a

burden. They exhibit more depressive symptoms, and feel less masterylcontrol over their lives.

Mothers who are not married at intake feel that parenting is more of a burden.

In addition, women who repoti being in contact with a greater number of relatives weekly

perceive that they have more social support.

Implications: As expected, a family’s current level of Matemallfarnily stressors is clearly related

to measures of mothers’ psychosocial functioning. By encouraging relatives to visit and provide
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support to mothers, we may be able to increase mothers’ perceptions of having family support,

and possibly to decrease symptoms of depression.

Goal 4: 1. To maximize healthy child development

Findinrs (Table 24):

General, overall development of the child at 12 months is positively related to the fmily

receiving public assistance and negatively related to the number of problems (e.g., financial,

domestic violence, substance use, etc.) the family is confronting. There is a trend for the

children from substance-affected families to perform less well on overal! developmental tests.

Female children were significantly more advanced on mental development tests than

male children.

There is a trend for the motor development of the substance-affected infants to be more

advanced.

Implications: Maternal/family problems or stressors are related to measures of infants’

developmental status as they were to maternal psychosocial status. More efforts need to be put

into addressing the stressors, by referring families for assistance whenever possible and

providing support in the home.

Goal 4: II. To increase the frequency of breast fiedinz as a method of uromotinc hea[thv intint
growth and mother-child responsiveness

Finding (Table 24):

Families in the program group who received the prenatal intervention, which included

provision of information about and support for breastfeeding, were more likely to be

breastfeeding at discharge from the hospital.

Implication: This finding that the prenatal intervention (emphasizing and supporting

breastfeeding) led to an increase in the likelihood of a mother breastfeeding her infant at

discharge seems to hold true for BB+ as well as non BB+ families. We found no evidence in the

analyses that exposure to the prenatal intervention was any less effective in increasing

breastfeeding among mothers from substance-affected compared to non-substance-affected

families.
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The importance of this initial step toward a healthier infant and a more responsive mother

cannot be underestimated especially for infants in families affected by substance use.

Goal 4: 111 Enhancinz the qualitv ofparent-child interaction

Findings (Table 241

The responsiveness of the infants to caregiver contingency was significantly geater for

infants from families who were in the pro~am ~oup and received the parent-child interaction

curriculum, On the other hand, if there was a second primary caregiver in the home (such as the

father of the baby or the grandmother), the infant was less responsive.

Implications: The intervention aimed at promoting responsiveness of the infant and mother to

each other’s cues had a positive effect. This finding applies also to the substance-affected

families. However, it will be necessary to work more diligently with other caregivers in the

home to increase their positive involvement in interactions with the mother and infant.

Summaw of Findings of Outcome Analvses

[n general, the outcome analyses presented here indicate that the interventions

implemented in Best Beginnings can be effective. However, in order to anal~e in more detail

which practices are effective and the extent to which they are effective for substance-affected

families, we would need a larger sample of substance-affected families on whom we have

follow-up data, The difficulties of recruiting and maintaining a substance affected population

have been discussed above. These difficulties become even more acute when trying to maintain

a control woup of substance-affected families in order to collect data for a RCT.

The core variable that was related to all the outcomes was the MatemallFamily problems

variable. Information elicited at intake about what the family’s current issues were provides the

following picture: 94% reported financial difficulties, 63% marital or relationship difficulties,

54°A inadequate housing, 36V. depression, 16% domestic violence. At intake, 29% had no one

contributing to household income and only 110/0were employed full- or part-time. The Best

Beginnings pro~am addressed many of these issues, but not all are easily “fixed by a

preventive progam. Future programs will need to find ways to address the issues that comprise

this variable.
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V. Conclusions

● Describe and interpret the overall impact of the project on children and families.

Include discussion of any relevant process evaluation data that may help to interpret

outcomes.

Throu@ this project, many families affected by substance use were identified and

received suppofiive services in the home, including information about the effects of exposure to

drugs in utero on the developing fetus, information about childbirth, breastfeeding, child

development and parenting. Through use of the Harm Reduction model, the workers were able

to Wide the mother or other family member involved with substances to consider the effects of

the drug use on the health and environment of the child and to make plans to insure the safety

and wellbeing of the infant. Because the staff worked with family members other than the

identified user, some families were able to keep the target child in the home and out of foster

care.

The families also received referrals for mental health, education, job training and child

care. The children born to project mothers received regular developmental assessments and were

referred to early intervention services when necessary. Identifying and treating developmental

problems early heads off difficulties when the child reaches school age.

The fact that the BB+ component was integrated into the general BB pro~am (non

substance users) had an impact on both t~es of families. They intermingled at workshops,

parties, trips, etc. and the BB+ families had an oppo~nity to get to know families not affected

by substance use, and vice versa.

. Describe and interpret the overall impact of the project on the individual agencies and

organizations involved. Include discussion of any relevant process evaluation data that

may help to interpret outcomes.

The fact that a randomized controlled trial was conducted as part of this project had a

si~ificant impact on both lead agencies: The New York Society for the Prevention of Cruelty to

Children (NYSPCC) at the start, and Alianza Dominican, Inc., later in the project. The details

of executing the RCT were discussed at the monthly Directorate meetings attended by members

of both lead agencies and Columbia University Department of Pediatrics. All involved came to
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appreciate the difficulties of such a task, but learned that it is possible to orient service providers

in a community agency to their roles and train them to become effective executors of a RCT. As

part of the Johnson & Johnson Community Health award, training in database management and

statistics was provided not only to Best Beginnings staff, but to selected staff members of

Alianza. Thus the whole agency benefited by the presence of Best Begimings in the agency.

NYSPCC also became more aware of the intricacies of working with a community agency.

The project also had an impact on the health care providers in the Pediatric clinics. There

was open communication between the pediatricians and the family support workers and the

pediatricians came to respect the work of the family support workers and rely on them to take

care of social and other issues with the families. They frequently commented on how much they

appreciated the work of the project. They immediately knew which families on their caseload

were Best Beginnings families because of the type of questions the families asked and the

knowledge they had about child health issues.

Another way in which the progam impacted the community agency was through the

educational advancement of the program staff during the course of the project. Extensive in-

house training was offered to all staff as part of the program. In addition, many workers returned

to school (evenings and weekends) and obtained degrees (Associates or Bachelor’s or Master’s).

This required a lot of commitment since they all had families and were working folltime. In

addition to gaining skills and knowledge for themselves, the workers also served as role models

for the families they were serving. Information on changes in educational level is presented

below.

Changes in Educational Level of BB Workers from Hiring throufi September 2006

Education
- when hired 18.2% 72.7% 9.l%

Education
- Sept. 2006 o% 18.2% 36.4°h 21.3% 18.2V0
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● Describe any impact in the communi@. Include discussion of any relevant process

evaluation data that may help to interpret outcomes.

Although the project was not desi~ed to measure the impact on the community, we

became aware of how the information and training we provided to both the staff (most of whom

were community residents) and the families spread throughout the community and was passed

from one family member to another in a widening circle of influence. For example, information

on childbirth preparation, breastfeeding, child development, parent child interaction and the

availability of resources was spread from family to family and amongst agency staff who were

also community residents. In response to inquities about childbirth preparation courses in

Spanish, we opened a Childbirth Prep Center in which the classes were conducted by a Spanish

speaking nurse educator horn the medical center. ~Is Center fulfilled a need in the community.

Another potential impact on the community that emmated from our project was the

attitude to families affected by substance use. We were promoting a non-punitive approach

through the Harm Reduction model and our staff came to adopt this approach to these families.

Presumably, this attitude carried over into their interactions with medical personnel and other

social service providers in the community and into their lives outside the workplace.

VI. tmpfications of Results and Recommendations

. Present recommendations to administrators of future, sitiar projects.

The first recommendation we would make to administrators is to define carefolly the

population you feel you can best serve with the resources you have available and with your

intended purpose. For example, since we were using the Harm Reduction model and the Healthy

Families America primary prevention approach, we knew a priori we could not enroll hard core

drug users. We restricted the population to families in which one member was using alcohol or

marijuana. However, we did not firther specify the amount of use, type of use, frequency of use,

etc. and so the sample varied geatly on these parameters. As a result, the BB+ sample included

some families for whom the regular BB program would have been sufficient. However, without

the BB+ component they would not have been identified and would not have received the

services they needed. In conclusion, we felt that if we had been more selective at the intake

stage it might have been possible to target higher need families. This would require assessment
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tools that specify the parameters of use of substances by potential project members. Such

information is ofien difficult to elicit until a relationship has been established with the family.

