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INTRODUCTION  

First 5 LA (F5LA) has hired the Urban Institute (UI), along with its partner the University of 

California, Los Angeles (UCLA), to evaluate its Best Start LA (BSLA) investment in a pilot 

community, referred to as Metro LA.  Findings from the six-year evaluation will shed light on the 

impacts of the investment’s family-, community-, and systems-level strategies on the wellbeing, 

development, and safety of young children and their parents, and will also be used to inform and 

improve the implementation of Best Start LA (BSLA) in an additional 13 Los Angeles County 

communities.   

 

  As a part of this evaluation, UI and UCLA are conducting a broad range of evaluation 

activities, including:  

 Annual case studies of implementation;  

 Focus groups with parents, home visitors, and community stakeholders; and 

 A longitudinal household survey of parents. 

 

  Encompassed in this, the BSLA evaluation team’s Annual Outcomes Report for the third 

contract year, is a summary of the team’s evaluation activities and findings during the period of 

July 2011 through June 2012.  We present a synthesis of early findings to date, drawing on case 

study and focus group findings, as well as preliminary results from the initial administration of 

the 12-month Child & Family survey.   

 

Background 

Best Start LA (BSLA) is a place-based community investment that aims to improve the 

wellbeing, development, and safety of children ages 0-5, and their parents.  The BSLA model is 

composed of multiple, interwoven strategies that have been designed to affect change at the 

family, community, and system levels.  First 5 LA has contracted with several organizations and 

providers in the Metro LA pilot community to deliver a “constellation of services” to engage with 

families and community organizations, and facilitate improvements at the policy and systems 

level (Hill et al., 2011).  Specifically, Welcome Baby! – a home visiting service for mothers and 

their infants – represents a family-level activity in Metro LA that includes breast-feeding support, 

guidance on infant wellbeing and development, and referrals to needed resources and services. 

Community-level strategies in Metro LA include Community Based Action Research methods to 

mobilize community members and facilitate their identification of needs in their neighborhoods, 

followed by strategies and services to address those needs.  Finally, systems-level activities 

include capacity building investments to promote the development of family-friendly services, 

policies, and systems across Los Angeles County. 

 

 During the first three years of the evaluation, the UI/UCLA evaluation team has completed:  

 Three case studies of implementation;  

 Two rounds of focus groups with Welcome Baby! parents and home visitors, Community 

Guidance Body members, and mini-grant recipients;  

 The design of the Child & Family survey data collection effort; 
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 Fielding of the 12- and 24-month Child & Family survey;  

 The design of the secondary community data analysis task; and  

 Analysis of six community-level measures. 

 

 The remainder of this report summarizes the BSLA evaluation team’s progress and findings 

related to these tasks, organized into three chapters:   

 Child and Family Outcomes;  

 Community Outcomes; and  

 Systems Outcomes.  

 

  The Child and Family Outcomes chapter details preliminary findings from analysis of the 

12-month Child & Family Survey, comparing health and developmental differences between 

Welcome Baby! recipients and community residents who did not receive the home visiting 

intervention.  

 

  The Community Outcomes chapter begins with summary findings related to Best Start 

LA’s community-level investments based on the evaluation’s Year 3 case study as well as focus 

groups with members of Metro LA’s Community Guidance Body and recipients of the mini-

grants awarded in 2011.  The remainder of the chapter presents data on six measures we’ve 

identified, which match with the goals of BSLA, and compare changes in the Metro LA 

community to carefully selected comparison neighborhoods in an effort to detect community 

level impacts of the investment.     

 

  Finally, the Systems Outcomes chapter summarizes findings that pertain to systems-level 

investments assembled from the evaluation’s three case study reports from Years 1, 2, and 3 

(Hill et al. 2011; Hill and Benatar, 2011; Benatar et al. 2012 forthcoming). 
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CHAPTER I: CHILD & FAMILY OUTCOMES  

Best Start LA Child and Family Survey: Preliminary 12-Month Findings 

The Child and Family Survey is the primary data source used to examine whether and how Best 

Start LA has affected the health, development, and well-being of young children and their 

families residing in the Metro LA community.  A quasi-experimental design was implemented to 

measure the associations between participation in the Best Start LA home visiting intervention 

(Welcome Baby!) and child and family outcomes at 12, 24, and 36 months post-partum.  The 

longitudinal series of in-home survey and observational assessments provides rich information 

on participating families at key points in children’s early development. 

Welcome Baby! is a free, voluntary family engagement program offered to all women 

who give birth at California Hospital Medical Center (CHMC) and live within a five-mile radius 

of the hospital.  The home visiting program focuses on education and support for pregnant 

women and mothers of newborns.  Women can be recruited into the program prenatally (by 

parent coaches from Maternal and Child Health (MCH Access) or just after giving birth before 

discharge from the hospital (by hospital liaisons at CHMC).  The home visiting protocol used by 

Welcome Baby! comprises up to three prenatal contacts, a hospital visit, a nurse home visit 

within 72 hours of discharge, and up to three postpartum home visits.  

The survey component of the study examines both individual child and family-level 

outcomes for three groups: the Intervention Group, the Home Visiting Only Group, and the 

Community Strategies Only Group.   

1. The Intervention Group includes families who previously participated in Welcome Baby! 

(through at least the 72-hour nurse home visit) and currently reside in the Best Start LA 

Pilot Community.  

2. The Home Visiting Only Group also includes families who previously participated in 

Welcome Baby! but who reside outside of the Best Start LA Pilot Community. 

3. The Community Strategies Only Group includes families who live in the Pilot 

Community but never participated in Welcome Baby! by virtue of having their infants 

born at California Hospital in the period just prior to implementing Welcome Baby!—or 

by delivering at a different birth hospital in the LA area where Welcome Baby! was not 

offered.   

 

 Figure 1 provides a logic model for how the intervention is expected to affect outcomes 

in the target community.  In particular, Welcome Baby! provides parent education and support on 

a variety of substantial topics within the context of the family and its unique needs and 

circumstances. We expect that the intervention would lead to immediate outcomes for the 

families, such as increased health insurance coverage, and later, more long-term developmental 

outcomes, such as improved child health.
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Figure 1. Theory of Change for Family and Community Outcomes 
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For the purposes of this annual report, we present preliminary findings from the 12-

Month Child and Family Survey based on data collected from March 2011 through March 2012.  

Data collection is still in progress for families in the Intervention Group and Home Visiting Only 

Group and is expected to conclude in September 2012.  Accordingly, these findings reflect only 

two-thirds of the expected sample of Welcome Baby! families. Results may vary in future 

analyses with the full sample depending on the characteristics and outcomes for the remaining 

families yet to be surveyed.   

The research questions identified in Table 1 have guided the data analyses.  The results 

presented herein specifically address research questions one through five.  After the completion 

of 12-month data collection, we will rerun these analyses and conduct additional analyses to 

address the full set of research questions.   

Table 1. Proposed Analytic Strategies by Research Question  

Research Question Analysis 

1. What are the demographic characteristics of the three 

treatment groups?  

 Descriptive statistics 

 Crosstabs 

2. Do the demographic characteristics of the three 

treatment groups significantly differ, and how so? 

 Chi square 

 Multinomial logistic regression 

3. How do child and family outcomes descriptively 

compare across treatment groups? 

 Descriptive statistics 

 Crosstabs 

4. What are the differences in child and family outcomes 

for the Intervention Group compared to the Home Visiting 

Only Group and the Community Strategies Only Group at 

12 months? Did the Intervention Group demonstrate 

significantly better outcomes? 

 Multiple linear regression  

 Logistic and multinomial logistic 

regression  

 General linear models 

5. For mothers who participated in Welcome Baby! what are 

their perceptions of their home visiting experiences?  

 Descriptive statistics 

 Crosstabs 

6. What are the associations between Welcome Baby! client 

satisfaction and child and family outcomes at 12 months? 

Multiple linear regression 

Logistic and multinomial logistic 

regression 

7. What are the associations between initiating Welcome 

Baby! home visiting prenatally versus post-partum and 

child and family outcomes at 12 months?  

 Multiple linear regression  

 Logistic regression 

 Multinomial logistic regression 

8. What are the associations between duration and intensity 

of home visiting and child and family outcomes at 12 

months? 

 Multiple linear regression  

 Logistic regression 

 Multinomial logistic regression 
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For research questions six through eight, we will link participants’ survey data with their 

Welcome Baby! program participation data drawn from the First 5 LA Data Collection and 

Reporting system (DCAR).  The program data will identify specifically when women entered 

Welcome Baby! (i.e., prenatally and at how many weeks gestation, or postpartum), how many 

and which engagement points they completed, if they graduated from the program or dropped 

out before completing it, and other important details, such as infant birth weight and incidence of 

depression.  We will use this linked data file to explore within-group effects for Welcome Baby! 

participants.  For example, we will examine the associations between the timing, duration, and 

intensity of home visiting and family and child outcomes when children were 12 months old.   

In the remainder of this report, we will discuss the descriptive characteristics of the study 

sample, between-group differences across key 12-month child and family outcomes, and 

Welcome Baby! client satisfaction rates for the observations that are available at this point.  

Sample Characteristics 

In Table 2, we display the sample characteristics for the three initial treatment groups: the 

Intervention Group, the Home Visiting Only Group, and the Community Strategies Only Group.  

Approximately 90 percent of all participating mothers were Latina, 70 percent were immigrants, 

and 70 percent spoke a home language other than English, which was primarily Spanish.  Only 

half of participating mothers had a high school diploma or GED.  Mothers were 28 years old on 

average at the time of the survey.  We did not include in the evaluation mothers who were 

younger than 18 years of age (n = 12).  

We tested for any statistically significant differences among the three groups to identify 

variables that should be added as covariates in our regression analyses.  The final column in 

Table 2 indicates whether the groups were statistically significantly different, and if so, which 

groups varied and in which direction.   

