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EXECUTIVE SUMMARY
Welcome Baby is a free and voluntary home visiting program recently established at fourteen
hospitals in communities throughout Los Angeles County. This locally designed program—
funded by First 5 LA—provides education and support for pregnant women and mothers of
newborns, who are recruited either prenatally or in the hospital after giving birth. The model
has been piloted in one downtown Los Angeles community—designated as Metro LA— since
2009, offering services to women who give birth at California Hospital Medical Center (CHMC)
and live within a five-mile radius of the hospital. Services in Metro LA are administered by
Maternal and Child Health Access (MCH Access) through an agreement with CHMC.
The Welcome Baby protocol, as implemented by MCH Access, includes up to nine contacts
(or “engagement points”) for women who enter prenatally, and up to six engagement points for
women who enter postpartum, including:
1.
2.
3.
4.
5.
6.
7.
8.
9.

A prenatal home visit at any point up to 27 weeks gestation;
A prenatal phone call between 20 and 28 weeks gestation;
A prenatal home visit between 28 and 38 weeks gestation;
A hospital visit, following delivery, administered by the CHMC hospital liaison;
A nurse home visit within 72 hours of discharge from the hospital;
A home visit between two and four weeks postpartum;
A phone call between at two months postpartum;
A home visit between three and four months postpartum; and
A final home visit at nine months postpartum.

Mothers are assigned a parent coach for the duration of their participation, up to nine
months postpartum. Besides the hospital and nurse visits, all engagement points are
conducted by parent coaches with different levels of experience ranging from paraprofessionals
to Master’s level supervisors. All parent coaches are certified lactation educators, with
breastfeeding education and support being a critical component of the home visiting model.
The content of each visit is designed to focus on topics relevant to a client’s prenatal or
postpartum needs. For instance, prenatal Welcome Baby visits focus on strategies for a healthy
pregnancy (including prenatal care, nutrition, health education, preparation for child birth,
labor and delivery, and warning signs of pre-term labor). At the hospital, breastfeeding
instruction and support continues, as well as teaching the importance of mother/infant
bonding. The 72-hour nurse visit focuses primarily on the health of the mother and infant,
post-delivery. Postpartum visits then continue to provide education, guidance, and support on
a broad range of issues, such as health and dental care, breastfeeding, parent-child attachment,
child health and development, home safety, baby sleeping positions and maternal depression.
An important component throughout is that parent coaches make referrals to community
i

resources when appropriate and available, to link families with services for which they may be
eligible.

Overview of the Evaluation of Welcome Baby in Metro LA
The Urban Institute, along with its partner—the University of California, Los Angeles (UCLA)—
was hired by First 5 LA to conduct a mixed methods evaluation of the implementation and
impacts of Welcome Baby in pilot community of Metro LA from 2010 to 2015. The impact study
component of the evaluation employs a quasi-experimental design to examine outcomes for
women who received Welcome Baby home visiting compared to women who lived in Metro LA
but were not offered the service.
To test for associations between program participation and child and family outcomes over
time, the research team developed and administered a set of in-home survey instruments at
12, 24, and 36 months postpartum. This longitudinal Child and Family Survey is the primary
data source used to examine whether and how Welcome Baby in Metro LA improves the
health, development, and well-being of very young children and their families.
The surveys are composed of four parts:
1. A 90-minute parent interview that draws upon several validated scales designed to
measure key aspects of parental well-being, the home environment, and children’s
health and development;
2. A 10-minute observational assessment of a semi-structured, parent-child play session
designed to measure the quality of parent-child interactions;
3. A home observation checklist that assesses the quality of the home environment and
immediate neighborhood; and
4. A direct assessment of child height and weight, at 24 and 36 months only.
Together the measures examine seven key outcome domains: quality of the home
environment; parenting and the parent-child relationship; child development; child nutrition;
maternal and child health care and coverage; maternal mental health; and family well-being.
This report presents the findings from the 36-Month Child and Family Survey conducted
between January 2013 and August 2014, as well as the results of longitudinal analyses utilizing
data across multiple survey waves.

