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EXECUTIVE SUMMARY 
Healthy Births Initiative Evaluation 

 

Introduction 

The Healthy Births Initiative (HBI) is a network of community-based providers and advocates 

dedicated to improving pregnancy and birth outcomes among at-risk women. The HBI works to 

link existing resources (e.g., organizations providing perinatal services in the community) using 

a collaborative structure and strategy. At the same time, it strengthens the capacity of the 

individual organizations within the collaborative through training and technical assistance, 

leadership development, and shared learning about local best practices and evidence based 

practices.  

The HBI has included the Best Babies Collaboratives (BBC), the Healthy Births Care Quality 

Collaborative (HBCQC), and the Healthy Births Learning Collaborative (HBLC). Funding from First 

5 LA ended two years ago for the HBCQC and the HBLC. Consequently, this evaluation focused 

primarily on the processes and outcomes of implementing the BBCs. However, it is still referred 

to as an HBI evaluation, as the BBCs are critical part of HBI achieving its overall objectives. The 

BBCs mainly target individual-level change through the delivery of case management, health 

education, social support referrals, and interconception care. (For the purpose of this 

evaluation, the term “case management” is used broadly to describe all of the direct services 

under HBI, and all staff members who provide direct services within the BBCs are referred to as 

“case managers”.) 

Evaluation Purpose and Overarching Questions 

The principal objectives of the current HBI evaluation were twofold. First, this evaluation aimed 

to understand the extent to which HBI is achieving the desired goals of improving pregnancy 

and birth outcomes. Second, the evaluation examined the mechanisms through which positive 

outcomes are being achieved.  

 

 

 

 



ii 

 

The overarching outcome questions were: 

 Do BBC clients have better, worse or similar pregnancy/birth outcomes1 than their 

comparative samples? 

 Do BBC clients have better, worse or similar breastfeeding outcomes than their 

comparative samples? 

 Do BBC clients have better, worse or similar teen pregnancy/birth outcomes than their 

comparative samples? 

 Are pregnancy/birth and breastfeeding outcomes different across racial groups served 

by BBCs, and how do these outcomes compare to comparative samples of mothers 

across racial groups?2 

 To what extent has HBI achieved its program objectives of improving pregnancy and 

birth outcomes through the eight core approaches?3 (Refer to Appendix C for the eight 

core approaches.) 

 How do the intensive family strengthening strategies of case management, parent 

education, and home visiting influence program outcomes? 

The overarching process questions were: 

 What have been the successes of each core approach, what gaps remain, and how can 

successful implementation of these approaches be sustained and replicated? 

 What factors have facilitated and hindered the implementation of case management, 

parent education, and home visiting practices, and how can successful implementation 

of these practices be sustained and replicated?  

 To what extent has the HBI collaborative structure and its relationship to the funder 

facilitated or hindered the achievement of HBI goals and objectives? 

 Are clients satisfied with services provided by the BBCs? 

                                                       
 

 
1The description “pregnancy/birth outcomes” is used to indicate that pregnancy and birth outcomes are not 
necessarily separate outcomes in the outcome evaluation. 
2 Throughout the report, we use the following descriptors for racial groups: African American, Asian, Caucasian, 
and Hispanic. These are technically racial groups versus ethnic groups (we do not have data broken down by 
ethnicity). We recognize that there is tremendous diversity within these racial groups. For example, within the 
Asian race are many ethnicities and languages that often are not differentiated in population-level statistics, for 
example. Therefore, benchmarks for racial groups should be viewed broadly. 
3 The work of HBI is guided by eight promising or proven approaches that have been identified through community 
assessment and input, as well as a review of the literature, as improving pregnancy and birth outcomes. These are 
core approaches recommended by the LABBN and referred to throughout our report as the “Eight Core 
Approaches”. Go to http://labestbabies.org/health-births-collaboratives/core-approaches-0 for more information. 

http://labestbabies.org/health-births-collaboratives/core-approaches-0
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Study Methods 

Design 

The quantitative component of the outcome study employed a retrospective quasi-

experimental design using secondary data to compare BBC clients to two samples of mothers 

and infants in Los Angeles County. The qualitative component of the study collected data 

through focus groups and interviews to provide a cross-sectional look at HBI processes and 

program benefits from multiple stakeholder perspectives. (For a detailed description of the 

study methods, see Appendix A.) 

Data Sources and Samples 

The primary data source for analyses on BBC clients was the Data Collection Analysis and 

Reporting (DCAR) system. The HBI sample for the outcome evaluation included a total of 2,601 

clients. The first comparative sample included a total of 1,150 Women, Infants and Children 

(WIC) recipients. The second comparative sample from Vital Statistics included a total of 61,890 

mothers in Los Angeles County. Focus groups and phone interviews were conducted with 

participants from three stakeholder groups in a majority of the BBC sites. In total, 22 clients, 25 

case managers, and 10 administrators comprised our qualitative sample. (See Appendix A for a 

detailed description of data sources and samples.) 

Summary of Findings 

The quantitative findings addressed the main questions about HBI’s effects on pregnancy, birth, 

and breastfeeding outcomes.4 The qualitative findings identified mechanisms of effective 

service delivery. By combining the quantitative and qualitative findings, we developed a model 

depicting the relationships that emerged between program mechanisms, strategies, and 

outcomes (see Figure 1-ES).  

 

To summarize the evaluation findings, the primary effects of HBI on pregnancy, birth, and 

breastfeeding outcomes are first presented. Then a summary of the qualitative findings are 

presented, including: intermediary outcomes achieved by HBI; mechanisms at work within the 

                                                       
 

4 Statistical analyses were conducted using the Statistical Package for the Social Science (SPSS 19.0). The 

probability level or p-value was set at .05. When the term “significant” is used within an analytical context, it refers 

to statistical significance.  
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strategies of case management, home visiting, and parent education; facilitating factors and 

areas for improvement; and sustainability. 

 
Figure 1-ES: Evaluation-Generated Findings of Relationships between Program Mechanisms, 

Strategies, and Outcomes 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

Facilitators Factors: passionate and dedicated staff; well-trained case managers; case managers feel well 

supported by supervisors and colleagues; and good learning tools and resources for staff 

Barriers: challenges working with resistant health care providers and lack of resources (mental health services, 

transportation, language barriers, and legal status of client); and inadequate program duration 

 

 

 

 

Program Effects on Pregnancy, Birth, and Breastfeeding Outcomes 
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birth, and breastfeeding outcomes – for which data were available for comparative analysis – 

are summarized in the context of the evidence we have on risk factors for BBC clients.  

Infant Mortality 

In comparison to the Vital Statistics sample, the HBI sample had more live births (94.7% versus 

92.3%) and fewer infant deaths (.3% versus .6%). Altogether, these proportions were not 

statistically significant. Therefore, the infant mortality rate for the HBI sample was comparable 

to that of Los Angeles County. This finding indicates that HBI is successfully helping its clients to 

maintain a level of health (whether through prenatal care or health support) for themselves 

and their infants to prevent infant deaths. 

Cesarean Births 

For the HBI sample, the proportion of Cesarean births at 32.6% was significantly lower than that 

of 36% for the Vital Statistics sample. The HBI rate was comparable to the national estimate of 

32% Cesarean births. Therefore, the HBI sample had significantly fewer Cesarean births than Los 

Angeles County. Furthermore, Hispanic (30.6%), African American (37.7%), and Asian (14.3%) 

women in the HBI sample all had significantly fewer Cesarean births than their counterparts in 

the Vital Statistics sample (34.7%, 40.3%, and 31.8%, respectively). Given the growing number 

of Cesarean births nationwide, HBI is effectively reducing Cesarean births through parent 

education and empowerment (e.g., instruction about necessary and unnecessary Cesareans), 

advocacy (e.g., communication with physicians and nurses about birth plans), training on best 

practices for clinicians, and promoting healthy client behaviors (e.g., nutrition and exercise). 

 

Birth Defects 

The proportion of BBC clients whose babies were born without birth defects (96.4%) was 

significantly higher than that of the Vital Statistics sample (93.4%). Therefore, the HBI sample 

had more babies born without birth defects than Los Angeles County. Furthermore, both 

teenage (98%) and adult (95.9%) mothers in the HBI sample had significantly more babies born 

without birth defects than their counterparts in the Vital Statistics sample (92.9% and 93.4%, 

respectively). This was also the case for Hispanic (97.2%) and African American (94.6%) mothers 

in the HBI sample, who had significantly more babies born without birth defects than their 

counterparts in the Vital Statistics sample (94.2% and 91.2%, respectively). These findings 

demonstrate that HBI is effectively helping their clients with healthy behaviors (e.g., good 

nutrition, prenatal vitamins, and discontinuing tobacco and substance use), as well as access to 

and consistent utilization of prenatal care. 
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Breastfeeding 

A significantly higher proportion of the HBI sample (71.9%) reported initiating breastfeeding 

than the WIC Survey sample (40.2%). The HBI rate of 71.9% was slightly lower than the national 

rate of 74.6% and statewide rate of 86.6%.5 Overall, the breastfeeding initiation rate for the HBI 

sample was positive, falling above the rate for the WIC sample, slightly below the national rate, 

and below the state rate (which is among the highest in the nation). Given that the HBI sample 

is higher risk, the breastfeeding initiation rate for BBC clients is positive. This finding suggests 

that HBI is effectively promoting and supporting clients to initiate breastfeeding. That said, the 

breastfeeding initiation rate of 59% for African American mothers in HBI is higher than 54.4% 

for African American mothers nationwide,6 but it is substantially lower than the rates of 76.6% 

for Caucasian mothers and 78.1% for Hispanic mothers in the HBI sample. Also, the rate of 

55.6% for Asian mothers in HBI is substantially lower than 80.9% for Asian mothers nationwide 

and is the lowest within the HBI sample. Therefore, more efforts to promote breastfeeding 

among African American and Asian mothers in the HBI sample could further increase the overall 

rate. 

Although the breastfeeding initiation rate was relatively high, breastfeeding continuation rates 

(up to six months) were low (30.1%) compared to national (44.3%) and State (59.1%) rates.7 

However, the exclusive breastfeeding rate for up to 6 months for the HBI sample was 17.8%, 

which fell somewhere between the national rate of 14.8% and State rate of 25.7%.8 Altogether, 

the findings on breastfeeding suggest that HBI is effectively promoting breastfeeding initiation 

through parent education and social support, for example. The HBI is also positively affecting a 

sizable group of clients in adopting exclusive breastfeeding. But breastfeeding continuation, 

overall, could be improved. 

Gestational Age and Birthweight 

The rate of preterm births for the HBI sample (14.9%) was significantly higher than that of the 

WIC Survey sample (10.1%) but not the Vital Statistics sample (13.1%). Therefore, the HBI 

sample had comparable rates of preterm births to Los Angeles County but had significantly 

higher rates than the WIC Survey sample. Overall, this finding suggests that HBI is helping 

                                                       
 

5 Centers for Disease Control and Prevention (2011). Breastfeeding report card – United States, 2011. Atlanta, GA: 
CDC. 
6 Centers for Disease Control and Prevention (March 2010). MMWR: Racial and ethnic differences in breastfeeding 
initiation and duration, by State – National Immunization Survey, United States, 2004-2008. Atlanta, GA: CDC. 
7 Ibid to footnote 5. 
8 Ibid to footnote 5. 
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clients to carry their pregnancy to full term through promoting healthy behaviors, facilitating 

access and use of prenatal care, parent education, and advocacy. 

The higher rate of preterm births in the HBI sample was associated with maternal age. The HBI 

adult mothers (84.3%) had significantly fewer full term births compared to the WIC Survey 

sample (88.9%) and the Vital Statistics sample (87.1%) of adult mothers. Furthermore, the HBI 

sample (82%) was comparable to the WIC Survey sample (81.8%) in terms of normal 

birthweight but the HBI sample overall delivered significantly fewer normal birthweight babies 

than the Vital Statistics sample (85.3%). Older mothers (particularly those 41 years and older) 

who have had relatively more babies with low birthweight account for the smaller proportion 

of normal birthweight babies in the HBI sample. Overall, Hispanic mothers (82.1%) in the HBI 

sample had the largest disparity in newborns with normal birthweight compared to their 

counterparts in Los Angeles County (86.4%). At the same time, there were no significant 

disparities in normal birthweight rates for African American (83.1%), Caucasian (81%), and 

Asian (80%) mothers between the HBI sample and mothers in Los Angeles County (82%, 84%, 

and 88.3%, respectively). 

Given the risk level of HBI clients, higher proportions of lower birthweight babies are not 

unexpected. The poorer outcomes in gestational age and birthweight for older clients, 

especially those 41 years or older, indicate that this subgroup served by HBI is at even greater 

risk. Therefore, more intensive support appears necessary for older clients who are very high 

risk for poor pregnancy and birth outcomes. 

Intermediary Outcomes 

Findings from the qualitative data suggest that HBI has provided several benefits for clients. We 

refer to these benefits as intermediary outcomes. Study participants across BBC sites and 

stakeholder groups reported increased social support and connection, increased health 

promoting behaviors (e.g., accessing prenatal and postpartum care and breastfeeding), 

improved psychosocial functioning (e.g., reduced stress and depressive symptoms), and 

increased knowledge about pregnancy and parenting. These important benefits have been 

theoretically and empirically tied to positive maternal health and birth outcomes (e.g., 

Braveman et al., 2008 and Feldman et al., 2000).9 Although the current evaluation study does 

                                                       
 

9 Braveman, P., Nicholson, G., & Marchi, K. (2008). The Black Infant Health Program: Comprehensive assessment 
report and recommendations. Sacramento, CA: California Department of Public Health, Center for Family Health. 
Available from http://www.cdph.ca.gov/programs/bih/Pages/default.aspx.  
 
Feldman, P. J., Dunkel-Schetter, C., Sandman, C. A., & Wadhwa, P. D. (2000). Maternal social support predicts birth 
weight and fetal growth in human pregnancy. Psychosomatic Medicine, 62, 715-725 

http://www.cdph.ca.gov/programs/bih/Pages/default.aspx


viii 

 

not directly test the relationships between these intermediary outcomes and “ultimate” 

pregnancy and birth outcomes, our findings suggest that these linkages exist. 

Successful Strategies and Mechanisms of Effective Service Delivery 

According to HBI case managers and administrators in our qualitative study, effective 

collaboration among community partners and a commitment to intensive staff education and 

training have strengthened the community infrastructure that supports healthy pregnancies 

and births for at-risk women in Los Angeles County. Successful collaboration through the BBCs 

has meant greater awareness among providers and staff of resources available to clients in the 

community. This has reportedly translated into increased referrals and improved access to 

services for HBI clients. Likewise, education and training on best practices are believed to have 

improved the quality of care that pregnant and postpartum women receive. In this way, both 

the successful collaboration and training aspects of HBI have supported and reinforced more 

effective direct practice through case management, home visiting, and parent education. 

Insights into the specific mechanisms at work through these three family strengthening 

strategies were also identified through focus groups and interviews with HBI stakeholders. The 

act of building trusting relationships with case managers, the engagement of fathers and other 

family members in services, and the opportunity to participate in support groups and classes 

were all seen as contributing to the decreased isolation and increased social support that 

stakeholders reported. The holistic curriculum and the targeted, individualized education 

opportunities resulting from observation of the home environment reportedly provided clients 

with a greater mastery of health-related knowledge and skills as well as the sense of well-being 

and empowerment that such mastery can afford. Other mechanisms, such as targeted referrals, 

advocacy, and consistent follow-up from case managers facilitated greater access to and 

utilization of care.  

Facilitating Factors and Areas for Improvement 

Passionate and dedicated case managers provide direct practice to clients. As reported by HBI 

case managers and administrators, these case managers are also very well trained. They 

reported feeling well supported by supervisors and colleagues, and they have good resources to 

rely on in the form of their curricula and other educational materials. Altogether, case 

managers feel well prepared and reported high levels of satisfaction with their work. 

Additionally the LABBN is well regarded for its expertise and ability to guide, support, and 

interact with the BBC sites.  

Implementation barriers and areas for improvement were noted. At the community level, 

stakeholders reported continued challenges working with providers who are uneducated about 
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or otherwise resistant to best practices promoted through HBI (e.g., breastfeeding, avoiding 

inducements and Cesareans). They also noted the lack of sufficient mental health resources in 

the community to meet client needs. At the initiative level, stakeholders felt HBI could 

concentrate more on health education and messaging, and on policy and advocacy. They also 

suggested the measurement system within DCAR should be improved so that it more 

adequately captures HBI successes.  

Sustainability and Support 

Although the BBCs have been encouraged to plan for sustainability, they have not felt 

particularly supported in this endeavor through resources or guidance from First 5 LA. More 

than that, some administrators suggested that the HBI model itself is so expensive and salary-

driven that First 5 LA should have anticipated difficulties with sustainability when they 

conceptualized the initiative. Administrators criticized the confusion and lack of strategic 

planning and integration of HBI with other First 5 LA initiatives such as Best Start. Even though 

administrators are not optimistic about the prospect that direct services through the BBCs will 

be sustained once First 5 LA funding ends, improvements to the community infrastructure (i.e., 

collaborative relationships among service providers and increased human capital) are regarded 

to be enduring benefits of the Healthy Births Initiative.  

Recommendations 

Based on these evaluation findings of the Healthy Births Initiative, practice and research 

recommendations are offered for consideration. 

Practice Recommendations 

 Continue breastfeeding education and support to BBC clients to maintain or increase 

rates for breastfeeding initiation and exclusive breastfeeding. Focus on finding and 

providing the supports needed to promote breastfeeding continuation for up to 12 

months. Intensify these efforts especially for African American and Asian clients.  

 Consider more intensive services for older clients who are particularly high risk for very 

low or low birthweight. 

 Intensify efforts to integrate physician and other hospital/clinic staff into HBI so that 

they support the Healthy Births objectives and implement best practices with clients. 

 Increase the type and amount of resources available to address clients’ mental health 

needs. As part of this effort, partner with agencies that provide mental health services 

and consider inviting them to be a part of the BBCs. 
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 Continue to support case managers with the same intensive level of education, training, 

and organizational support in order to maintain high levels of job satisfaction and to 

maintain high quality service.  

 Educate the broader community about healthy pregnancy, births, and breastfeeding, 

including finding ways to promote HBI and its successes.  

 Include a greater role for the BBCs into policy and advocacy efforts of HBI. 

 Utilize the evaluation findings, which suggest overall effectiveness of HBI with a higher 

risk population, to argue for maintaining the focus of HBI on a higher risk target 

population.  

 

Research/Evaluation Recommendations 

 Test the relationships among mechanisms, strategies, intermediary outcomes, and the 

ultimate outcomes of pregnancy, birth, and breastfeeding in evaluating HBI. Testing 

these relationships is an important next step in better understanding how various 

components of HBI interact and impact outcomes. Use mixed methods to capture the 

nuances of program process and outcomes, as well as the relationship between them.  

 Address the concerns that administrators and case managers have with the DCAR 

system. When changes are not possible, explain clearly to stakeholders why this is the 

case. Continue to carefully train HBI staff on data collection and entry so that the data 

captured are as complete and accurate as possible.  

 Find and support additional ways besides DCAR for BBCs to capture and share the 

successes of their work. For example, use surveys, digital stories, fact sheets, and 

systematic, written observations to capture successes and use peer-to-peer convening, 

professional conferences, and community forums to share this information. 

 Include in future evaluations of HBI more information about risk and protective factors 

of clients to more fully understand risk level and to further examine differential 

outcomes based on client and service characteristics. 

 Conduct a study of health care cost and savings associated with HBI outcomes of 

averting birth defects, preterm birth, and low birthweight. 
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Final Report 
Healthy Births Initiative Evaluation 

Introduction 

 

Overview of the Healthy Births Initiative 

 

With the investment and support of First 5 LA, the Los Angeles Best Babies Network (LABBN) 

launched the Healthy Births Initiative (HBI) in 2004 in an effort to develop a community-based 

network of providers and advocates dedicated to improving pregnancy and birth outcomes 

among at-risk women. The HBI works to link existing resources (e.g., organizations providing 

perinatal services in the community) using a collaborative structure and strategy. At the same 

time, it strengthens the capacity of the individual organizations within the collaborative through 

training and technical assistance, leadership development, and shared learning about local best 

practices and evidence based practices.  

The Healthy Births Initiative has included the Best Babies Collaboratives (BBC), the Healthy 

Births Care Quality Collaborative (HBCQC), and the Healthy Births Learning Collaborative 

(HBLC). (Funding from First 5 LA ended two years ago for the HBCQC and the HBLC. 

Consequently, this evaluation focused primarily on the processes and outcomes of 

implementing the BBCs.) Together, these entities employ a two-pronged approach that targets 

both system- and individual-level change. At the system level, the LABBN provides oversight to 

the BBCs, the HBCQC, and the HBLC that together effect policy and practice change. For 

example, the LABBN, HBCQC, and HBLC provide training and technical assistance (e.g., prenatal 

care quality improvement) to help BBCs implement case management and evidence-based 

practices with their clients. At the practice level, the providers within the BBCs provide clients 

with services in the form of outreach, case management, health education, social support 

referrals, and interconception care.i (For the purpose of this evaluation, the term “case 

management” is used broadly to describe all of the direct services under HBI, and all staff 

members that provided direct services within the BBCs are referred to as “case managers”.) 