Children in the Community Strategies Only Group were older on average than children in 

the other groups, which was a systematic difference due to recruitment procedures.  The targeted 

child age at assessment was 12 months, and we attempted to assess children during the month 

following their first birthday.  In order to recruit a sufficient number of comparison group 

families from the community who were not receiving Welcome Baby!, we extended the child age 

limit from 12 months and 30 days to 14 months and 30 days.  Likewise, we extended the 

recruitment window for enrolling Welcome Baby! participants in the evaluation given the effort 

required to make contact with hard-to-reach families.  Age-specific versions of the Ages and 

Stages Questionnaire (ASQ) were used to accommodate children of different ages so child 

developmental outcomes would not be biased by child age.  We also examined survey items for 

their developmental appropriateness for this child age range. 
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Table 2. Sample Descriptive Characteristics at 12-Month Survey by Initial Treatment Groups  

INT= Intervention Group, HV = Home Visiting Only Group, CS = Community Strategies Only Group 

  

 

Intervention 

Group 

(n =  141) 

Home 

Visiting Only 

Group  

(n =  150) 

Community 

Strategies 

Only Group  

(n = 280) 

Significant 

group difference 

at p < .05  

(two-tailed) 

Variable/Measure % or M (SD) % or M (SD) % or M (SD)  

     

Male child     46.8 60.7 48.9 HV > INT, CS 

Child’s age at time of survey (in mos.) 12.3 (.6) 12.3 (.6) 12.8 (.8) CS > INT, HV 

Mother’s age  28.3 (6.2) 27.6 (6.4) 29.1 (6.4)  

Mother’s age at birth of first child  21.7 (4.8) 21.3 (4.5) 21.6 (5.3)  

Mother’s race/ethnicity     

Black 6.4 18.8 3.3 HV > INT, CS 

White  2.1 .7 1.4  

Multiracial .7 .7 .0  

Mexican 67.1 50.3 65.9 INT, CS > HV 

Salvadoran 8.5 15.3 11.8  

Guatemalan 9.9 6.0 7.5  

Puerto Rican .7 .0 .0  

Filipino .7 .7 .0  

Chinese .0 .0 .7  

Korean .0 .0 .4  

American Indian .0 .0 .4  

Latina mother 91.5 79.3 94.6 INT, CS > HV 

Immigrant mother  72.3 56.0 75.0 INT, CS > HV 

Mother’s primary language  

     English 

     Spanish 

     Other 

24.8 

73.8 

1.4 

41.6 

57.7 

.7 

25.8 

72.4 

1.8 

HV > INT, CS 

INT, CS > HV 

 

Limited English proficient (speaks English 

less than well) 55.3 40.9 60.0 INT, CS > HV 

Number of years living in LA 12.4 (7.6) 14.1 (8.4) 13.1 (8.7)  

Mother is married 43.3 32.0 34.6  

Mother’s highest education level 

No formal schooling 

Less than 9
th

 grade 

9
th

 through 11
th

 grade 

A high school degree or GED 

Vocational or trade school 

Some college 

Associates degree 

Bachelor’s degree or more 

2.8 

23.4 

23.3 

29.1 

4.3 

10.6 

2.1 

3.5 

0 

18.8 

24.9 

27.5 

2.7 

16.1 

2.7 

6.7 

1.1 

21.7 

28.9 

30.0 

3.6 

9.3 

2.5 

1.4 

 

Mother currently enrolled in school 15.6 23.3 14.6  

Mother currently employed 29.1 28.9 21.1  

Monthly family income 

< $500 

   $500-$999 

   $1,000-$1,999 

   $2,000 or more 

15.1 

37.0 

35.3 

12.6 

16.1 

30.4 

41.0 

12.4 

16.1 

30.4 

41.0 

12.4 

 

Family size supported by income 4.2 (1.5) 3.9 (1.4) 4.3 (1.4) CS > HV 

Crowding in home (residents per room) 1.5 (.7) 1.3 (.9) 1.6 (.9) CS > HV 
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Mother’s race/ethnicity, language, and country of origin also varied across groups.  

Mothers residing within the pilot community were more likely than those residing outside the 

pilot community to be Latinas, immigrants, of Mexican descent, and limited English proficient 

while those mothers residing outside the pilot community were more likely than those within to 

be Black, born in the United States, and speak English.  These differences reflect the population 

demographics across the Los Angeles communities included in the evaluation.  Additionally, the 

Home Visiting Only Group and Community Strategies Only Group also varied significantly on 

family size and crowding in the home.  The Community Strategies Only Group had larger family 

sizes and more household residents per room. 

When the Intervention Group and Home Visiting Only Group are combined, we can 

compare the differences between those families who participated in Welcome Baby!  and those 

who did not (i.e. the Community Strategies Only Group).  Because Welcome Baby! serves 

families both inside and outside the pilot community, and the Community Strategies Only Group 

includes only mothers within the community, some racial and ethnic differences persist.  The 

Community Strategies Only Group had a larger percentage of Latinas, immigrants, and mothers 

whose primary language was not English, whereas the Welcome Baby!  group was slightly more 

diverse and included a larger number of Black and White mothers than did the Community 

Strategies Only Group.  Mothers from Welcome Baby! were also younger on average than 

mothers in the Community Strategies Only Group.  (Note: Welcome Baby!  serves teenage 

mothers, but mothers were required to be at least 18 years old to participate in the evaluation.) 

Given the identified group differences and our knowledge of related research literature, 

we selected several variables as covariates in our analytic models to control for any confounding 

effects on the outcomes of interest.  Variables included child gender, the child’s and mother’s 

ages at assessment, maternal education level (less than or at least a high school diploma), and 

dummy variables
1
 for Latina heritage, immigrant status, and non-English home language.  

In addition to specific child and family outcomes, the 12-Month Child and Family Survey 

assessed aspects of the communities in which families lived.  Mothers reported on the sense of 

community and collective efficacy in their neighborhoods.  Assessment specialists observed 

various characteristics of the neighborhood, such as cleanliness, level of traffic, and threats to 

children’s safety.  The descriptive statistics for these items are displayed in Appendix A. 

Child and Family Outcome Measures 

The 12-Month Child and Family Survey collected data on an array of outcomes related to family 

and maternal well-being, parenting, the quality of the home environment, and child health and 

development.  In this section, we briefly describe the key measures used or adapted for the 

survey which were examined during preliminary data analyses.   

                                                           
1
 A dummy variable takes the values 0 or 1 to indicate the presence or absence of some categorical effect (e.g., 

being an immigrant versus native born) that may be expected to influence the outcome of interest. 
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1. Family and Maternal Well-Being 

Among many factors, Welcome Baby! aims to improve maternal mental health and family 

functioning.  The Patient Health Questionnaire for Depression (PHQ-9) (Spitzer et al., 1999) 

was used to screen for depressive symptoms.  Eight items reflecting behaviors or emotions 

associated with depression were selected for the survey.  One item that stated “Having thoughts 

that you were better off dead, or of hurting yourself in some way” was deemed inappropriate 

after piloting and was not included.  Each item was rated on a 4-point frequency scale ranging 

from “Not at all” to “Nearly every day” in the last two weeks.  Item scores were summed to 

create a total severity score, with a possible range of 0 to 24 and higher scores reflecting a 

greater level of depression. Internal consistency for the study sample was acceptable (α = .74). 

Overall family functioning and cohesion was measured with the Family Assessment 

Device – General Functioning Scale (Epstein, Baldwin, & Bishop, 1983).  Twelve items were 

scored on a 4-point scale ranging from “Strongly agree” (1) to “Strongly disagree” (4).  An 

example item included “In times of crisis we turn to each other in support.”  Item scores were 

reverse-scored as appropriate and totaled to create summary scores with a possible range of 12 to 

48.  Higher scores indicate a higher level of functioning.  Internal consistency was acceptable (α 

= .78). 

2. Parenting and the Parent-Child Relationship 

Several measures were used to assess parenting and parent-child interactions as key intervention 

outcomes.  Mothers’ knowledge of child development was assessed using 14 of 75 items from 

the Knowledge of Infant Development Inventory (KIDI) (MacPhee, 1983).  On half the items, 

mothers rated whether or not they agreed or disagreed with the statement that described a child 

behavior (e.g., “Infants need the same amount of sleep.”).  The remaining items described 

developmental milestones and the ages at which the milestones are generally achieved.  Mothers 

rated whether they agreed or disagreed, and if the latter, whether the milestone was achieved at a 

younger age or at an older age.  One point was assigned for each correct response and one point 

was deducted for each incorrect response.  A “not sure” response received 0 points.  Total scores 

have a possible range from –14 to 14.  Internal consistency for the study sample was low by 

statistical standards (α = .43), which suggests that parents did not respond consistently to the 

selected scale items; therefore, caution should be used when interpreting the results of this scale. 

An abbreviated version of the Parental Attitudes toward Childrearing (PACR)-Strictness 

Subscale (Easterbrooks & Goldberg, 1990) measured mothers’ beliefs about the use of strict 

parenting and discipline strategies.  Seven items were rated on a 6-point agreement scale and 

item scores were summed.  Internal consistency was moderate (α = .63). Total scores have a 

possible range from 7 to 42. 

As a supplement to the Child and Family Survey, a semi-structured, parent-child play 

interaction was observed in the home during a 10-minute period.  Assessment Specialists used 

the Parenting Interactions with Children: Checklist of Observations Linked to Outcomes 



 

10 

 

(PICCOLO) (Roggman et al., 2009) to code parenting behaviors live as mothers interacted with 

their babies.  A bag of toys was provided as a stimulus to prompt mothers to play with their 

babies and to engage babies in the activity.  The PICCOLO has 29 items divided into four 

subscales measuring affection, responsiveness, encouragement, and teaching. According to the 

coding scheme, each item is assigned a score of a 0 (behavior not observed), 1 (behavior 

sometimes observed), and 2 (behavior observed often/most of the time). The first three subscales 

have a possible range of 0 to 14 and teaching has a possible range of 0 to 16.  Internal 

consistency was good across the four subscales (Affection: α = .77; Responsiveness: α = .86; 

Encouragement: α = .86; Teaching: α = .86). 

 

Additionally, several survey items assessed families’ use of non-maternal child care given 

that Welcome Baby! coaches often refer mothers to early care and education programs, such as 

Early Head Start, and discuss with them potential eligibility for child care subsidies.  (However, 

due to long waiting lists, many families are not able to enroll in these programs.)  It was expected 

that mothers who participated in Welcome Baby! would be enrolled in formal child care 

programs at 12 months at a higher rate than mothers in the Community Strategies Only Group. 

3. Quality of the Home Environment 

Both Welcome Baby! nurses and parent coaches provide support to families to provide a safe and 

nurturing home environment.  A high quality home environment is a key desired outcome.   The 

12-month survey included several measures to address this domain.   