The second recommendation focuses on the importance of doing everything possible to

retain project staff. Agency policies can have powerful effects on staff retentiotitumover. High

staff turnover initiates a cascade of events that can undermine the viability of a project. Efforts

should be made to nurture staff, to show appreciation to staff, and to provide opportunities for

staff to relax together, and even to discuss the challenges of the job as a soup with someone

outside the immediate program.

● Present recommendations to project funders.

The main recommendation to finders reflects the first recommendation to administrators.

M&e sure that the program to be funded has defined carefully the population they feel they can

best serve with the resources they have available and that fits with the intended purpose of the

project. It maybe advisable for the program to do preliminary work to find out if the population

they intend to serve is available in significant numbers to make it worthwhile to invest in starting

the project.

Another recommendation to finders would be to find projects proposed by agencies with

a proven track record indicating that they have the capacity to conduct the project and to provide

a supportive environment for project staff who will be expected to work with high risk fmilies

under stressful circumstances.

● Present recommendations to the general field.

The importance of providing supportive services to families affected by substance use

cannot be overstated. The effects on the developing fetus of drug use during pre~ancy and the

effects on infant development of raising an infant in a home environment that does not provide

security and positive stimulation, both emotional and physical, are well known. Whatever can be

done to link the family with the resources they need to provide that positive environment will

help to produce a healthier infant and child – a future citizen. A program such as Best

Beginnings that refers families for needed services and provides support to the family in the
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home and information about child development and how to promote positive parent-child

interaction can contribute si~ificantly to producing a healthy, secure child.

Underlying this approach is the assumption that early intervention can have profound

effects on the course of development of infants living in families affected by substance use. We

would therefore recommend that priority be @ven to programs targeting pregnant women and

women with infants under 3 months of age.
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Table 1 [Table 1103088. /,,,i,,d nl-29-(J9]]

I

Baseline Characteristics oJMothers and Families in the Total BB+ Samplea

Mother’s Kempe total score M(SD)=41 .3(1 1.5); range 25-75

0/0with urenatal intake I 58.1%(1 18/203) I

Mother’s age in years on target child’s date of
birth

YOteenage mothers (less than 20 yea old on date
of target childs birth)

M(SD)=24.7(6.2); range 14-43 I
25.7% (52/202)

YOfirst-time mothers I 54,5%(104/191) I

O/. of families with problematic maternal
substance use

0/0 of families with problematic paternal
substance use

0/0of families with problematic maternal and
paternal substance use

51.0% (103 I202) I

66.0% (132/200) I
17.8% (36/202)

Items From Initial Screening Form
0/0unmarried 87.6%(1 76/201) I
0/0with histom of or current depression I j4.5V~(108/198) I

0/0with marital or relationship difficulties 5 1.0% (103/202)

0/0with a partner who was unemployed 22.3% (43/193)

YOwith a history of abortions 20.5% (41/200)

% who unsuccessfully sou@t or attempted to
abort the target pregnancy 18.570 (37/200)

0/0with a history of psychiatric care 17.9% (36/201)

Selected Items From KFSI/’<PCI Current
u’
0/0with financial difficulties
insufficient income 94.0% (189/201)

0/0with marital or relationship difficulties 63.2V0 (127/201)

0/0with social isolation 54.8% (109/199)

YOwith inadequate housing 54.2% (109/201)

O/.with depression 35.8V0 (72/201)



0/0with inadequate food 22.0% (44/200)

0/0 with current or history of CPS 18.6% (16/86)
involvement (amongmultipsonly)

0/0with domestic violence 16.0% (32/200)

0/0 with health problems or a physical 8.5% (17/201)
disability

Intake Form

0/0 born outside the U.S. 63.0%( 126/200)

Number of years mother had lived in the U.S.

(among foreign-born)

0/0 of Dominican ethnicity 74.1% (1401189)

YOproficient in spoken English 61.0% (122/200)

YOumarried 82.3% (167/203)

‘A with less education than a high school
diploma or GED 57.4% (1 16/202)

0/0employed fill- or part-time 11.4% (23/202)

YO with no one contributing to household
income 28.6% (57/199) I
Yoreceiving Temporary Assistance for Needy
Families (TANF) 18.4V0(37/201) I. .

I

0/0of families with a second primary caregiver
(PC2) for the target child 63.4% (128/202)

0/0of families with a PC2 who was employed
full- or part-time 50.3% (90/1 79)

YOof families with a PC2 who was the target
child’s biological father 39.4V0 (80/203)

0/0of families with a PC2 who was the target
child’s ~andmother 2 1.2% (43/203)

YO of mothers receiving Medicaid 72.9% (145/199)

0/0of mothers with no health insurance 10.6% (2 1/199)

0/0receiving WIC benefits 87.7% (178/203)

TC Birth Otttcome/ID Form
0/0 of target children delivered before 38 8.6%(1 7/1 97)
weeks gestation
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\ % oftar~et children with a birth wei~t of less I I
than 25~0 grams (5.5 pounds) - 10.2% (20/196)

J
0/0of target children not in a well baby nursery 9.8% (19/194)
afier birth

O/Oof target children delivered by C-section 36.5% (72(197)

Note. ‘Among BB+ participants enrolled through 06/30/08 who completed intake jntewiews and

did not drop oltt prior to the birth of the target child. Ail demographic characteristics are those

of mothers, except where otherwjse jndicated.

bNot part of CPC1 Current Issues”

Because the sample included two pairs of reins, the total sample size was 203 Jamilies

versus 205 target children/mother-child dyads. Denominators of less than 203 indicate missing

data, except for variables ljsted under “TC Birth OutcomelID Form”, in which case

denominators of less than 205 indicate missing data.

M(SD) =mean(standard deviation)
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/ Table 2 [Table /21/08A. [revised (11.J2-OY]]

Frequency Distributions for Selected Demographic Variables in the Total BB+ Sample

Mother’s KFSI Total Score
g @
25-30 27.l% (55/203)
35-40 30.0% (61/203)
45-55 34.5% (70/203)
60-75 8.4% (17/203)

Trimester of enrollment

& m

1st 5.4y0 (11/203)

2“d 22.2~0 (4S/203)

3~ 30.5% (62/203)

Enrolled

~

Number of Years Living in the U.S. at Intake
& m
U.S.-born 37.0% (74/200)
4 years or less 24.5% (49/200)
5-7 years 7.0% (14/200)
8 or more years 3 1.5% (63/200)

Mother’s Age in Years on Date of Target Child’s Birth
g &
14-19 25.2% (s1/202)
20-33 63.4% (128/202)
34+ 11.4% (23/202)

Biological Father’s Parenting Involvement (3-9 ,.,I~)a

~ &

3-4 15.3~o (27/177)

5-8 18.1VO(32/177)

9 66.7V0 (118/177)
Note. Total sample size=203;denominatorsof less than 203 indicatemissing&ta. KFSI=Kempe Family Stress
Inventory “Ascore of “3” indicatesno involvementwith the tirget child physically,emotionally,or financially,a
scoreof .’9 indicatesa fatherwho was “very involved in all three domains.
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Table 3 [Table 120208A. [revised 08-01 -09JJ

Statistically Signl$cant Differences in Base[ine Characteristics By Era of Enrollment”

Enrolled March 05.
Enrolled vrior to 2003 tbroufi June
March 05,2003 26,2008

(total n=98) (total n=105) Inhrential statistics

[nitial Screening
Questionnaire Items
0/0 with a partner who
W= currently X2(I>193)=10.64***
unemployed 33.070 (29/88) 13.3% (14/105) OR 0.31 (O.15-0.64)

% who reported
abortion of target
child was
unsuccessfully sought /(1 ,200)=9.44**
or attempted 27.4% (26195) lo.5Yo(ll/lo5) OR 0.31 (O.14-0.67)

O/O who reported a
history of or current x2(l,198)= 19.08****
depression 71 .0% (66/93) 40.0% (42/105) OR 0.27 (O.15-0.49)

Kempe Assessment
Mother’s total score
(range: 25-75) 44.1(12.5) 38.6(9.8) t(184)=3.47***

f’Pcl Current
[ssues”)

0/0 with health
problems and/or #(1,201)=5.71*
physical disability 13.3% (13/98) 3.9V0 (4/103) OR 0.26 (0.08-0.84)

X2(I,201)=27.74****
0/0with depression 54. 1% (53/98) 18.4%(19/103) OR 0.19 (0. 10-0.36)