Evaluation Objectives and Overarching Study Questions 

 

The principal objectives of the current Healthy Births evaluation were twofold. First, this 

evaluation aimed to understand the extent to which HBI is achieving the desired goals of 

improving pregnancy and birth outcomes. Second, the evaluation provided insight into the 

mechanisms through which positive outcomes are being achieved. As part of this objective, 
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there was particular focus on helping to identify successful practices with respect to intensive 

family strengthening strategies, which represent a central component of First 5 LA’s Strategic 

Framework.ii The strategies to support intensive family strengthening are case management, 

parent education, home visitation, and integrated early childhood education with family 

support. The HBI evaluation specifically explored case management, parent education, and 

home visiting because BBCs implement these practices as part of their model. (Note that 

throughout this report, the term “HBI clients” is used to describe clients who received direct 

services from the BBCs.) The evaluation findings are meant to help to shape future planning and 

implementation processes, inform sustainability strategies for HBI and its best practices, and 

spread good practices. 

We conducted a multiple methods evaluation that focused on quantitative outcomes and 

looked closely, via qualitative methods, at the successes and challenges of implementing the 

HBI including intermediary outcomes and the mechanisms of change that influence outcomes. 

Outcome Evaluation 

Around the same time that this evaluation was conducted, the LABBN conducted an evaluation 

of HBI examining primary data on program outcomes in the following areas: 

 Pregnancy outcomes 

 Breastfeeding outcomes 

 Post-partum follow-up 

 Client goals 

 Care for chronic conditions 

 Other outcomes related to substance abuse and maternal depression 

 Repeat Pregnancy Outcomes 

To supplement this primary data analysis effort by the LABBN, the current evaluation further 

examined pregnancy and breastfeeding outcomes by comparing population-level outcomes 

against those of BBC clients. 

The overarching outcome questions addressed through secondary analysis of quantitative data 

were:    

 Do BBC clients have better, worse or similar pregnancy/birth outcomesiii than their 

comparative samples? 

 Do BBC clients have better, worse or similar breastfeeding outcomes than their 

comparative samples? 

 Do BBC clients have better, worse or similar teen pregnancy/birth outcomes than their 

comparative samples? 
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 Are pregnancy/birth and breastfeeding outcomes different across racial groups served 

by the HBI, and how do these outcomes compare to comparative samples of mothers 

across racial groups?iv 

Qualitative data were gathered to explore additional questions related to HBI outcomes and 

factors that influence the outcomes:   

 To what extent has HBI achieved its program objectives of improving pregnancy and 

birth outcomes through the eight core approaches (i.e., policy/advocacy, community 

building, health education and messaging, social support, prenatal care quality 

improvement, interconception care, outreach, and case management)? 

 How do the intensive family strengthening strategies of case management, parent 

education, and home visiting influence program outcomes? 

Process Evaluation 

The second evaluation component examined implementation processes to inform program 

improvement, sustainability, and replication. We investigated the following overarching 

research questions using qualitative methods:  

 What have been the successes of each core approach, what gaps remain, and how can 

successful implementation of these approaches be sustained and replicated? 

 What factors facilitate and hinder the implementation of case management, parent 

education, and home visiting practices, and how can successful implementation of these 

practices be sustained and replicated?  

 To what extent has the HBI collaborative structure and its relationship to the funder 

facilitated or hindered the achievement of HBI goals and objectives? 

 Are clients satisfied with services provided by the BBCs? 

Study Methods 

Quantitative Methods 

 

Summary of Methods 

This was a retrospective quasi-experimental study using secondary data to compare BBC clients 

to two comparative samples of mothers and infants in Los Angeles County. The primary data 

source for analyses on BBC clients was the Data Collection Analysis and Reporting (DCAR) 

system. The HBI sample for the outcome evaluation included a total of 2,601 clients across 
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seven BBCs that participated in HBI with an intake date between January 2005 and December 

2010. 

The first comparative sample represented recipients of the Women, Infants and Children (WIC) 

program. The primary data source for this sample was the WIC Survey (2008); a total of 1,150 

WIC clients comprised the WIC Survey sample. 

The second comparative sample from Vital Statistics represented the general population of Los 

Angeles County. A total of 61,890 mothers in Los Angeles County were included in the Vital 

Statistics sample. 

Statistical analyses were conducted using the Statistical Package for the Social Science (SPSS 

19.0). The probability level or p-value (noted as “p” throughout the report) was set at .05. 

When the term “significant” is used within an analytical context, it refers to statistical 

significance. Furthermore, because data on all indicators were not equally available across the 

samples, some analyses may contain findings from only one sample such as the Vital Statistics 

birth records. 

(For more details on the quantitative methods for this study, refer to Appendix A.) 

Analytic Assumptions 

There are some underlying assumptions for comparing the outcomes between the HBI sample 

and the comparative samples. The population-level data being used for comparisons did not 

provide a matched sample that is an “identical twin” in terms of risk factors and all relevant 

demographics. In fact, data were insufficient in carefully assessing the level of risk across all 

samples. Consequently, the outcomes were compared in relative terms. 

Out of the two comparative samples, WIC clients most closely “resembled” BBC clients in terms 

of socioeconomic status (low income is the primary eligibility criterion for WIC). However, WIC 

clients overall are not at high risk for pregnancy/birth problems, and while low income is a risk 

that is correlated with poorer birth outcomes, it alone is not a sufficient indicator of risk (see 

Appendix A for a more detailed discussion of risk factors). Therefore, HBI outcomes that are 

similar to WIC outcomes would suggest that HBI is improving outcomes for its clients. However, 

if HBI outcomes are worse than WIC outcomes, we would not necessarily conclude that the HBI 

program is not improving outcomes for its clients. Such a finding is more difficult to interpret, 

because it is unclear whether the outcomes are worse because of the higher risk of BBC clients 

or because HBI failed to improve these outcomes. 

The same is true for the Vital Statistics sample. Similar outcomes or better outcomes among 

BBC clients compared to the Vital Statistics sample would suggest improvements for BBC clients 

because this comparative sample is lower risk (see Appendix A for more details on risk level for 
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BBC clients). The education level of mothers was closely matched between the Vital Statistics 

and HBI samples in that both samples had lower levels of education; however, the HBI sample 

was poorer based on the proportion of clients on Medi-Cal. Although we acknowledge that 

being poor alone is not a sufficient indicator of risk, it is the interaction between socioeconomic 

status and other factors unmeasured in this evaluation that influence poor pregnancy and birth 

outcomes (Braveman et al., 2008; Colen et al., 2006; Feldman et al., 2000; Oakley et al., 2005). 

Importantly, the Vital Statistics sample, despite its match in some demographic variables, 

represents the general population of births in Los Angeles County, which has fewer risk factors 

than BBC clients as a whole. 

It is also important to note that statewide and national statistics are provided throughout this 

report as benchmarks to help contextualize and interpret HBI outcomes. In particular, because 

breastfeeding data were limited in the WIC Survey, and there were no breastfeeding data for 

the Vital Statistics sample, these benchmarks are provided as comparative information based 

on population data. 

Qualitative Methods 

 

Summary of Methods 

Nine focus groups and eight key informant interviews were conducted to provide a cross-

sectional look at the processes and outcomes of the Healthy Births Initiative from multiple 

stakeholder perspectives. Qualitative data from BBC clients (n=22), case managers (n=25), and 

BBC administrators (n=7) were gathered from six of the seven BBCs that agreed to participate in 

the evaluationv. In addition, one key informant from the LABBN, one representative who had 

experience with the HBLC, and one representative who participated in the HBCQC were 

interviewed. Altogether, 57 individuals were included in our qualitative sample. (For more 

details on the qualitative methods for this study, refer to Appendix A.) 

Summary of Sample Characteristics 

 

The HBI sample, overall, was young and uneducated, and a sizable proportion (67.8%) was 

Hispanic. The comparative samples were matched in some of these characteristics, but some 

key differences are noteworthy in characterizing BBC clients’ level of risk relative to their 

comparative samples. Specifically, the WIC Survey sample – despite its lower socioeconomic 

status compared to the general population – was older and more educated than the HBI 

sample. Furthermore, although the Vital Statistics sample was closely matched to the HBI 

sample with respect to education and race, the HBI sample was poorer based on findings that 

indicate clients’ heavy reliance on government assistance for income, food, and health care (see 
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Appendix A for more details on risk level for the HBI and comparative samples). Findings from 

our qualitative study buttressed this depiction of the HBI sample as generally lacking support, 

resources, and knowledge and skills about pregnancy, self-care, and parenting. Very high risk 

circumstances for poor pregnancy and birth outcomes were also described such as maternal 

depression leading to suicidal ideation, substance abuse, physical and emotional abuse, and 

homelessness (see qualitative findings below). Detailed information on risk and protective 

factors was not available for the entire HBI sample, but the information available does indicate 

that the HBI sample, as a whole, represents a higher-risk population of pregnant women and 

their babies. (For more details on sample characteristics, refer to Appendix A.) 

Pregnancy and Birth Outcomes 

Infant Mortality 

 

Of all potential births, the HBI sample had 94.7% live births and the Vital Statistics sample had 

92.3% live births (see Table 1 and see Table A-7 in Appendix A for other pregnancy outcomes). 

The rate of neonatal or post-neonatal deaths (together defined as infant death for this analysis) 

was lower for the HBI sample (.3%) than the Vital Statistics sample (.6%). Altogether, these 

proportions were not statistically different (p>.05). Therefore, the infant mortality rate for the 

HBI sample was comparable to that of Los Angeles County.  

 

Table 1: Pregnancy Outcomes 

 HBI – DCAR Vital Statistics 
Pregnancy Outcome   

Live Birth* 1,438 (94.7%) 143,007 (92.3%) 

Neonatal Death and Post-Neonatal Death*+ 4 (0.3%) 887 (0.6%) 
Total++ 1,519 154,980 

*
Χ2 (1) = 2.69, p = .10 

 

+
Infant death data for Vital Statistics were not categorized as neonatal or post-neonatal (i.e., as death prior to 28 

days of life or after). Both categories were combined for our analysis to estimate infant death. 
++ 

This is the total number of pregnancies in each sample. 

 

Infant Mortality: Maternal Age and Race 

There were no significant differences in birth and death rates by maternal age (i.e., teenage 

mothers versus adult mothers) in the HBI sample (p>.05), whereas these rates by maternal age 

were significantly different in the Vital Statistics sample (p<.01) (see Table A-8 in Appendix A). 

This finding suggests that the maternal age disparities in infant mortality evident in the Vital 

Statistics sample were not evident in the HBI sample.vi 
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There were significant differences in birth and death rates by race in the HBI sample (p<.01), as 

well as the Vital Statistics sample (p<.01) (see Table A-9 and A-10 in Appendix A). This finding 

suggests that the racial disparities in infant mortality evident in the Vital Statistics sample were 

also evident in the HBI sample.vii 

Type of Delivery 

 

Although Cesareans are performed typically out of medical necessity, they have become a 

common type of delivery. This has been attributed to several factors, including low priority to 

enhance women’s own ability to give birth and fear of malpractice claims (Taffel et al., 1987; 

McCourt, 2007). In 2010, the national estimate of 32% of births by Cesarean was the highest 

ever reported in the United States (National Center for Health Statistics, 2010). The procedure 

poses risks such as maternal mortality, and recovery for the mother from Cesarean birth is 

longer than from vaginal birth. For the HBI sample, the proportion of Cesareans at 32.6% was 

comparable to the national estimate of 32%. The Vital Statistics sample, on the other hand, had 

a higher proportion of 36% Cesarean births (see Figure 1). This difference between the HBI and 

Vital Statistics samples was statistically significant (p<.01). Therefore, the HBI sample had 

significantly fewer Cesarean births than that of Los Angeles County. 

 
 

Figure 1: Cesarean Births 
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Type of Delivery: Maternal Age and Race 

Teenage mothers in the HBI sample (21.7%) had fewer Cesarean births compared to their adult 

counterparts (34.6%). This difference was also evident in the Vital Statistics sample (25.8% for 

teenage mothers and 36% for adult mothers).  Both sets of differences were statistically 

significant (p<.001). Teenage mothers in the HBI sample had fewer Cesarean births than the 

Vital Statistics sample, but the difference was not statistically significant (p>.05). (Refer to Table 

A-11 in Appendix A.) 

 

Among the national rates of Cesarean births, African American women are more likely to have 

Cesareans births (34.4% compared to 32% for all women) (National Center for Health Statistics, 

2010). However, this was not the case for African American women in the HBI sample. 

Caucasian women in the HBI sample had the highest rate of Cesarean births (43.5%) compared 

to African American women (37.7%), Hispanic women (30.6%), and Asian women (14.3%). 

These differences were statistically significant (p<.01). The proportional differences in the Vital 

Statistics sample also were statistically significant (p<.001), with African American women 

having the highest rate of Cesarean births (40.3%) compared to Hispanic women (34.7%), 

Caucasian women (36.6%), and Asian women (31.8%). Moreover, Hispanic, African American, 

and Asian women in the HBI sample all had significantly fewer Cesarean births than their 

counterparts in Los Angeles County (p<.001). (Refer to Tables A-12 and A-13 in Appendix A.) 

 

Birthweight 

 

Because there is a lot of information to present for birthweight, we first summarize the findings 

and then explain more detailed findings for the HBI sample compared to its comparative 

samples (WIC Survey and Vital Statistics). In summary, the rate of normal birthweight babies for 

the HBI sample was comparable to that of the WIC Survey sample, but both samples had 

significantly fewer normal birthweight babies compared to the Vital Statistics sample. A 

noticeable number of BBC clients with preterm births and low birthweight newborns were older 

(particularly those 41 years and older). In fact, mothers 41 years or older in the HBI sample had 

higher proportions of preterm births and babies born with low birthweight than their 

counterparts in the WIC Survey and Vital Statistics samples. Additionally, Hispanic women in the 

HBI sample had the greatest disparity in normal birthweight compared to the Vital Statistics 

sample. Yet African American women in the HBI sample (whose disparities in health outcomes 

are often most pronounced) did not significantly differ in the proportion of normal birthweight 

babies from their counterparts in the WIC Survey and Vital Statistics samples.  
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Birthweight categories include “low” (between 1,500 and 2,499 grams) – with “very low” within 

the low category (less than 1,500 grams) – “normal” (between 2,500 and 4,000 grams), and 

“overweight” (greater than 4,000 grams). Birth weights for comparative samples were 

categorized in the same way for analysis using actual birthweight (see Figure 2).  

The HBI sample had the highest proportion of low birthweight at 10.4% compared to 8.3% for 

the WIC Survey sample, and 8.1% for the Vital Statistics sample. Therefore, the HBI sample had 

significantly more low birthweight babies compared to samples in the WIC Survey and Los 

Angeles County (p<.05). Within the category of low birthweight were very low birthweight 

babies in all three samples (see Figure A-1 in Appendix A for a graph that shows findings on very 

low birthweight within the low birthweight category). The proportions across the samples were 

similar: 1.9% for the HBI sample, 1.8% for the WIC Survey sample, and 1.4% for the Vital 

Statistics sample (p>.05). Therefore, the HBI sample had a comparable rate of very low 

birthweight babies to that of the WIC Survey sample and Los Angeles County. 

The proportion of normal birthweight babies was smaller for the HBI sample (82%) compared to 

samples in the WIC Survey (81.8%) and Vital Statistics (85.3%). The proportional differences 

between the HBI sample and the WIC Survey sample were not statistically significant (p>.05). 

However, both of these samples had a significantly smaller proportion of births with normal 

birthweight compared to the Vital Statistics sample (p<.001). Therefore, the HBI sample was 

comparable to the WIC Survey sample in terms of normal birthweight but the HBI sample overall 

delivered significantly fewer normal birthweight babies than mothers in Los Angeles County. 

Finally, the proportion of overweight births for the HBI sample (7.6%) was lower than the WIC 

Survey sample (9.9%) but higher than the Vital Statistics sample (6.6%).viii Both the HBI and WIC 

Survey samples had a significantly larger proportion of births with overweight babies compared 

to the Vital Statistics sample (p<.001). Therefore, the HBI sample delivered significantly fewer 

overweight babies than mothers in the WIC Survey sample but significantly more overweight 

babies than mothers in Los Angeles County.   
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Figure 2: Birthweight Categories 
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to 12% for mothers 41 years or older). In the Vital Statistics sample, there was little variation in 

the proportions of low birthweight across age groups except for mothers 41 years or older – of 

whom 13.8% (compared to 20.8% in the HBI sample) had low birthweight babies (see Table A-

14 in Appendix A). A multivariate analysis of the HBI sample predicting birthweight category 

also confirmed that older mothers were more likely to have low birthweight babies (p<.001).1 

Therefore, older HBI mothers who have had relatively more babies with low birthweight account 

for the smaller proportion of normal birthweight babies in the HBI sample compared to that of 

Los Angeles County. 

 
Figure 3: Births with Normal Birthweight by Maternal Age 

 

 
Within the HBI sample, African American mothers had the highest proportion of normal 
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therefore, the proportions of normal birthweight newborns did not vary across racial groups in 

the HBI sample (see Figure 4). 

Between samples, however, the proportions differed significantly. For Hispanic mothers, the 

HBI sample had fewer newborns with normal birthweight than the Vital Statistics sample 

(p<.001) but not the WIC Survey sample (p>.05). For African American, Caucasian, and Asian 

mothers, the proportions of newborns with normal birthweight were similar across the samples 

(p>.05). Overall, Hispanic mothers in the HBI sample had the largest disparity in newborns with 

normal birthweight compared to their counterparts in Los Angeles County. At the same time, 

there were no significant disparities in normal birthweight rates for African American, 

Caucasian, and Asian mothers between the HBI sample and Los Angeles County. 

 
Figure 4: Births with Normal Birthweight by Race 
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Gestational Age 

A preterm birth is defined as a gestational age of 36 weeks or less, whereas a full term birth is 

defined as a gestational age of 37 weeks or greater. In comparing preterm births (see Figure 5), 

the HBI sample had 14.9% preterm births compared to 10.1% for the WIC Survey sample and 

13.1% for the Vital Statistics sample. The rate for the HBI sample was significantly higher than 

that of the WIC Survey sample (p<.001) but not the Vital Statistics sample (p>.05). Therefore, 

the HBI sample had comparable rates of preterm births to Los Angeles County but had 

significantly higher rates than the WIC Survey sample. 

 
Figure 5: Preterm Births 
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mothers. This finding coincides with the findings on normal birthweight; birthweight and 

gestational age are positively related in that full term births are typically associated with normal 

birthweight.  

As noted earlier, older mothers in the HBI sample had more babies born with low birthweight 

than younger mothers. This trend was also evident in examining gestational age, and the 

relationship between low birthweight and maternal age was particularly pronounced for the 

HBI sample. Out of the 12.5% of preterm births in the HBI sample, 60.2% had low birthweight 

babies. In comparison, out of 11.7% of preterm births in the WIC Survey sample, 45.2% had low 

birthweight babies. Furthermore, out of 15% of preterm births in the Vital Statistics sample, 

39.9% had low birthweight babies (see Table A-15 in Appendix A). At the same time, 35% of 

mothers 41 years or older in the HBI sample had preterm births compared to 12.8% for the WIC 

Survey sample and 20.8% for the Vital Statistics sample (see Table A-16 in Appendix A). In a 

multivariate analysis of the HBI sample predicting gestational age, it was older mothers who 

were more likely to have preterm births than younger mothers (p<.001).2 (Maternal race and 

education did not predict gestational age.) Therefore, older mothers in the HBI sample were 

more likely to have preterm births that were related to low birthweight babies than 

comparatives samples in the WIC Survey and Los Angeles County. 

 
Figure 6: Full Term Births by Maternal Age 
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Within the HBI sample, there were no significant differences in full term births across the racial 

groups (p>.05) (see Figure 7). However, across the HBI, WIC Survey, and Vital Statistics samples, 

some significant differences emerged. Hispanic and African American mothers in the HBI 

sample had significantly fewer full term births than the WIC Survey sample (p<.05) but not the 

Vital Statistics sample (p>.05). There were no significant differences in full term births for 

Caucasian and Asian mothers across all three samples (p>.05). Therefore, Hispanic and African 

American women in the HBI sample had significantly fewer full term births than their 

counterparts in the WIC Survey sample. Yet there were no racial disparities in full term births 

between the HBI sample and Los Angeles County. 

 
Figure 7: Full Term Births by Race 
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Birth Defects 

 

The proportion of BBC clients whose babies were born without birth defectsx was 96.4% 

compared to 93.4% for the Vital Statistics sample. This difference was statistically significant 

(p<.001). Therefore, the HBI sample had significantly more babies born without birth defects 

than Los Angeles County. 