The Home Observation for Measurement of the Environment (HOME) (Caldwell & 

Bradley, 2003) was used to score elements of quality that might influence children’s experiences 

in their homes.  The HOME Inventory contains 45 items divided into six subscales.  The items 

were integrated into the survey, and Assessment Specialists assigned a 1 (present) or 0 (absent) 

to each item.  Internal consistency for the total scale was acceptable (α = .75), but ranged from 

low to high on the individual subscales: responsivity (11 items; α = .81), acceptance (8 items; α = 

.46), learning materials (9 items; α = .47), involvement (6 items; α = .63), organization (6 items; 

α = .11), and variety (5 items; α = .42).  A factor analysis of the HOME Inventory items from the 

12-month survey will be conducted with the full study sample upon conclusion of data 

collection, to identify underlying patterns among scale items that may differ from the developed 

subscales. Items demonstrating low item-to-scale correlations that do not contribute to the 

internal consistency of the subscale will be dropped.  

The quality of the interior, physical home environment was assessed using eight 

additional items (e.g., absence of safety issues, no signs of smoking, comfortable noise level, 

etc.).  These supplemental items were adapted from the Inter-university Consortium for Political 

and Social Research Project on Human Development in Chicago Neighborhoods.  Items were 

similarly scored a 1 (present) or 0 (absent) and summed to a maximum of eight points.  Internal 

consistency was moderate (α = .67).
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Nine items assessed the frequency of parental engagement in home learning activities 

with their babies, such as reading books or singing songs.  Response categories ranged from 

“Not at all” (1) to “Everyday” (6).  The item scores were summed to a possible 54 points. 

Internal consistency was acceptable (α = .72). 

4. Child Health and Nutrition 

The survey contains multiple items that assess children’s health and nutrition.  In the preliminary 

analyses, we examined key health factors such as prematurity, health coverage, having a 

pediatric medical home, well-baby visit attendance, immunization status, general health since 

birth, identification of a special health care need, and incidence of an emergency room visit due 

to an accident or injury.  Since breastfeeding education and assistance is a central component of 

the Welcome Baby! program, the survey assesses mothers’ initiation and duration of 

breastfeeding. Preliminary analyses also explore the primary use of breast milk, rather than 

breast milk and formula or only formula, during the first four months after birth. 

5. Child Development 

As part of the 12-Month Survey, Assessment Specialists screened children using the Ages and 

Stages Questionnaire (ASQ-3) and the Ages and Stages—Social Emotional Questionnaire (ASQ-

SE) (Squires, Bricker, & Twombly, 2002).  These developmental screeners assess whether 

children are on track developmentally.  The ASQ-3 has five subscales including communication, 

gross motor, fine motor, problem solving, and personal-social skills.  The ASQ-SE measures 

children’s social competence and behaviors.  Internal consistency ranged from moderate to good 

(α = .68 to .86) on the ASQ-3 12-month subscales and moderate on the ASQ-SE (α =.59).   

Depending on the child’s age (adjusting for prematurity), either the 10, 12, or 14-month 

ASQ-3 was administered.  Approximately 61 percent of children were assessed with the 12-

month version of the ASQ, 37 percent were assessed with the 14-month version, and about 2 

percent were assessed with the 10-month version.  The latter version was appropriate for children 

with adjusted ages of 9 months and 0 days to 10 months and 30 days. 

Specifically, mothers were asked whether their children had obtained certain skills, such 

as walking while holding onto furniture, and they responded “All or most of the time,” 

“Sometimes,” or “Not yet.”  Cut-off scores provided by the instrument developers were used to 

determine whether children were developmentally on track, possibly at risk of developmental 

delay and in need of further assessment, or in the case of the ASQ-3, whether children are close 

to being at risk and should be closely monitored. 

Table 3 provides the descriptive statistics (i.e., means, standard deviations, and 

percentages) for these measures by treatment group.  These are raw, unadjusted statistics that do 

not control for any covariate effects, or differences in sample characteristics that may contribute 

to differences in outcomes.  A large standard deviation relative to the scale size indicates wide 

variation among   participants on that particular measure.  The final column indicates which 

unadjusted group means significantly varied and in which direction. 
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Table 3.  Unadjusted Descriptive Statistics for Preliminary Child and Family Outcomes at 12 Months  

INT= Intervention Group, HV = Home Visiting Only Group, CS = Community Strategies Only Group 

 

  

 

Intervention 

Group 

(n =  141) 

Home Visiting 

Only Group 

(n =  150) 

Community 

Strategies Only 

Group  

(n = 280) 

Significant group 

difference at 

 p < .05  

(one-tailed) 

Variable/Measure 
% or  

M (SD) 

% or  

M (SD) 

% or  

M (SD) 

 

Family and Maternal Well-being     

PHQ-9 Depression  4.2 (4.1) 4.6 (4.3) 4.1 (4.2)  

Family functioning (FAD) 37.1 (4.5) 38.7 (5.1) 37.3 (4.8) HV > INT, CS 

Parenting and Quality of the Parent-Child Relationship    

Parent Knowledge of Infant 

   Development Inventory (KIDI) 
3.0 (4.1) 3.1 (4.1) 2.3 (4.2) 

 

Parental Attitudes towards Childrearing: 

Strictness Subscale (PACR) 
20.3 (7.2) 20.1 (6.7) 21.1 (6.9) 

 

PICCOLO Affection  12.5 (1.8) 12.5 (2.0) 12.5 (2.0)  

PICCOLO Responsiveness  11.4 (2.8) 11.5 (2.6) 11.4 (2.7)  

PICCOLO Encouragement  11.4 (2.9) 11.9 (2.7) 11.5 (2.9)  

PICCOLO Teaching  8.4 (4.3) 9.1 (4.0) 9.0 (4.3)  

Child in formal child care arrangement, out 

of all children in non-maternal care (%) 
15.1 9.2 7.1 

 

Quality of Home Environment     

HOME total score  36.4 (4.4) 37.7 (4.5) 36.2 (4.8) HV > CS 

   Responsivity  9.5 (2.1) 9.7 (2.1) 9.4 (2.2)  

   Acceptance  7.0 (.7) 7.1 (.9) 6.9 (1.1) HV > CS 

   Learning materials  7.2 (1.5) 7.6 (1.3) 7.0 (1.6) HV > INT, CS  

   Involvement  3.8 (1.6) 4.3 (1.4) 4.1 (1.7) HV > INT 

   Organization  5.3 (.8) 5.5 (.7) 5.4 (.8)  

   Variety  3.6 (1.1) 3.5 (1.2) 3.3 (1.3)  

Quality of home interior  7.0 (1.4) 7.0 (1.4) 6.8 (1.6)  

Engagement in home learning activities  43.6 (7.1) 44.6 (6.7) 42.5 (7.9) HV > CS 

Child Health and Nutrition     

Premature birth (%) 9.2 8.7 10.7  

Child has health insurance (%) 98.6 99.3 98.2  

Mother has health insurance (%) 63.3 70.5 60.3  

Child has medical home (%) 99.3 99.3 98.9  

Has attended well-baby visits since birth (%) 99.3 100.0 98.9  

On-time child immunizations (%) 99.3 94.7 97.5 INT > HV 
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Table 3.  Unadjusted Descriptive Statistics for Preliminary Child and Family Outcomes, Cont.  

INT= Intervention Group, HV = Home Visiting Only Group, CS = Community Strategies Only Group 

 
Intervention Group 

(n =  141) 

Home Visiting Only 

Group 

(n =  150) 

Community 

Strategies Only 

Group  

(n = 280) 

Significant group 

difference at 

 p < .05  

(one-tailed) 

Variable/Measure 
% or  

M (SD) 

% or  

M (SD) 

% or  

M (SD) 

 

Child overall health since birth (%)    

Excellent  

   Very good 

   Good 

   Fair  

   Poor 

 

39.7 

23.4 

22.0 

13.5 

1.4 

46.0 

27.3 

18.0 

8.0 

.7 

 

41.1 

28.2 

18.6 

10.4 

1.8 

 

Emergency room visit due to accident or 

injury (%) 
5.7 8.7 5.8 

 

Child identified as having special health 

care need (%) 
7.8 8.1 6.1 

 

Exclusive breastfeeding  43.3 38.7 32.6 INT > CS 

Duration of breastfeeding (months) 5.0 (3.1) 4.8 (3.4) 5.5 (3.8)  

Child Development     

ASQ Communication  

   Developmentally on track  

   Needs monitoring 

   Needs further assessment  

82.9 

12.9 

4.3 

85.3 

13.3 

1.3 

80.7 

15.4 

3.9 

 

ASQ Gross Motor  

   Developmentally on track  

   Needs monitoring 

   Needs further assessment 

 

71.4 

11.4 

17.1 

75.3 

14.0 

10.7 

 

69.9 

16.1 

14.0 

 

ASQ Fine Motor   

   Developmentally on track  

   Needs monitoring 

   Needs further assessment 

 

66.0 

19.1 

14.9 

69.6 

12.8 

17.6 

 

65.1 

26.3 

8.6 

 

 

 

INT, HV > CS 

ASQ Problem Solving        

   Developmentally on track  

   Needs monitoring 

   Needs further assessment 

 

77.3 

14.2 

8.5 

78.0 

14.0 

8.0 

 

77.5 

18.2 

4.3 

 

ASQ Personal-Social  

   Developmentally on track  

   Needs monitoring 

   Needs further assessment 

 

72.3 

21.3 

6.4 

75.3 

20.0 

4.7 

 

72.5 

18.2 

9.3 

 

ASQ-Social Emotional      

   Developmentally on track 

   Needs further assessment 

 

73.8 

26.2 

80.0 

20.0 

 

70.4 

29.6 CS > HV 
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Preliminary Between-Group Differences 

We conducted a series of between-group analyses, controlling for salient demographic 

characteristics, to test for significant differences in 12-month outcomes for families who 

participated in Welcome Baby! and those who did not (i.e., the Community Strategies Only 

Group).  We also examined differences among the three treatment groups to determine whether 

the Intervention Group and Home Visiting Only Group differed from each other and from the 

Community Strategies Only Group.  Several preliminary findings emerged. 

Family functioning. The Home Visiting Only Group demonstrated greater family 

functioning and cohesion (as measured by the Family Assessment Device) than the Intervention 

Group and Community Strategies Only Group.  In other words, families outside of the pilot 

community who participated in Welcome Baby! generally functioned better than families living 

inside the community who did or did not participate in Welcome Baby! However, when 

comparing all families who participated in Welcome Baby!, regardless of where they lived, to 

families in the Community Strategies Only Group, we found no significant group difference; 

family functioning was similar on average.   