YO with inadequate
housing

XJ(1,201)=4.95*
62.2% (61/98) 46.6% (48/103) OR 0.53 (0.30-0.93)
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Intake Form

% with no one
contributing to f’(1,199)=19.54 ****
household income 43.6% (41/94) 15.2% (16/105) OR 4.30 (2.20-8.41)

,
Enrolled March 05,

Enrolled P nor to 2003 throu~ June

March 05,2003
30, ~008

Inferential statistics

YO with a PC2 who #(1,179)=9.48**
was employed 39.6% (38/96) 62.?% [52/83) OR 2.56 (1.40-4.69)

o/a who were #(1,201)=5.32*
receiving TANF 25.OVO(24/96) 12.4% (13/105) OR 0.42 (0.20-0.89)

O/. with no health X2(1,199)=5.28*
insurance 15.8% (15/95) 5.8% (6/104) OR 0.33 (O.12-0.88)

#(1,199)=20.60****
0/0receiving Medicaid 57.9°/0 (55/95) 86.5% (90/1 04) OR 4.68 (2.33-9.37)

TCID Form
Biological father’s
parenting _ (n=83) _ (n=96)
involvement
(range: 3-9) 6.5(2.4) 8.5(1.5) t(133)=-6.44****

&

CES-D at prenatal _ (n=53) m (n=52)
intake 20.7(10.8) 15.3(12.2) t(Io3)=2.40*

CES-D at postnatal w (n=28) = (n=38)
intake

1 19.1(13.4) 11.4(9.2) t(45)=2.62*

Note. ***% = p~.0001, ** = p~.01, * = P<.05. PC1 =Primary caregiver #I (ntother).
PC2 =Primarv care~iver #2. CES-D=Center for Epidemiologic Studies Depression Scale.. .
M(SD)=mean(stand;rd deviation).

“Among BBt participants who completed intake interviews on or before 6/30/08 and who
did not drop out prior to the birtit of the target child.

There were a number of statistically signi)cant differences on baseline characteristics between

BB+ participants who enrolled prior to 03/05103 and those BB+ participants who enrolled

03/05/03 or [ater; each oJthese signiJcant differences is consistent with a panern of relatively

low psychosocial risk overal[ for the group of cases who enrolled 03/05/03 or later compared

to the group of cases who enrolled prior to 03/05/03.
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Tab[e 4 [Table 120308A.[re,,ised08-01-09]]

and BB+ Control Group Participants”
1

BB+ Promam moup BB+ Control moup

(total n=109) (total n=94) Inferential statistics

Q/o with prenatal X2(1,202)=4.53 *
intake 64.8% (70/108) 50.0% (47/94) OR 1.84(1 .05-3.24)

PCI Current Issues X2(1,201)=6.99**

0/0with depression 44.0% (48/109) 26. lVO(24/92) OR 2.23 (1.22-4.06)

Intake Form X2(1,199)=4.96*

YOwith Medicaid 66.4% (71/107) 80.470 (74/92) OR 0.48 (0.25-0.92)

0/0 of Dominican i(l,189)=4.08*
etbnicity 68.070 (68/100) 80.9% (72/89) OR 0.50 (0.26-0.99)

~r

CES-D at prenatal - (.=6 1) m (n=44)
intake 20.3(11.7) 14.8(11.2) t(103)=-2.43*

PSM at postnatal - (n=32) - (n=24)

intake 24.8(3.5) 22.2(2.9) f(54)=3 .00** I
I 1 I 1

Note. PC 1= Ptimary caregiver #l (biological mother). CES-D=Center for Epidemiologic

Studies Depression Scale. M(SD)=mean(standard deviation). PSM=Pearlin-Schooler Mastery

Scale. **=p<.O 1, *=p<.05.

‘Among all BB+ participants who completed intake intewiews on or before 06/30/08 and

who did not drop out prior to the birth of the target child.

In comparison with the number of groap dl~erences ,found in baseline characteristics

between BB+ participants enrolled before versus ajer March 5, 2003 (see Table 120208A),

there were relatively few differences in baseline characteristics be~een BB+ program group

and BBt control group participants.
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Tab[e 5 [Toble 052808A. {,et;r,d ol-/9-OY/ I
Household Members [dentijed as Substance Users and Substances Most Commordy Used in

BBt Families, Separately By Era of Enrollment”
I

Initial BB+ Cohort Newer BB+ Cohort
(emolledptior to 3/04/03; (aolled 3/04/03-6/30/08;
total n=98 families, total n=105 families,
O tith missing data) 1 with misstig data)

Substance usersiabusers in
the tar~et child’s household
Yo Biological father only 45.9Y, (45/98) 44.2% (46/104)

‘/0 Mother only 35.7% (35/98) 30.8% (32/104)

VQ Mother and biological
father or other household
member 13.3% (13/98) 22. t YO[23/104)

0/0 Other household member
only 5.1 Vo (5/98) 2.9~o (3/104)

Initial BB+ Cohort Newer BB+ Cohort

Substance(s) most commonly (tOtaln=48,13 with missing data) (total n=55, O with missing data)

used bv mo thersa
Alcohol only 25. 7% (9/3s) 70.9% (39/55)

Mtijuana only 37.1% (13/35) 21.8% (12/55)

Alcohol and marijuana 17. lVO(6/35) 7.2% (4/55)

Substance(s) most common[v (tOtalfl=63. 7 with m~$ing data) (toWl n=69, Owith missing data)

used bv fathersb
Alcohol only 62.5% (35/56) 73.9% (51/69)

Marijuaoa only 17.9% (10/56) 17.4% (12/69)

Alcohol and marijuana 1.8% (1/56) 2.9% (2/69)

Note. ‘Among 203 BB+ mothers who completed intake intemiews on or bejore 6/30/08 and who

did not drop out prior to the birth ojthe target child
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Tab[e 6 [Table (11/YOYA./

Substances Used Among Mothers and Fathers in Stibstance-Affected Families, in the Total

Sample and Separately for Program and Control Group Participants

[. Substances Used By Molhers (in families in which mother was a user, 103/203 families)

Total Sample Promam Group Control Group
(n=103 torat, 13 missing) (n=56 total, 11 missing) (n=47 total, 2 missing)

Alcohol only 53.3V0 (48/90) 46.7% (2114S) 60.0% (27/45)

Marijuana only 27.8% (25/90) 31.1 VO(14/45) 24.4~0 (11/45)

Alcohol and
marijuana ll.l Yo(lo/90) 13.3% (6/45) 8.9% (4/45)

Cocaine 5.67. (5/90) 4.4% (2/45) 6.7% (3/45)

Other (multiple
substances) 4.4% (2/90) 4.4% (2/45) O.ovo (0/45)

II. Substances L’sed By Fathers (in families in which father was a user, 132/203 families)
t

Total Sample Pm~am Group Control Group
(n=132total, 11missing) (n=67total,9 missing) (n=65total,2 missing)

Alcohol only 71.l% (86/121) 69.0% (40/58) 73.0~0 (46/63)

Marijuana only 18.2% (22/121) 22.4% (13/58) 14.3% (9/63)

Alcohol and
marijuana 2.5% (3/121) 0.0% (0/58) 4.8y0 (3/63)

Cocaine 5.8% (7/121) 5.2% (3/58) 6.3% (4/63)

Other (multiple
substances) 2.5% (3/121) 3.4% (2/58) 1.6% (1/63)

Note. The total sample inc[ttdes partic@ants who completed intake intewiews prior to 7/01/08.
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Table 7 [Table IOIY08A.- revi~ed 1-[6-09]

BB+ Dropout Rates for 3 Different Assessment Intervals By Program Versus Control GrouP

Status and Era of Enrollment

1, 96 Drou Ded Out Bv 6 Months Postpartum

(among all completers of intake interviews)’

Overall Program Control

All BB+:

24.0% (46/1 92) 23.3% (24/103) 24.7V0 (22/89)

Enrolled prior to 3/05/03:

14.3% (14/98) 14.7°/0 13.3V0

Enrolled 3/05/03 or Iatec

34.0% (32/94) 40.07. 30.576

Overall, BB+ families who enrolled afier 3/05/03 were significantly more likely to

dropout out by 6 months postpatium compared to BB+ families who enrolled before 3/05/03,

34.0~0 vs. 14.3% [X2(I,192)=10.28, @.001; OR=3. 10(1 .53-6 .29)]. Among program group cases

examined separately, the dropout rate at 6 months postpartum was also significantly higher

among famiiies emolled after 3/05/03 compared to families enrolled before 3/05/03, 40.00/0 vs.