 
Figure 8: Babies Born without Birth Defects 
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Figure 9: Babies Born without Birth Defects by Maternal Age 
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Figure 10). However, statistically significant differences were detected between Hispanic and 
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the HBI sample had significantly more babies born without birth defects than mothers in Los 

Angeles County. 

 
Figure 10: Babies Born without Birth Defects by Race 
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Breastfeeding Outcomes 

Breastfeeding Initiation 

 

The positive impact of breastfeeding on infant/child health and development (as well as health 

benefits to mothers) makes breastfeeding an important outcome for both mothers and 

children. For this evaluation, breastfeeding initiation rates were compared between the HBI 

and WIC Survey samples only because there were no breastfeeding data in the Vital Statistics 

birth records (see Figure 11). A significantly higher proportion of the HBI sample (71.9%) 

reported initiating breastfeeding than the WIC Survey sample (40.2%) (p<.001). The HBI rate of 

71.9% was slightly lower than the national rate of 74.6% and statewide rate of 86.6% for 2011 

(Centers for Disease Control and Prevention, 2011). Overall, the breastfeeding initiation rate for 

the HBI sample was positive, falling above the rate for the WIC sample, slightly below the 

national rate, and below the state rate (which is among the highest in the nation). 

 
Figure 11: Breastfeeding Initiation 

 

 

 

 

 

71.9% 

40.2% 

74.6% 

86.6% 

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

HBI (n=1,205)* WIC Survey
(n=296)*

National 2011** California 2011**

* Χ2 (1) = 105.65, p < .001 
** Centers for Disease Control and Prevention (2011) 



19 

 

Breastfeeding Initiation: Maternal Age and Race 

A significantly larger proportion of adult mothers in the HBI sample initiated breastfeeding than 

their WIC Survey counterparts (71.4% compared to 39.5%, respectively) (p<.001).3 The sample 

size for teenage mothers in the WIC Survey sample for this analysis was too small (n=5) to 

conduct a statistical test. (No graph is provided.) 

All four racial groups in the HBI sample had higher rates of breastfeeding initiation than their 

WIC Survey counterparts. However, rates for only Hispanic, African American, and Caucasian 

women in the HBI sample (and not Asian women) were significantly higher than their WIC 

Survey counterparts (p<.001) (see Figure 12). The breastfeeding initiation rates for Hispanic 

mothers (76.7%) and Caucasian mothers (78.1%) in the HBI sample were slightly higher than the 

national rate (74.6%) but were lower than the State rate (86.6%) for all races. Conversely, 

breastfeeding initiation rates for African American mothers (59%) and Asian mothers (55.6%) in 

the HBI sample were considerably lower than national and State rates for all races. 

Furthermore, while the rate for African American mothers in HBI is higher than 54.4% for 

African American mothers nationwide, the rate for Asian mothers in HBI is substantially lower 

than 80.9% for Asian mothers nationwide (Centers for Disease Control and Prevention, March 

2010). 

Figure 12: Breastfeeding Initiation by Race 
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Breastfeeding and Exclusive Breastfeeding Continuation 

 

The American Academy of Pediatrics recommends that mothers exclusively breastfeed their 

child for up to six months and to continue breastfeeding for up to one year. The HBI sample’s 

rate of 30.1% for breastfeeding at 6 months was lower than the national rate of 44.3% and the 

California rate of 59.1% (Centers for Disease Control and Prevention, 2011) (see Figure 13). 

Therefore, fewer mothers in the HBI sample continued breastfeeding at 6 months than mothers 

nationally and statewide.  

Rates for exclusive breastfeeding at 6 months were lower overall. Yet the HBI sample’s rate of 

17.8% was higher than 14.8% for the nation but lower than 25.7% for the State (see Figure 13).  

On average, BBC clients stopped breastfeeding at 5.91 months and they stopped exclusive 

breastfeeding at 2.54 months. Therefore, on average, the HBI sample exclusively breastfed for 

less than half the recommended length of 6 months.xi 

 

Figure 13: Breastfeeding Continuation 
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Intermediary Outcomes 

 
In the sections that follow, we present the intermediary outcomes reported by HBI 

stakeholders. We also examine the processes of implementing direct services, including the 

mechanisms of change at work within the strategies of case management, home visiting, and 

parent education. Lastly, we describe stakeholder perceptions of factors that facilitate and 

hinder the implementation and sustainability of HBI. 

Positive Intermediary Outcomes for Clients  

 

When asked the extent to which HBI had achieved its program objectives, administrators, case 

managers, and clients described several benefits to receiving HBI services, including increased 

social support and connection, engagement in health-promoting behaviors, improved 

psychosocial functioning, and increased parenting knowledge and skills. These benefits can also 

be thought of as intermediary outcomes that are theoretically (and in some cases, empirically) 

tied to improved pregnancy and birth outcomes for women (Braveman et al., 2008; Feldman et 

al., 2000; Oakley et al., 2005).  

Increased Social Support and Connection 

Participants in the majority of case manager and client focus groups identified increased social 

support and connection as one of the most important benefits of receiving BBC services. 

Because many BBC clients described themselves as being and feeling alone and socially 

isolated, gaining a support network can be a meaningful protective factor in their lives. Clients 

reported making close connections with their case managers, who were consistently described 

as a “best friend,” “like a second mom,” and “like a sister.” Clients also enhanced their peer 

networks and social connections through the group education classes and support groups 

sponsored by the BBCs. Clients in every focus group explained that through the support groups 

they receive not only educational information but also emotional support and even material 

support. One client explained the importance of the support group by saying:  

“I’m a single mom and I need a lot of help. I get really depressed. … The groups, not only 
do they help me emotionally, but we also pass along baby’s clothes and other things [to 
one another].” – Client  

Many case managers reported their observations of how successful the education and support 

groups have been at facilitating peer connections. For example, one described a support group 

convened through her BBC as a result of trying to combat maternal depression: 

“It has been going on now for over two years, and it’s attended by both pregnant 
women and interconception women… They don’t want to stop coming to the group! 
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What I have found is I have seen a lot of growth in the women by the social support they 
receive from the therapist and from each other…They become friends; they become 
Facebook Friends. They become real friends. When somebody is depressed or somebody 
is using drugs, I see they are right there for [each other].” – Case manager 

Through both contact with case managers and peers, clients are creating and enhancing 
stronger social connections, which can be an important protective factor in their lives. 

Increased Health-Promoting Behaviors 

During a majority of the focus groups and interviews, case managers, administrators, and 

clients credited BBC services with improving the health decisions and behaviors of clients, in 

particular in the areas of accessing prenatal and postpartum care and initiating breastfeeding. 

First, focus group participants across BBC sites and stakeholder groups contend that BBC clients 

are accessing prenatal care earlier and more consistently than they otherwise might. Several 

suggested that behaviors around accessing postpartum care also had improved. In the words of 

one administrator:  

“If you look at our [BBC client] numbers versus the numbers for prenatal patients who 
don’t have the additional support that the BBC provides, our numbers tend to be a little 
higher. And as far as connecting women to postpartum care, to breastfeeding, it tends to 
be higher.” – Administrator 

Some clients who were on their second or third pregnancy stated that they are “staying on top 

of doctor appointments” thanks to this program, whereas they did not with prior pregnancies.  

Other evidence provided by evaluation participants also suggests that individual clients are 

making the healthy decision to breastfeed their infants as a result of the information and 

encouragement they receive through HBI. Administrators in half of the interviews we 

conducted reported positive breastfeeding outcomes. For instance, the HBCQC representative 

shared that the breastfeeding rates at her clinic “went up because we were more alert and told 

our patients to come back after one week” in order to provide support. Another administrator 

suggested that the breastfeeding outcomes for HBI may be more impressive than the DCAR 

data suggest due to measurement issues. In her words: 

“I think our breastfeeding initiation rates are really impressive. I think that the numbers 
that DCAR captures aren’t really representative of what we’re really doing because it 
only captures exclusive rates. We have a high rate of teens and working moms, and they 
don’t work in situations where they can really pump their milk and take it home. So a lot 
of them actually just do a combination [of breast milk and formula], so we’re not really 
capturing information about what that number is. In terms of what we know from 
talking to our clients, our [breastfeeding] rates are a lot higher than you would think.” – 
Administrator    
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Clients from three BBC sites discussed the influence that the information, encouragement, and 

support they received had on their decisions to breastfeed their children. One client explained 

how she changed her mind about breastfeeding after she was encouraged by her case manager 

and about the benefits that her child would receive as a result:  

“I made up my mind to breastfeed just from things [my case manager] told me about. I 
didn’t want to breastfeed. But I want the best for my child. I want her to get all the 
[benefits].” – Client  

Not only did clients report receiving education about breastfeeding, but also concrete supports 

– like breast pumps – that help them with the process. Another client expressed that she felt so 

strongly about breastfeeding after learning about its benefits that she felt bad having to 

supplement with formula because she works:  

“I feel like I’m neglecting my child if I don’t breastfeed!” – Client  

Other clients revealed that they have become strong advocates for breastfeeding in their own 

right. For example, one explained  

“I actually want to get on a box and start professing this information. I want to go 
through the process of becoming a lactation specialist.” – Client  

BBC clients appear to be engaging in health-promoting behaviors due to their involvement in 
HBI. 

Improved Psychosocial Functioning  

An additional intermediary outcome identified across all focus groups with clients and a large 

majority of case manager focus groups is improvement in clients’ psychosocial functioning. 

When asked to explain how and why services from the BBC program had helped them, many 

clients began their stories by describing how they felt upon finding out they were pregnant or 

entering the program. More than a few described being “stressed” or suffering from low self-

esteem and depression, and a handful even mentioned that they had suicidal thoughts. 

Through education and information, from support provided by dedicated case managers and 

understanding peers, and in some instances because of referrals to mental health services, 

these clients credit the BBC program with improving their symptoms and moods. One client 

described the meetings with her case manager as “being able to just come and drop off loads of 

stress”. Others said the program teaches you to “learn how to deal with your stress instead of 

getting upset when your child does something bad”. All of the participants in one client focus 

group responded affirmatively when asked whether they thought their children were healthier 

as a result of participating in the BBC. They said this was because they were less stressed and 

therefore more involved with their child than with their previous children.  
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Other clients took note of the fact that they began to feel better about themselves – to feel 

stronger – as they participated in the program and received services. For example, one client 

said: 

“I can’t [recognize] myself from six or eight months ago. My self-esteem went from really 
low to a normal level. … I can’t say my self-esteem is really, really high, but now I can say 
that I have hopes.” – Client  

Another client shared the following about her experiences with the program: 

“You start becoming a complete person because all those gaps and holes within yourself 
emotionally start getting filled in. You start becoming more confident. You don’t just 
come here and talk about [babies]. You talk about your life. Where’s my life headed? 
What do I want my goals to be? … It’s amazing all the things that they do for you to 
enrich your life and to make you a better person. Because when you’re a better person, 
you can be a better parent and make your child happier.” – Client  

Additional examples were shared that illustrate the sense of empowerment and well-being 

some clients experience as a result of participation. One client who said she was hesitant to 

enter the program at first took the education she received about abusive relationships and is 

“not allowing the domestic violence anymore.” Another client who described her emotional 

state when she entered the program as “freaking out, nervous, and unsure if I could be a mom” 

now feels she has support and knowledge and is therefore empowered to “believing I can do 

this.” 

Increased Parenting Knowledge and Skills 

Clients served by the BBCs have varying levels of knowledge about and experience with 

pregnancy and parenting. Some women in the program have had children previously; many are 

very young and “don’t have a clue.”  Clients reported learning many new things from their 

participation in the BBC, including “things that my mom never told me about.” Clients in every 

focus group agreed that the knowledge and skills they gained were an important benefit of 

receiving BBC services, and they presented a long list of topics they found relevant and 

valuable, including: nutrition, exercise, stress management, postpartum depression, Sudden 

Infant Death Syndrome (SIDS), breastfeeding, child development, and parenting skills such as 

how to effectively set limits with and discipline children. One client summarized the benefit she 

experienced in these words: 

“I learned a lot. … I don’t want to say it taught me how to be a mother, because you 
can’t really teach someone how to be a mom, but it gave you a sense of direction and 
that sense of direction really helped.” – Client 
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Several clients said that they had practiced or applied what they learned and anticipate using 
the information in the future. 

Client Satisfaction 

 

The clients who participated in focus groups were highly satisfied with the services they 

received, and most reported that they do not look forward to the day when services end. Even 

those who were first skeptical or resistant to service said they felt this way. As one such client 

remarked: 

“At first I couldn’t accept the thought of having someone in my home – and for two 

years! Once I realized just how helpful and great [my case manager] is, I wished she 

could visit more often.” – Client  

Clients in every focus group agreed that they would recommend the program to others. In fact, 

many responded that they had already referred friends, relatives, and even strangers. In 

addition, clients across sites agreed that they would all want BBC services again if they were to 

become pregnant in the near future. One client expressed a common sentiment, “I don’t even 

have to think about it. I would be begging.” 

Implementation of the Healthy Births Initiative: Successes and Gaps  

 
A framework consisting of Eight Core Approachesxii guides the Healthy Births Initiative. HBI 

administrators and case managers were asked to discuss their perceptions of whether the core 

approaches have succeeded achieving the goals of HBI (see Appendix C for a list of the Eight 

Core Approaches). Technically, the BBCs are not responsible for addressing all of the core 

approaches (the HBCQCs, HBLCs, LABBN, and First 5 LA are responsible for some). 

Consequently, case managers spoke primarily about the core approaches relevant to direct 

practice work with clients. Administrators were asked to speak more directly to issues about 

collaboration and sustainability.  

Successes in two key areas of the HBI approach clearly surfaced as themes in the data we 

collected from all stakeholder groups. The first is HBI’s efforts to strengthen community 

infrastructure in the healthy births arena. The second is HBI’s efforts to provide and enhance 

direct practice to clients. These successes are described below, along with findings from case 

managers and administrators about the mechanisms of change at work in each successful direct 

practice strategy. Stakeholder perceptions of areas needing improvement in implementing the 

core approaches are also discussed.   
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Strengthening Community Infrastructure and Expanding Human Capital  

 
In a majority of administrator interviews and case manager focus groups, respondents indicated 

that HBI has been successful at the systems level in its efforts to strengthen the community 

infrastructure and expand human capital in the healthy births arena [Core Approach #2]. 

Through collaboration with community partners and an intensive focus on staff training and 

education, HBI has established and/or enhanced a stronger network of agencies and individuals 

poised to address the needs of at-risk pregnant and postpartum women in Los Angeles County.  

Collaboration  

Without exception, BBC administrators identified collaboration with community partners who 

are part of the BBC and/or HBLC as a main strength of the Healthy Births Initiative. They 

described working with a wide array of agencies and service providers in their local 

communities and discussed the importance of involving people at all levels of these 

organizations in the collaborative. For example, involving case managers in collaborative 

meetings has increased their awareness of the resources that are available in the community. It 

has enabled relationship building among staff from different agencies that, in turn, can 

facilitate referrals. At the same time, the BBCs have engaged leadership from these agencies in 

the collaborative so that changes in the policies and procedures or member agencies can be 

made that reinforce HBI objectives. 

Most administrators described their local collaboratives as active and stressed the importance 

of implementing the collaborative so that “everyone has a voice,” everyone “shares 

information and expertise,” and decisions are “made as a group.” Many also believe that the 

success of their collaboratives has rested on keeping the meetings relevant and useful. Instead 

of just reporting out on individual efforts during meetings, stakeholders insist it is important to 

engage one another substantively by, for example, working through shared challenges and 

looking at data together to carefully consider successes and areas for improvement. 

None of the administrators voiced concerns about turf issues within their local BBCs, which can 

be a significant roadblock to successful collaboration. In fact, several administrators talked 

about how generous their collaborative partners had been with sharing their own resources 

and expertise, including offering free trainings for BBC case managers, despite the fact that 

individual partners “don’t get much money to participate.” The motivation for community 

partners to collaborate was described simply as a common goal to see a meaningful difference 

for patients.  The lack of turf issues is perhaps best exemplified by the experience of one BBC 

site whose administrator reported that prior to HBI “we were all seemingly competing with one 

another for the same client.” HBI has helped the site generate a better way of distributing 
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clients across providers in the community through a centralized referral system that has 

reportedly been a big success. 

Staff Education and Training  

One of the strengths of HBI identified in the case study conducted in 2009 was “capacity 

building” (Claremont Graduate University, 2009). This theme re-emerged in the data collected 

for the current evaluation study. Administrators and case managers across BBCs identified the 

technical assistance, staff training, and education provided by LABBN as a “one of the best 

strategies we have” to strengthen the community infrastructure through increased human 

capital. These stakeholders explained that access to ongoing education on a range of topics – 

from workshops on maternal depression to motivational interviewing to becoming certified 

lactation experts – helped case managers better perform their jobs. One administrator 

articulated the logical progression of change from “more comprehensive knowledge to 

improved outputs and, therefore, improved outcomes for clients.” 

Several administrators emphasized that one of the most important aspects of training and 

education was that “it keeps perpetuating itself.” According to one administrator: 

“Staff communicates [what they’ve learned in training] not only to clients but to other 
staff members at their individual agencies, and they take the skills that they’ve learned 
and use them in other places outside of the BBC as well.” – Administrator  

In this sense, knowledge is positively reinforced and spread, and good practice can be sustained 

in the community by individuals who continue to work in the healthy births arena regardless of 

what happens with HBI funding in the future. 

Provide and Strengthen Direct Practice with Clients 

 
During a majority of interviews and focus groups with evaluation stakeholders, respondents 

discussed that a main accomplishment of HBI has been efforts to provide and strengthen direct 

practice with clients. Among the Eight Core Approaches, administrators and case managers 

consistently named the approaches concerning client education (Core Approach #3), providing 

social and emotional support to clients (Core Approach #4), and connecting clients with 

necessary services (Core Approaches #7 and #8) as the most successful in terms of meeting the 

HBI objectives of improved pregnancy and birth outcomes.  

Mechanisms of Change through Case Management, Home Visiting, and Parent Education  

The core approaches related to direct practice with clients are primarily implemented by the 

BBCs through case management, home visiting, and parent education. These three family 

strengthening strategies are utilized by First 5 LA in some of its initiatives, and First 5 LA is 
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interested in understanding more about the mechanisms at work in these strategies. Evaluation 

participants were asked to describe their perceptions of the most helpful or impactful 

components of case management, home visiting, and parent education. Several themes 

emerged that provide insight into how these family strengthening strategies are influencing 

change. 

Relationship Building and Trust 

Participants in every case manager focus group and three out of the four client focus 

groups discussed the importance of successfully establishing a relationship of trust and 

respect between the client and case manager. Case managers in particular noted that 

“establishing trust is first and foremost” because clients often have “a lot of distrust of 

the system.” Case managers must be able from very early on to convince clients that 

they are truly concerned about them. Case managers explained that by developing a 

trusting bond and getting a client to “really feel connected to you,” the client becomes 

comfortable to “open up and reveal what the true issues are in their lives.” In this way, 

the case manager is afforded greater access to both the emotional and physical worlds 

of the client (e.g., welcomed into the home). 

 

Such access allows case managers to more accurately determine the specific 

educational and service needs a client has. Equally important, when clients trust their 

case managers, they are reportedly more receptive to learning and absorbing 

information and more likely to follow through with accessing the services to which they 

have been referred. In the words of one case manager: 

 

“I have found that if I [am] able to establish trust and we make some type of 
connection, they are more open to the teaching and the information that I give 
them.” – Case manager 

 
Consistent Check-in and Follow-up  

Clients in every focus group discussed how consistent check-in and follow-up from their 

case managers made a difference to them. For some, it made them feel supported and 

connected. A typical sentiment expressed by clients is below: 

 

“She’s always come through for me, and she’s always checked up on me. I feel like I 
have somebody who really helps me, and I feel better.” – Client  

 

For some, it was a more practical matter of receiving reminders, for example, to “make 

sure I go to a doctor’s appointment.” From the perspective of case managers, 
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“consistency, showing up when you say you’re going to be there, and follow through” 

are vital components of effective case management because the practice helps to 

cement a trusting bond between case managers and clients and makes it more likely 

that clients will access the services they need. 

 
Service Referrals and Advocacy 

In every case manager focus group and a majority of the client focus groups, 

participants identified service referrals as one of the most important components of 

case management. Case managers across the BBC sites discussed that lack of awareness 

of available services and difficulties accessing and navigating the service system are real 

barriers that prevent pregnant women from receiving the services they need. A main 

responsibility of the case manager is to help educate clients about and connect them to 

these services.  

“Helping to connect pregnant women to services is definitely 85 billion percent of my 
job.” – Case manager  

Oftentimes, case managers must go beyond connecting a woman to services and must 

advocate on her behalf so that she receives quality care, for example when there are 

language barriers. 