 

Figure 2.  Family Functioning Adjusted Group Means (N=552) 

  

Note: * p < .05 (one-tailed test). Standard errors displayed in parentheses. All Welcome Baby! group includes 

the Intervention Group and Home Visiting Only Group. 
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Home environment. On average, mothers who participated in Welcome Baby! demonstrated 

higher scores on the Home Observation for Measurement of the Environment (HOME Inventory) 

than mothers in the Community Strategies Only Group (Figure 3).  An examination of the three 

treatment groups showed that the Home Visiting Only Group had a significantly higher HOME 

mean score than both the Intervention Group and the Community Strategies Only Group.   

 

Figure 3.  HOME Score Adjusted Group Means (N=522) 

 

Note: * p < .05 (one-tailed test).  Standard errors displayed in parentheses. All Welcome Baby! 

group includes the Intervention Group and Home Visiting Only Group. 

 

The groups also varied on three HOME Inventory subscales.  Overall, Welcome Baby!  

mothers showed higher ratings on the acceptance subscale (Figure 4), as indicated by positive 

observed interactions, and greater variety in their home activities, such as eating meals as a 

family and reading to their babies at least three times a week (Figure 5).  They also had more 

learning materials in the home (Figure 6) than mothers who did not participate in Welcome Baby!   

When comparing the three groups, the Community Strategies Only Group scored 

significantly lower on the acceptance subscale than both the Intervention Group and Home 

Visiting Only Group (Figure 4). 
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Figure 4.  HOME Acceptance Subscale Adjusted Group Means (N=546) 

  

Note: * p < .05 (one-tailed test). Standard errors displayed in parentheses. All Welcome Baby! 

group includes the Intervention Group and Home Visiting Only Group. 

The Intervention Group scored significantly higher on the variety subscale than both the 

Community Strategies Only Group and Home Visiting Only Group (Figure 5). 

Figure 5.  HOME Variety Subscale Adjusted Group Means (N=567) 

  

Note: * p < .05 (one-tailed test). Standard errors displayed in parentheses. All Welcome Baby! 

group includes the Intervention Group and Home Visiting Only Group. 

Additionally, the Home Visiting Only Group scored significantly higher on the learning 

materials subscale than did the Community Strategies Only Group (Figure 6). 
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Figure 6.  HOME Learning Materials Subscale Adjusted Group Means (N=550) 

 

Note: * p < .05 (one-tailed test). Standard errors displayed in parentheses. All Welcome Baby! 

group includes the Intervention Group and Home Visiting Only Group. 

Participation in Welcome Baby!  was also associated with greater engagement in home 

learning activities. Mothers in both the Intervention Group and Home Visiting Only Group 

engaged their babies in home learning activities with greater frequency than did mothers in the 

Community Strategies Only Group (Figure 7). 

Figure 7.  Home Learning Activities Adjusted Group Means (N=565) 

  

Note: * p < .05 (one-tailed test). Standard errors displayed in parentheses. All Welcome Baby! 

group includes the Intervention Group and Home Visiting Only Group. 
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Parenting interactions. Welcome Baby! participants and mothers in the Community 

Strategies Only Group did not differ significantly on any of the subscales of the PICCOLO, an 

observational measure of positive parenting interactions with infants and toddlers.  On average, 

all mothers interacted with high levels of affection, responsiveness, and encouragement; 

however, they were lacking in the teaching domain (Figure 8). 

 

Figure 8.  PICCOLO Teaching Subscale Adjusted Group Means (N=544) 

 

Note: All Welcome Baby! group includes the Intervention Group and Home Visiting Only Group. 

Child care. About one-third of mothers used some form of non-maternal child care for 

their 12-month-old babies for at least 10 hours per week while they worked, attended school, or 

participated in some other related activity.  The types of providers families used ranged from 

more frequently used informal or unregulated arrangements, such as children’s fathers, relatives, 

friends and neighbors, to less frequently used formal or regulated settings, such as center-based 

care, including Early Head Start, and registered family child care providers.   

We conducted a test to determine whether families who participated in Welcome Baby! 

were more likely than the Community Strategies Only Group to use formal rather than informal 

child care.  We also separately compared the Intervention and Home Visiting Groups to the 

Community Strategies Only Group, since child care use may vary by residence inside or outside 

the pilot community.  Controlling for the previously mentioned covariates as well as maternal 

employment, Intervention Group mothers, compared to mothers in the Community Strategies 

Only Group, were 3.4 times more likely to use formal child care arrangements than informal care 

(Figure 9).  Yet, there was no difference between the Home Visiting Only Group and the 

Community Strategies Only Group.  When averaging the effects of the two home visiting groups, 

we found no main effect of participating in Welcome Baby! on whether families used formal 

rather than informal care arrangements. 
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Because the subsample of families who used any non-maternal care was small, these 

associations are limited in strength and will be reexamined with the full sample after the 12-

month data collection concludes. 

Figure 9. Odds Ratio of Using Formal Child Care Arrangement at 12 Months (N=200) 

  

Note: * p < .05 (one-tailed test). The “All Welcome Baby!” group includes the 

Intervention Group and Home Visiting Only Group. The Community Strategies Only 

Group is the reference group to which the effects for the other groups are compared.  The 

odds ratio equals the odds of a given treatment group (e.g., Intervention Group) using 

formal child care divided by the odds of the reference group. An odds ratio greater than 1 

indicates that the event is more likely to occur in the former group; an odds ratio less than 

1 indicates that the event is more likely to occur in the reference group. These odds ratio 

can be interpreted as the number of times more likely a treatment group is to use formal 

child care compared to the Community Strategies Only Group.  

 

Breastfeeding. Since breastfeeding education and assistance is a central component of the 

Welcome Baby! program, the 12-month survey asks mothers a variety of questions about 

breastfeeding initiation and duration.  Welcome Baby! mothers were almost 1.4 times more likely 

than mothers in the Community Strategies Only Group to exclusively breastfeed rather than feed 

their babies with breast milk supplemented with formula or formula only, during the first four 

months after birth (Figure 10).  The Intervention Group, in particular, was almost 1.6 times more 

likely than the Community Strategies Only Group to exclusively breastfeed. 
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Figure 10. Odds Ratio of Exclusive Breastfeeding during First Four Months (N=567) 

  
 

Note: * p < .05 (one-tailed test). All Welcome Baby! group includes the Intervention Group 

and Home Visiting Only Group. The Community Strategies Only Group is the reference 

group to which the effects for the other groups are compared. See Figure 9 for explanation 

of how to interpret an odds ratio. 
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Figure 11. Odds Ratio of Child Having On-time Immunizations (N=571) 

 

Note: * p < .05 (one-tailed test). All Welcome Baby! group includes the Intervention Group 

and Home Visiting Only Group. The Community Strategies Only is the reference group to 

which the effects for the other groups are compared. See Figure 9 for explanation of how to 

interpret an odds ratio. 

 

Child development. Child participants received numerical scores on each of the five 

ASQ-3 subscales (i.e., communication, gross motor, fine motor, problem solving, and personal-

social) and the ASQ-Social-Emotional, as well as categorical risk scores on each subscale that 

identified whether or not they were in need of further assessment.  Since three different age 

versions of the ASQ-3 were used, each with different items, we were unable to combine the 

numerical scores into a single dependent variable.  Instead, we examined the assigned categorical 

risk scores across all children, regardless of ASQ version.  Additionally, we analyzed the 12-

month ASQ numerical scores alone, since the majority of participants received that age version.   

Overall, children in the study showed the highest rate of developmental risk in gross 

motor, fine motor, and social-emotional skills, and a lower rate of risk in communication, 

personal-social, and problem-solving skills.  Preliminary analyses indicate that, when controlling 

for salient demographic characteristics (i.e., child’s age and gender, mother’s age and education, 

and being Latino), participation in Welcome Baby! had no significant effect on the likelihood of 

needing further assessment on any of the measured domains of development.  Similarly, no 

statistically significant differences were found on 12-month ASQ scores between children who 

participated in Welcome Baby! and those who did not.  However, the Home Visiting Only Group 

was at a slightly lower risk of social-emotional delay than the Community Strategies Only Group 

(see Figure 12).  These associations will be reexamined with the full study sample upon 

completion of data collection.  
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Figure 12. Odds Ratio of Being At Risk for Social-Emotional Delay at 12 Months (N = 571) 

 

Note: * p < .05 (one-tailed test). All Welcome Baby! group includes the Intervention 

Group and Home Visiting Only Group. The Community Strategies Only is the 

reference group to which the effects for the other groups are compared. See Figure 9 

for explanation of how to interpret an odds ratio. 

Welcome Baby! Client Satisfaction 

Mothers who participated in Welcome Baby! received a client satisfaction questionnaire at the 

time of their 12-month survey to assess their experiences in the program.  The descriptive 

findings from the questionnaire are displayed in Appendix B.  Overall, mothers were very 

satisfied with the services they received, they had very good to excellent relationships with their 

parent coaches and nurses (Figure 13), and they would definitely recommend the program to 

friends and relatives.  The majority of mothers felt their parent coaches were knowledgeable and 

that they had learned a lot from their parent coaches.   

Figure 13. Mothers’ Ratings of the Quality of their Relationships with their Parent Coaches (N=291) 
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Only one mother expressed complete dissatisfaction with the home visits she received.  

About 15 percent felt the home visits were more of a chore than useful to them. Nearly 4 percent 

described their parent coaches helping them only “a little” and a similar percentage agreed that 

being visited by a nurse so soon after delivering a baby bothered them.  Although almost all 

mothers were satisfied with the program, about 7 percent stated they would not have participated 

if offered the opportunity again.  

Most mothers wished the program offered more services; 95 percent wanted more nurse 

visits and 92 percent wanted more visits with their parent coach (Figure 14).  Responses strongly 

varied on one item in particular that asked mothers how much they agreed with this statement: “I 

wish my parent coach had helped me more to apply for services for my family.”  Some mothers 

strongly disagreed and felt satisfied with the level of assistance they received in applying for 

services, while others strongly agreed and wished they had received more help.  

Figure 14. Mothers’ Ratings of their Desire to Have More Home Visits 

with the Welcome Baby! Nurse (N=291) 

 

 

These findings suggest that mothers who participate in Welcome Baby! vary in how they 

experience the program but overall have positive experiences.  Future analyses with the full 

sample will examine how mothers’ level of program satisfaction relates to the timing and 

duration of their participation.  For instance, we will examine whether mothers who enroll 

prenatally have more positive relationships with their parent coaches, and if their satisfaction 

with the program increases their likelihood of completing the program.  We will also explore the 

associations between program satisfaction and subsequent child and family outcomes. 
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Conclusions 

Preliminary findings from the Best Start Metro LA 12-Month Child and Family Survey indicate 

that participation in Welcome Baby! may be associated with a limited number of outcomes. 