14.7% [X2(1,103)=8.27, p<.01; OR=3.87(1 .49- 10.03)]. Among control group cases, families

enrolled afier 3/05/03 were more likely to drop out by 6 months postpartum compared to families

enrolled before 3/05/03, 30.5V0 vs. 13.3°/0, but this difference was not statistically si~ificant at

thep<.05 level [X2(1,89)=3.15, p<. 10].
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II. % Dropped Out Be~een 6 and 12 Months Postpartum

(among non-dropouts at 6 months postDartum)b

Overall Pro~am Control

All BB+:

20.6% (29/141) 12.8% (10/78) 30.27. (19/63)

Enrolled prior to 3/05/03:

9.50/0 (8/84) 5.2% /9.2%

Enrolled 3/05/03 or later:

36.8% (2 1/57) 35.070 37.8%

Among families who had not already dropped out by 6 months postpartum,

families enrolled after 3/05/03 were significantly more likely to dropout out by 12

months postpartum than families enrolled before 3/05/03, 36.8% vs. 9.50/0

[X2(1,141)=15.51, p<.0001; 0R=5.54(2.24-13 .71)]. However, this difference in dropout

rates by era of enrollment was statistically significant for program group cases only

[35.OYOvs. 5.2%; x~(l ,78)=1 1.84, p<.001; 0R=9.87(2.24-43 .43)]; among control group

cases, there was no sigrrificant difference in dropout rates by era of enrollment (37.80/0 vs.

19.2Yo).

III. % Dropped Out Between 12 and 24 Months Postpartum

(among non-dropouts at 12 months postpartum)’

Overall Program Control

All BB+:

31.670 (31/98) 31.8%(21/66) 32.3% (10/32)

Enrolled unor to 3/05/03:

3 1.6% (24/76) 32.7°h 28.6%

Enrolled 3/05/03 or latec

3 1.8% (7/22) 27.3% 36.4%

Note, ‘Eleven families in which a target child had not reached 6 months of age by 9/30/08

were not included in these analyses. bFive families in which a target child had not

reached 12 months of age by 09/30/08 were not included in these analyses. cFourteen

families in which a target child had not reached 24 months of age by 09/30/08 were not

included in these analyses.
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Table 8 [Table 10I908B. [re,i,ed 01-22-lIY]

Completion Statistics For Follow-Up Assessments at 6, 12, and 24 Months Postpartum,

For All BB+ Families Enrolled Through 6/30/08”

Follo W-UD Number of assessments

Assessment comvieted and comvietion rate

6 months 134/192, 69.8% (I I missing)

Program 77/1 03, 74.80/. (6 missing);

Control 57/89, 64.0% (S missing)

12 months 108/1 85, 58.4% (I8 missing)

Program 68/ 101, 67.3% (n=8 missing);

Control 40/84, 47.6% (n=10missing)

[X2(1,185)=7.33,F.01, 0R=2.27(1.25-4.12)]

24 months 70/ 171, 40.7% (32 missing)

Program 47/99, 47.5% (n=10missingh

Control 23/72, 3 1.9% (n =22 missin~

[x’(1,171)=4.16, p<.05, OR= I .93(1.02-3.63)]

Note, *Families were coded as missing whenever a target child had not reached the

follow-up age indicated (6, 12, or 24 months postpartum) by 9/30/08.

As shown in the table, program group participants were signijcantlv more likely

than control group participants to complete follow-up assessments at 12 months and 24

months postpartum; there was no program-control group difference in completion rates

at 6 months postpartum.
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Table 9 [Table /(llY08C. {rec!ted ()/-22-()9/1

Variables Si@ificantly Associated With Dropout Before 12 Months Postpartum,

Separately for BB+ Program Group Versus BBt Control Group Cases

1. Promam Group
Compared to BB+ program group cases who completed follow-up assessments and were
still enrolled in Best Beginnings at 12 months postpartum, program group cases who
dropped out of Best Beginnings before 12 months postpartum had a si~ificantly higher

average score on a 3-item scale measuting Biological Father’s Parenting Involvement
[means/standard deviations: 8.1 (1.9) versus 6.9(2.4), t(63)=--2.68, P<.01]. hong program
group participants who had the mmimum possible score of “V on the Father
Involvement (FI) scale, indicating that the biological father was “very involved’ with the
child “emotionally”, “physically”, and “financially”, 42.3% (22/52) dropped out before
12 months compared to f 4. 6% (6/41) of participants with FI scores of 8 or less [P<.01].
Similarly, 39% (23/59) of patiicipants who had an FI score of 7 or greater dropped out
before 12 months compared to 14.7Y. (5/34) of participants with a score of 3-6 [P<.051.

BFPI scores predict 8.1 Y, of the differences in dropout status between individual program
group families at 12 months postpartum [P~.OSI.

11.Control Group
Compared to non-dropouts, control group dropouts had a significantly higher average
Kempe total score (mother) [43.3(10.2) vs. 38.2(10.7), t(X3)=-2.26, P<.05]; this difference is
not attributable to a difference in maternal substance use, since there was no difference
between the ~oups in the percentage of mothers who a had a histo~ of problematic
substance use.

BB+ control ~oup mothers who dropped out of Best Beginnings before 12 months
postpartum also had a si~ificantly lower average score on a 4-level variable measuring
highest grade completed at intake [2.3(0.7) vs. 2.7 (0.9), t(X2)=2.3X, P<.05; 1=1.ss than grade X,

2=grade X-11; 3=high school diploma or GED, 4=vocational school afier high school or higher].

Control group dropouts were also siqificantly less likely to be first-time mothers (more
likely to be multips) compared to control woup completers at 12 months [4 1.7% ( 15/36)
vs. 65. 1°/0(28/43) first-time mothers, ;(1,79)4.34, P<.05, OR 0.38 (0.15-0.95)].

The combination of mother’s Kempe total score, mother’s educational achievement, and
parity (primip versus multip) predicts 17.8% of the differences in dropout status between
individual control goup families at 12 months postpartum [P<.O 1].
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Table 10 [Table 122308A.[revised07-26-09]]

Statistica[lv Signijcant Dl~ferences in Baseline Characteristics Be&een BB+ Program Grou~

and BB+ Control Group Participants ~o Completed a 6 Month Follow-up Assessment”

PCI Current Issues
0/0with depression

TCID Form

Biological father’s
parenting
involvement (3-9scale)

BB+ Pro~am grouo

[total n=77)

4S.5% (35{77)

_(n=74)

7.1(2.3)

BB+ Control moup
(total n=57)

24.6%(1 4/57)

W(n=s 1)

8.0(2.1)

[ntirential statistics

Xz(1,134)=6. 16*
OR 2.56 (1.21-5.43)

r(l 12)=2.23*

&r
_ (.=17) = (n=lg)

PSM at ~ostnatal
22.2(3.3) 25.2(4.0) t(33)=2,34*

intake I
Note, PC1 =biological mother. M(SD) =mean(standard deviation). PSM=Pearlin-

Schooler Mastev Scale. “Among all BB+ participants tti,ho completed intake interviews

and did not drop out prior to the birth of the target child. *=P~. 05.
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Tabfe 1 I [Table 122308B. [revised 07-31-09]]

Statistically Signt$cant Dt~erences in Baseline Characteristics Be~een BB+ Program Gro~ip

and BB+ Control Group Participants ~o Completed a 12 Month Follow-up Assessment”b

BB+ Pro~am woup

(total n=68)

0/0 with prenatal
intake 64.7% (44/68)

I
Initial Screening

a0/0with a partner who 339°4 (21/67)

I

I
I

housing 60.3% (41/68)

i(l,101)=4.18*

15.4% (6/39) OR 2.82(1 .02-7.79)

x’( 1,106)=6.29*
23,7% (9/38) OR 3.04 (1.2 S-7.37) I

X2(1,106)=6.34*

34.2% (13/38) OR 2.92(1 .28-6.68)
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Intake Form

0/0 of Dominican
66.l% (39/59) 89.5% (34/38)

ethnicity

0/0 with a PC2 who
was employed fall- or 463%(31167) 66.7% (24/36)

part-time

Mother’s educational m(n=68)

achievement ~1.4 2.4(0.7)

-(n=40)

2.7(0.9)

scale) ‘1 I

TCID Form m(n=68) m(n=40)