Having the flexibility to make many referrals beyond the scope of prenatal and 

postpartum care is essential. Case managers explained that when they first come into 

contact with a client, there are often some very basic needs to be filled before she can 

concentrate on her pregnancy. Case managers from one BBC explained it in these 

words: 

 

“We know that prenatal care is important. We need to get her insurance, and we 
need to get her to go see a doctor. But that’s not a priority for her right now. She 
doesn’t have any food to feed her kids, her lights are off, she’s diabetic and out of 
insulin, and the whole bit. So case managers must be able to go and assist 
[clients]…to get their basic needs met so they can ultimately focus on getting their 
prenatal care and going to the doctor.” – Case manager 

Indeed, clients described receiving referrals to many resources, including but not limited 

to prenatal and postpartum care. Clients received many health-related referrals, for 

instance to dental visits and resources to obtain disability support, but on the whole the 

referrals address a broader range of needs experienced by women in the program. In 

one client’s words: 
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“She gave me resources from how to go to college and how to graduate down to 
resources on how to become a better mom. She helped me find a job, find resources 
on how to get food – anything and everything you can imagine. She was like the 
resource lady, like a walking yellow pages.” – Client  

Clients drew connections between the mechanism of receiving referrals through case 

management and experiencing improvements in their lives.   

 
Observation of the Home Environment 

The opportunity to observe a client’s home environment was identified as one of the 

most critical components in all but one of the focus groups with case managers. One 

case manager insisted: 

“I’d say home visiting is mandatory. That’s how you get to know what’s really going 
on with the client.” – Case manager  

Another added: 

“[The client] can be telling you one thing, but what’s going on is totally different. 
[Through home visiting] you are able to pick up on little things that help you help 
them.” – Case manager  

 

Case managers agreed that home visits provide an invaluable opportunity to “see how 

clients live, what they eat, how they are cooking, and how they are taking care of their 

children.” Such opportunities can be instrumental in customizing educational 

information and tailoring referrals to clients’ true needs.  

   
Engagement of Fathers and Other Family Members 

Home visits also allow case managers to engage and include more members of the 

family in services. Many case managers reported operating with the philosophy that:  

 

“Rather than just educating the mother, you also need to educate her support 
system.” – Case manager 

 

Case managers from four out of the five focus groups identified this as an important 

mechanism that can influence client outcomes in several ways. For example, case 

managers observed that by providing education and services to fathers and to 

grandmothers and by “including them as part of the team,” HBI can help clients 

“function better as a family.” Some case managers referenced “daddy pages” in the 
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curriculum that include things that fathers can do proactively to create a more solid 

family.  

The words that one client used to describe her experience begin to illustrate the 

potential of involving husbands or partners: 

 

“Our husbands don’t know much about the changes that one has with pregnancy, 
but [my case manager] brought me a book and she told me, ‘Show it to your 
husband.’  He began to read it more and more, and he began to comprehend me, 
understand me. He started to talk to my tummy. He would ask me what I was 
craving – something he never did during my first pregnancy. He changed.” – Client  

In a majority of focus groups with clients, they discussed how the practice of involving 
husbands or partners through home visiting can help women feel a greater sense of 
support and less isolation.   

 
Client Convenience  

Home visiting is also perceived by some case managers and clients to positively 

influence client outcomes because it is convenient for clients. Consequently, it may 

increase client retention, meaning that clients will receive a greater dosage of services 

and will potentially be less isolated. These factors can have a positive impact on 

outcomes. Several statements from clients and case managers illustrate this dynamic.  

“When [my case manager] visits, I think it’s good because sometimes you don’t feel 
like going out of the house. You want someone to come to you because you’re that 
low or you have that much going on. You’re not able to get up and go out to the 
clinic.” – Client  

As a case manager reflected on her experiences working with clients through the BBC 

compared to a prior position where home visiting did not occur, she observed:  

“I do find that they look forward to the visits in the house. It’s convenient for them. If 
I compare broken appointments doing this job now as opposed to the clinic, I think 
my broken appointment rate with home visitation is a lot better than in the clinic.” – 
Case manager 

The convenience of home visiting for clients appears to help with retention in the 
program. 
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Material Goods  

Clients who receive services through the BBCs do not have a great deal of economic 

resources. Home visits are a good opportunity to deliver much needed material goods 

to clients. Clients across focus group identified long lists of material goods that were 

provided to them through the program (e.g., diapers, formula, clothes, thermometers, 

food, and small gifts). Many case managers identified this as an important mechanism 

for meeting client needs, contributing to client satisfaction and, presumably, 

encouraging client retention. 

 
Holistic Curriculum  

In a majority of both client and case manager focus groups, participants identified the 

provision of education on a wide range of topics as an important mechanism for 

influencing change and positive client outcomes. Case managers emphasized the 

importance of a curriculum that educates moms on different developmental stages and 

milestones of both pregnancy and child development. Clients seemed to agree, as a 

number of them described reading different sections of the Baby Basics book “over and 

over – just so I’m prepared!” But clients also emphasized the importance of receiving a 

broader array of education and information through the program. One client’s 

expression of appreciation for the education she received through HBI illustrates this 

point:  

  

“I went to the workshops, and they taught me how to massage my baby, how to feel 
better about myself, how to deal with stress…and other things like abuse. This was 
useful and made me feel better.” – Client  

 

Group Classes and Support Groups 

Clients in every focus group identified group classes and support groups as a critical 

component of the parent education strategy, as did case managers from two of the five 

focus groups. A common refrain from many of the clients we spoke with is reflected in 

the following sentiment: 

 
“One of the things that I really appreciate is the support group that they have. Those 
are pretty awesome. … I came to the support group every week. I couldn’t wait until 
the next week! The support group was amazing.”  – Client  

 

Not only do these groups provide a venue for delivering educational information to 

clients, they also are the principal mechanism for connecting clients with their peers for 
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the purpose of developing social support networks. According to case managers, one of 

the risk factors of BBC clients is that they “don’t have any support around. They don’t 

have their family, and they don’t have their friends because they are not in the original 

country that they came from.” Thus, these groups provide opportunity for social 

connection and they become very important to clients.  

 

Factors that Facilitate and Hinder Implementation  

 
Based on our conversations with administrators, case managers, and clients, several factors 

believed to facilitate the implementation of the three parent strengthening strategies were 

identified.  First, clients in every focus group pointed to the individual traits and the dedication 

of case managers as critical. HBI case managers were described as non-judgmental, genuine, 

and caring and were credited with going above and beyond and being both positive and 

solution-oriented. Together, these characteristics leave clients with the sense that they are 

more than just a case and that someone genuinely cares for them and has their best interests 

at heart. 

Second, a majority of case managers expressed an overall sense of job satisfaction. They 

reported feeling well supported by their BBCs – in particular, by supervisors and colleagues who 

“always come through for you” and are “constantly exchanging information.” Additionally, case 

managers in every focus group reported being well trained and feeling prepared to assume 

their responsibilities to clients. Several case managers expressed similar positive sentiments 

about the quality and quantity of HBI training:   

“I’ve never had so many educational trainings in any previous program that I’ve ever 
worked in. It’s been a marvelous educational experience for me because the trainings 
have been very in depth and there have been a number of them, so it’s been excellent.” – 
Case manager 

Case manager preparation is key to facilitating quality work with clients and contributing to 

better outcomes: 

“Training for case managers [ensures] that they’re comfortable going into the homes – 
not just in terms of safety but also in terms of being able to go in there with sufficient 
material to provide new information or to be prepared. …Coming in to a home really 
prepared makes that visit meaningful, so that [the case manager] is not just floundering. 
… If the client doesn’t feel that what they’re being provided is worthwhile, then they’re 
not going to open up their house to [case managers] to come in.” – Administrator    

Case managers in four of the five focus groups further agreed that the tools and materials 

available to them (e.g., the Healthy Births manual, the Baby Basics book, Client Care Plans and 
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Benchmarks) leave them feeling adequately prepared and help to facilitate their case 

management and parent education efforts.  

In terms of internal collaboration among the HBI entities, BBC administrators and 

representatives from the HBLC and HBCQC all praised the LABBN for being “instrumental” and 

for “guiding the process and engaging us to move forward.” The chief complaint about 

interactions with the LABBN was that the DCAR system was flawed and frustrating. That said, 

administrators appreciated that the LABBN was consistently available to support the BBCs with 

DCAR when problems were encountered. Internal collaboration among the BBCs was not 

perceived as a significant strength or facilitating factor by the administrators that we 

interviewed, nor was the lack of internal collaboration considered an obstacle. 

Barriers to implementing the three parent strengthening strategies were also noted. In a 

majority of case manager focus groups, as well as two administrator interviews, a lack of 

community resources was identified as a considerable barrier to successful case management 

in terms of the ability to connect clients to the services they need (in particular, a lack of mental 

health services and transportation, though a recent trend toward a more general 

“disappearance of services” was noted). Language barriers and issues with legal status also 

were noted as hindering successful implementation. Lastly, both clients and case managers 

discussed in a number of their respective focus groups that inadequate program duration (i.e., 

up to the child’s second birthday) may hinder the realization of optimum client outcomes. 

Gaps in the Core Approaches 

 
The facilitating factors and barriers mentioned above are in reference to implementing the 

three direct service family strengthening strategies. Evaluation participants noted additional 

gaps and challenges when asked about implementation of HBI at large. It is important to keep 

in mind that because our sample of evaluation participants consisted mainly of BBC staff, 

administrators, and clients, the perspectives provided are limited to the BBCs. 

Policy/Advocacy  

A majority of BBC administrators reported that they generally do not focus on policy and 

advocacy (Core Approach #1). A common sentiment among the BBC administrators was that a 

lot of work remains to be done in that area and that policy and advocacy efforts are the 

purview of LABBN and First 5 LA. A couple of the administrators we spoke with mentioned 

working closely with their local County Supervisor to make her or him aware of the work being 

done through the BBCs and the impact it has on families. Three BBC administrators discussed 

efforts on the part of local hospitals to become “Baby Friendly,” which involves a process of 

changing hospital policies and procedures that meet a certain standard of care to promote 
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breastfeeding. However, they were not sure the extent to which this could be attributed 

directly to HBI. 

Assisting Providers to Implement Standard, Evidence-Based Practice 

During several of the administrator interviews and case manager focus groups, stakeholders 

discussed the continued challenge of working with providers who do not buy in to efforts to 

implement evidence-based and recommended practice guidelines in culturally competent ways 

(Core Approach #5). Apparently, these may or may not be providers who are technically 

partners in the BBC. Case managers provided many examples of how their successful efforts 

with clients – including helping them create detailed birth plans that specify wanting a natural 

birth and wanting to breastfeed – can easily be thwarted by physicians and other staff “who 

have their own mindset and their own schedules and so scheduling the C-section is much more 

convenient for them.” One case manager provided an example that many of her colleagues 

appeared to relate to:  

 

“We’re up against a hospital that doesn’t support breastfeeding. They give our clients’ 
babies bottles when we send clients in there with plans that say they want to exclusively 
breastfeed. They do this while the client is sleeping. … Nurses go off on the clients and undo 
what the BBC teaches, and clients get confused and conflicted. One of my clients was told by 
a nurse that she was starving her baby. It makes us look like we have a higher failure rate 
[with breastfeeding] than we actually do.” – Case manager 

Hence, it is important for HBI to address this gap so that lack of buy-in from providers at a 

systems level does not undermine the successful work done on an individual level with clients. 

Health Education and Messaging 

While case managers and administrators in our study uniformly agreed that providing health 

education directly to women and families has been a successful component of HBI through case 

management, home visiting, and parent education classes, gaps were noted with respect to 

messaging on a larger community level. Administrators and case managers noted that health 

education messaging about breastfeeding, for example, “needs to be more universally 

connected with the communities.” On a slightly different note, several respondents suggested 

that a better job could be done advertising the Healthy Births Initiative itself. One case manager 

put it this way:  

 

“We don’t have that big push of advertisement or promotion…letting people know what we 
are about or who we are.” – Case manager 
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A client commented:  

“I think the only problem that this program has is their lack of information about it – about 
getting it out there. Everybody knows about WIC or about welfare and food 
stamps…because there’s information about it. But who really knows about these little 
programs [like HBI] that can help somebody? I think they should really work on their 
advertising.”  – Client    

Participants in at least half of the client focus groups agreed that there needs to be more 
advertising of HBI to promote both the educational message and the availability of services. 

Measurement 

Another challenge identified by a number of participants in administrator interviews and case 

manager focus groups is the difficulty in measuring the success of this type of prevention 

program in general (especially in the short term), as well as difficulties with the Data Collection 

Analysis and Reporting (DCAR) system specifically.  

Case managers and administrators in the majority of interviews and focus groups expressed a 

general frustration with DCAR, which was described as “really fraught with issues” – in 

particular, the way that breastfeeding data are captured. The frustration is compounded by 

what is perceived as unwillingness on the part of LABBN/First 5 LA to make changes when 

problems are identified even though they “will agree there are issues” and will admit that DCAR 

is “not giving grantees what we want” and “doesn’t accurately capture what we’re doing.” 

Administrators and case managers say they routinely observe program successes that are not 

reflected in their DCAR data. One concrete example shared by case managers described how 

breastfeeding is measured in DCAR. If a woman supplements breastfeeding with some formula, 

there is a sentiment shared by case managers that they do not get credit for breastfeeding 

because the LABBN/First 5 LA’s benchmark for breastfeeding is focused largely on exclusive 

breastfeeding. Furthermore, although the system captures what is provided to clients in terms 

of some aspects of education, it entirely disregards other important tasks or services. In the 

words of one case manager: “It’s not just education that makes the program work.” Another 

added, “I don’t think that the DCAR gets to the real truth of our patients.” Overall, these 

stakeholders do not feel they yield a good return on their investment of staff resources spent 

entering and managing data.  
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Sustainability and Support from First 5 LA 

 

Sustainability 

 

Administrators across sites were optimistic about sustainability in two important areas of the 

Healthy Births Initiative. More than half of the administrators we spoke with were confident 

that improvements to the community infrastructure were sound and would be long lasting. 

First, despite the fact that a good proportion of the Healthy Births Learning Collaboratives 

(HBLCs) ceased to be viable when funding from First 5 LA ended, administrators noted the 

following: 

“[Community collaboration] is not going anywhere in terms of the relationships that 
have been built [and in terms of] understanding each other’s services and accessing each 
other’s services.” – Administrator   

Community partners, many of whom worked together previously, have “come together more 

strongly” as a result of their participation in HBI. Most of the administrators we spoke with 

seemed to share the opinion of an administrator who expressed: 

“Collaborative partners [have] recognized the benefits early on from having multiple 
voices at the table and leveraging their advocacy potential with local representatives for 
the resources they need. They understand it’s optimized by them coming together and 
working with one voice.” – Administrator  

Further, administrators predicted that the practice of making referrals between agencies “is 

just something that would continue” because “it doesn’t cost anything.”  

Second, a few administrators noted that the improvements to human capital in the healthy 

births arena through staff education and training would be sustained in the sense that, for 

example, case managers who have gained experience and expertise will continue to apply 

quality care and evidence-based practice in their work with clients. In the words of one 

administrator: 

“I think different portions of what we’re doing will be kept by each BBC. … I think 
whatever the case managers take on with them will continue to serve the community.” – 
Administrator   

A reliance on relationships and well trained staff to sustain the HBI model is of course 

vulnerable to the threat of turnover at both the staff and leadership levels. Ideally, individual 

agencies that participate in the BBC will have made internal procedural and policy changes that 

will be more stable and enduring; however, the BBC administrators we spoke with did not 

comment on this. Yet clinics that participated in the Healthy Births Care Quality Collaborative 
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(HBCQC) may be an example of how individual entities within HBI made internal procedural and 

policy changes. The two administrators in our sample who were knowledgeable about the 

HBCQC explained: 

“The premise [of the HBCQC] was to create change within the participating 
organizations in a way that was integrated into their policies and procedures. … The idea 
was that it was a systems change that would be sustained within the participating 
organizations.” – Administrator  

The HBCQC representative we spoke with confirmed that changes implemented in her clinic as 

a result of the HBCQC had been sustained to date. HBCQCs themselves, however, have not 

been sustained since First 5 LA ceased funding them more than two years ago. 

Despite what administrators perceive as a strong community infrastructure that will endure 

beyond the timeframe of the Healthy Births Initiative, they contend it will be difficult to sustain 

the intensive direct service components of the model without funding at the level that First 5 

LA has provided. Although most described having a sustainability plan in terms of looking for 

grant and other funding opportunities from foundations and government, many worried that 

the type and level of funding necessary was going to be difficult to come by. Part of the 

challenge, according to some administrators, is the model itself. As one administrator 

explained: 

“It’s a very expensive program. It’s salary driven, and on top of that we are unable to see 
a high number of clients. … I don’t know how many organizations can absorb those 
costs.” – Administrator  

Several administrators complained that the policy of serving high risk clients limits the reach of 

HBI and also, potentially, its impact. In their experience, it has been difficult advocating for 

sustained support for HBI, because policy makers and funders are “concerned that we’re not 

serving enough families.” A handful of others mentioned that challenges and gaps in the 

measurement approach and data of HBI are other barriers to sustainability, stating that they 

“do not capture the full program effects, making it difficult to advocate for the program.”  

Support from First 5 

 
A majority of the administrators we spoke with acknowledged and appreciated the funding and 

training support provided by First 5 LA. Several said they enjoyed being part of and supporting 

First 5 LA’s core mission and have experienced a cordial and collaborative relationship. Every 

administrator interviewed, however, mentioned the frustration of dealing with the frequent 

turnover of project officers at First 5 LA. Many experience the inconsistency as “detrimental” 

because “there’s not optimal communication in transition” and each project officer has “a 
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different emphasis or a different style of communicating.” Despite this, administrators 

recognized that each program officer has done their best to support HBI and had contributed 

interesting perspectives to the work. 

Though most of the BBC administrators we spoke with expressed an appreciation for the need 

for adequate sustainability planning, some complained that expectations on the part of First 5 

LA have been somewhat unclear for HBI on this matter. In addition, several perceived that First 

5 LA’s desire for sites to concentrate on sustainability has not been backed up with concrete 

help. According to one:  

“There’s been so much emphasis on sustainability without giving us the resources.” – 
Administrator  

For example, though First 5 LA contracted with an agency to support the BBCs in their 

sustainability efforts, some administrators were disappointed that the contractor had not been 

hired to provide what they needed, which was concrete help researching and writing grants. 

Rather, they reportedly talked about planning for sustainability. Another example comes from a 

small number of administrators who mentioned the social enterprise training provided by First 

5 LA; few reported having been able to do much with it to date.  

Furthermore, most of the administrators we spoke with said it had been challenging to deal 

with “such a long period of uncertainty” around when HBI would end and how or whether it 

can be integrated with First 5 LA’s place-based initiative, Best Start. They described a “roller 

coaster” situation of being told that HBI will shut down one minute and then finding out they 

will continue to receive funding but only temporarily and in six month increments. Some said 

this has been going on for two years. Administrators described the difficulty of trying to figure 

out whether and for how long they can enroll new clients and trying to message to their 

partners and clients what services will and will not be available. With respect to this, one 

administrator explained: 

“It’s been difficult understanding First 5’s priorities. We’re concerned about the lack of 
direction or leadership with First 5 LA. … We don’t understand how and why they’re 
making decisions.” – Administrator  

In the future, administrators generally agreed that First 5 LA could provide more support 

around sustainability, including doing a better job leveraging their existing projects and 

integrating existing initiatives (e.g., Healthy Births and Best Start). 
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Study Limitations 

 
In terms of the secondary data analysis, relying on existing data means we were limited to the 

data elements that were available in the data sources, and the reliability and validity of 

measures in the secondary data could not be determined as part of this evaluation. The 

outcome measures for HBI were not perfectly matched by the data sources for the comparative 

samples. At the same time, although information on client risk factors is collected through 

DCAR, such information was not provided for this evaluation. Because it was desirable to have 

the same data set that included the sample that the LABBN used for their internal evaluation of 

HBI, we had to rely on data that were provided to us. Some data elements included in the data 

set, such as the number of client visits by a BBC provider, could not be analyzed due to 

inconsistencies in the data. 

The comparative samples did not represent a matched “identical twin” sample for BBC clients. 

Based on eligibility criteria and sampling criteria for the comparative data sets, BBC clients were 

a higher risk population. The comparative samples provided a useful comparison when HBI 

outcomes were similar to the outcomes of comparative samples. However, when HBI outcomes 

deviated from those of the comparative samples – particularly in the direction of negative 

findings – the interpretation of the outcomes was less clear because the samples were 

dissimilar in risk-level characteristics that could have implications for outcomes. 

Limitations of the qualitative component of this evaluation should be noted. First, only six of 

the seven BBCs participated in data collection. Second, although this is referred to as an 

evaluation of HBI, its focus - at least in terms of the qualitative data – is primarily on 

implementation processes of the BBCs. Only one representative each from the LABBN, HBLC, 

and HBCQC were interviewed. Individuals left out of the sample may have provided different 

insights. Next, the timeline for recruitment of clients into focus groups was short. It is likely that 

BBC administrators and case managers were most easily able to recruit clients they are close to 

and/or those who would be most able and willing to attend the focus group. Such clients are 

likely to be those who have good feelings about and have had positive experiences with HBI. 