Those outcomes that are significantly associated with Welcome Baby! participation are those 

that, arguably, align most with the goals and content of the Welcome Baby! program.  Welcome 

Baby! participants had higher quality home environments with more learning materials, more 

frequent engagement in home learning activities, and   more sensitive parenting.  Infants who 

participated in Welcome Baby! were more likely to be fed exclusively with breast milk during 

their first four months and be up to date on their recommended immunizations at 12 months.  

Families who participated in Welcome Baby! and lived within the Metro LA pilot community 

(i.e., the Intervention Group) were more likely to use regulated child care than were families in 

the community who did not participate in the program, even though the majority still used 

informal types of arrangements.   

Differences in outcomes for the Intervention Group that resided within the pilot 

community and the Home Visiting Only Group that resided outside the pilot community may be 

the result of underlying demographic differences between the two subsamples, or a reflection of 

community resources and culture.  For instance, the Home Visiting Only Group is distinct in that 

families are more racially and ethnically diverse compared to the Intervention Group which is 92 

percent Latino. The Home Visiting Group is more likely to speak English as a primary language 

and be born in the United States.  They also are slightly more educated (almost 7 percent have a 

Bachelor’s degree) and more likely to be enrolled in school compared to the Intervention Group, 

but these differences were not statistically significant. Slight income differences are also 

apparent across groups, with the Home Visiting Only Group generally reporting a higher income 

bracket for their households.  These variables—race/ethnicity, education, and income—are 

strong predictors of many family and child outcomes
2
.  Although we controlled for salient 

demographic characteristics in our analyses, related confounding factors may be contributing to 

group differences.  Moreover, only a limited number of covariates could be included in the 

analyses, otherwise there would be restricted power to run the analyses and test for group 

differences.  With the larger, full sample, we may consider adjusting for additional factors that 

may be related to the outcomes of interest, which essentially will make the treatment groups 

more comparable.  

Because the two home visiting groups are demographically unique, they may have 

experienced home visiting differently.  For these preliminary analyses, we have not explored 

how different types of families varied in their outcomes (such as mothers with lower education), 

but in future analyses we will examine whether the associations between Welcome Baby! and 

child and family outcomes are stronger for certain subgroups.   

                                                           
2
 For example, see Dearing, E., McCartney, K., and Taylor, B.A. 2001. Change in family income-to-needs matters 

more for children with less. Child Development 72(6): 1779-1793.  
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 The analyses of the neighborhoods in which families lived also highlight that the Metro 

LA pilot community was generally less favorable than outlying communities, in terms of traffic, 

litter, land use, and hostility of the residents.  These contextual factors may jeopardize a family 

and its ability to provide a safe and nurturing environment for a child.  Neighborhood differences 

could be one explanation for why Home Visiting Only families have better family functioning 

and higher quality home environments.  Alternatively, the pilot community encompasses an 

urban, downtown area that, in comparison to outlying communities, offers a larger number of 

support services to families within close proximity.  The Intervention Group was more likely 

than the Home Visiting Only Group to be up-to-date on immunizations and use formal child care 

providers.  These preliminary findings suggest that Welcome Baby! participants may be better 

connected to health and child care services than are non-participants; however, the pilot 

community may offer more options and easier access to services than do neighborhoods outside 

of the pilot community.  

Preliminary analyses also showed that children’s development at 12 months does not 

appear to be significantly related to Welcome Baby! participation.  These non-significant findings 

could be a result of small sample sizes and low analytic power for these preliminary analyses, or 

they may suggest that the intervention is more directly related to immediate outcomes for 

mothers and the home environment and not babies’ development.  

More specifically, the preliminary significant findings may reflect proximal risk 

factors—those behaviors and conditions most closely tied to the mother receiving the 

intervention—rather than distal risk factors—those behaviors and conditions that are less directly 

tied to the intervention services provided to the mother.  Improvements to the home environment, 

initiation of breastfeeding, enrollment in child care, and making decisions to immunize a child 

are all maternal behaviors that are directly targeted by the intervention.  Previous research 

literature would suggest that these maternal behaviors indirectly affect a child’s development
3
, 

and that such effects may not be immediate
4
; in other words, home visiting may improve child 

outcomes by first improving parenting, the home environment, and the care that children receive.  

Welcome Baby! provides opportunities to check children’s physical health and safety, screen 

children for development delay, and provide support to parents to improve children’s care and 

experiences; however, the mother, not the child, is the targeted recipient of the intervention.  

                                                           
3
 Whittaker, J.E.V., Jones Harden, B., See, H.M., Meisch, A.D., and Westbrook, T.R. 2011. Family risks and 

protective factors: predicting Early Head Start toddlers’ problem behaviors. Early Childhood Research Quarterly 

26(1): 74–86. 
4
 Brooks-Gunn, J., and Markman, L. 2005. The contribution of parenting to ethnic and racial gaps in school 

readiness. The Future of Children 15(1): 138-167.  
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Since children in the evaluation were first assessed at 12 months—only three months after the 

final 9-month  

Welcome Baby! home visit—any associations between receipt of home visiting and later 

child outcomes may not yet be evident.  

In general, Welcome Baby! participants were very satisfied with the home visits they 

received, but a number of families expressed needing more intensive and comprehensive 

services.  A very small percentage was unsatisfied with the services received, and those mothers 

who expressed some level of disappointment in their responses were primarily concerned with 

the low intensity of services or the inconvenience in hosting visits in their home.  Participants’ 

satisfaction with the program, in addition to the timing, duration, and dosage of home visiting, 

may explain some of the variation in child and family outcomes.  These associations will be 

explored further in future analyses of the full study sample.  
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CHAPTER II: COMMUNITY OUTCOMES  

Positive change at the neighborhood level is an important goal of the Best Start LA investment.  

Analysis of secondary data sources, coupled with case study and focus group findings of the 

evaluation, can be utilized to augment existing work that has determined the baseline needs of 

the Metro LA community.
5
  Together these findings help to paint a picture of any community-

level changes that may have coincided with implementation of the Best Start model in Metro LA.   

About the Community:  The Best Start LA Pilot Community, referred to as Metro LA, 

has been described in detail elsewhere.
6
 It comprises a diverse seven square miles of downtown 

LA.   The four distinct neighborhoods encompassed within the Metro LA community are Pico 

Union – a primarily Latino neighborhood; South Koreatown – a traditionally Korean 

neighborhood that is seeing more Latino residents move in; South LA, which is largely African 

American, and the Byzantine Latino Quarter—which is also predominantly Latino (see Figure 

1).  One thing all residents of the Metro LA neighborhood have in common, however, is high 

rates of poverty and few available resources, including a lack of healthy food options, poor 

public transportation, and inadequate childcare resources to name a few. 

Figure 15: Map of Metro LA Pilot Community 

   

                                                           
5
 Harder and Company, 2012. 

6
 Hill et al., 2011; Hill and Benatar, 2011. 
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 On the Ground:  The two primary organizations working at the community level with 

Best Start LA are Para Los Niños (PLN), the “lead entity” working to support community 

strategies and facilitate change in Metro LA; and Special Service for Groups (SSG), hired to 

assist PLN with Community Based Action Research (CBAR) efforts in Metro LA.  

 PLN, a nonprofit family service organization, is responsible for mobilizing community 

members and stakeholders within Metro LA through the formation of the Best Start LA 

Partnership, and facilitating their process for developing community-level change.  PLN was 

initially off to a slow start due to concern over the relationship with another community group as 

well as initial difficulty recruiting residents to become involved (see Hill et al. 2011 for a more 

detailed discussion), but quickly learned that active engagement of parents in the community is a 

key component of successful mobilization, and have since made that a priority.  Despite 

promising movement, progress continues to be interrupted due to frequent staff turnover at PLN 

and recent efforts to align the work in Metro LA with 13 other Best Start LA communities in Los 

Angeles County, including (for example) requiring Metro LA to participate in a formal needs 

assessment after they had already conducted preliminary research to determine the 

neighborhood’s greatest areas of need.    

 Over the past three years, PLN has worked to engage community residents and providers, 

and has facilitated the formation of a Community Guidance Body (CGB) charged with leading 

the development of strategies for community action.  To date, the CGB has created four task 

forces including the 1) Parent Task Force, 2) CBAR Task Force, 3) Communications Task Force, 

and 4) Training and Technical Assistance Task Force.  Three years into the investment, PLN is 

making a conscious move to step back and give the CGB center stage, while supporting them to 

move forward on the community plan – a concept introduced in May 2011 which entails 

specifying activities that the CGB plans to implement.  PLN leaders characterize their current 

role as providing logistical support to the CGB, facilitating community organization, helping the 

CGB understand and proceed with the community plan, and facilitating relationship building 

between the CGB and First 5 LA.   

 The second year of implementation culminated in the funding of 17 mini-grants to 

community organizations for short term, shovel-ready projects, providing a first step to 

community strategies that had been engaged primarily in “process” (Hill et al. 2011) up to that 

point.  A second round of mini-grants was funded during the third year of the investment, and 

awards were announced in February 2012.  Interviews with First 5 LA and PLN as well as a 

focus group with Round 1 mini-grant awardees indicate that the program has been successful in 

promoting development of new projects as well as supporting ongoing programs with a 

demonstrated record of success.  There is no expectation that a third round of grants will be 

awarded in the coming year, but instead the hope is to leverage successful programs and 

relationships to build more sustainable investments in the Metro LA community.  
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 PLN and the CGB are also working with Special Service for Groups (SSG), a 

multiservice organization that provides research and evaluation, technical assistance, and 

capacity building services to community-based organizations.  SSG has been retained to support 

the CGB’s mobilization effort by directing a Community Based Action Research (CBAR) 

project in the neighborhood.  CBAR is a research method which entails engaging residents and 

others involved with the community in identifying and conducting research projects.  The CBAR 

project chosen by the task force in 2011 was led by IDEPSCA (Instituto de Educacion Popular 

del Sur de California), a primarily volunteer run non-profit organization in Metro LA that utilizes 

popular education techniques to support the community with health education programs, a 

program to keep kids in school, and programs to support day laborers.  The CBAR task force 

evaluated the adequacy of child care centers in the community as its research project and 

conducted focus groups with parents, interviews with childcare providers, and photovoice – a 

research method in which residents are asked to represent their point of view through pictures.  