Mother’s age on date
23.8(5.5) 26.9(7.4)

of target ch~ds birth
Biological father’s _(n=65)
parenting

m(n=35)

involvement (3-9 scale) 6.9(2.4) 8.0(2.0)

& m(n=39) W(n=17)
CES-D Total Score at I9.o(10.2)
prenatal intake

12.2(10.2)

w (n=16) m (n=17)
PSM at postnatal 21.9(3.4) 24.9(3.8)
intakeb

fete, M(SD) =mean(standard deviation). KFSI=Kempe Family

i(l,97)=6.78*

OR 0.23 (0.07-0.74)

X2(1,103)=3.92*

OR 0.43 (0.19-1 .00)

t(69)=2.O 1*

t(65)=2.34*

t(79)=2.58*

t(5S)=-2. 28*

t(31)=-2.41 *

‘ress lnvento~

PCI =biological mother. PC2=prima~ caregiver #2. CES-D=Center for Epidemiologic

Studies Depression Scale. PSM=Pearlin-Sehoo ler ~aste~ Scale. aAmong all BB+

participants who completed intake interviews and did not drop out prior to the birth of

the target child. bAdministration of the PSM began during July, 1996. ‘=p~. 05

As shown in the table, among prenatally enrolled mothers who completed follow-

UP interviews at 12 months postpartum, the program group had a sigtrl~cantly higher

average CES-D Total Score at intake compared to the controi group. Also among
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prenatally enrolled mothers who completed follow-up interviews at 12 months

postpartum, the program group had a signl>caetly higher average CES-D Total Score al

6 months postpartum compared to the control group, t(38)=-2. 64, p~.05.

Among postnata[~ enrolled participants who completed follow-up intemiews at 6

months postpartum (see Tabie 10) ~d among wstnatally enrolled Participants w~~O

completed follow-up interviews at 12 months postpartum (this table), program group

mothers had a sigm>cantly 10wer average Mastery Scale score at intake compared to

control group mothers.

Although there were no program-control group dl~erences among 12 month

completers on the Sum of 6 PC1 Issues at intake, program group completers at 12 months

did have a significantly higher average score compared to control groktp completers at

12 months on the Sum of PC1 Issues at 6 months, M(SD)=2.5(1. 7) ~,ersus 1.6(1.5),

t(91) =-2.50,p<. 05,
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Tablel 2. Outreach and Enrollment Statistics for Two Eras of Enrollment and Overall

#of Screens completed

#of positive Screens

O/.screens that were positive

#of Kempes completed

0/0 of positive Screens hat
were Kemped
#of positive Kempes

“A positive Kempes/Kempes

#of Dusl

# assigned to BB

# assigned to BB+

“/, assigned to BB+

# enrolled in BB

# enrolled in BB+

Total # enrolled

0/, pos Kempes enrolled (total)

Initial Cohoti

10/1/96--3/4/03

1,638

1,564

95Y,

827

53”h

76a

93”/0

166

666

102

13“h

513

105.

618

ao~.

New Cohofl

3/5/03--6/30/08

3,884

3,542

91%

673

190h

672

99%

661

551

121

1aoh

350

112

462

10/1 /96-6/30/Oa

5522

5106

9370

1500

29%

1440

967.

827

1217

223

16°A

%63

217

1060

759A

Prelntake Phone Calls 35al 3565 7748

Prelntake Msit Attempted 603 1199 1802

Prelntakw Wsit Conducted 1231 12a6 2497

* Some families initially assiWed to BB were reassi~ed to BB+ when it became clear

that there was substance use in the family.
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Table 13 (Table071309A).

Total Namber of Prenaial Visits Received and Nttmber oJPrenatal Visits Received Per Month

By Program Versus Control Group Membership, Among Prenatally-Enrolled BB+

Control moup

M(SD) I range

Total number of I (n=41 )

prenatal visits
received’ 1.3(0.7)/ o-3

Number of months I (n=47)
enrolled prenatally 3.1(2.0) I 0.1-7.3

Number of prenatal (n=39)
visits received per

Promam mouu

M(SD) / range

(n=63)

9.3(5.9) / O-23

(n=70)
3.2(1 .8) / 0.1-7.0

(n=63)

months I 0.6(0.7)/ 0.0-2.5 I 3.3(1.8)/ 0.0-10.2

Vote. M(SD)=mean(stan dard deviation), ‘Several positive out[iers wet

Inferential statistics

t(65)=-1 0.60. P<.0001

f(l 15)=-0.33. ns

f(86)=-10.64. P<.0001.,

removed or re-coded in

order to redttce skewness; inferential &estswere pe~formed using re-coded variables.

As expected, program group motkers received signi$can~ly more prenatal visits and

sigrd~cantly more prenata[ visits per month on average compared to control group mothers.

There was no difference between the two groups in number of months enrolled prenata[[y.
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Table 14 (Table 07!3098.)

Frequenqv DistributionsJor Tota[ Number of Prenala! ~isi~~ Received. SeParate[Y~Or BB+

Program Group and BB+ Contvo[ Group Participants Enrolled Prenatally

rotal number of I Control mouo (n=41)
prenatal visits

g m g
o 6 14.6%
1 17 41.5%
2 17 41.5%
3 1 2.4%

Promam moue (n=63)

1-3 10 15.9%
4-7 11 17.5~0
8-10 15 23.8%

11-16 15 23.8%

17-23 10 15.9%
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Table 15 (Table 042009A. (re,ised 04-27-09))

Total Number of Postnatal Visits Received and Number of Postnatal Visits Received Per

Month By Program Versus Control Group Membership, Among BB+ Completers at 12 Months

Control mou~ Promam vrouD
(total n=39) (total n=66)

M(SD)/range M(SD)/range Inferential statistics

Total number of
postnatal visits
received to 12 months
postpartum’ 3.9(1.1)/ 1-5 35.0(9.8) / 20-68 t(68)=-25.60, P<.0001

TC’S age in months
on date of 12 month
follow-up’ 12.5(0.6) / 11.6-14.0 12.1(0.6)/ 11.1-14.1 t(102)=-3.28, P<.001

Number of postnatal
visits received per
month to 12 months
postpartum I 0.3(0.1)/ 0.1-0.6 I 2.9(0.8)/ 1.6-5.5 t(68)=-26.62, P<.0001

{ate. M(SD)=mean(standard deviation), ‘Several positive outliers were removed or re-coded in

order to reduce skewness; inferential tests were performed using re-coded varjables. By itselj

program versus control group membership accounted for 78.5% of the variability in number of

postnatal visits received per month to [2 months. Control[ingfor baseline characteristics that

sign~>cantly differentiated program and control group completers at 12 months and that were

also signijcantly related (P<. 01) to the number ofpostnata[ visits received per month to 12

months did NOT result in any si~i$cant change in the percentage of variability in number of

postnatal visits received per month to [2 months that was accounted for by program versus

control group membership.
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Table 16 (Table042709.4).

Frequency Distributions for Total Number of Postnatal Visits and Total Number of Postnatal

Visits Per Month to 12 Months Postpartum, Separately for BB+ Program Group and BB+

Conlrol Group Participants (Among Completers At 12 Months Only)

Total #of postnatal Control mouu (n=39) Pronam aouv (rr=66)
visits to 12 months

g B ~ & ~%
1 1 2.6% 20-28 25.8%

2 3 7.7% 29-34 19 28.8%
3 9 23.l% 35-42 18 27.3°h
4 11 28.2% 43-68 12 18.2%
5 15 38.5V0

Total #of postnatal Control mouv (n=38) Promam gouv (n=64)
visits per month to 12
months & ~ @ ~

0.08~0 .24 9 23.7% 1.55~2.35 16 25,0°4
0.25-0.31 8 21.170 2.41-2.76 16 25.0°A
0.32-0.40 10 26.3V0 2.81-3.43 16 25.0%
0.41-0.55 11 28.9% 3.45-5.52 16 25.0~0
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Table 17 (Table 072009.4.(e”. 10-20-09))

Frequencies of Common [y-Reported Home Visit Log Activities for Prenatal Visits, Separately

fir BB+ Program Group and BB+ Control Group Participants Wo Enrolled Prenatally and

Received at Least One Prenatal Visit – with relevant goals

Visit Log Activities
Provision of
pregnancy antior
prenatal care info
Goal 4

Discussion of family
functioning andor
family relationships

Goal 3

Provision of info
about basic infant
care, feeding, antior
food preparation

Goal 4

Discussion of
educational antior
emplo~ent
opportunities

Goal 3

Provision of
information about
child health

Goal 4

YO of All Proman
Group Visits Witl
HVL Activitv :
Reported
:50 participantsreceived
:otal of 536 prenata
wisits)