Key Findings
Previous analyses of survey data collected at 12 and 24 months postpartum reveal some small
yet statistically significant associations between participation in the Welcome Baby home
visiting program and targeted child and family outcomes. These results tell a compelling story
ii

about Welcome Baby home visiting, and improved parenting quality and child development
(Benatar et al. 2013; Benatar et al. 2014). Subsequent analyses of survey data collected at 36
months postpartum indicate that effects related to parenting quality and child development
continue to be maintained more than two years after the home visiting services were delivered.
In particular, Welcome Baby participants are observed to be significantly more responsive and
encouraging in their interactions with their three-year-old children than mothers in the
comparison group, and their children have greater social competence and communication skills.
In addition to these sustained effects on repeated measures, a few significant positive
findings emerge for the first time at 36 months. When playing with their mothers, children who
participated in Welcome Baby exhibit significantly more positive behaviors, such as a high level
of engagement and sustained attention, than do comparison group children. They also
demonstrate greater personal-social skills (as reported by their mothers), lower body mass
index (BMI), and higher rates of dental insurance. Meanwhile, mothers who participated in
Welcome Baby display stronger teaching skills and affection towards their children, and lower
parenting stress. Although more than two years had passed since mothers participated in
Welcome Baby home visiting, these outcomes appear significantly associated with program
participation. Table 1 summarizes all significant findings at 36 months.
Table 1. Significant Outcomes at 36 Months Associated with Welcome Baby
Parent Outcomes
Stronger maternal responsiveness
Stronger maternal encouragement
Stronger maternal affection
Stronger maternal teaching
Lower parenting stress

Child Outcomes
Greater communication skills
Greater social competence
Greater engagement and attention
Greater personal-social skills
Lower body mass index
Higher rates of dental insurance

Welcome Baby participation is associated with having higher quality home environments at
both 12 and 24 months, but by 36 months, this effect fades. Additionally, children were more
likely to have a doctor or professional recommend monitoring of their speech and language
development at 24 months, suggesting a higher rate of early identification; these effects do not
appear significant at 36 months.
In sum, while some findings fade over time, and still others appear significant for the first
time at 36 months, the parenting quality and child development findings are strong and
persistent across all three waves of the survey. Table 2 provides detail on the progression of
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the findings that have achieved significance more than once over the three waves of data
collection.1
Table 2. Significant Outcomes Associated with Welcome Baby at Various Survey Waves

¥

Significant at 12
Months
●
●
●

Greater child social competence
¥
Greater child communication skills
¥
Higher quality home environments
More frequent engagement in home
●
¥
learning activities
*
Stronger maternal responsiveness
n/a
*
Stronger maternal encouragement
n/a
¥
Outcome was measured at 12, 24, and 36 months.
*
Outcome was measured at only 24 and 36 months.

Significant at 24
Months
●
●
●

Significant at 36
Months
●
●

●
●
●

●
●

As a final step, with all three rounds of data collected, longitudinal analyses were conducted
using data merged from all three survey waves to test the effect of Welcome Baby on repeated
measures. A set of survey weights was also constructed and used to adjust for sample attrition
over time. Only a limited number of effects are upheld in the longitudinal analyses, but those
that are provide additional evidence of the effect of Welcome Baby on key parenting and child
outcomes. Specifically, longitudinal analyses demonstrate significant effects on engagement in
home learning activities, maternal responsiveness, and maternal teaching, as well as marginally
significant effects on maternal encouragement. Additionally, children’s communication skills
emerge as significant, and child social competence and monitoring of speech and language
delays are marginally significant in the longitudinal analyses.
Completing the entire Welcome Baby curriculum through the nine-month visit, as opposed
to dropping out earlier, is also associated with several positive outcomes, including greater
observed maternal responsiveness, encouragement, and affection; more positive observed
child behavior when engaging in play; and a greater likelihood of child dental coverage at 36
months.
Further sensitivity analyses designed to test the robustness of the cross-sectional and
longitudinal results show significant variation in effects by maternal education level,
partnership status, and whether a woman was a first-time mother. Specifically, mothers with
less than a high school degree or GED demonstrate greater increases in engagement in home

1

Twenty-three outcome measures were repeated across all three waves. Ten measures were repeated at 24 and
36 months.
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learning activities and observed interactions with children compared with more educated
mothers. Similarly, their children demonstrate significantly higher quality behavior during
parent-child play than children of more educated mothers. Mothers who do not have a spouse
or partner also benefit more from the intervention in overall stress reduction.
Overall, these findings support First 5 LA’s investment in Welcome Baby, and suggest that
program participation leads to many important outcomes that the program was designed to
target—with strong and consistent effects on parenting quality and child-development
measures.

Study Limitations
There are some limitations to these analyses that should be considered. First, this work is
based on a quasi-experimental design, which is not as rigorous as other evaluation methods,
including random assignment. In addition, baseline data to evaluate changes pre- and postintervention were not available. As a result, this study can only report associations between
program participation up to nine months postpartum and subsequent child and family
outcomes assessed at 12, 24, and 36 months postpartum. Importantly, this intent-to-treat
study included women who did not receive the full program, and therefore provides a
potentially conservative estimation of the effects that could be realized by families who
complete all home visits and for teenage mothers who might be expected to derive additional
benefit from the support provided by parent coaches.2 Lastly, while this evaluation does
consider how effects may vary by Welcome Baby timing and dosage, there is no comparison
group available for those analyses—which are purely descriptive.