The CBAR team succeeded in collecting all of the data by the June 2011 deadline, but 

regrettably ran out of time to do much analysis. During the spring of 2012, IDESPCA was 

preparing a proposal for First 5 LA that would provide additional funding to allow them to 

continue to analyze the CBAR data.  The CGB’s chosen CBAR project will be one contributing 

factor to the baseline evidence regarding what is occurring at the community level in Metro LA, 

and what changes ought to be targeted.   

 Documenting Change with Data:  Secondary data analysis can help to paint a broad 

picture of change at the community level that may be linked to the investments of Best Start in 

Metro LA.  Utilizing aggregate data from the Los Angeles County WIC data mining project, we 

summarize trends on six measures that are tied to the Best Start model, and consider any changes 

that occurred between 2008 and 2011.  The measures we evaluate are presented below and 

include: 

 Percent of Families Living Below the Poverty Level 

 Percent of Mothers with Closely Space Births 

 Percent of Mothers who Exclusive Breastfed their Babies for 12 Months 

 Percent of Mothers who Combination Fed their Babies for 12 Months 

 Percent of Mothers who Exclusive Formula Fed their Babies for 12 Months 

 Percent of Low Birth Weight Babies 

 

  Using geocoded data we compare neighborhood level rates of these six measures over 

time for  Metro LA neighborhoods and corresponding matched neighborhoods, to detect any 

community level change that may be occurring as the Best Start LA investment in Metro LA 

unfolds.  For instance, we might expect breastfeeding rates to be affected in Metro LA by the 

efforts at California Hospital Medical Center to promote breastfeeding at birth, the efforts of 

Welcome Baby! to reinforce breastfeeding among the women who receive home visiting, and by 
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community strategy investments that might, for instance, support breastfeeding as a goal toward 

maintaining healthy weight among children in the community.  Though community investment 

projects in Metro LA have been limited to date, we chose the remaining measures based on data 

availability coupled with theoretical understanding that job creation (poverty), healthcare access 

(family planning), and prenatal care access (infant health) might be specific areas of need that the 

CGB would focus on.   

  Comparison Community Selection: The diversity of the Metro LA community, and 

consideration of other analytic challenges, has required the evaluation team to thoughtfully 

consider methods for selecting comparison communities. (See Benatar et al. 2011 for an in-depth 

discussion of comparison community selection challenges.)  To maximize the possibility of 

meaningful analysis, the evaluation team chose to divide the Metro LA community into its four 

sub-neighborhoods, consisting of – at minimum – three census tracts.  Then, using the following 

criteria, the evaluation team matched other census tract groupings that reasonably approximate 

neighborhoods:  

 Percent poverty 

 Number and percentage of children (0-4); 

 Percentage of Hispanic, Asian, and African American residents; 

 Percentage of female headed households; 

 Percentage of residents living in families; 

 Housing tenure (property renters vs. owners); and 

 Population density (persons per square mile). 

 

For the purposes of this analysis, the evaluation team has matched the following communities:  

  Metro LA Neighborhood   Matched Comparison Neighborhood 

  West Adams (Byzantine Latino Quarter)   Florence-Firestone 

  South Koreatown   Inglewood 

  Pico Union   East Hollywood 

  South Market (South LA)   Huntington Park 

 

  Preliminary Analyses: Since community change is slow, and the effects of community-

level investments are often indirect, we did not expect to see dramatic differences in many of the 

measures under consideration.  Likely attributable in large part to the “Great Recession” which 

took root in 2008 (our pre-period), poverty in both the Metro LA and the comparison 

communities rose between 2008 and 2011.  While poverty in the comparison communities 

increased at a similar or slightly higher rate than it did in the Metro LA neighborhoods, overall 

differences were not statistically significant (Table 4).   
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In addition, we find that closely spaced pregnancies, an indicator of poor access to/or 

understanding of effective family planning methods (Gold et al. 2009), did not uniformly move 

in one direction or another between 2008 and 2011 for Metro LA or selected comparison 

neighborhoods (see Table 5).  In certain cases we see a larger “positive” in Metro LA than the 

comparison communities, meaning they decreased, decreased at a greater rate, or increased at a 

slower rate.  In other neighborhoods, however, we see the opposite trend, where the Metro LA 

neighborhood had a larger increase in closely spaced pregnancies than the comparison 

neighborhood.   

Table 4: Percent Poverty  

Metro LA 
% ≤ 100% FPL 

2008 

% ≤ 100% FPL 

2011 

Percent 

Change 

Adams  73.46 81.44 7.98 

Pico Union  79.93 85.06 5.13 

S. Koreatown  71.46 82.57 11.11 

S. Market  77.19 86.42 9.23 

TOTAL 75.86 84.09 8.23 

Comparison Neighborhoods % ≤ 100% FPL 2008 
% ≤ 100% FPL 

2011 

Percent 

Change 

Inglewood  71.79 79.78 7.99 

Florence/Florence Graham  76.00 83.20 7.20 

East Hollywood  69.37 80.42 11.05 

Huntington Park 70.59 81.35 10.76 

TOTAL 73.13 81.81 8.68 

 

Table 5: Percent with Closely Spaced Births 

Metro LA 
% w/closely spaced 

pregnancy* 

% w/closely 

spaced pregnancy* 

Percent 

Change 

Adams  19.15 24.6 5.45 

Pico Union  20.10 19.02 -1.08 

S. Koreatown  14.09 17.65 3.56 

S. Market  16.52 13.76 -2.76 

TOTAL 17.62 18.24 0.62 

Comparison Neighborhoods 
% w/closely spaced 

pregnancy* 

% w/closely 

spaced pregnancy* 

Percent 

Change 

Inglewood  17.09 24.39 7.30 

Florence/Florence Graham  21.88 22.72 0.84 

East Hollywood  17.65 15.08 -2.57 

Huntington Park 20.98 16.74 -4.24 

TOTAL 20.24 20.31 0.07 
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With regard to infant feeding patterns, we saw across-the-board increases in exclusive 

breastfeeding, as well as exclusive formula feedings, and consistent decreases in combination 

feeding in all of the Metro LA and comparison communities.  This may be in part attributable to 

a change in the WIC package in 2009 that was intended to encourage exclusive breastfeeding.  

This change entailed an increase in the value of the package for women who exclusively 

breastfeed, and a decrease in the amount of formula included in the package for women who 

partially breastfeed.  We see, therefore, that during the intervening period parents became less 

likely to combine breastfeeding with formula feeding, resulting in both a boost to exclusive 

breast-feeders, as well as a boost among those who exclusively formula feed, and a loss among 

those who previously supplemented breastfeeding with formula feeding.  The magnitude of these 

changes is not consistent across the Metro LA and comparison neighborhoods.   

 

Table 6: Percent Exclusively Breastfeeding
7
  

Metro LA 
Percent Exclusive 

Breastfeeding 2008 

Percent Exclusive 

Breastfeeding 2011 

Percent 

Change 

Adams  10.75 18.66 7.91 

Pico Union  7.12 17.94 10.82 

S. Koreatown  10.25 19.34 9.09 

S. Market  11.17 11.34 0.17 

TOTAL 9.87 16.67 6.8 

Comparison Neighborhoods 
Percent Exclusive 

Breastfeeding 2008 

Percent Exclusive 

Breastfeeding 2011 

Percent 

Change 

Inglewood  6.92 13.85 6.93 

Florence/Florence Graham  5.12 8.44 3.32 

East Hollywood  11.5 17.26 5.76 

Huntington Park 5.95 9.61 3.66 

TOTAL 6.45 10.86 4.41 

 

Community level change in Metro LA has been slow to take hold, in part as a result of the 

implementation delays experienced by PLN and the CGB.  Furthermore, as we’ve discussed 

previously, there are challenges to tracking these measures in communities where there is 

significant transience and borders are fluid.  Nonetheless, this analysis offers some insight into 

recent trends in Metro LA and similar communities in L.A. County.   

 

 

                                                           
7
 This is for months 0-12, and reflects the WIC package sought, which is a valid indicator of feeding practices (see 

Whaley et al. 2012). 
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Table 7: Percent Combination Feeding  

Metro LA 
Percent Combo 

Feeding 2008 

Percent Combo 

Feeding 2011 

Percent 

Change 

Adams  33.88 20.1 -13.78 

Pico Union  36.22 24.43 -11.79 

S. Koreatown  38.11 23.11 -15.00 

S. Market  36.72 20.65 -16.07 

TOTAL 36.18 22.15 -14.03 

Comparison Neighborhoods 
Percent Combo 

Feeding 2008 

Percent Combo 

Feeding 2011 

Percent 

Change 

Inglewood  29.07 13.85 -15.22 

Florence/Florence Graham  31.46 11.67 -19.79 

East Hollywood  38.5 29.17 -9.33 

Huntington Park 29.76 16.82 -12.94 

TOTAL 31.57 15.67 -15.90 

 

Table 8: Percent Formula Feeding 

Metro LA 
Percent Formula 

Feeding 2008 

Percent Formula 

Feeding 2011 

Percent 

Change 

Adams  55.37 61.24 5.87 

Pico Union  56.66 57.63 0.97 

S. Koreatown  51.64 57.55 5.91 

S. Market  52.11 68.02 15.91 

TOTAL 53.95 61.18 7.23 

Comparison Neighborhoods 
Percent Formula 

Feeding 2008 

Percent Formula 

Feeding 2011 

Percent 

Change 

Inglewood  64.01 72.29 8.28 

Florence/Florence Graham  63.42 79.89 16.47 

East Hollywood  50 53.57 3.57 

Huntington Park 64.29 73.57 9.28 

TOTAL 61.98 73.47 11.49 
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CHAPTER III: SYSTEMS 

One of the original goals of the Best Start LA investment sought to achieve improvements at the 

“systems-level,” specifically by informing policies, practices, and infrastructure that support 

sustainable capacity building.  During the first two years that BSLA was rolled out in Metro LA, 

the systems level efforts that were launched included design of a workforce development 

curriculum (led by ZERO TO THREE), a technology assessment and design of an integrated 

data system to meet the needs of community residents and stakeholders (led by Parents 

Anonymous, Inc.), promotion of Baby Friendly USA - hospital policies that encourage 

breastfeeding (facilitated by PAC-LAC), and a comprehensive branding and messaging effort 

(led by Fenton Communications).
8
   

During the first case study of Metro LA, the BSLA evaluation team found that the 

contractors leading these efforts had been independently making steady progress, but had 

reached a point where collaboration with the lead entity and/or other partners was required (Hill 

et al. 2011).  During the second year, the evaluation team identified a mix of continued progress, 

yet delays coordinating with other entities continued (Benatar et al. 2011 and Hill et al. 2011).  