58.2% (3 12/536)

26.l% (140/536)

21.0% (106/505)

14.4°A (77/536)

10.6% (57/536)

% of All Control
Group Visits With
HVL Activity x
Reoorted
(37 pmicipants receiveda
total of 74 premtil visits)

59.5% (44/74)

44.6% (33/74)

10.8% (8/74)

25.770 (19/74)

6.8% (5/74)

Inferential statistics
(whereapplicable)

0R(.27-.72)=0.44 ***

OR(1 .02-4 .71)=2. 19*

OR(.27-.86)=O.49*

83



Problem-
solvin@decision-
making or crisis
managementiproblem
resolution 9.7~0 (52/536) 12.2% (9/74)

Goal 3

Advocacy andor
accompaniment - ------

medical services or
providers 9.lVO (49/536) 0.070 (0/74)’

Goal 2

Provision of info
about health care
providers or services 8.8% (47/536) 9.5~0 (7/74)

Goal 2 & 4

Advocacy and/or
accompaniment - ----n-

on-medical services
or providers 8.2% (44/536) 1.4Y. (1/74)’

Goal 2 & 3

Provision of
information about
child development 8.0% (43/536) 10.8V0 (8/74)

Goal 4

Provision of
information about
child safety 6.9% (37/536) 4.1 v, (3/74)

Goal 4

Address violence in 3.9% (2 1/536) 4.1 v. (3/74)
the household

Goal 3

Note. HVL=Home Visit Log. “info” =information. OR =Odds Ratio.

HVL activities listed in descending order by frequency of occurrence in program

group.

a
Inferential test not valid due to small numerator in the control group.

***= p<, ~o[; *= P< .05



Table 18 (Table 070S09B).

St~rnma~: Results of [n~ererztiu[ TestsJor Program-Control Group Differences on Prenatal

Sewice Referral Variables

1. Number of Prenatal Information-Only Semite Referrals (0=0. I=1, 2=2,3=3,4=4 OrmOre)’
Pro~am Group M(SD)=I .9( 1.4), Control Group M(SD)=2.1( 1.4);
t(109)=0.76, ns.

Control group mothers actua[~ received a sigm~cantly -r number of information-only
referrals on average compared to program group mothers. (Although the size of the difference
between groups is actual~ quite small, it was statistically sigm~cant nonetheless.)

II. Number of Prenatal Worker-Active Service Referrals (Ovemus1or more)’
Fortyone percent (27/66) of program Boup mothers received at least one worker-active service
referral prenatally, compared to only 11.10/0(5/45) of control woup mothery
OR(l.94-15.85)=5.54, P<.001

As expected, prenatally enrolled program groztp mothers were signl~cantly more likely than
prenatally enrolied control grottp mothers to have received at least one worker-active semice
referral during the prenatal period.

111.Number of Sewices Received as a Result of Prenatal Sewice Referrals (0=0, 1=1,2=2 or more)’
Pro~am Group M(SD)=O.9(0.9), Control Group M(SD)=0.4(0.8);
t(103)=-2.99, P.01.

As expected, prenatally enrolled program group mothers received a signl~cantly greater number
of semices on average compared to prenatally enrolled control group mothers.

Note. M(SD)=mean(standard dev,iatiorr). ‘Each Of the three variables shown in the table was

re-coded in order to reduce or eliminate the substantial positive skewness that characterizes the

frequency distributions of the original variables in both the program and the control group
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Table 19 (Tabie042209A.)

Service Referrals Received Postnatally to 12 Months Postpartum, For BB+ Program am

Control Group Participants Who Completed Follow-Up Interviews at 12 Months

BB+ ProWarn WOUD

(total n=65)

Number of U
information-only
referrals received by
12 months

BB+ Control WOUQ

(total n=39)

Number of services
received as a result of
service referrals made
bv 12 months

Inkrentia[ statistics

&(102)=-3 .44, P<.001

t(79)=-6.64. P<.0001

t(l Ol)=-6.36, P<.0001postpartum’ 2.2(1.3) 0.7(1.0)

tote. M(SD) =mean(standard deviation). aVariable was re-coded in order to reduce

skewness caused by positive outliers

Worker-active service referrals were rare among control group participants, with

on(y 17. 9°h (7/39) of participants having received one or more worker-active referrals

and only 5% (2/39) having received two or more worker-active referrals by 12 months

postpartum. By contrast, 62,5% (40/64) of program group participants received one Or

more warker-active referrals and 43. 7% (28/64) received two or more worker-active

referrals by 12 months postpartum. Eighp-nine percent (57/64) of program group

participants received one or more services as a resu[t of service referrals made by 12

months postpartum. compared to only 36?6 (14/39) of contro[ group participants.

Similarly, 67% (43/64) of program group participants received two or more services as a

result of service referrals made by 12 months postpartum, compared to only S?6 (2/39) of

contro[ group participants.

[n a series of multiple regression analyses (not shown here), we demonstrated
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that the association bemeen program versus control (P vs C) group membership

and number of service referrals received is mediated by the number of home visits that

were received. That is, controlling statistically for the relationship be~een P vs C group

membership and number of home visits received eliminates the statistical association

be~een P .s C group membership andfrequency of receipt of both information-on~ and

worker-active semice referrals.
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I Table 20 (Table 070509A. (re>ised 12-01-09)) I
Most Common Types oJPrenatal Semite Referrals, Separate~ By Program Verstts Control

Group

Promam Group (n=62 participants) Control Group (n=43 participants)

1. Childbirth education 15.5% 1. Childbirth education 18.5%

Goal4 (30/194) Goal4 (23/124)

2. Mental health counseling 9.8V0 2. GED pr~aration 9,7%

Goal 3 (19/194) Goal 3 (12/124)

3. Food pantry 6.7V0 3. Mental health counseling 7.3%

Goal2 (13/194) Goal3 (9/124)

3. Housing 6.7% 4. Food pantry 6.5%

Goal 2 (13/194) Goal 2 (S/124)

4. GED preparation 5.7% 5, Housing 5.6%

Goal3 (11/194) Goal2 (7/124)

4. Medicaid 5.7% 5. Parent aide semices 5.6%

Goal 2/4 (11/194) Goal3 (71124)

Note. SR=sewice referral. Tabled@@res represent thepercentages ofalIprenatal Shthatfell

into thespecl~c SR categories listed; denominators represent thetotalnumber ofprenatal S&

that were made foreach group. Includes prenatal S&made for PCl(mothers) onlY, which

make up85.9?16(318/370) ofa[lprenatal SRs. Includes information-only andworker-active S&.

The six categories of SRs shown in the table represent 50. O% of all prenatal SRs made, for

program group mothers and 53. 2% of all prenatal S& made for control grotip mothers.
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Table 21 (Table043009A.)

Postnatal Semite Referrals to 12 Months Postpartttm: Frequencies of the Most Common

~vpesofReferrals, Separately by Program Versus Control Group Membership

1. Sewice Referrals for Mothers I
Promam Group

=

Mental health
counseling-other 5.9% (19/324) Day carehaby-sitting 8.1% (11/135)

GED preparation 7.4V0(10/135)

Housing assistance/
emergency shelter 6.7V0 (9/135)

English as a Second
Language 5.9~o (8/135)

Mental health
counseling-other 5.2% (7/135)

11.Sewice Referrals for Target Children
Promam Group Contioi GrouQ

Child primary care 40.4V0 (23/57) Child primary care 27.8V0 (5/18)

Day carehaby-sitting 15.8% (9/57) Medicaid 27.8~0 (5/18)

Medicaid 12.3% (7/57) WIC ll.lVo (2/18)

Immunization 7.0% (4157)

Early [ntemention 5.3V0(3/57)
I

Vote. Program group participants accounted for 71.3% (381/534) of all postnatal semice

referrals made to 12 months postpartum for either mother or baby, whereas 28.7% of all such

referrals (153/534) were made for control group participants. Among program group

participants, 85. OOA(324/381) of referrals were made for mothers whereas 15.O“h(57/381) were

made for babies; among controls, 88% (135/153) of a[l referrals were made for mothers and

I~N ([8/153) were made for target children.
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Table 22 (Tabte042709B).