Implications for the Welcome Baby Program
In light of the recent scale-up of Welcome Baby in 13 additional Los Angeles County
communities, findings from this evaluation of the pilot program in Metro LA suggest prenatal
engagement and completion of the full program would be beneficial to participants and merits
additional examination in future studies. Furthermore, findings from the 36-month survey
indicate that the program is having sustained effects on parenting practices, child social
competence, child communication skills, and may have implications for certain measures of
child health, specifically as it relates to breastfeeding, overweight and obesity. These results

2

Women eligible for the study had to have completed at least the 72-hour visit (or another post-partum home
visit) and be at least 18 years old.
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should be useful to consider in the context of ongoing discussions of program sustainability,
protocol refinement, and program intensity.
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I. INTRODUCTION
Welcome Baby is a locally designed home visiting program for mothers and their newborns
developed as part of First 5 LA’s Family Strengthening investment supporting families with
children ages 0 to 5. First launched in 2009 in a pilot community designated as Metro LA,
Welcome Baby is a free and voluntary home visiting program offered to all women who give
birth at California Hospital Medical Center (CHMC) and live within a five mile radius of the
hospital. The program includes up to nine phone and in-person contacts (commonly referred to
as “engagement points”) for women and their infants, and provides breastfeeding support,
guidance on infant health and development, and referrals to needed resources and services.
To assess the effects of the Welcome Baby program, the Urban Institute and its partner—
the University of California, Los Angeles (UCLA)—conducted a five-year mixed methods
evaluation of the program’s implementation and child and family outcomes.3 A longitudinal
survey of women served by Welcome Baby was designed to measure key outcomes at 12, 24,
and 36 months postpartum. Meanwhile, multiple rounds of key informant interviews with
program developers, administrators, and community stakeholders, and focus groups with home
visitors and clients resulted in an in-depth understanding of the program, its staffing model,
implementation successes and challenges, and client satisfaction (Adams et al. 2012; Benatar et
al. 2012; Hill et al. 2011; Hill and Adams 2011; Hill and Benatar 2011; Hill and Wilkinson 2013).
The qualitative findings from the pilot evaluation provide context for the survey findings
presented in this report.
Findings from this evaluation are informing the recent implementation of Welcome Baby in
an additional 13 communities across Los Angeles County, and provide preliminary evidence of
the effectiveness of the intervention. With the investment of federal funding for the Maternal,
Infant, and Early Childhood Home Visiting (MIECHV) program authorized by the Affordable Care
Act, policymakers are interested in the effectiveness of different program models and identifying
the most essential components of successful home visiting programs.
This report presents findings from the third and final wave of data collection—three years
postpartum—as well as a discussion of longitudinal analyses that pool data across all three
waves to estimate variation in effects over time. The contents in this report build on two
previous reports that document results from the 12-month and 24-month surveys (Benatar et

3

This work has been done within the context of a broader evaluation of Best Start as it was rolled out in the Pilot
Community. A modified version of Welcome Baby is currently being implemented in 14 Los Angeles County
communities.
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al. 2013; Benatar et al. 2014). Selected findings from annual case studies of implementation
and focus groups with Welcome Baby staff and participants in Metro LA are used throughout to
provide additional context to and interpretation of the findings (Adams et al. 2012; Benatar et
al. 2012; Hill et al. 2011; Hill and Adams 2011; Hill and Benatar 2011; Hill and Wilkinson 2013).
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II. OVERVIEW OF WELCOME BABY
Welcome Baby home visiting focuses on the provision of education and support for pregnant
women and mothers of newborns. Women are recruited into the program either prenatally (by
outreach specialists from MCH Access), or in the hospital after giving birth (by hospital liaisons
at CHMC). Though a majority of women are enrolled postpartum during their hospital stay,
MCH Access has worked to reach more mothers earlier in their pregnancies, as prenatal
recruitment has been associated with improved program retention (Benatar et al. 2012; Hill et
al. 2011; Hill and Benatar 2011; Hill and Wilkinson 2013). In addition, reaching mothers
prenatally increases the possibility of improved prenatal care and nutrition, birth preparedness,
and targeted birth outcomes, such as breastfeeding initiation and secure attachment.
The Welcome Baby protocol includes up to nine contacts (or “engagement points”) for
women who enter prenatally, and up to six engagement points for women who enter
postpartum (see Figure 14). The engagement points include:
1.
2.
3.
4.
5.
6.
7.
8.
9.