In the third year of Best Start implementation in Metro LA, however, the effort to 

improve systems-level infrastructure has become less of a focus.  Several of the systems-level 

contracts have ended and First 5 LA’s capacity building team has disbanded, seeming to signal a 

de-emphasis on this component of the investment.  While ZERO TO THREE and Fenton 

Communications continue to have a role with BSLA, particularly in the additional 13 

communities, First 5 LA’s contracts with Parents Anonymous’ and PAC-LAC’s have ended.  

The remainder of this chapter will summarize the past activities of these four systems-level 

efforts in Metro LA, and provide a quick update on their status as of spring 2012.   

 

Zero to Three (ZTT)  

During the first three years of Best Start implementation in Metro LA, ZERO TO THREE made 

significant headway toward workforce development capacity building with a focus on 

implementation in Metro LA and countywide.  As reported in the first Case Study Report (Hill et 

al. 2011), ZTT spent 2009-2010 working with a team of experts to establish a set of core 

competencies determined to be essential for developing and supporting a cross sector workforce 

engaged with 0-3 year olds and expectant parents
9
.  ZTT then began working to develop a 

training approach and curriculum, engaging another set of experts in the process, and hired eight 

lead trainers to train 25 community members to disseminate the model (Hill et al. 2011).   

                                                           
8
 The work of PLN represents a “community level” intervention, while the work of MCH Access represents a “child 

and family level” intervention.  Therefore, they are described in previous sections of this report. 
9
  ZTT’s scope of work specifies a focus on 0-3 year olds; The BSLA strategic plan expanded the population of 

interest to 5 year olds.  ZTT has indicated that the work they have done will be translatable to the older set with 

only moderate additional effort required.   
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ZTT originally planned to pilot this approach in Metro LA and Central Long Beach for 

replication in other Best Start communities, but coordination with PLN and members of the 

Community Guidance Body (CGB), was a challenge, since the CGB was still in its infancy when 

ZTT was ready to launch its pilot.  As of the spring of 2012, no workforce development task 

force had been formed within the Metro LA CGB, and ZTT has shifted its focus to the 13 other 

BSLA communities. 

 

Parents Anonymous  

Parents Anonymous, Inc. initially met similar challenges coordinating with PLN, which was very 

much focused on establishing a CGB, but made some progress during the second year of 

implementation culminating in a set of recommendations for development of the Best Start 

Information Engine (BSIE).  To inform these recommendations Parents Anonymous conducted:  

a technology survey of residents and community providers; 13 focus groups – 10 with parents 

and three with other community residents; over a dozen key informant interviews with all BSLA 

contractors in Metro LA; and performed comprehensive community walkthroughs to assess the 

layout of the community and discuss technology access options with residents.   

Under a separate effort, coincidentally, First 5 LA hired a consultant, Confluence, to 

assess the overall technology capabilities of the organization, including contractors and products 

developed to benefit F5LA projects.  After over a year of work, Confluence has advised F5LA 

on how to move forward with an integrated data system for tracking all of First 5 LA’s data.  As 

a result, F5LA ended its contract with Parents Anonymous as of June 30, 2011.   

PAC-LAC  

The Perinatal Advisory Committee/Leadership Advocacy and Consultation (PAC-LAC) was 

charged with identifying county hospitals with poor breastfeeding rates, providing them with a 

needs assessment, and helping them to qualify for Baby Friendly USA status, a UNICEF 

designation that recognizes pro-breastfeeding policies and practices. During its contract with 

First 5, PAC-LAC developed a needs assessment tool to determine individual hospitals’ Baby 

Friendly readiness and helped F5LA select several hospitals to receive grants designed to support 

efforts toward attaining Baby Friendly status.  PAC-LAC worked with First 5 LA through June 

2011, and offered a quality improvement workshop for hospitals that had received F5LA funding 

to support Baby Friendly designation, after which point its contract with F5LA expired.  As of 

the spring of 2012, sixteen hospitals had been funded.   

Fenton Communications  

Fenton Communications was hired in the spring of 2010 to support the BSLA investment both in 

Metro LA and countywide.  Fenton was brought on to promote a consistent brand and develop 

compelling messaging for Best Start LA, a concept that had been proving particularly difficult to 

articulate.  Fenton has worked closely with PLN, MCH Access, and F5LA to capture the essence 
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of Best Start in Metro LA and the 13 other communities in which Best Start is being rolled out. 

Initially, Fenton did not encounter the same challenges as some of the other contractors working 

to affect change at the systems level, in part because its scope of work – while intimately tied to 

the needs of PLN – was not dependent upon the progress of PLN.   

 

 In Metro LA, Fenton has been involved with producing collateral material for PLN and 

Welcome Baby!, and has begun working closely with the Community Guidance Body’s 

communications task force.  During 2011-2012, Fenton, the communications task force, and First 

5 LA have been working together to develop a work plan that emphasizes the need for capacity 

building around communications.  It plans to utilize social marketing, and develop expertise 

around communications strategies for the task force members. Fenton is also working directly 

with F5LA to brand Best Start for the broader county investment.   

 Fenton has encountered some challenges working with bilingual communities, and 

coordinating with the CGB in Metro LA.  It has become clear along the way, however, that the 

establishment of a communications task force early on will be essential to branding and 

promoting the BSLA message in the subsequent BSLA communities that are rolling out.    

 With a shaky start to the implementation of Best Start LA in Metro LA¸ the focus on 

building systems level capacity in the pilot community has become less of a priority, and the 

focus has shifted to the more promising community and child & family investments.    
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CHAPTER IV: CONCLUSION AND LESSONS 

This annual outcomes report summarizes the status of the Best Start LA Pilot Community 

Evaluation after three years.  At the half-way mark in the evaluation, the quantitative 

components are well underway, the 12-month survey is nearly complete, the 24-month survey is 

in the field, and the 36-month survey is on-deck for development.  We have initial 12-month 

survey findings and a rich picture of the community and its residents drawn from the qualitative 

components that have been compiled over the last three years.  Together, these efforts provide 

many useful indications of how, and how well, the Best Start LA investment is being 

implemented in Metro LA, as well as preliminary impacts of these efforts.  For First 5 LA 

officials overseeing Best Start LA in the pilot community, and those managing its expansion to 

13 new communities in the county, the evaluation team presents the following list of “lessons 

learned,” which draws on the entirety of the evaluation’s findings to date.  

 Welcome Baby! home visiting continues to provide a strong and important foundation 

for Best Start LA in Metro LA.  Welcome Baby! has been a shining star of the Best Start 

LA investment, enrolling nearly 1,300 clients during this past fiscal year.  The 

intervention struggled initially with certain implementation challenges but worked hard 

and quickly to address these issues.  They have repeatedly fine-tuned and strengthened 

the home visiting protocol to better meet the needs of high-risk mothers, infants, and their 

families, and have hired high quality staff with excellent retention rates.  They have relied 

on evidence to improve the program, for example, increasing efforts to recruit prenatally 

after identifying better retention rates among clients who entered the program prior to 

giving birth.  Focus groups with mothers receiving home visiting clearly indicate that 

Welcome Baby! provides a useful and highly valued service.  Leadership in the 13 new 

Best Start communities would be well served by following the example of MCH Access 

and its efforts in Metro LA as they roll-out their own Welcome Baby! services.
10

 

 

 Welcome Baby! home visiting contributes to improved outcomes among recipients. 

Preliminary findings from the 12-month Child and Family Survey indicate that the home 

visiting program is achieving desired effects.  For example, with regard to improved 

breastfeeding rates, we found that infants who participated in Welcome Baby! were more 

likely to be fed exclusively with breast milk during their first four months than infants 

that did not participate in the program.  Furthermore, infants who participated in 

Welcome Baby! were more likely to be up to date on their recommended immunizations 

at 12 months compared to non-participants.  Continued monitoring of such outcomes 

among this group will further the evidence regarding program impacts. 

 

                                                           
10

 For more detail on implementation of Welcome Baby! in Metro LA and the efforts of MCH Access to launch and 

operate its program, see the three case study reports and two focus group reports that have been published (so far) 

from this evaluation. 
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 First 5 LA will be well served by deploying the Welcome Baby! model in the 13 new 

Best Start LA communities.  The home visiting component of Best Start LA, as 

implemented by MCH Access, has already shown itself to be a well-designed, adaptable, 

and highly valued service for mothers with new infants.  As such, it represents the most 

tangible component of the Best Start LA investment.  This distinguishes it from other 

parts of the BSLA “model” (such as community mobilization) which are more 

conceptual, less concrete, and thus more challenging to convey to community members 

and other stakeholders.  To help BSLA launch in the additional 13 communities 

identified in First 5 LA’s new strategic plan, a Welcome Baby! home visiting component 

will similarly ground the efforts and provide community members with a similarly 

tangible benefit.  To build a stronger Best Start LA “brand” identity, First 5 LA has 

required other communities to adopt the same (or at least similar) model as a core 

activity, and to employ the Welcome Baby! moniker.   

 

 Community mobilization efforts accelerated once parents became the focal point. Para 

Los Niños spent much of its first year conducting outreach and education in Metro LA in 

an effort to begin forming its Best Start LA Partnership.  After three poorly attended 

Information Sessions, PLN recognized the need for a change in strategy and refocused its 

effort on parents.  The shift succeeded—more than 150 parents (and over 100 children) 

attended the next Parent Engagement Event—and marked a turning point in the 

organization’s work.  Parents have since assumed prominent roles in Metro LA’s 

Community Guidance Body and a Parent’s Task Force was among the first, and most 

active, entity to carry out planning activities in the community. Future BSLA 

communities would do well to heed the lesson that parent engagement should constitute a 

core function of community facilitators.  

 

 Striking the right balance between agency leadership and community ownership is a 

key challenge for Best Start communities.  Engaged residents are an extremely valuable 

resource to place-based investments, but at times require the support of an agency to 

execute stated goals.  Keeping this balance in mind while implementing BSLA in the 13 

new communities may help to facilitate the smooth rollout of the Best Start brand and 

foster good relationships.   