The sample of focus group and interview respondents did not include clients who “dropped 

out” of HBI – or even those who had a particularly negative experience. Consequently, an 

important perspective with respect to what works or does not work pertaining to HBI service 

delivery was potentially missed. Also, only Latina and African American clients participated in 

focus groups for this evaluation. Because the BBCs serve a relatively high proportion of Latinas 

(68%) and African Americans (22%), focus group participation was largely reflective of BBC 

clientele. Nonetheless, the qualitative data collected miss the perspectives of clients with 

different racial backgrounds. In addition, the study might have been strengthened had there 

been sufficient time to conduct formal member checks with stakeholder groups. Member 
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checking is the process by which researchers share their preliminary findings and 

interpretations of the data with stakeholders to ensure they are adequately representing the 

experiences of those stakeholders. The timeline for this evaluation did not accommodate this 

quality assurance process; however, select program stakeholders were given the opportunity, 

via a webinar, to review a selection of draft findings and to provide comments. On the whole, 

the multiple methods and data sources utilized in this evaluation of the Healthy Births Initiative 

help to address limitations such as those described here.  

Conclusions 

 

The quantitative findings addressed the main questions about HBI’s effects on pregnancy, birth, 

and breastfeeding outcomes. The qualitative findings identified intermediary outcomes and 

mechanisms of effective service delivery. By combining the quantitative and qualitative 

findings, we developed a model depicting the relationships that emerged between program 

mechanisms, strategies, and outcomes (see Figure 14).  

 

There were a number of limitations to the evaluation, but we addressed the data limitations to 

the extent possible through our study design using mixed methods and comparative data from 

multiple sources. Overall, the study findings suggest that HBI is demonstrating effective 

practices that lead to positive intermediary and ultimate outcomes. 

 

Throughout the remaining pages, we summarize and interpret the evaluation findings. We first 

present the primary effects of HBI on pregnancy, birth, and breastfeeding outcomes, followed 

by a summary of the intermediary outcomes achieved by the BBCs. A summary of the 

mechanisms at work within the strategies of case management, home visiting, and parent 

education concludes this report.  
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Figure 14: Evaluation-Generated Findings of Relationships between Program Mechanisms, Strategies, 
and Outcomes 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

Facilitators Factors: passionate and dedicated staff; well-trained case managers; case managers feel well 

supported by supervisors and colleagues; and good learning tools and resources for staff 

Barriers: challenges working with resistant health care providers and lack of resources (mental health services, 

transportation, language barriers, and legal status of client); and inadequate program duration 

 

 

 

 

Program Effects on Pregnancy, Birth, and Breastfeeding Outcomes 

 

The quantitative findings for pregnancy, birth, and breastfeeding outcomes – for which data 

were available for comparative analysis – are summarized in the context of the evidence we 

have on risk factors for BBC clients. We first present findings that suggest that HBI is making a 

positive impact on BBC clients.  
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Infant Mortality 

In comparison to the Vital Statistics sample, the HBI sample had more live births (94.7% versus 

92.3%) and fewer infant deaths (.3% versus .6%). Altogether, these proportions were not 

statistically significant. Therefore, the infant mortality rate for the HBI sample was comparable 

to that of Los Angeles County. This finding indicates that HBI is successfully helping its clients to 

maintain a level of health (whether through prenatal care or health support) for themselves 

and their infants to prevent infant deaths. 

Cesarean Births 

For the HBI sample, the proportion of Cesarean births at 32.6% was significantly lower than that 

of 36% for the Vital Statistics sample. The HBI rate was comparable to the national estimate of 

32% Cesarean births. Therefore, the HBI sample had significantly fewer Cesarean births than Los 

Angeles County. Furthermore, Hispanic (30.6%), African American (37.7%), and Asian (14.3%) 

women in the HBI sample all had significantly fewer Cesarean births than their counterparts in 

the Vital Statistics sample (34.7%, 40.3%, and 31.8%, respectively). Given the growing number 

of Cesarean births nationwide, HBI is effectively reducing Cesarean births through parent 

education and empowerment (e.g., instruction about necessary and unnecessary Cesareans), 

advocacy (e.g., communication with physicians and nurses about birth plans), training on best 

practices for clinicians, and promoting healthy client behaviors (e.g., nutrition and exercise). 

 

Birth Defects 

The proportion of BBC clients whose babies were born without birth defects (96.4%) was 

significantly higher than that of the Vital Statistics sample (93.4%). Therefore, the HBI sample 

had more babies born without birth defects than Los Angeles County. Furthermore, both 

teenage (98%) and adult (95.9%) mothers in the HBI sample had significantly more babies born 

without birth defects than their counterparts in the Vital Statistics sample (92.9% and 93.4%, 

respectively). This was also the case for Hispanic (97.2%) and African American (94.6%) mothers 

in the HBI sample, who had significantly more babies born without birth defects than their 

counterparts in the Vital Statistics sample (94.2% and 91.2%, respectively). These findings 

demonstrate that HBI is effectively helping their clients with healthy behaviors (e.g., good 

nutrition, prenatal vitamins, and discontinuing tobacco and substance use), as well as access to 

and consistent utilization of prenatal care. 

Breastfeeding 

A significantly higher proportion of the HBI sample (71.9%) reported initiating breastfeeding 

than the WIC Survey sample (40.2%). The HBI rate of 71.9% was slightly lower than the national 
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rate of 74.6% and statewide rate of 86.6%. Overall, the breastfeeding initiation rate for the HBI 

sample was positive, falling above the rate for the WIC sample, slightly below the national rate, 

and below the state rate (which is among the highest in the nation). Given that the HBI sample 

is higher risk, the breastfeeding initiation rate for BBC clients is positive. This finding suggests 

that HBI is effectively promoting and supporting clients to initiate breastfeeding. That said, the 

breastfeeding initiation rate of 59% for African American mothers in HBI is higher than 54.4% 

for African American mothers nationwide, but it is substantially lower than the rates of 76.6% 

for Caucasian mothers and 78.1% for Hispanic mothers in the HBI sample. Also, the rate of 

55.6% for Asian mothers in HBI is substantially lower than 80.9% for Asian mothers nationwide 

and is the lowest within the HBI sample. Therefore, more efforts to promote breastfeeding 

among African American and Asian mothers in the HBI sample could further increase the overall 

rate. 

Although the breastfeeding initiation rate was relatively high, breastfeeding continuation rates 

(up to six months) were low (30.1%) compared to national (44.3%) and State (59.1%) rates. 

However, the exclusive breastfeeding rate for up to 6 months for the HBI sample was 17.8%, 

which fell somewhere between the national rate of 14.8% and State rate of 25.7%. Altogether, 

the findings on breastfeeding suggest that HBI is effectively promoting breastfeeding initiation 

through parent education and social support, for example. The HBI is also positively affecting a 

sizable group of clients in adopting exclusive breastfeeding. But breastfeeding continuation, 

overall, could be improved. 

Gestational Age and Birthweight 

The rate of preterm births for the HBI sample (14.9%) was significantly higher than that of the 

WIC Survey sample (10.1%) but not the Vital Statistics sample (13.1%). Therefore, the HBI 

sample had comparable rates of preterm births to Los Angeles County but had significantly 

higher rates than the WIC Survey sample. Overall, this finding suggests that HBI is helping 

clients to carry their pregnancy to full term through promoting healthy behaviors, facilitating 

access and use of prenatal care, parent education, and advocacy. 

The higher rate of preterm births in the HBI sample was associated with maternal age. The HBI 

adult mothers (84.3%) had significantly fewer full term births compared to the WIC Survey 

sample (88.9%) and the Vital Statistics sample (87.1%) of adult mothers. Furthermore, the HBI 

sample (82%) was comparable to the WIC Survey sample (81.8%) in terms of normal 

birthweight but the HBI sample overall delivered significantly fewer normal birthweight babies 

than the Vital Statistics sample (85.3%). Older mothers (particularly those 41 years and older) 

who have had relatively more babies with low birthweight account for the smaller proportion 

of normal birthweight babies in the HBI sample. Overall, Hispanic mothers (82.1%) in the HBI 

sample had the largest disparity in newborns with normal birthweight compared to their 
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counterparts in Los Angeles County (86.4%). At the same time, there were no significant 

disparities in normal birthweight rates for African American (83.1%), Caucasian (81%), and 

Asian (80%) mothers between the HBI sample and mothers in Los Angeles County (82%, 84%, 

and 88.3%, respectively). 

Given the risk level of HBI clients, higher proportions of lower birthweight babies are not 

unexpected. The poorer outcomes in gestational age and birthweight for older clients, 

especially those 41 years or older, indicate that this subgroup served by HBI is at even greater 

risk. Therefore, more intensive support appears necessary for older clients who are very high 

risk for poor pregnancy and birth outcomes. 

Intermediary Outcomes 

 
Findings from the qualitative data suggest that HBI has provided several benefits for clients. We 

refer to these benefits as “intermediary outcomes”. Study participants across BBC sites and 

stakeholder groups reported increased social support and connection, increased  health 

promoting behaviors (e.g., accessing prenatal and postpartum care and breastfeeding), 

improved psychosocial functioning (e.g., reduced stress and depressive symptoms), and 

increased knowledge about pregnancy and parenting. These important benefits have been 

theoretically and empirically tied to positive maternal health and birth outcomes. Although the 

current evaluation study does not directly test the relationships between these intermediary 

outcomes and “ultimate” pregnancy and birth outcomes, our findings suggest that these 

linkages exist. 

Successful Strategies and Mechanisms of Effective Service Delivery 

 
According to the HBI stakeholders in our qualitative study, effective collaboration among 

community partners and a commitment to intensive staff education and training have 

strengthened the community infrastructure that supports healthy pregnancies and births for at-

risk women in Los Angeles County. Successful collaboration through the BBCs has meant 

greater awareness among providers and staff of resources available to clients in the 

community. This has reportedly translated into increased referrals and improved access to 

services for HBI clients. Likewise, education and training on best practices are believed to have 

improved the quality of care that pregnant and postpartum women receive. In this way, both 

the successful collaboration and training aspects of HBI have supported and reinforced more 

effective direct practice through case management, home visiting, and parent education. 

Insights into the specific mechanisms at work through these three family strengthening 

strategies were also identified through focus groups and interviews with HBI stakeholders. The 

act of building trusting relationships with case managers, the engagement of fathers and other 
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family members in services, and the opportunity to participate in support groups and classes 

were all seen as contributing to the decreased isolation and increased social support that 

stakeholders reported. The holistic curriculum and the targeted, individualized education 

opportunities resulting from observation of the home environment reportedly provided clients 

with a greater mastery of health-related knowledge and skills as well as the sense of well-being 

and empowerment that such mastery can afford. Other mechanisms, such as targeted referrals, 

advocacy, and consistent follow-up from case managers facilitated greater access to and 

utilization of care.  

Recommendations 

 
Based on these evaluation findings of the Healthy Births Initiative, practice and research 

recommendations are offered for consideration. 

Practice Recommendations 

 Continue breastfeeding education and support to BBC clients to maintain or increase 

rates for breastfeeding initiation and exclusive breastfeeding. Focus on finding and 

providing the supports needed to promote breastfeeding continuation for up to 12 

months. Intensify these efforts especially for African American and Asian clients.  

 Consider more intensive services for older clients who are particularly high risk for very 

low or low birthweight. 

 Intensify efforts to integrate physician and other hospital/clinic staff into HBI so that 

they support the Healthy Births objectives and implement best practices with clients. 

 Increase the type and amount of resources available to address clients’ mental health 

needs. As part of this effort, partner with agencies that provide mental health services 

and consider inviting them to be a part of the BBCs. 

 Continue to support case managers with the same intensive level of education, training, 

and organizational support in order to maintain high levels of job satisfaction and to 

maintain high quality service.  

 Educate the broader community about healthy pregnancy, births, and breastfeeding, 

including finding ways to promote HBI and its successes.  

 Include a greater role for the BBCs into policy and advocacy efforts of HBI. 

 Utilize the evaluation findings, which suggest overall effectiveness of HBI with a higher 

risk population, to argue for maintaining the focus of HBI on a higher risk target 

population.  
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Research/Evaluation Recommendations 

 Test the relationships among mechanisms, strategies, intermediary outcomes, and the 

ultimate outcomes of pregnancy, birth, and breastfeeding in evaluating HBI. Testing 

these relationships is an important next step in better understanding how various 

components of HBI interact and impact outcomes. Use mixed methods to capture the 

nuances of program process and outcomes, as well as the relationship between them.  

 Address the concerns that administrators and case managers have with the DCAR 

system. When changes are not possible, explain clearly to stakeholders why this is the 

case. Continue to carefully train HBI staff on data collection and entry so that the data 

captured are as complete and accurate as possible.  

 Find and support additional ways besides DCAR for BBCs to capture and share the 

successes of their work. For example, use surveys, digital stories, fact sheets, and 

systematic, written observations to capture successes and use peer-to-peer convening, 

professional conferences, and community forums to share this information. 

 Include in future evaluations of HBI more information about risk and protective factors 

of clients to more fully understand risk level and to further examine differential 

outcomes based on client and service characteristics. 

 Conduct a study of health care cost and savings associated with HBI outcomes of 

averting birth defects, preterm birth, and low birthweight. 
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End Notes 

                                                       
 

i Go to http://labestbabies.org for more information on each of the HBI entities.  
ii See First 5 LA’s FY2009-2015 Strategic Plan. 
iii The description “pregnancy/birth outcomes” is used to indicate that pregnancy and birth outcomes are not 
necessarily separate outcomes in the outcome evaluation. 
iv Throughout this report, we use the following descriptors for racial groups: African American, Asian, Caucasian, 
and Hispanic. These are technically racial groups versus ethnic groups (we do not have data broken down by 
ethnicity). We recognize that there is tremendous diversity within these racial groups. For example, within the 
Asian race are many ethnicities and languages that often are not differentiated in population-level statistics, for 
example. Therefore, benchmarks for racial groups should be viewed broadly 
v The South Los Angeles BBC did not participate in this evaluation due to local IRB restrictions. 
vi Because the number of infant deaths is so small for the HBI sample, further analysis was not conducted. 
vii Because the number of infant deaths is so small for the HBI sample, further analysis was not conducted. 
viii Some of the factors associated with overweight babies are maternal diabetes and parity (genetic susceptibility). 
We did not have data for the HBI sample on pregnancy problems such as gestational diabetes; therefore, analysis 
of correlates could not be conducted. 
ix The primary aim of the evaluation is to examine the HBI sample against its comparative samples (rather than to 
examine subgroup differences or similarities within the HBI sample). However, we did examine whether there 
were significant differences in birthweight between the BBC clients who entered the program during pregnancy or 
interconception care. We found no significant differences (Χ2 [3] = 6.25, p =.10), but the proportion of normal 
birthweight babies was slightly higher for those mothers who entered the program during pregnancy (85.4 versus 
79.5 percent) and received services prior to delivering their baby. 
x The different types of birth defects were not reported because of discrepancies in the data. Also, too many 

counts of birth defects under the “other” category made it difficult to interpret the findings. 
xi Analysis of breastfeeding continuation rates (beyond six months) was limited due to discrepancies in the data 
and the high sample size attrition past six months. 
xii The work of HBI is guided by eight promising or proven approaches that have been identified through 
community assessment and input, as well as a review of the literature, as improving pregnancy and birth 
outcomes. These are core approaches recommended by the LABBN and referred to throughout our report as the 
“Eight Core Approaches”. Go to http://labestbabies.org/health-births-collaboratives/core-approaches-0 for more 
information. 

http://labestbabies.org/
http://labestbabies.org/health-births-collaboratives/core-approaches-0
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Appendix A 

Study Methods 

Quantitative Methods 

 
Design 

The outcome evaluation employed a retrospective quasi-experimental design that compared 

Best Babies Collaborative (BBC) clients to comparative samples of mothers and infants in Los 

Angeles County. The overall quasi-experimental design was a post-test design with non-

equivalent groups; however, depending on the data and measures, there also was longitudinal 

measurement. We improved upon this basic design by using multiple controls such as location 

of service/residence (zip code), mother’s education level, age, and race to match the samples 

(Shadish, Cook & Campbell, 2002).1 The data for the quantitative portion of the evaluation were 

all secondary. 

Data Sources and Sampling 

The primary data source for analyses on BBC clients was the Data Collection Analysis and 

Reporting (DCAR) system. Two sets of population-level data were also analyzed as comparative 

samples to compare and contrast findings for the Healthy Births Initiative (HBI). Each of these 

data sources is described below.  

The outcome data from all of the BBCs were combined into one sample representing HBI. 

Because program fidelity across the BBCs was not examined in this evaluation, an assumption 

was made in combining all data. The assumption was that the BBCs equally adhered to HBI 

principles and that any deviations from the model were insubstantial when it came to the 

intended effects. 

Data Collection Analysis and Reporting System (DCAR) 

                                                       
1 Shadish, W. R., Cook, T. D., & Campbell, D. T. (2002). Experimental and quasi-experimental designs for generalized 
causal inference. Boston: Houghton-Mifflin. (See pages 116 and 123 for similar examples of quasi-experimental 
designs.) 
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The DCAR database contains information for clients enrolled in HBI from 2005 until the 

end of 2010 across seven BBC providers throughout Los Angeles County. There were a 

total of 2,601 clients that participated in HBI across these seven providers.2 

 

Women, Infants and Children (WIC) Survey  

The Women, Infants and Children (WIC) survey (2008) contains data on a sample of WIC 

participants in Los Angeles County. These WIC recipients were surveyed in 2008, which 

corresponds to the second implementation cycle of HBI under First 5 LA funding. 

However, according to survey data on demographics, they responded to the survey 

about births as far back as 2003. One of the sampling criteria for the comparative data 

sets was that children in the sample had to be younger than a year old (to match the HBI 

sample). But we did not apply this sampling criterion to the WIC Survey sample because 

survey respondents provided a retrospective reporting of their children when they were 

infants during WIC program participation. The WIC Survey data set contained 4,998 

individual records of WIC clients. 

In order to draw a comparable sample from the WIC Survey, the WIC sample was first 

selected using two criteria: zip code and mother’s age.3 Therefore, the first layer of 

sampling included WIC recipients who resided in the same zip codes as those of BBC 

clients across all seven BBC providers. It also included WIC recipients whose age ranged 

from 12 to 50 years. Mother’s age was chosen as a sampling criterion to match the age 

range of mothers that reflects most HBI clients. This maximum age was 34 years. Using 

the selection criteria of zip code and mother’s age, the remaining sample of WIC clients 

totaled 3,535. 

 

To further refine the sample to reflect BBC clients, we stratified the WIC sample by 

education level and race to reflect the demographic makeup of BBC clients. The DCAR 

reports from all seven BBC providers indicate that the majority of BBC clients (86%) have 

a high school education or less.4 In the sample of 3,535 WIC recipients, 79.9% (2,769) 

had a high school degree or less, 19.1% (704) had a college degree or higher and 1% (35) 

was missing education data. Furthermore, while the majority of BBC clients were 

                                                       
2 There are two cycles of implementation of HBI. Cycle one began in 2006 and cycle two began in 2008. Clients 
served in both cycles were included in the HBI sample. The intended program outcomes for the Healthy Births 
Initiative are not different for cycle one and cycle two. 
3 Demographic variables are typically used to match samples. We used the same demographic variables available 
in all three data sets as “controls”. Note that income (or proxy measures of income such as Medi-Cal) was not used 
as a control because it was not available in all three data sets in a way that could be commonly measured. 
4 Education level was collapsed into two categories for the purpose of sampling. 
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Hispanic (67%), WIC recipients had yet a greater proportion of Hispanics (90%). To 

retrieve a sample that more closely resembled BBC clients in terms of education level 

and race, we randomly selected 28% from the sample of 3,535 WIC recipients that were 

Hispanic and had a high school degree or less and randomly selected 12% of WIC 

recipients that were Hispanic and had some college or greater. The percentage of clients 

randomly selected (in this case 28% and 12%) was based on the goal of having a final 

WIC sample that approximated 62% of clients with a high school degree or less (to 

match the HBI sample). 

 

Other races were not sampled during this process to preserve representation of other 

racial groups (i.e., to keep the sample size per racial group in tact). The total WIC sample 

for our analysis included 1,150 clients of whom 79.1% (910) had a high school education 

or less. Data on race were available for only 1,107 clients of whom 73% (808) were 

Hispanic. Further sampling to match the HBI and WIC samples by education and race 

was not conducted in order to maintain the sample size. In other words, we kept a 

slightly greater representation of Hispanic mothers who were more educated in order to 

avoid a sample size decrease in the hundreds. Overall, the sample distribution 

differences were minor.  