A prenatal home visit at any point up to 27 weeks gestation;
A prenatal phone call between 20 and 28 weeks gestation;
A prenatal home visit between 28 and 38 weeks gestation;
A hospital visit, following delivery;
A nurse home visit within 72 hours of discharge from the hospital;
A home visit between two and four weeks postpartum;5
A phone call at two months postpartum;
A home visit between three and four months postpartum; and
A final home visit at nine months postpartum.

Most of the engagement points are conducted by parent coaches with varying levels of
expertise, ranging from paraprofessionals to Master’s level supervisors. The two exceptions
are: 1) the hospital visit following delivery, which is conducted by hospital liaison staff—who
also have varying levels of education and expertise; and 2) the 72-hour home visit, which is

4

This represents the current Welcome Baby model. In 2010, when women in the study sample were receiving
Welcome Baby, the first prenatal visit was only permitted between weeks 20 and 26 in the second trimester. The
protocol was later adjusted to allow for an initial home visit in the first trimester. The prenatal phone call was
added to bridge the gap between the first and second prenatal visits. The 2-4 week visit was originally a 2-week
phone call followed by a 1-month visit, but these two engagement points were reversed to allow parent coaches to
meet clients in person earlier.
5
Previously, the schedule included a two-week phone call and a home visit between one and two months
postpartum, but the order of these was reversed as of spring 2012. Parent coaches make additional phone calls as
needed to follow-up on cases requiring more extensive assistance. More severe cases may also receive an
additional home visit from the nurse or parent coach.
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conducted by a registered nurse. All parent coaches, hospital liaisons, and nurses are certified
lactation educators, as breastfeeding education and support is a critical component of this
home visiting model.
Figure 1. Welcome Baby Client Flow Chart

The content of each visit is designed to
focus on appropriate topics relevant to a
client’s prenatal or postpartum needs. For
instance, prenatal Welcome Baby visits focus
on strategies for a healthy pregnancy (including
prenatal care, nutrition, health education,
preparation for child birth, labor and delivery,
and warning signs of pre-term labor).
Breastfeeding instruction and support continue
at the hospital visit, as well as emphasis on the
importance of mother-infant bonding. The 72hour nurse visit focuses on the health of the
mother and infant and presents an additional
opportunity to encourage and support
breastfeeding. The nurse assesses the infant’s
health and weight and the mother’s postdelivery healing, provides breastfeeding
assistance if needed, discusses family planning
strategies, screens for maternal depression,
and confirms the mother has a source of health
care for herself and her baby. Subsequent
postpartum visits continue to provide
education, guidance, and support on a broad
range of issues, including health and dental
care, breastfeeding, parent-child attachment,
child health and development, safe sleep, and
referrals to community resources. Parent coaches also administer a developmental screener at
both the 3- to 4-month and 9-month visits, utilizing the Ages and Stages Questionnaires (ASQ).
Figure 26 provides a logic model for how Welcome Baby is expected to affect select child and
family outcomes through the parent education and support services provided.

6

The logic model, developed by First 5 LA, has been modified to be consistent with implementation in Metro LA.
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Figure 2: Logic Model for the Effects of Welcome Baby Home Visiting Intervention on Child and Family Outcomes
INPUTS
 Staff
 Families

STRATEGIES

ACTIVITIES

Risk and Developmental
Screenings

Outreach & Enrollment

 PHQ: Depression
Home Safety Checklist
 ASQ: Child Development

 Financial resources
 Community
resources

 Hospital
Infrastructure

 Community-based
Organization
Infrastructure

 Protocols
 Training

 Clinic Visits (i.e., waiting
rooms)

 Community Events (i.e., baby
showers, prenatal classes)

 Hospital Tours
Staff Assessments

 RN assessment of
postpartum and newborn
health

 Breastfeeding observation
 Home Environment
 Parental Capacity
 Parent-Child Relationship
 Health & Psychosocial
Education on MCH, Child
Development, and Safety

 Modeling
 Coaching
 Printed materials
 Didactic
Link to Social Supports and
Concrete Services

 Referrals

 Marketing Campaigns
 Best Start Community
Partnership Meetings

 Referrals (i.e., provider,
community partners, self)

Service Delivery

 Intake (prenatal phone intake
and hospital intake)

 Parent coach prenatal visits
 up to 27 weeks home visit
 20-32 week phone call
 28-38 week home visit

 Hospital visit (liaison)
 Nurse home visit
 Parent coach postpartum visits





2-4 week home visit
2-month phone call
3-4 month home visit
9-month home visit

OUTCOMES
LEARNING
Parents are
knowledgeable of,
motivated to, and/or
skilled in general and
participant specific :