Frequencies of Selected Home Visit Log Activities During Postnatal Visits to 12 Months

Postpartum, Separately By Program Versus Control Group

m Median Skewness b

# of visits with
discussioti ~: 20.4(1 1.3) 18.0 0.51 0-47
modeling of
parent-child ~: 1.8(1.4) 2.0 0.68 0-5
interaction 1(70)=-13.33,P<oooI

# of visits with
provision of ~ 19.0(9.1) 18.0 0.57 0-48
child
development ~ 1.7 (1.3) 1.0 0.63 0-5
information 1(72)=-15.34,P<OOO1

# of visits with
discussion of ~: 15.1(12.2) 13.0 1.05 0-50
family
functionin~ ~. 1.7(1.5) 1.0 0.67 0-5
relationships t(70)=-8.96,P<OOO1

# of visits with
provision of ~: 14.1(8.5) 12.5 I (12.5) 1.10/(-0.27) o-43 I (o-25)
child health
and/or safety ~: 1.4(1.2) 1.0 0.56 0-4
information’ 1(77)=-15.57,P<ooo1

# of visits with p: 10.6(8.8) 8.5 0.88 0-32
discussion of
education andlor ~: 1,3(1.4) 1.0 0.81 0-4
employment t(73)=-8.56,P<OOO1

# of visits with ~. 7.3(7.8) 5.0 I (3.0) 1.77 I (0.21) 0-37 I (0-7)
provision of
support for ~ 0.4(0.8) 0.0 / (0.0) 1.89 I (1.01) o-3 I (0-1)
parenting stress’ t(76)=-10.69,P<OOOI

# of visits with
teaching of ~ 6.4(7.4) 5.0 I (2.0) 1.88 / (0.37) o-33 I (0-5)
problem-solvin~
decision-making ~: 0.4(0.7) 0.0 1.50 0-2
skills’ t(99)=-7.46,P<OOOI
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m Median Skewness -

# of visits with
provision of

4.0 I (4.0) I 1.39 I (-0.19)O-26I(O-8)

(including
feeding and food :;6;::::::~ ~<ooo*

0.0 I (0.0) 0.84 I (0.45) o-2 I (o-1)

preparation)a

# of visits with
help with crisis ~: 2,6(4.9) 1,0 I (1.0) 4.62 I (1.24) o-34 I (o-9)
management
problem ~: 0.3(0.8) 0.0 I (0,0) 3.74 I (2.31)
resolution’

o-4 I (o-I)
t(72)=-6.46,P<OOOI

Vote. M(SD) =mean(standard deviation). P=program grouP; ~=contro~ grouP. Home

Visit Log activities are listed in descending order by average frequency of the activi~ in

the program group. ‘Inferential tests were performed using re-coded variables, and

descriptive statistics that are both italicized and in parentheses are for re-coded

variables. Variables were re-coded in order to reduce skewness and therefore allow for

valid inferential tests of program-control group differences to be conducted.
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Table 23. Summaw of Resulis of Multiole Regression Analvses for Selected Outcome Measures at 12

w Goal 3

Predicting Maternal Psvcbosocial Outcomes ai 12 Months Pos(~artum

A. Maternal Perceived Parenfinz Burden (4-itemscaledetived from the Puenting St~ss Index)
[Adjusted R’=.278; E(9,136)=7.20, Q<.0001]

Stand~dized uafiial

Predictor variables regression coefficients
Parenting Burden at 6 months 0.46****

MatemaVfamily issues at 12 months 0.23***

Mother married at inmke -0.19*

B. Maternal Depressive Svmntoms (CES-D Total Score)
[Adjusted R2=.228; F(9,162)=6.61, B<.0001]

Sbndardized Dtiial
Predictor variables regression coefficient
Depressive s~ptoms at intake 0.43****

MatemaVfamily issues at 12 month 0,22**

C. Maferna[ Globs/ Masfew (Pearlin-Schooler Maste~ Scale)
[Adjusted R’=.038; ~(10,177)=1.73, P<.10]

Stidardized ptiial
Predictor variables regression coefficients

MatemaUfamily issues at 12 montk -0.26**

D. Maternal Perceived Social Suoport (derived &om the Maternal Social Suppo~ Index)
[Adjusted R2=.391; ~(9,22 1)=17.44,p<.0001 ]

Smndardized ptiial
Predictor variables rem ssion coefficients
Maternal perceived suppoti at inkke 0,27****

Number of relatives seen weetiy
at 12 months 0,40****
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Table 24. Summa w of Results of Multiple Regression Analvses for Se fected Outcome Measures at 12

w- Goal 4

1. Prediciinz Child Deueloomental Outcomes at 12 Months Post~artim

A. ASO Comuosite Score at 12 Months
[Adjusted R’=. 181; E(9,293)=8.39, Q<.000 1]

Predictorvariables
ASQ CompositeScoreat 6 months

MatemaVfamilyproblemsat 12months

Fatily received ~DC/TAW
betweeninhke and 12months

Substance-affectedfamily

B. Bavlev Mental Deveiopmenl index at [2 Months
[Adjusted R2=. 124; E(9, 17S)=3.88, E<.00011

Predictor vtiables
ASQCompositeScoreat 12months

Twget child is female

S@n&rdized u~ial
r~ression coefficients
0.39****

.0,19 ***

0.13*

-0.12+

Standardized otiial
regression coefflcienu
0,36****

0.17*

C. Bavtev Psychomotor Development Index at 12 Months

[Adjusted R’=. 109; E(8,178)=3.84, D<.00011

Standwdizd ganial
Predictor variables regression coefficient
ASQ Composite Score at 12 months 033****

Substance-affected family 0.17+

Mother’s English proficiency 0.13+

Note. ASQ=Ages and Stages Questiomaire. Inferential testis multiple regression with simultaneous entw
of predictor variables.
****=P<,OOO ] ***=Q<.OO 1 *=p<,05 ‘p<. 10
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II. Binav Loxistic Regression Analvsis Predicting Some/Any Breast fiedinc Wile in Ho.soital Following
_ [Range adjusted R’=.049-.073; E(7,407)=20.47, ~<.oll

Unstandardized uafiial regression coefficients
Predictor variables (and standard emors)
Mother’s highest grade achieved

in school (1-5 scale) 0.25(.13)+

Motherwasexposedto the prenatal
intewention 0.97(.29)***

Nofe. Inferential testis multiple regression with simultaneous entw of predictor vafiables.

***=p<.oo1 ‘p<.10

[[[ Predicting Parenl-Chi[d Interaction Outcomes at 12 Months Postpartum

A. Cozni~ive-Emo/tona( Growth-Fostering (1 2-itemscalederivedhorn the NCAST)
[Adjusted R’=. 181; E(7,92)=3.02, P<.011

Stmdardized pafiial
Predictor variables regression coefficien~
Cognitive growh-fostering at 6 months 0,31**

Mother’s English proficiency 0.22*

B. Child Posi/il,e Resnonsi},eness fo Caregi}>er Contineencv Scale (6-item NCASTscale)
[AdjustedR’=.309;F(7,96)=7,58,P<.0001]

Child positive responsiveness to
caregiver at 6 month 0.31**

Program group fanlily 0.31****

Presence of a second utimaq
caregiver for target child at intake -0.20*

Note. Inferential test is multiple regression with simultaneous ent~ of predictor variables. ****=p<.000 1
**=Q<, O1 *=p<.05
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AIA Final Report Appendix

A. Substance Use Questionnaires

The first set of questions was asked of all mothers dufing the Kernpe intemiew, as part of

section 2.

1. During the 30-day period just before you found out you were pregnant, about how mmy (tobacco)
cigarettes did you smoke?
2. During the 30-day period just before you foundout you were pregnant,about how many timesdid YOU
drink one
or more alcoholic beverages (beer, tine cooler, liquor, etc.)?
3. During the 30-day period just before you found out you were pregnant, about how many times did you
smoke matijuatra, or “wee&?
4. What other dregs, if any, did you use during the 30-day period just before you found out you were
pregnanf?

The second set of questions was asked only of mothers who had already repofied a

possible history of problematic substance use on the Kempe mtior the DUSI. The

questions covmed Alcohol Use, Marijuana Use, Marijuana Use Problems Inventory, and

Reasons for Marijuana Use. These questionnaires are attached in the Appendix.

I.ALCOHOL

Have people ever amoyed you by criticizing your drinking or suggesting that you should cut dom?
Have you ever felt you ought to cut dowa on your drinking?