 

Birth Statistical Master File from Vital Statistics 
 

The Birth Statistical Master File from the State of California Vital Statistics compiles a 

census of birth records throughout the state. The Los Angeles Department of Public 

Health downloaded these birth records from 2008 through 2009, including fetal death 

data, for our evaluation purposes. A total of 308,789 records were included in this data 

file.  

 

In order to select our sample for comparison to BBC clients, we used the same criteria of 

zip code and mother’s age (12 to 50 years) used for sampling WIC recipients. This 

yielded 166,868 birth records.  

 

The sample of 166,868 births recorded included 18,556 (11.2%) African American 

mothers, 13,522 (8.1%) Caucasian mothers, 122,366 (73.6%) Hispanic mothers, and 

11,741 (7.1%) mothers of “other races”. The remaining 683 birth records were missing 

data on race. The majority of mothers had earned a high school degree or less (68.5%). 

In order to achieve a sample that is similar to BBC clients, mothers were stratified by 

race and education level by randomly selecting clients based on the following 

percentages in the matrix below. For example, 40% of Hispanic mothers with a high 
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school education or less were randomly selected to be a part of the comparative 

sample. (Note that the “other” category included Asian mothers.) 

 

Education Level Hispanic African American Caucasian Other 

High school or less 40% 100% 43% 87% 

Some college or greater 12% 43% 7% 10% 

 

This stratification produced a final sample from Vital Statistics of 61,890 mothers. It is 

important to keep in mind that this data set represents the general population of births 

in Los Angeles County; therefore, the sample size is very large. The difference in sample 

sizes across the data sets is expected because each data set is unique to the population 

it represents. Because the data are based on a population, it is not “sampled” to make 

the sample size smaller. Variations in sample sizes do not affect the comparative 

analyses because we compared proportional rates and not actual counts.  

  

Data Collection Procedures 

The DCAR data set for the HBI outcome evaluation was obtained by the Los Angeles Best Babies 

Network (LABBN). We received demographic, pregnancy/birth outcomes, and breastfeeding 

data as an SPSS (Statistical Package for the Social Sciences) file.5 

Access to the data sources for the comparative samples required separate procedures for each 

data source. We completed data request forms and made data sharing agreements (through 

Institutional Review Boards or otherwise) to obtain the comparative data sets. Specifically, the 

WIC Survey data were provided by Public Health Foundation Enterprises, Inc. The Vital Statistics 

data were provided by the Los Angeles County Department of Public Health.  

Data Analysis 

Descriptive, bivariate, and multivariate statistical methods were used to analyze the 

quantitative data for the outcome evaluation. For example, descriptive statistics (e.g., 

frequencies, percentages, and means) were used to describe each of the samples with respect 

to client demographics. As noted earlier, variations in sample sizes do not affect the 

comparative analyses because examining proportions for instance (regardless of sample sizes 

across the comparative samples) gives us a relative comparison. Bivariate statistics (e.g., t-tests, 

one-way ANOVAs, and chi-squares) were used to examine outcomes between comparative 

samples as well as sub-groups of the HBI sample by maternal age (i.e., teenage mothers and 

adult mothers) and race (i.e., African American, Asian, Caucasian, and Hispanic). Moreover, 

                                                       
5 It should be noted that some pertinent data for the evaluation were not received because of discrepancies in 
data collection. For example, we did not receive data on prenatal care initiation. 
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multivariate statistics (e.g., multinomial regression) were used to examine multiple variables 

that could potentially explain pregnancy/birth outcomes. All statistical analyses were 

conducted with SPSS (version 19). The probability level or p-value (noted as “p” throughout the 

report) was set at .05, which indicates that the probability of detecting significant differences 

due to random chance or error (rather than a valid set of relationships) is five percent.  

While a large sample size is desirable to detect statistically significant differences, a very large 

sample size detects significance for differences that appear relatively small. Our evaluation 

contained large sample sizes (with the exception of subgroups for certain variables); therefore, 

even apparently small differences were statistically significant. In fact, a difference of 2.5% 

between the comparative samples was likely to produce significant findings at the probability 

level of .05. Therefore, it was important to consider the “practical significance” of the statistical 

results and to consider the context of the findings when interpreting them as positive, negative, 

or neutral. 

Qualitative Methods 

Design 

The collection and analysis of qualitative data facilitate a more complete and rich 

understanding of how the Healthy Births Initiative (in particular, the BBCs) operates and how it 

affects the clients it serves. Focus groups and in-depth interviews were conducted to provide a 

cross-sectional look at HBI from multiple stakeholder perspectives. These data capture 

stakeholder perceptions of program effects, insights into the mechanisms of change that 

influence client outcomes, and experiences with how HBI was implemented, including 

successes and challenges. 

Data Collection Sample and Response 

Six of the seven BBCs agreed to participate in the evaluation of HBI.6 Qualitative data collection 

activities for the HBI evaluation consisted of focus groups and key informant phone interviews 

with three stakeholder groups including clients, case managers7, and administrators. 

Altogether, 57 clients, case managers, and administrators participated in 17 focus groups and 

interviews across six of the BBC sites. The recruiting procedures and samples of participants are 

described below. Details concerning individual site participation are summarized in Table A-1 

below. 

Clients 

                                                       
6 The South Los Angeles BBC did not participate due to local IRB restrictions. 
7 For the purpose of this report, the label “case manager” is used to describe staff members that provide direct 
services to clients through the BBC. 
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A purposeful sampling strategy was used to identify and recruit a mix of clients from 

each BBC who had a range of time and experience receiving services. The recruitment 

guidelines included clients who had completed the program, were current prenatal 

enrollees, or were current postpartum enrollees. The director of each BBC was 

contacted and typically served as the liaison to the evaluation team. Using the recruiting 

criteria above, each director engaged case managers to help recruit focus group 

participants for their respective BBC. (See Appendix D for recruitment procedures.) 

Five client focus groups were scheduled (three for English speaking clients and two for 

monolingual Spanish speaking clients), representing five of the seven BBCs.8 On the day 

it was scheduled, no clients showed up to the second focus group that was scheduled 

for Spanish speaking clients; therefore, data from clients were collected from a total of 

four focus groups (three in English and one in Spanish). Client focus groups were 

convened at a BBC provider or partner agency in each community. (Client focus groups 

were intended for clients only; therefore, no staff members were present.) A total of 22 

BBC clients participated, including a mix of those who had completed services as well as 

current prenatal and postpartum enrollees. A majority of clients who participated in the 

focus groups were Latina (18 or 82%) and the remainder (four or 18%) was African 

American. The ages of client focus group participants ranged from 18 to 41. 

Case Managers 

The director of each BBC was asked to help recruit a purposeful sample of case 

managers that combined veteran staff and new hires. Five focus groups with case 

managers were conducted, representing all six of the BBCs that participated in the 

evaluation (Heart of the City and Harbor Corridor BBCs were combined into one focus 

group). A total of 25 case managers participated in focus groups across the sites. The 

amount of time that case managers reported having worked for HBI ranged from nine 

months to seven years, and the average number of years was 3.2. 

Administrators  

Individual and group phone interviews were conducted with 10 HBI key informants, 

including seven BBC administrators and one representative each from the LABBN, the 

Healthy Births Learning Collaborative (HBLC), and the Healthy Births Care Quality 

Collaborative (HBCQC).9  

                                                       
8 Due to staff turnover during the onset of this evaluation, the Long Beach/Wilmington BBC was unable to 
accommodate a client focus group within the timeframe for data collection. 
9 Because the HBCQC and HBLC were no longer funded by First 5 LA during the period of this investigation, it was 
difficult to identify and recruit interview participants to represent the experiences of these particular HBI entities 
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Table A-1. Sample Sizes for Focus Groups and Interviews 

 Client Focus Group Case Manager     
Focus Group 

Administrator 
Interview 

Antelope Valley BBC 1 English FG (n=5) n=6 n=1 

Heart of the City & Harbor 
Corridor BBCs 

1 English FG (n=3)1 Spanish 
FG (n=0) 

n=6 n=1 

Long Beach / Wilmington 
BBC 

BBC was unable to convene 
client focus group 

n=6 n=2 

San Fernando Valley BBC 1 English FG (n=1) n=2 n=1 

San Gabriel Valley BBC 1 Spanish FG (n=13) n=5 n=2 

LABBN N/A N/A n=1 

HBLC N/A N/A n=1 

HBCQC N/A N/A n=1* 

TOTAL 5 scheduled / 4 conducted 5 conducted 8 conducted 

South Los Angeles BBC Did not participate 
*
The HBCQC interview respondent was not an HBCQC administrator. 

 

 

 

                                                                                                                                                                               
(note: the HBCQC interview respondent was not an HBCQC administrator). It should again be emphasized that the 
qualitative component of this evaluation was focused most heavily on the experiences and perspectives of case 
managers and administrators from the BBCs. 
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Data Collection Procedures 

Separate semi-structured focus group and interview protocols were developed for all 

stakeholder groups, each with approximately 10 items organized around the process and 

outcome questions of interest. Focus group and interview protocols were designed to achieve 

consistent information within and across groups. At the same time, the semi-structured guides 

offered flexibility to explore in greater or lesser depth individual questions or topics according 

to the experiences and perspectives of each particular group of participants. (See Appendix B 

for the focus group and interview protocols.) 

The client focus group protocol explored client perceptions of whether and how services 

received through the BBCs contributed to changes in knowledge, attitude, behavior, and 

pregnancy/birth outcomes; client experiences and overall satisfaction with program services; 

and client suggestions for improvement.   

The case manager focus group protocol consisted of a series of question about the extent to 

which staff believes HBI has achieved its objectives at the practice level, including whether and 

how services influence client outcomes. Additional questions explored staff opinions about the 

factors that facilitate and hinder the work. 

The protocol for phone interviews with administrators included questions that addressed 

perceptions of the extent to which HBI has achieved its objectives, factors that facilitate and 

hinder achievement of those objectives, the strengths and challenges of collaboration among 

the HBI entities and between HBI and First 5 LA, as well as sustainability of HBI. 

All focus groups and interviews were conducted by a senior member of the research team and 

one research assistant to lend support and take notes. At the beginning of each focus group 

and interview, the researcher reiterated the voluntary nature of the data collection activity, 

described confidentiality, and answered questions from participants. Focus groups lasted 

approximately two hours; phone interviews lasted between 30 minutes and 90 minutes. All 

focus groups and interviews were audio recorded with the permission of participants. 

Supplemental notes were typed during the focus groups and during most phone interviews by a 

research assistant. 

Clients who completed a focus group were given a $25 gift card to Target in appreciation for 

their time and to offset travel expenses. Case managers and administrators were not 

compensated for their participation. Light refreshments were provided at each focus group, 

and child care was provided during client focus groups as needed.  
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Data Analysis 

Interview and focus group recordings were transcribed. The nine focus groups and eight phone 

interviews yielded 196 pages of transcript used as the basis for analysis. The foundation of the 

qualitative analysis is built on thematic content analysis (Boyatzis, 1998) to identify and 

categorize patterns and themes in the data. The evaluators also borrowed from grounded 

theory methods developed by Strauss and Corbin (1998) in order to help establish connections 

and draw linkages among themes in the data. The first step in analysis was to utilize open 

coding procedures which “fracture” or “segment” the data into concepts and then categories. 

We used both a priori codes based on the evaluation questions of interest, as well as grounded 

codes that emerged from the data. To increase the reliability of the analysis, two members of 

the evaluation team independently performed open coding on a subset of transcripts (i.e., one 

transcript from each stakeholder group). The evaluators compared and discussed their coding 

schemes and determined a mutual definition of codes. The remainder of transcripts was 

analyzed by the first evaluator using the agreed upon coding scheme. The second evaluator 

reviewed all coded transcripts and noted areas of agreement and disagreement. The two 

evaluators then discussed areas of disagreement and came to consensus. Next, axial coding 

(Strauss and Corbin, 1998) was performed by the first evaluator to develop main categories and 

their connection to subcategories. The two evaluators then engaged in a similar process of 

review and consensus that was implemented during the open coding phase.  

Institutional Review Board (IRB) 

 

Human Subjects Protection 

An exemption determination letter for the evaluation was received from the Western 

Institutional Review Board (WIRB), which is a commercial Institutional Review Board for medical 

and social science research. The WIRB is a national, commercial IRB based in Olympia, 

Washington. Although the evaluation was exempted from a full IRB review, we had to obtain 

IRB approvals to access the Vital Statistics data. For the Vital Statistics data, which comes from 

the State, we obtained IRB approval from the California Health and Human Services Agency 

Committee for the Protection of Human Subjects (CPHS) prior to requesting the data from the 

Los Angeles County Department of Public Health. 

Data Storage, Data Security Measures, and Confidentiality 

As part of obtaining IRB approvals from CPHS, we had to ensure that data security measures 

were in place for the evaluation. All our data are stored in two computers and back-up drives 

that are located in two separate physically secured offices. In order to access the offices, two 

sets of locked doors have to be entered with a key that is not available to anyone but the data 



Healthy Births Initiative Evaluation  Final Report 

A-10 

 

persons whose computers store the data.  The data are password protected on two computers 

that are not connected to any network. There are only two authorized researchers with the 

ability to access the computers. Data contained on secure servers do not have personal 

identifiers. Users of the public internet have no access to resources in the server. 

Qualitative data (digital and/or tape recordings and transcriptions of focus groups) are stored in 

the same fashion. There is no identifying information in the transcriptions. 

All focus group and interview participants were informed of the voluntary nature of data 

collection, as well as confidentiality procedures, in the qualitative study. Information about 

human subjects protection was discussed and verbal consent was obtained by participants at 

the beginning of the focus groups and interviews (see Appendix B). 

Sample Characteristics 

Demographics 

 

The HBI sample in the DCAR data set included 2,601 clients enrolled in HBI from 2005 until the 

end of 2010 across seven BBC providers. Although some mothers had multiple children 

participate in HBI, the count of 2,601 represents unique mothers in the program and their first 

child born within the evaluation timeframe if they had multiple births within the evaluation 

timeframe. A total of 717 BBC clients (27.7%) enrolled in HBI during interconception care (see 

Table A-2). Of these 717 clients, 519 (72.4%) had a subsequent pregnancy within the evaluation 

timeframe, whereas 198 (27.6%) did not.10 There were a total of 71 mothers with repeat 

pregnancies during the evaluation timeframe. This sub-group of repeat pregnancies represents 

less than 3%. The sample size is small to conduct meaningful statistically analyses. It is 

important to note that the evaluation was not intended to examine repeat pregnancies, as 

there were no comparative data on repeat pregnancies. 

 

 

 

 

 

                                                       
10 Outcome data (e.g., birthweight) were not available for the remaining 519 clients who entered during 
interconception care and did not get pregnant during the evaluation timeframe. 
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Table A-2. HBI Enrollment and Repeat Pregnancies 

 HBI – DCAR  
Enrolled During Pregnancy 

 
Total  2,601 

Enrolled During Interconception Care  
 

Total 717 (27.7%) 
Subsequent pregnancy 519 (72.4%) 
No subsequent pregnancy 198 (27.6%) 
Repeat Pregnancies 

 
2nd pregnancy 65 (2.5%) 
3rd pregnancy 6 (.2%) 
Total 71 

 

As presented in Table A-3, the client age range for HBI was 12-49 years, with an average of 25 

years. Our sampling procedures yielded an age range of 15-50 years for the WIC Survey sample 

(with an average age of 29.6 years) and 12-50 years for the Vital Statistics sample (with an 

average age of 26.5 years). The difference in average ages across the samples were statistically 

significant (p<.001), although the difference in average age between the HBI and Vital Statistics 

samples was only one and one-half years. The WIC Survey sample was, on average, older than 

the HBI sample by about three years.11 

A large proportion of the HBI sample was Hispanic women (67.8%). The second largest 

proportion was African American women (22%). Caucasian women made up 4.3% and Asian 

women made up 2.5% of the sample. Women of “other” races represented the remaining 

3.2%.12 A small number of women in this category were Pacific Islander, American Indian, or 

Alaskan Native; however, the majority in this category was “other” or multiracial.13 The Vital 

Statistics sample closely resembled the HBI sample with respect to racial distribution. Their 

proportional differences were not statistically significant (p>.05). The WIC Survey sample had a 

larger percentage age of Hispanic women because they were over-represented in the original 

sampling pool. Therefore, proportional differences in race across all three samples were 

statistically significant (p<.001). 

                                                       
11 The sampling procedure to balance race and education for the WIC Survey sample resulted in a sample that was 
older, on average. 
12 Most of the 516 teenage mothers in the HBI sample were Hispanic (78.1%), followed by African Americans 
(15.8%), Asians (2.5%), and Caucasians (1.1%). Approximately 42.2% were foreign born (compared to 61.7% for the 
WIC Survey sample). 
13 Although the category of “other” races was used for sampling to reflect the DCAR data set, analyses for “other” 
races were decidedly eliminated in the evaluation because the inherent diversity within this category limits 
meaningful interpretation of findings. 
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The education level of BBC clients and the Vital Statistics sample was very similar (the 

differences between these two samples were not statistically significant [p>.05]). For these 

samples, approximately 86% had a high school education or less and the remaining 14% had 

some college or above. A higher proportion of the WIC Survey sample was more educated than 

the HBI and Vital Statistics samples (p<.001) wherein about 79% had a high school education or 

less and 21% had some college or above. 

 

Table A-3. Age, Race, Country of Origin, and Education Level 

 HBI – DCAR  WIC Survey Vital Statistics 
Age* 

   
Mean (SD) 25.0 (7.5) 29.6 (7.0) 26.5 (6.4) 
Range in years 12-49 15-50 12-50 
Teenage mothers 516 (19.9%) 26 (2.3%) 3,292 (5.3%) 

Total 2,598 1,150 61,890 

Race** 
   

Hispanic 1,665 (67.8%) 808 (73.0%) 42,157 (68.1%) 
African American 545 (22.2%) 202 (18.2%) 13,616 (22.0%) 
Caucasian 105 (4.3%) 55 (5.0%) 2,473 (4.0%) 
Asian 62 (2.5%) 31 (2.7%) 1,980 (3.3%) 
Other 79 (3.2%) 42 (3.8%) 3,644 (5.9%) 
Total 2,456 1,107 61,890 
Education Level*** 

   
High School or less 1,962 (86.4%) 910 (79.1%) 53,413 (86.3%) 
Some College or 
above 

310 (13.6%) 240 (20.9%) 8,477 (13.7%) 

Total 2,272 1,150 61,890 
*F(2,65635) = 203.8, p < .001 

**Χ2 (6) = 22.1, p = .001 
***Χ2 (2) = 48.8, p < .001 

 

Information on marital status and the number of adults and children in the household was 

available only for the HBI sample. As shown in Table A-4, most of the BBC clients were single 

(60.5%). Another 20.8% of clients were married, and 15.9% were living together with a partner. 

Based on national estimates, there is a 50% probability that women will have married for the 

first time by the age of 25 years (National Center for Health Statistics, 2009). Given the average 

age of 25 years for the HBI sample, the proportion of married women is comparatively small 

whereas the proportion of single women is comparatively large for the sample. 
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Also shown in Table A-4 is the average number of adults and children in the household. The HBI 

sample’s average was 4.3, which is larger than the average household size of 2.98 for Los 

Angeles County.14 

 

Table A-4. Marital Status and Household 
Information 

 HBI – DCAR  
Marital Status  

Divorced 21 (0.9%) 
Living together/common law 372 (15.9%) 
Married 486 (20.8%) 

Separated 39 (1.7%) 
Single 1,414 (60.5%) 
Widowed 6 (0.3%) 

Total 2,338 

Number of adults and children 
in household  

Mean (SD) 4.3 (2.1) 
Range 0-18 
Total 2,069 

 

Overall, a vast majority of BBC clients (80.8%) were not employed (see Table A-5). Accordingly, 

employment was not an income source for most clients. Of all the income sources, the most 

common for BBC clients were their partners (29.7% of all sources) and parents (18.9% of all 

sources). Government assistance programs (e.g., California Work Opportunity and 

Responsibility to Kids or CalWORKs program, WIC food vouchers, and food stamps) also were 

common sources of income and, especially, food support. No comparative data were available 

for employment status and income source. 

 

 

 

 

                                                       
14 Census Bureau Full 2010 Demographic Profile for California and counties is available in the California 

Department of Finance website: 

http://www.dof.ca.gov/research/demographic/state_census_data_center/census_2010/view.php#DP 

http://www.dof.ca.gov/research/demographic/state_census_data_center/census_2010/view.php#DP
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Table A-5. Employment Status and 
Income Source 

 HBI – DCAR 
Employment Status 

 
Employed Full Time 191 (8.3%) 
Employed Part Time 170 (7.4%) 
Not Employed 1,863 (80.8%) 
Seasonal 9 (0.4%) 
Self-Employed 16 (0.7%) 
Unknown 54 (2.3%) 
Volunteer 2 (0.1%) 
Total 2,305 
Income Source*  

WIC Food Vouchers 1,347 (51.8%) 
Self-employment 27 (1.0%) 
Partner 772 (29.7%) 
Parents 491 (18.9%) 
CalWORKs/AFDC/TANF 352 (13.5%) 
SSI/Disability 91 (3.5%) 
County/Court Support 14 (0.5%) 
Disability Insurance 28 (1.1%) 
General Relief 70 (2.7%) 
Unknown 59 (2.3%) 
None 50 (1.9%) 
Declined to Respond 6 (0.2%) 
Unemployment Insurance 34 (1.3%) 
Food Stamps 494 (19.0%) 
Employment 396 (15.2%) 
Other 134 (5.2%) 
Total 2,601 

* Because HBI clients could have one or more income sources, the answer options are not mutually exclusive. 