 

 The “mini-grant” process, while imperfect due to a compressed implementation period, 

has proven effective in funding activities in Metro LA and setting the stage for 

sustainable community strategies.  Faced with a difficult challenge of what to do with 

unspent monies, First 5 LA and PLN have funded two rounds of “mini-grants.”  A 

sudden development in 2011 after two years of process that was not clearly leading to 

action, the grants were universally described as very positive and promising, and the 

continuation of this strategy in Year 3 has been praised by all stakeholders.  While some 
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projects were implemented more effectively than others, successful projects present 

opportunities for establishing sustainable community strategies with community-based 

organizations that prove successful in implementing effective programs.      

 

 The effective use of secondary data for evaluation would benefit from prospective 

planning.  Important lessons regarding the use of secondary data to promote rigorous 

evaluation in the subsequent Best Start communities can be derived at this point in the 

evaluation of Metro LA.  As noted elsewhere, and in this report, secondary data hold the 

promise of providing extremely useful data for the purposes of evaluating community-

level impacts of the BSLA investment. To date, this promise has not been realized due to 

certain limitations such as sample size constraints and community comparability. In the 

future, a prospective data collection plan, utilizing existing secondary data sources (such 

as the LA County Health Survey or the WIC survey), oversampling in targeted areas, and 

developing questions for survey administration could help to assess the measures that the 

investment hopes to impact.  In addition, leveraging administrative data sources, such as 

Vital Statistics, could improve this component of the evaluation.  These efforts, however, 

take long term pre-planning and significant investment to execute properly, 

considerations that ought to be included in future evaluation plans.     

 

 Systems level investments, falling short of becoming fully integrated with other 

components of Best Start LA, have subsequently been deemphasized.  While each of the 

systems-level contractors in Metro LA has performed important work, systems-level 

efforts continue to be somewhat disconnected from the child and family, and community-

level components.  As a result, First 5 LA seems to have deemphasized this work in favor 

of focusing resources on the child and family, and community strategies efforts in Metro 

LA.  Implementation of Best Start LA in subsequent communities should consider this 

lesson carefully and either work to clarify for systems-level partners how their work co-

exists with families and communities, or consider holding off on investing in systems-

level reforms until the community and child and family components of the investment 

have been well-established.   

 

The Best Start LA pilot community investment is making important strides in improving the 

lives of families in Metro LA, particularly among those who have received home visiting services 

through Welcome Baby!.  Furthermore, in Year 3 we’ve seen high levels of community 

engagement that hold promise for the implementation of community strategies in subsequent 

years.  In future years, additional data gathered through this evaluation’s 24- and 36-month 

surveys, coupled with ongoing qualitative analysis of implementation, will paint an even clearer 

picture of the impacts being made by BSLA in the Metro LA community.   
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Appendix A.  Characteristics of Participants’ Neighborhoods (N=571) 

INT= Intervention Group, HV = Home Visiting Only Group, CS = Community Strategies Only Group 

 

 

 

Intervention 

Group 

(n =  141) 

Home Visiting 

Only Group 

(n =  150) 

Community 

Strategies 

Only Group 

(n = 280) 

Significant 

group  

difference at  

p < .05 

Variable/Measure 
% or  

M (SD) 

% or  

M (SD) 

% or  

M (SD) 

 

Parental sense of community
1
 18.8 (3.9) 18.8 (4.6) 18.2 (4.4) n.s. 

Collective efficacy
2
 15.94 (4.5) 17.12 (4.6) 15.8 (5.0) HV > CS 

Residential land use 

Primarily residential 

Primarily commercial 

Mixed residential and commercial 

 

81.0 

4.4 

13.9 

91.2 

2.0 

6.1 

 

75.7 

4.8 

19.5       

HV > INT, CS 

 

 

 

Condition of housing units 

Well-kept, good repair 

Fair condition 

Poor condition 

Badly deteriorated 

 

8.8 

61.3 

28.5 

1.5 

23.0 

59.5 

16.9 

.7 

 

13.0 

65.6 

20.7 

.7 

HV > INT 

 

 

 

 

Condition of street on block 

Very good 

Moderate 

Fair 

Poor 

2.9 

38.7 

50.4 

8.0 

14.9 

39.9 

39.2 

6.1 

6.7 

42.4 

44.6 

6.3 

HV > INT 

 

 

 

 

% Heavy to very heavy traffic in front of home 10.2 8.8 12.2 INT, CS > HV 

Amount of litter in street 

   None 

   A little 

   Quite a bit 

   Almost everywhere 

 

27.2 

55.1 

17.6 

0 

56.8 

35.1 

8.1 

0 

 

31.0 

54.5 

13.8 

.7 

INT, CS > HV 

 

 

 

 

Amount of drug-related paraphernalia in streets 

(including cigarette butts and alcohol 

containers)  

   None 

   A little 

   Quite a bit 

   Almost everywhere 

 

77.4 

21.2 

1.5 

0 

88.5 

11.5 

0 

0 

81.2 

17.3 

1.5 

0 

INT > HV 
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INT= Intervention Group, HV = Home Visiting Only Group, CS = Community Strategies Only Group 

 

1 
Parental sense of community was measured with the Sense of Community Scale (Sampson, 1997), a five-item, five-

point scale, which has a scale range of 5 to 25.  Higher scores indicate a greater sense of community. An example 

item includes, “People around here are willing to help their neighbors.” 

 
2
 Collective efficacy was measured with the Collective Efficacy Scale (Sampson, Raudenbush, & Earls, 1997), a 

five-item, five-point scale, which has a scale range of 5 to 25.  Items assess the likelihood of neighbors responding 

to a community issue, such as graffiti on a wall or a nearby fire station closing.  Higher scores indicate greater 

collective efficacy.  

 

  

 

Intervention 

Group 

(n =  141) 

Home Visiting 

Only Group 

(n =  150) 

Community 

Strategies 

Only Group 

(n = 280) 

Significant 

group  

difference at 

 p < .05 

Variable/Measure 
% or  

M (SD) 

% or  

M (SD) 

% or  

M (SD) 

 

Adults or teenagers observed acting in a 

hostile manner 

No persons observed in 

street/sidewalk 

No persons observed behaving in a 

hostile manner 

1 or 2 observed behaving in a hostile 

manner 

3 or more observed behaving in a 

hostile manner 

 

 

43.8 

 

51.1 

 

3.6 

 

1.5 

60.1 

 

39.2 

 

.7 

 

0 

 

 

43.3 

 

54.1 

 

2.2 

 

.4 

INT, CS > HV  

 

 

 

 

 

 

 

Level of threat to children’s safety 

No apparent threats 

Possible threats 

Some threats 

Many threats 

 

6.6 

64.2 

27.0 

2.2 

16.2 

58.8 

23.6 

1.4 

 

12.0 

63.3 

23.2 

1.5 

n.s. 
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Appendix B.  Preliminary Descriptive Results from the Welcome Baby! Client Satisfaction 

Component of the 12-Month Child and Family Survey (N = 291) 

 
Item     n        % 

Level of satisfaction with home visits received 

Very satisfied 

Satisfied 

Unsatisfied 

Very unsatisfied 

231 

58 

1 

0 

79.7 

20.0 

.3 

0 

Quality of relationship with nurse home visitor 

Excellent  

Very good 

Good 

Fair 

Poor 

 

169 

7 

32 

4 

1 

 

59.3 

27.7 

11.2 

1.4 

.4 

Quality of relationship with parent coach 

Excellent  

Very good 

Good 

Fair 

Poor 

189 

72 

26 

2 

0 

65.4 

24.9 

9.0 

.7 

0 

How much did nurse help 

A lot  

Quite a bit 

A little 

Not very much 

188 

75 

16 

5 

 

66.2  

26.4 

5.6 

1.8 

How much did parent coach help 

A lot  

Quite a bit 

A little 

Not very much 

199 

78 

10 

1 

69.1 

27.1 

3.5 

.3 

Likelihood of recommending program to friend or relative 

Definitely would 

Probably would 

Maybe would 

Probably would not 

Definitely would not 

 

268 

18 

2 

0 

2 

 

92.4 

6.2 

.7 

0 

.7 

Frequency of communication with parent coach 

Only during the scheduled home visits and phone calls to 

schedule the visits 

During the scheduled home visits plus a few phone calls 

in between when she called to check in with you to see 

how you were doing 

During the scheduled home visits and check-in phone 

calls she made plus occasional phone calls you made to 

her to ask questions and chat  

Frequently (at least once a month) to talk on the phone 

with each other or visit in person 

 

56 

 

80 

 

 

64 

 

 

88 

 

19.4 

 

27.8 

 

 

22.2 

 

 

30.6 
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 Appendix B.  Preliminary Descriptive Results from the Welcome Baby! Client Satisfaction 

Component of the 12-Month Child and Family Survey (N = 291), continued 

 

% 

Strongly 

Disagree 

% 

Disagree 

% 

Agree 

% 

Strongly 

Agree 

a) My nurse home visitor taught me how to care 

for my newborn baby. 
2.1 2.1 18.5 77.2 

b) I was bothered by receiving a home visit from 

a registered nurse after just having my baby. 
77.8 18.5 .7 2.9 

c) My nurse home visitor really helped me with 

breastfeeding my baby. 
3.8 2.6 20.3 73.3 

d) I wish I had more home visits with the nurse. .7 4.5 26.9 67.8 

e) My parenting coach listened to me when I had 

a problem and needed help.  
2.5 .7 13.3 83.5 

f) When I had a problem, my parenting coach 

tried to give me advice, but it usually wasn’t 

helpful. 

52.5 32.6 8.0 6.9 

g) I learned a lot from my parenting coach about 

how children develop. 
1.0 1.7 22.4 74.8 

h) My parenting coach was very knowledgeable 

about services in the community that I could 

apply for.  

1.8 3.5 20.9 73.8 

i) I wish my parenting coach had helped me 

more to apply for services for my family.  
24.3 23.9 22.8 29.1 

j) I wish I had more home visits with my 

parenting coach.  
2.8 4.9 30.4 61.9 

k) I think I am a better parent because of my 

experience receiving home visits.  
.7 3.5 37.2 58.7 

l) The home visits felt more like a chore than a 

helpful service. 
53.5 32.0 5.3 9.2 

m) I looked forward to my home visits so that I 

could ask questions and get answers. 
.3 1.7 23.5 74.4 

n) If I could do it over again, I probably wouldn’t 

have signed up for this program. 
73.9 19.4 2.5 4.2 

o) I wish the home visit program offered more 

visits and/or more services. 
2.4 5.2 25.7 66.7 

 

 

 