Have you ever tried to cut dow on your dritilng and been unable to do so?
Have you ever had a tink first tting in the morning to steady YOU newes or get rid of a hangover?
Note: Items adapted from Sokol, Delmey-Black, & Nordstrom, 2003.

Estimate the following fo~ the month or so before pregnmcy, and during pregnancy.

Number of times per month that YOUdrank 5 or more drinks on one occasion
Number of times per month that you drank 3-4 dri~ on one occasion

Number of times per month that you drank just 1-2 drinks on one occasion
Did you drink alcohol almost eve~ day, even ifody a small amount?
Note. Source Barr & Streissguth, 2001.

2. M~JUANA

How old were you the very first time you tried marijuana?
During the 30 days or so before you found out that you were pregnant, how often did you use marijuana’?
Never I-3 times several times per month several times per week nearly every day
During your pregnancy (after you found out that you were pregnant), how often dld you usc marijuana?
Never 1-3 times several times per month several times per week nearly every day
When was the last time (most recent occasion) that you smoked marijuana?

MARIJUANA USE PROBLEMS INVENTORY
Circle a number from 1 to 4 to show how often each one happened to you in the past during the most recenl

period of time when you were using marijuana on a regular basis.
Circle a I if it Never Happened, a 2 if it Happend One Ttie, a 3 if it Happened Two Times, and a 4 if it
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Happened More Than Two Times

You had trouble conkolling the amount of mafijuana you smoked, you $mok& more marijuana than
you intended to.
You had trouble resisting marijuana when it was offered to you.
You tried to stop smoking marijuana or to cut dew, but you couldn’t.
You felt physically sick after you stopped smoking mtijuana for a day or longer.
You had trouble sleeping after you stopWd smoking mtijmna for a day or longer.
You lost your appetite for food after you stopped smoking marijuma for a day or longer.
You were bothered or amoyed by things more easily than usual afier you stopped smoting
marijuana for a day or longer.
You had more of a temper, got mad more easily after you stopped smobng mrijuana for a by or longer
You were more ncwous, more afraid of things than usual after you stopped smoking marijuana for a day or
longer.
You noticed your bean was beating faster or more s~ongly thm usual after you stopped

smo~ng marijuana for a day or longer.

EASONS FOR MARIJUANAUSE

During the most recent pefiod of time when you were using marijuam onaregulm basis, howoftendld
you use it in order to:
(Circle anumberfroml to5toshow howoften each reaonfor using mtijun. wastmeforyo. in the
past when you were using matijuana on a regular basis. l=Never 2=Rmely 3=Sometimes
4=UsuaRy/Most oftbe Time S=Always.)

Feel more self-confident around other people.
Relax.
Forget abut my problems or worries.
Cheer up when I was in a bad mood.
Calm dow when I was feeling nemous or “stressed out”.
Calm dom when I was feeling ang~.
Help me sleep.
Help me concentrate (pay attention) better.
Help me forget about things I didn’t want to tbik about,
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B. Logic Model LinHng Intensive Home Visiting to Prevention of Abandonment

and Out-of –Home Placement

Logic Model Unting Intensive HomeWsiting to Prevention of Abandonment and Out-of.Home Placement

7
2oalsl
?betivea
dentify,
?ngage, and
:nroll
Iamities
]Heded by
substance
sbuse

?rovide
suppotive
5ewices to

famifies

Enhance I
family
bnctioning
and raduce
~t~tial
harm of

prenatal dmg
exposure

PrOmOta
healthy child
development

and ~sitive
parent+hild
integration

Activities flntewentions

Initial outreach
Screen
Infam;ew with the Kempe t DUSI

Enrollment
- Metch w;lh FSW

FSW makes home visil to engage andenroil
patiicipant, s;gn consent form
Sawim Provision

Make rqular home visits using the HFA and
Ham Reduction models 10 provide culturally
responsive intewentions

Assess needs of families
Make refeflals basad on needs assessmnt
Follow-upon referrals and advocate ;f nwessay

FSW builds relationsMp with family
- Use harm reduction methods in winking with
family

- Show v;deo of effects of dmg expsure in utem

Assess and address maternal psychosocial
issues (depression, feelings of competence, efc)

Encourage mother to reduca potential hamful
affecfs of her drug use

Impmve suppd system by wotiing wifh other
family membeB and referring If nasessmy

- Link fmily to cwmunity sewices-
non.med;cal
- Encoumge mofher to b%ome self.suficieot by
discussing and referring for - &ucafion, training,
employment, daycare, efc.
- Address violence in the home

Link mother and farget ch;ld to med;cal care
provider

PrepaE mother for childbitih and breastfeding
- Encourage and supped mother (doulaj
throughout labor and del;vey

Encourage & supped mother to b~asffaed

Pmv;de soff baby catier (snugli or Baby Bjorn)
after bidh fo calm infant

3utputdProducts

. #of scr=ns completti

. #of intewiws mmpletd

. # mntacts

. #of home visitslmntacts

. content of contacts

. # referrals for sawi= by
fvw

Family providd tith infmation atil
hamful aff@s of dmg use
Fmily prapwes safety plan for infant
Family viws vidw on dwg eff~ts on
fetus

nfomation provid~ abut
Substance abuse treatment

. Mental Health/Counsehng
Employment, tiucation, kaining
opptiunifies

. Escussion of family relations

. Crisis mm~emenVproblem resolution

leferrala made for sewims
. For mother - menfal health, substance

abuse, edumfion, lob training, employt,
munselng, daycare, DV
For other family mmti-substan~
abuse, tiucafion, job training,
employment, munsefing, daymre, DV,
etc.

Information provid~ shut
o Pregnancy or prenatal care Basic infant

care
. Health care Uor cNld health safety
. Ctild development and age appropriate

behatior
. Parent-CNld lnter~tion
. Child managemenUtissipline; SupW~ for

parenting stress

Motheriother family membar caving infant in
soft baby carrier - frquency and by whom

OutcomesReaulfs

#of substance affwtad famitief
increases over time

# of famibes rwiving suppoti
visitingsewicea

Rewipt of sewices

Outwme Measures:
Mother or other using dregs Ies
Safety plan is activatw
motherlother is using dregs

MotheB less depressive symf
CES-O
Mothers exhibit more mastmy o

SupWti System is stronger r
by MSSI (global suppon)
Alternate carqiver available

Mother r-iv~ nasaav Sen
Other family members
nassa~ sewices

Outcome Measures

Method of feadng at dscha
hospital (breast vs bffle)

Quality of parent+hild interatic
NCAST Mdwtape of Teaching
Answofih Strange Stuation
( measure of attachment)

Reduction in parenting stress
PSI - Parentina Burden scale
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. Provide activities (or bonding and pa=nt<hild
intamc!ion

. Provide in fomatiw about parenting, discipline
and child manqemenf

Provide $uppofi to mofher fo rduce SileSS
Provide parenfing, supPd Uor psycho-

educadonal groups
. Assess child development titi ASQ and
Baflep

. Make refevals 10 Early lntewenf;on

Relevant wferrals mada:
. WIC Ltiafion Cfinic
. BB supwfi and parenting grwps
. PrimW are provider
. EtiY lnlewenfion Sewices for tilld

Chifds @nitive & Mofor Deve,

Bayleysmres
ASQSCO~S

Eady Intemenfion sewices r%e
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Altinza Dominican, Inc,

2410 Amterhm Ave. 3“<floo~, Xew York, X Y. 10033

~e~ (212)923-5440 faX: (212) 740-7024

March 22,2010

Ms. Patricia Campiglia
Children’s Bur=u Portals Office Build[ng
Suite 800
1250 Maryland Avenue, SW
Washingto~ DC 20024

D- Ms. Campiglia

Please find enclosed ~mntraa #.90CB-01 37/02 Best Beginnings Plus

Mlow me to th~ you and the Children’s Bureau beforehand for your support and the

opwfiurdty to better serve children and families in our mmmunity,

Should you have any questions please call Ms. Mllagros Batista at 212-740-1960 Efi.3674 or
Ms. Rosa Morel at 212-740-1960 EM. 3656. TM you again!

Sincerely,

Rosa Morel, MSW
Program Dlre~or

healt&~ilies
new york

Afianza Duminicam, IW. K an Fqual Opptiunity rmpbyer / Semtie ~wdw. ~uxi(ti~ ati atisenices are avaiti6ti

upm request to ildivtiuab }vitfi {&a6ifities. TQ/TWW: 1-800-662-1220 Votie =&y: 1-800-421-1220