 

 

The DCAR system contained information on BBC clients’ health insurance. Comparative data 

that matched this information were not available, but related data were available for the Vital 

Statistics sample (see Table A-6). A sizeable proportion (36.6%) of BBC clients reported that 

they did not have a usual source of health care. Most of the insurance carriers reported for BBC 

clients were government insurance programs based on income eligibility (e.g., Medi-Cal and 

Healthy Kids). Three quarters of the Vital Statistics sample expected to pay for the delivery of 

their baby through Medi-Cal or another government insurance program. This high proportion is 

comparable to the HBI sample; however, a larger proportion of the Vital Statistics sample had 

private insurance to pay for the delivery (20.7%). In contrast, only 6.1% of all the insurance 
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carriers were private insurance for the HBI sample, suggesting that BBC clients generally rely 

more heavily on government insurance programs serving low income households than does the 

Vital Statistics sample as a whole. 

 
 

Table A-6. Health Insurance 

Do you have a usual source of health 
care? 

HBI – DCAR Vital Statistics 

Yes 1,194 (54.2%) N/A 
No 805 (36.6%) N/A 
Don’t Know 201 (9.1%) N/A 
Total 2,200 N/A 
Insurance Carrier   

Medi-Cal Presumptive Eligibility 599 (27.2%) N/A 
Restricted Medi-Cal 514 (23.4%) N/A 
Full-Scope Medi-Cal 750 (34.1%) N/A 
AIM (Access for Infants and Mothers 
Program) 80 (3.6%) 

N/A 

Private Health Insurance 134 (6.1%) N/A 
Healthy Families 1 (0.1%) N/A 
Healthy Kids 599 (27.2%) N/A 
No Health Insurance 91 (4.1%) N/A 
Other 26 (1.2%) N/A 
Total 2,601 N/A 

Expected Principal Source of Payment 
for Delivery   

Medi-Cal or Other Government 
Programs 

N/A 
46,457 (75.0%) 

Private Insurance N/A 12,828 (20.7%) 

Other  N/A 2,457 (4.1%) 
Unknown N/A 148 (0.2%) 
Total N/A 61,890 

 

Additional Tables 

Infant Mortality 

 

For both samples, 1.1% of mothers experienced the death of a fetus (i.e., at 20 weeks or later). 

In the HBI sample, 3.6% of pregnancies ended with spontaneous abortion (i.e., death of a fetus 

prior to 20 weeks) compared to 7.1% for the Vital Statistics sample. For the HBI sample only, 
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.4% reported having a therapeutic abortion (i.e., an intentional abortion typically for medical 

reasons). Comparative data for therapeutic abortions were not available. 

 

Table A-7: Other Pregnancy Outcomes 

 HBI – DCAR Vital Statistics 
Other Pregnancy Outcome   

Live Birth 1,438 (94.7%) 143,007 (92.3%) 

Fetal Death (at 20+ weeks) + 16 (1.1%) 698 (1.1%) 

Spontaneous Abortion (prior to 20 weeks) 55 (3.6%) 11,086 (7.1%)  

Therapeutic Abortion 6 (0.4%) N/A 
Total++ 1,519 154,980 

+Data on fetal death for the Vital Statistics sample included at least one fetal death/termination (post 20 weeks) 
prior to the current birth recorded. Because this analysis includes a historical count of fetal death, this indicator 

was not included in the statistical analysis comparing HBI and Vital Statistics on pregnancy outcomes. The 
percentage is based on the total number of mothers in the Vital Statistics sample. 

++ This is the total number of pregnancies in each sample. 

 

There were no significant differences in birth and death rates by maternal age (i.e., teenage 

mothers versus adult mothers) in the HBI sample (p>.05) (see Table A-8). In contrast, there 

were significant differences in these rates by maternal age in the Vital Statistics sample (p<.01). 

However, there were no significant differences in these rates for teenage mothers and adults 

mothers between the two samples (p>.05). 

 

Table A-8. Pregnancy Outcomes by Maternal Age 

 HBI – DCAR* Vital Statistics** 

Pregnancy Outcome <18 Years*** >18 Years**** <18 Years*** >18 Years**** 

Live Birth 298 (94.9%) 1,139 (94.9%) 3,610 (97.4%) 139,397 (92.2%) 
Neonatal Death and 
Post-neonatal Death+ 2 (0.6%) 2 (0.2%) 8 (0.2%) 851 (0.6%) 
Total++ 314 1,200 3,707 151,245 

+ Infant death data for Vital Statistics are not categorized as neonatal or post-neonatal (i.e., as death prior to 28 
days of life or after). Both categories are combined for our analysis to estimate infant death. 

++ This is the total number of pregnancies in each sample. 
*Χ2 (1) = 2.07, p = .150 within HBI 

**Χ2 (1) = 8.83, p < .01 within Vital Statistics 
*** Χ2 (1) = 2.16, p = .141 teenage mothers between samples 
**** Χ2 (1) = 3.51, p = .061 adults mothers between samples 

 

 

There were significant differences in birth and death rates by race in the HBI sample (p<.001) 

and the Vital Statistics sample (p<.001) (see Table A-9 and Table A-10). The proportion of 

neonatal deaths was 2% for Caucasian women, .6% for African American women, and .1% for 
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Hispanic women in the HBI sample. The proportion of neonatal deaths was .5% for Caucasian 

women, .9% for African American women, .5% for Hispanic women, and .4% for Asian women 

in the Vital Statistics sample. 

 

Table A-9. Pregnancy Outcomes by Race for HBI Only* 

Pregnancy Outcome Hispanic African American Caucasian Asian 

Live Birth 972 (95.1%) 328 (93.2%) 49 (96.1%) 42 (93.3%) 
Neonatal Death 1 (0.1%) 2 (0.6%) 1 (2.0%) 0 (0.0%) 
Total** 1,012 350 50 45 

*Χ2 (3) = 12.01, p < .01 
** This is the total number of pregnancies. 

 
 

Table A-10. Pregnancy Outcomes by Race for Vital Statistics Only* 

Pregnancy Outcome Hispanic African American Caucasian Asian 

Live Birth 99,723 (93.4%) 30,691 (89.8%) 5,169 (87.2%) 3,686 (91.9%) 
Post-neonatal Death 492 (0.5%) 305 (0.9%) 27 (0.5%) 15 (0.4%) 
Total** 106,783 34,193 5,925 4,013 

*Χ2 (3) = 14.50, p < .01 
** This is the total number of pregnancies. 

 

Type of Delivery 

 

Teenage mothers in the HBI sample (21.7%) had fewer Cesarean births compared to their adult 

counterparts (34.6%). This difference was also evident in the Vital Statistics sample (25.8% for 

teenage mothers and 36% for adult mothers). Both sets of differences were statistically 

significant (p<.001). Teenage mothers in the HBI sample had fewer Cesarean births than the 

Vital Statistics sample, but the difference was not statistically significant (p>.05).  (See Table A-

11.) 

 

 

Table A-11. Type of Delivery 

 HBI – DCAR* Vital Statistics** 

Type of Delivery <18 Years*** >18 Years**** <18 Years*** >18 Years**** 

Cesarean 58 (21.7%) 347 (34.6%) 848 (25.8%) 21,441 (36.4%) 
Vaginal 209 (78.3%) 655 (65.4%) 2,444 (74.2%) 37,517 (63.6%) 
Total 267 1,002 3,292 58,958 

* Χ2 (1) = 16.17, p < .001 within HBI 
** Χ2 (1) = 158.66, p < .001 within Vital Statistics 

*** Χ2 (1) = 2.12, p=.145 teenage mothers between samples 
**** Χ2 (1) = 1.63, p=.202 adults mothers between samples 
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Among the national rates of Cesarean births, African American women are more likely to have 

Cesareans births (34.4% compared to 32% for all women) (National Center for Health Statistics, 

2010). However, this was not the case for African American women in the HBI sample. 

Caucasian women in the HBI sample had the highest rate of Cesarean births (43.5%) compared 

to African American women (37.7%), Hispanic women (30.6%), and Asian women (14.3%). 

These differences were statistically significant (p<.01). The proportional differences in the Vital 

Statistics sample also were statistically significant (p<.001), with African American women 

having the highest rate of Cesarean births (40.3%) compared to Hispanic women (34.7%), 

Caucasian women (36.6%), and Asian women (31.8%). Moreover, Hispanic and Asian women in 

the HBI sample had significantly fewer Cesarean births than their counterparts in the Vital 

Statistics sample (p<.001).15  (See Tables A-12 and A-13.) 

 

Table A-12. Type of Delivery by Race for HBI Only* 

Type of Delivery Hispanic African American Caucasian Asian 

Cesarean 258 (30.6%) 113 (37.7%) 20 (43.5%) 6 (15.0%) 
Vaginal 586 (69.4%) 187 (62.3%) 26 (56.5%) 34 (85.0%) 
Total 844 300 46 40 

*Χ2 (3) = 13.22, p <.01 

 

Table A-13. Type of Delivery by Race for Vital Statistics Only* 

Type of Delivery Hispanic African American Caucasian Asian 

Cesarean 14,645 (34.7%) 5,487 (40.3%) 906 (36.6%) 630 (31.8%) 
Vaginal 27,512 (65.2%) 8,129 (59.7%) 1,567 (63.3%) 1,350 (68.2%) 
Total 42,157 13,616 2,473 1,980 

*Χ2 (3) = 153.76, p <.001 

 

Birthweight 

 

Within the category of low birthweight were very low birthweight babies in all three samples 

(see Figure A-1). The proportions across the samples were similar: 1.9% for the HBI sample, 

1.8% for the WIC Survey sample, and 1.4% for the Vital Statistics sample. These differences 

were not statistically significant (p>.05). 

                                                       
15 Χ2 (1) = 6.36, p <.05 Hispanic, Χ2 (1) = .845, p = .340 African American, Χ2 (1) = .910, p = .340 for 
Caucasian, and Χ2 (1) = 5.14, p <.05 for Asian 
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Figure A-1: Low and Very Low Birthweight* 

 

 

Mothers 41 years or older in the HB sample had the highest proportion of low birthweight 

babies (20.8%). In the WIC Survey sample, teenage mothers had the highest proportion of low 

birthweight babies (16% compared to 12% for mothers 41 years or older). In the Vital Statistics 

sample, there was little variation in the proportions of low birthweight across age groups 

except for mothers 41 years or older – of whom 13.8% (compared to 20% in the HBI sample) 

had low birthweight babies (see Table A-14). 

 

Table A-14. Low Birthweight for Mothers 41 Years and Older by Sample 

Birthweight HBI WIC Vital Statistics 

Low (including very low) 5 (20.8%) 7 (12%) 161 (13.8%) 
Total 24 58 1,160 

 

Out of the 12.5% of preterm births in the HBI sample, 60.2% had low birthweight babies. In 

comparison, out of 11.7% of preterm births in the WIC Survey sample, 45.2% had low 

birthweight babies. Furthermore, out of 15% of preterm births in the Vital Statistics sample, 

39.9% had low birthweight babies (see Table A-15). At the same time, 35% of mothers 41 years 

1.9% 1.8% 1.4% 

8.5% 

6.5% 6.7% 

0%

2%

4%

6%

8%

10%

12%

HBI (n=1,243) WIC (n=993) Vital Statistics
(n=61,889)

Low Birthweight (1500 to 2499 grams) Very Low Birthweight (<1500 grams)

* Χ2 (2) = 2.77, p =.249 
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or older in the HBI sample had preterm births compared to 12.8% for the WIC Survey sample 

and 20.8% for the Vital Statistics sample (see Table A-16). 

 

Table A-15. Preterm Births with Low Birthweight for Mothers 41 Years and Older 
by Sample 

Birthweight HBI WIC Vital Statistics 

Low (including very low) 106 (60.2%) 47 (45.2%) 2,962 (39.9%) 
Total 176 104 7,427 

 

 

Table A-16. Preterm Births for Mothers 41 Years and Older by Sample 

Gestational Age HBI WIC Vital Statistics 

Preterm Birth  9 (34.6%) 9 (12.8%) 226 (20.8%) 
Total 26 70 1,084 

 

 

 

 

 



Appendix B  Final Report 
Healthy Births Initiative Evaluation      
 

      

  B-1 
 

Healthy Births Parent Focus Group Protocol 

Script to Introduce Evaluation and to Address Human Subject Protections 

Facilitator Note: Do not assume that client participants will recognize services they receive as 

BBC services. Given an example of services and check in with participants to make sure they are 

clear. 

Welcome, everyone, and thank you for agreeing to participate in this focus group. We expect 

the focus group to take approximately 2.0 hours. We really appreciate your time. Today’s focus 

group is part of the Healthy Births Initiative evaluation, which is funded by First 5 LA. The Best 

Babies Collaborative that provides you with services is part of the Healthy Births Initiative. You 

were chosen to be a part of the focus group because you are either currently receiving services 

from a Best Babies Collaborative or you have received services from a Best Babies Collaborative 

in the past. The purpose of the focus group is to gather information about your experience with 

the Best Babies Collaborative. Your input is valuable; it will help First 5 LA and the Best Babies 

Collaborative understand what services have been useful and what things could be improved.  

 

As a participant in the focus group, you should know the following information and that you 

have protections:  

Voluntary Participation – Participation is completely voluntary. You have the right to refuse to 

answer any question(s) for any reason, without penalty. You also have the right to withdraw 

from this focus group without penalty. Your decision whether or not to participate in this 

research study will in no way affect your future relationship with First 5 LA or the Best Babies 

Collaborative. 

Confidentiality – Any  information provided in the focus group that can be identified with you 

will remain confidential and will be disclosed only with your permission or as required by law. 

The last names of participants will not be shared, and the focus group will not discuss or 

disclose confidential information about the participants. As evaluators, we pledge to keep the 

information shared in the focus group confidential, and we ask that every focus group 

participant do the same. But because we cannot guarantee this for each participant, we ask 

that you participate at your own level of comfort. For reporting purposes, individual responses 

will be kept confidential. Any findings from the focus group will be reported in aggregate 

(group) form with no identifying information. 
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Risk – There are no foreseeable risks to you. You have the right to not answer any questions 

during the focus group that may make you uncomfortable.   

Benefit – The benefit of participation is that each focus group participant has the opportunity 

to provide information that can help the Best Babies Collaborative improve services. Ultimately, 

there is potential to improve services and supports to women and infants participating in the 

Best Babies Collaborative. 

Recording the Focus Group – We will be recording today’s focus group. The purpose of the 

recording is so that if we miss something important as we take notes, we can go back to hear 

exactly what was said. Only members of the research team will have access to the recording, 

and it will be destroyed when this project is complete. 

Payment for Participation – To thank you for your participation, you will receive a $25 gift card. 

Alternatives – Your alternative is to not be in this study. If you have questions about anything 

you’ve heard so far, please ask. If you do not want to participate, you are free to leave at this 

time. 

Questions – If you have any questions, concerns or complaints or would like additional 

information about the study or focus group, please contact Dr. Kristin Ward at 202-431-6334. 

 

Does anyone have any questions before we begin? 
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Facilitator note: Before you begin asking questions, ask participants to help you brainstorm a 

list of ground rules for the focus group (e.g., one person talks at a time, no side conversations, 

respect everyone’s opinions, turn off cell phones, etc.) 

 

1. Let’s go around the room and have everyone tell us your first name, how many children you 

have and how long you have received services from the BBC. 

 

2. What services and supports did you receive from the Best Babies Collaborative (BBC)? 

 

Facilitator note: These terms may not all resonate with participants. You may have to use 

concrete examples as you probe. But this is really still more of an icebreaker question, and you 

don’t need to spend a lot of time here. 

a. (Probe) Did or do you have a case manager? 

b. (Probe) Did or does a case manager visit you in your home? How often? 

c. (Probe) Did or do you go to classes to receive information about pregnancy and 

parenting? 

d. (Probe) Outreach 

e. (Probe) Social Support 

f. (Probe) Interconception Care 

 

3. If you had not been made aware of the BBC or received services through them, do you think 

you would have found them somewhere else or received the same kind of help in a 

different way? Why or why not? 

a. (Probe) If several participants feel they would have found similar services elsewhere, 

ask them for specifics regarding where and from whom. 

b. (Probe) If participants are able to name other similar services, ask them whether or 

not they receive(d) any of these services in addition to services from the BBC. 

 

4. How, if at all, have the BBC services helped you?  

a. (Probe) Did your attitudes about your pregnancy and/or child change as a result of 

receiving supports and services through the BBC? Please provide a specific example if 

you can. 

b. (Probe) Did you learn anything? Please explain. 

c. (Probe) Did you do things differently? If so, please give an example. 
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d. (Probe) Do you think your child is healthier because you received information and 

services from the BBC? If so, why do you think so? If not, why not? 

 

5. This is a three part question. Please listen carefully. 

a. Raise your hand and keep it raised if you had a child/children before knowing about 

the BBC (in other words, you had a child/children and received no BBC services). 

b. Those of you with your hand up, please keep it raised if you then had another 

child/children and received BBC services. 

c. How would you compare your experience of having a child but not receiving BBC 

services with having a child and receiving services??  

i. (Probe) Was it a better experience for you having a child with the 

knowledge and support you received from BBC case manager, or was it 

the same? Why? 

ii. (Probe) Do you think your child was healthier because you received 

services from the case manager, or do you think it didn’t make a 

difference? Explain. 

 

6. Please describe what it was like to work with your case manager. 

a. (Probe) What were the best parts?  

b. (Probe) What things didn’t work as well? 

c. (Probe) Did a case manager visit you in your home? Did you like that? Why or why 

not? Why were you comfortable (or uncomfortable) with home visits? 

d. (Probe) Parent education (e.g., Did you receive information about pregnancy, birth, 

an parenting? Did this help you? Explain.) 

e. (Probe) Case management… (e.g., How did the case manager help you? What kinds 

of things did she provide? Was the case manager available and able to meet you at 

times and locations that were convenient?) 

 

7. What did you like best about the services and supports you received? Why? 

a. (Probe) Did services/supports you received from BBC meet your needs, or did you 

need additional support? If so, what did you need that you didn’t receive? 

 

8. Was there anything you didn’t like about the services you received? What could have been 

improved? 

a. (Probe) Did services/supports you received from the BBC meet your needs, or did you 

need additional support? If so, what did you need that you didn’t receive? 
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9. If you were to become pregnant again, would you use services and supports from the BBC, 

if they were offered to you? Why or why not? 

a. (Probe) Would you recommend the BBC program(s) to your relatives or friends who 

were pregnant? Why or why not? 

 

10. Is there anything we haven’t asked about today that you’d like us to know about your 

experiences with this program? 

 

11. Is there any other feedback you would like us to pass on to the BBC? 

 

 

THANK YOU FOR YOUR TIME TODAY!! 
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Healthy Births Case Manager Focus Group Protocol 

Script to Introduce Evaluation and to Address Human Subject Protections 

Welcome, everyone, and thank you for agreeing to participate in this focus group. Today’s focus 

group is part of the Healthy Births Initiative evaluation, which is funded by First 5 LA. We expect 

the focus group to take approximately 2.0 hours, and we really appreciate your time. 

The current evaluation will investigate the outcomes of the Healthy Births Initiative and 

examine issues related to the ongoing implementation of the initiative. There are two 

objectives of the Healthy Births Evaluation. First, this evaluation aims to understand the extent 

to which the Healthy Births Initiative is achieving the desired goals of improving pregnancy and 

birth outcomes. Second, the evaluation will provide insight into the mechanisms through which 

positive outcomes are being achieved. As part of this objective, there will be particular focus on 

helping to identify successful practices with respect to intensive family strengthening strategies, 

which represent a central component of First 5 LA’s Strategies Framework.   

As case managers responsible for delivering services to Healthy Births clients, we are 

particularly interested in your opinions and experiences with the program. Your input is critical, 

and we appreciate your active participation and candid responses during this process.  

 

As a participant in the focus group, you should know the following information and that you 

have protections:  

Voluntary Participation – Participation is completely voluntary. You have the right to refuse to 

answer any question(s) for any reason, without penalty. You also have the right to withdraw 

from this focus group without penalty. Your decision whether or not to participate in this 

research study will in no way affect your future relationship with First 5 LA or the Healthy Births 

Initiative. 

Confidentiality – Any  information provided in the focus group that can be identified with you 

will remain confidential and will be disclosed only with your permission or as required by law. 

The last names of participants will not be shared, and the focus group will not discuss or 

disclose confidential information about the participants. As evaluators, we pledge to keep the 

information shared in the focus group confidential, and we ask that every focus group 

participant do the same. But because we cannot guarantee this for each participant, we ask 

that you participate at your own level of comfort. For reporting purposes, individual responses 
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will be kept confidential. Any findings from the focus group will be reported in aggregate 

(group) form with no identifying information. 

Risk – There are no foreseeable risks to you. You have the right to not answer any questions 

during the focus group that may make you uncomfortable.   

Benefit – The benefit of participation is that each focus group participant has the opportunity 

to provide information that can help the Healthy Births Initiative improve services. Ultimately, 

there is potential to improve services and supports to women and infants participating in 

Healthy Births. 

Recording the Focus Group – We will be recording today’s focus group. The purpose of the 

recording is so that if we miss something important as we take notes, we can go back to hear 

exactly what was said. Only members of the research team will have access to the recording, 

and it will be destroyed when this project is complete. 

Alternatives – Your alternative is to not be in this study. If you have questions about anything 

you’ve heard so far, please ask. If you do not want to participate, you are free to leave at this 

time. 

Questions – If you have any questions, concerns or complaints or would like additional 

information about the study or focus group, please contact Dr. Kristin Ward at 202-431-6334. 

 

Do you have any questions before we begin? 
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Facilitator note: Before you begin asking questions, ask participants to help you brainstorm a 

list of ground rules for the focus group (e.g., one person talks at a time, no side conversations, 

respect everyone’s opinions, turn off cell phones, etc.) 

Facilitator note: Before proceeding, make sure that everyone has the 8 Core Approaches 

handout. 

 

1. Let’s go around the room and have everyone state your first name and the length of time 

they have worked as a BBC case manager. 

 

2. Facilitator Note: The 8 core approaches are for Healthy Births overall. Not all apply to the 

BBCs. Advise case managers to speak to those core approaches that are pertinent to their 

work (e.g., #3, #4, #6, #7, #8). 

 

Overall, do you think that the BBC has achieved its objectives of improving pregnancy and 

birth outcomes by implementing the 8 core approaches (see handout for a list of the 

approaches)?  Why or why not?  

 

3. Which of the core approaches do you think have been the most successful in improving 

pregnancy and birth outcomes? Please explain. 

 

4. Which of the core approaches have been the least successful and/or need to be 

strengthened? 

 

5. In general, what factors facilitate successful delivery of the services you provide? 

a.  (Probe) For example: organizational structure/infrastructure, training &TA, 

resources, collaboration, good supervision, etc. 

b. (Probe) How can successful service delivery be sustained? 

 

6. In general, what factors hinder successful service delivery of your services?  

a. (Probe) For example: organizational structure / infrastructure, lack of resources, 

parental resistance, etc. 

b. (Probe) How are challenges in these areas overcome? 
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7. Now we are going to explore in some depth your experiences delivering case management, 

home visiting, and parent education services. Specifically, we want to know how impactful 

you think each of these practices are on client outcomes and what you think facilitates 

and/or hinders the effective delivery of these services to parents. As you answer these 

questions, think about how organizational factors in your particular BBC help or hinder you 

in your work. 

 

Facilitator note: Be sure to probe specifically about how organizational factors (i.e., 

organizational structure / infrastructure) affect their delivery of the following family 

strengthening strategies. 

 

a. Case Management 

i. How have case management services affected pregnancy and birth outcomes?  

ii. What does effective case management practice look like (i.e., what specifically is 

it about case management that impacts positive client outcomes the most)? 

1. (Probe) What facilitates effective case management with families? 

2. (Probe) What hinders effective case management with families? 

 

b. Parent Education 

i. How have parent education services affected pregnancy and birth outcomes?  

ii. What does effective parent education practice look like (i.e., what specifically is 

it about parent education that impacts positive client outcomes the most)? 

1.  (Probe) What facilitates effective parent education with families? 

2. (Probe) What hinders effective parent education with families? 

 

c. Home Visiting 

i. How have home visiting services affected pregnancy and birth outcomes?  

ii. What does effective home visiting practice look like? 

1. (Probe) What facilitates effective home visiting with families? 

2. (Probe) What hinders effective home visiting with families? 

 

8. If you were tasked with redesigning the Healthy Births Initiative, what would it look like? 

a. (Probe) What components of the Healthy Births Initiative would you keep? Which 

ones would you change? Why? 

b. (Probe) Are there any overarching lessons learned or is there other feedback you 

would like us to pass on to Healthy Births administrators and/or First 5 LA? 
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9. Is there anything we haven’t asked about today that you’d like us to know about your 

experiences with this program?  

 

THANK YOU FOR YOUR PARTICIPATION TODAY!! 

 

The 8 BBC Core Approaches 

Core Approach #1: Strengthen local capacity to promote healthy births through policy and advocacy. 

Core Approach #2: Strengthen the community infrastructure, change societal norms, and expand human capital in 

the healthy births arena. 

Core Approach #3: Expand health education to multiple channels and at multiple levels through education and 

messaging.  

Core Approach #4: Provide psychosocial support to pregnant and parenting women, men, and families. 

Core Approach #5: Improve the quality and content of prenatal care by assisting providers to implement standard, 

evidence-based, and nationally recommended Clinical Practice Guidelines in culturally competent ways. 

Core Approach #6: Reduce the recurrence of adverse birth outcomes by providing interconception care. 

Core Approach #7: Improve access to prenatal and interconception care for at-risk women and families. 

Core Approach #8: Connect pregnant and parenting women and families to the services they need.  
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Healthy Births Administrator Interview Protocol 

 

Script to Introduce Evaluation and to Address Human Subject Protections 

Thank you for agreeing to participate in this interview. Today’s interview is part of the Healthy 

Births Initiative evaluation, which is funded by First 5 LA. We expect the interview to take 

approximately 90 minutes, and we really appreciate your time. 

The current evaluation will investigate the outcomes of the Healthy Births Initiative and 

examine issues related to the ongoing implementation of the initiative. There are two 

objectives of the Healthy Births Evaluation. First, this evaluation aims to understand the extent 

to which the Healthy Births Initiative is achieving the desired goals of improving pregnancy and 

birth outcomes. Second, the evaluation will provide insight into the mechanisms through which 

positive outcomes are being achieved. As part of this objective, there will be particular focus on 

helping to identify successful practices with respect to intensive family strengthening strategies, 

which represent a central component of First 5 LA’s Strategies Framework.   

As a Healthy Births or BBC administrator, we are particularly interested in your opinions about 

and experiences with the program. Your input is critical, and we appreciate your candid 

responses.  

As a participant in the evaluation, you should know the following information and that you 

have protections:  

Voluntary Participation – Participation is completely voluntary. You have the right to refuse to 

answer any question(s) for any reason, without penalty. You also have the right to withdraw 

from this interview without penalty. Your decision whether or not to participate in this research 

study will in no way affect your future relationship with First 5 LA or the Healthy Births 

Initiative. 

Confidentiality – Any  information provided in the interview that can be identified with you will 

remain confidential and will be disclosed only with your permission or as required by law. As 

evaluators, we pledge to keep the information shared in the interview confidential, and we ask 

that everyone participating in a joint interview do the same. In the case of joint or group 

interviews, because we cannot guarantee this for each participant, we ask that you participate 

at your own level of comfort. For reporting purposes, individual responses will be kept 

confidential. Any findings from the interview will be reported in aggregate (group) form with no 

identifying information. 
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Risk – There are no foreseeable risks to you. You have the right to not answer any questions 

during the interview that may make you uncomfortable.   

Benefit – The benefit of participation is that you have the opportunity to provide information 

that can help the Healthy Births Initiative improve and be sustained. Ultimately, there is 

potential to improve services and supports to women and infants participating in Healthy 

Births. 

Recording the Interview – We will be recording today’s interview. The purpose of the recording 

is so that if we miss something important as we take notes, we can go back to hear exactly what 

was said. Only members of the research team will have access to the recording, and it will be 

destroyed upon completion of this project. 

Alternatives – Your alternative is to not be in this study. If you have questions about anything 

you’ve heard so far, please ask. If you do not want to participate, you are free to leave at this 

time. 

Questions – If you have any questions, concerns or complaints or would like additional 

information about the study or interview, please contact Dr. Kristin Ward at 202-431-6334. 

 

 

Do you have any questions before we begin? 
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1. Overall, do you think that the Healthy Births Initiative has achieved its objectives of 

improving pregnancy and birth outcomes by implementing its strategies, including the 8 

core BBC approaches (see handout)? Why or why not?  

 

2. We want to ask you specifically about the impact, successes, and challenges in four specific 

areas: Collaboration; Policy and Advocacy; Strengthening Infrastructure and Expanding 

Human Capital; and Implementing Evidence-Based Practices in a Culturally Competent 

Manner. 

 

Facilitator note: Tailor the probes according to the specific administrator(s) you are 

interviewing. 

 

a. Collaboration 

i. What have been the major strengths in terms of the collaboration among 

Healthy Births entities?  

1. (Probe) Strengths of collaborating with CQCs? 

2. (Probe) Strengths of collaborating with HBLCs?  

ii. What have been the major areas of challenge or need for improvement when it 

comes to effective collaboration among Healthy Births entities? 

1. (Probe) Challenges of collaborating with CQCs? 

2. (Probe) Challenges of collaborating with HBLCs? 

iii. How does the quality of collaboration among Healthy Births entities impact 

successful outcomes for families? 

iv. How can collaboration be sustained beyond First 5 LA funding? 

 

b. In what ways has Healthy Births strengthened local capacity to promote healthy births 

through policy and advocacy?  

i. (Probe)What have been the most successful strategies in this area and how can 

they be sustained? 

ii. (Probe) What gaps or challenges remain to be overcome? 

 

c. How has Healthy Births: 

i.  Strengthened community infrastructure? 

ii. Changed societal norms? 

iii. Expanded human capital in the healthy births arena?  

1.  (Probe) What have been the most successful strategies in this 

area and how can they be sustained beyond First 5 LA funding? 
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2. (Probe) What gaps or challenges remain to be overcome? 

 

d. Has Healthy Births been successful in improving the quality and content of prenatal care 

by assisting providers to implement standard, evidence-based, and nationally 

recommended Clinical Practice Guidelines in culturally competent ways? Please explain. 

i. (Probe) What strategies have been most successful in this area and how can they 

be sustained beyond First 5 LA funding? 

ii. (Probe) What are the challenges in implementing standard, evidence-based 

practices in culturally competent ways? 

 

3. What are some of the specific aspects of the relationship between your organization and 

First 5 LA that most facilitate the achievement of the Healthy Births goals and objectives? 

 

4. What are some of the specific aspects of the relationship between your organization and 

First 5 LA that need to be improved and/or that seem to hinder the achievement of the 

goals and objectives of the Healthy Births Initiative? Do you have any suggestions on how 

these challenges can be addressed or overcome? 

 

5. Other than what has already been discussed with respect to sustainability of the specific 

core approaches (i.e., Question 2), are there other ways in which sustainability of the 

Healthy Births Initiative has been addressed? Where are the gaps in sustainability planning? 

 

6. Are there any overarching lessons learned or other feedback that you’d like to share today?   

 

THANK YOU FOR YOUR TIME AND PARTICIPATION! 

 

 

The 8 BBC Core Approaches 

Core Approach #1: Has HB strengthened local capacity to promote healthy births through policy and advocacy?  

Core Approach #2: Has HB strengthened the community infrastructure, changed societal norms, and expanded 

human capital in the healthy births arena?  

Core Approach #3: Has HB, through education and messaging, expanded health education to multiple channels 

and at multiple levels?  

Core Approach #4: Has HB succeeded in providing psychosocial support to pregnant and parenting women, men, 

and families? 
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Core Approach #5: Has HB improved the quality and content of prenatal care by assisting providers to implement 

standard, evidence-based, and nationally recommended Clinical Practice Guidelines in culturally competent ways? 

Core Approach #6: Has HB reduced the recurrence of adverse birth outcomes by providing interconception care? 

Core Approach #7: Has HB improved access to prenatal and interconception care for at-risk women and families? 

Core Approach #8: What has been the effect of case management services on client outcomes? 
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The 8 Core Approaches 

 

Core Approach #1 [Policy and Advocacy]: Strengthen local capacity to promote healthy births 

through policy and advocacy. 

Core Approach #2 [Community Building]: Strengthen the community infrastructure, change 

societal norms, and expand human capital in the healthy births arena. 

Core Approach #3 [Health Education and Messaging]: Expand health education to multiple 

channels and at multiple levels through education and messaging.  

Core Approach #4 [Social Support]: Provide psychosocial support to pregnant and parenting 

women, men, and families. 

Core Approach #5 [Prenatal Care Quality Improvement]: Improve the quality and content of 

prenatal care by assisting providers to implement standard, evidence-based, and nationally 

recommended Clinical Practice Guidelines in culturally competent ways. 

Core Approach #6 [Interconception Care]: Reduce the recurrence of adverse birth outcomes by 

providing interconception care. 

Core Approach #7 [Outreach]: Improve access to prenatal and interconception care for at-risk 

women and families. 

Core Approach #8 [Case Management]: Connect pregnant and parenting women and families 

to the services they need. 
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Client Focus Group Recruitment Procedures 

The Clarus Research team will conduct focus groups with two sets of stakeholders across the 

seven BBC sites. Five focus groups will be conducted with parents, and three focus groups will 

be conducted with case managers. Typically, groups of eight participants are thought to be 

optimal for focus groups; to ensure a full turnout, we will recruit approximately 12 participants 

per focus group. The focus groups will be conducted in English. However, if most of the clients 

representing a cluster of focus groups for clients speak Spanish as their primary language, the 

focus group will be conducted in Spanish. All materials will be translated into Spanish if a focus 

group is conducted in Spanish. 

The Clarus Research team will enlist the assistance of case managers from each of the seven 

BBCs to help identify and recruit a purposeful sample of parent participants. It is important to 

note that although some BBCs serve minors, the focus group with parents will not include any 

parents who are younger than 18 years of age. A mix of clients who completed the program up 

to six months postpartum (n=4), current prenatal enrollees (n=4), and current post-partum 

enrollees (n=4) will be recruited for every focus group. This proposed mix of clients is intended 

to generate a more diverse set of clients who could speak to past and current experiences as 

either a client who began services with the BBC during pregnancy or after birth. To help 

facilitate successful recruitment, every parent will be offered a $25 gift card as incentive; light 

refreshments and on-site child care also will be provided at each parent focus group.  

Procedures for recruiting clients will be shared with the case managers. The two sets of 

procedures used to recruit clients are as follows: 

Procedures for recruiting current clients: 

 Identify both prenatal and postpartum participants who have been in the program for 

approximately six months. Note: Do not recruit minors (i.e., teen participants younger 

than 18 years of age). 

 Explain the opportunity to participate in the focus group. Tell them what the focus 

group is for and what will happen in the focus group. Let them know about the $25 gift 

card! 

 Explain that participation is completely voluntary. 

 Ask them if they would like to sign up for the focus group today. If so, add them to your 

list of focus group participants and include the phone number where they can be 

reached. 

 Leave a flier with all clients so that those who have signed up will have a reminder, 

including the date and location of the focus group. Those who didn’t sign up or wanted 

to think more about it can keep the flier in case they want to sign up in the future.  
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 Write your name and phone number on the flier so that they can contact you if they 

want to sign up later. 

 At the end of each week, give the liaison from your BBC who is working with Clarus 

Research the names and contact information of those who signed up for the focus 

group.  

 A member of the Clarus Research team will follow up with clients with a reminder 

phone call and will attempt to confirm participation a few days in advance of the focus 

group. 

Procedures for recruiting clients who terminated participation in the program or who exited the 

program upon completion: 

 Try to think of 2-3 past clients whom you see from time to time or with whom it might 

be relatively easy to get in touch. Note: Do not recruit minors; however, do recruit 

participants who are currently 18 years or older who began the program during their 

teens. 

 Call each client you’ve identified and/or stop by their house to explain the opportunity 

to participate in the focus group. 

 Let them know about the $25 gift card! 

 Tell them the time and location of the focus group. 

 Explain that participation is completely voluntary. 

 Ask them if they would like to sign up for the focus group today. If so, add them to your 

list of focus group participants and include the phone number where they can be 

reached. 

 Put your name and phone number on the flier, if you stop by the client’s home, or give 

them your phone number so that they can contact you if they want to sign up later. 

 At the end of each week, give the liaison from your BBC who is working with Clarus 

Research the names and contact information of those who signed up for the focus 

group.  

 A member of the Clarus Research team will follow up with clients with a reminder 

phone call and will attempt to confirm participation a few days in advance of the focus 

group.  

Again employing a purposeful sampling strategy to maximize learning, each BBC will be asked 

to identify four to six line staff members – a combination of newly-hired staff and veteran staff 

to represent the range of institutional knowledge and experience in offering responses to focus 

group questions. Light refreshments will be provided at each focus group; however, case 

managers will not receive a monetary incentive to participate.  
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The geographical distance across which the BBCs are located is large. In order to minimize 

travel for participants and at the same time help to ensure that every BBC is represented in the 

sample, focus groups will be clustered (in most cases) to combine two or more BBC sites and 

will be held (to the extent possible) in a centralized location. Because access to transportation 

may be more limited for parent participants, there will be a greater number of parent focus 

groups in an effort to minimize their travel as much as possible. The following describes how 

parent focus groups may be clustered by geographic regions:  

1. Antelope Valley BBC  

2. Hope of the Valley BBC (San Fernando Valley) 

3. South Los Angeles BBC and Long Beach/Wilmington BBC 

4. Harbor Corridor BBC (Central LA) and Heart of the City BBC (Central LA) 

5. San Gabriel Valley BBC 

Because case managers are theoretically more mobile and able to travel greater distances, BBC 

sites are grouped into fewer focus group clusters for this stakeholder group. A potential 

advantage to this approach is that the mixing of case managers from different BBCs may 

catalyze a richer discussion and highlight similarities and differences across BBCs in a more 

acute manner. The following is a list of the three focus group clusters for case managers by 

geographic regions:  

1. Antelope Valley BBC and Hope of the Valley BBC (San Fernando Valley) 

2. South Los Angeles BBC and Long Beach/Wilmington BBC 

3. Harbor Corridor BBC (Central LA), Heart of the City BBC (Central LA), and San Gabriel 

Valley BBC 

 
Qualitative interviews will be conducted with at least 10 program administrators across the 

collaborative network of Healthy Births entities (i.e., at a minimum, one administrator from 

each of the seven BBCs, one administrator from LABBN, one administrator from  the HBCQCs, 

and one from the HBLCs). The LABBN can help to identify the appropriate administrators from 

each Healthy Births entity who will in turn be contacted by Clarus Research, and interview 

times will be scheduled at their convenience.  

Data Collection Procedures 

Focus groups with parents (18 years of age or older) will center on whether and how they 

perceive that Health Births services provided by the BBC helped change their knowledge, 

attitudes, behaviors, and pregnancy/birth outcomes; their overall satisfaction with service 

delivery (including delivery mechanisms like case management, parent education, and home 
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visiting); and their suggestions for improvement. These data will facilitate better interpretation 

and understanding of quantitative outcome data. 

The first set of focus groups will conducted with line staff. Because coordinating line staff focus 

groups will be relatively faster than recruiting clients, we will begin with line staff to meet the 

tight timeline of this evaluation. Focus groups with case managers will explore the extent to 

which they believe they have achieved their objectives at the direct practice level; what factors 

facilitate and hinder service delivery and achievement of Healthy Births objectives, including 

strengths and challenges around the implementation of case management, parent education, 

and home visitation practices; and how successful implementation of these practices can be 

sustained and replicated.   

Focus groups will be conducted by at least one senior researcher who will facilitate each group 

and one research assistant to lend support and take notes. Both parent and case manager focus 

groups will be scheduled to last two hours. Separate focus group protocols will be developed 

for each stakeholder group, each with approximately 10 questions that will be organized 

around the implementation and outcome questions of interest. Focus group protocols and 

facilitation will be designed and conducted to achieve consistent information across groups, 

with the flexibility to explore in greater or lesser depth individual questions or topics according 

to the experiences and perspectives of each particular group of participants.  

Qualitative interviews with program administrators will focus on the extent to which Healthy 

Births objectives have been achieved on the systems level, factors that facilitate and hinder 

achievement of these objectives, including strengths and challenges of collaboration among 

Healthy Births entities and the relationship between LABBN and First 5 LA. These interviews will 

be conducted by a senior researcher using a semi-structured, open-ended interview protocol. 

The use of such a guide helps to minimize variation in the questions posed to each respondent; 

at the same time, it permits flexibility in terms of letting the interview flow naturally and 

allowing certain topics to emerge and/or to be probed more deeply. Interviews will be 

scheduled to last 90 minutes and will be conducted by phone or in person. In some instances, 

joint interviews may be conducted.  

The focus group and interview topics (and not the exact questions or protocols) will be shared 

with participants in advance of the scheduled meetings. All focus groups and interviews will be 

recorded with the permission of participants.  
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