 Effective parenting
strategies & child
development

 Prenatal Care
 Maternal health (i.e.,
depression, family
planning, postpartum
care)

 Child health (i.e.,
breastfeeding/ infant
feeding, well-baby
visits, immunizations,
developmental
milestones)

 Child safety issues
(i.e., safety seats,
baby proofing, safe
sleep)

 Available services for
specific needs

Short-term

BEHAVIORS
Parents exhibit:

 Positive parenting
behaviors and
practices

 Healthy behaviors
during pregnancy
and interconception

 Breastfeeding
(initiation, duration,
& exclusivity)
Families access:

 Concrete services
(i.e., WIC, SNAP, etc.)

CONDITION/ STATUS
CHANGE

 Parents provide
enriching, structured,
and nurturing
environments

 Parents have selfefficacy and
resiliency

 Children and mothers
are healthy

 Families’ essential
needs are addressed
(i.e., health, safety,
and food)

 Medical/dental/
psychosocial services
(i.e., prenatal care,
immunizations, well
baby visits,
developmental
services)

Intermediate

Long-term
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III. PREVIOUS EVALUATION FINDINGS
At both 12 months and 24 months postpartum, several measurable differences were found
between families who participated in Welcome Baby and those who did not (Benatar et al.
2013; Benatar et al. 2014). Outcomes identified from previous waves of the Child and Family
Survey have been consistent with expected effects of the home visiting intervention. For
instance, findings show Welcome Baby participants have higher rates of attempted
breastfeeding and exclusive breastfeeding, providing evidence that parent coaches, hospital
liaisons and nurses are effectively supporting mothers in their efforts to breastfeed their
babies. In addition, Welcome Baby participants have higher quality home learning
environments and engage in learning activities—such as reading books and singing songs—
more frequently than comparison group mothers at both 12 and 24 months. Parent coaches
encourage mothers to read to their babies, to engage in play activities, and to maintain a safe
home environment, and survey findings suggest their efforts are having a positive impact.
Assessments of child development indicate that children who participate in Welcome Baby
have greater communication skills and social competence than their non-participating peers at
12 and 24 months. Yet no significant group differences are found for other expected outcomes,
such as maternal and child health (including vaccinations and health coverage) and maternal
mental health (specifically, depression and parenting stress).
Further, findings from the evaluation’s case studies, focus groups, and the 12-Month Child
and Family Survey indicate that mothers are very satisfied with the Welcome Baby program. In
particular, mothers benefit from having someone answer the multitude of questions that arise,
as well as the assistance parent coaches provide with regard to referrals for needed services
(Adams et al. 2012; Benatar et al. 2012; Benatar et al. 2013; Hill et al. 2011; Hill and Adams
2011; Hill and Benatar 2011; Hill and Wilkinson 2013). The only consistent complaint expressed
during focus groups has been that the program does not last long enough and that parents
would like even more time and visits with their parent coaches and nurses (Benatar et al. 2013).
For example, both Welcome Baby participants and parent coaches have specifically suggested
adding a six-month visit to provide timely guidance around the introduction of solid foods.
Despite this high level of satisfaction, parent coaches and other MCH Access staff have
noted in the past that this relatively “light-touch” program may not be sufficiently intensive to
meet the needs of the mothers they encounter who have high levels of need (Benatar et al.
2012; Hill et al. 2011; Hill and Benatar 2011; Hill and Wilkinson 2013). This and other early
findings from the evaluation of Welcome Baby in Metro LA have informed the rollout of
Welcome Baby to additional sites county-wide. Specifically, cross county implementation of
Welcome Baby will target low- and medium-risk mothers—as determined through use of a
6

universal screening tool—while more intensive, community-selected evidence based home
visiting programs will be offered to women determined to be higher risk.
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IV. METHODS
To assess the short- and longer-term impacts of Welcome Baby home visiting on targeted
outcomes, the Urban Institute and UCLA designed a quasi-experimental, longitudinal study of
women and infants who receive Welcome Baby in the Metro LA community compared with
women and infants who live in Metro LA but are not offered the service. In-home surveys,
administered by Assessment Specialists at three points (when children are 12, 24, and 36
months old), measured the health, development, and well-being of children and their families.
Assessment Specialists were hired by UCLA and trained by evaluation staff at UCLA and the
Urban Institute to administer the surveys.

A. Sample Recruitment and Retention
Families were recruited to participate in the Child and Family Survey in a variety of ways. In
addition to seeking the participation of women who received Welcome Baby, the evaluation
team strove to recruit a reasonably similar comparison group of women living in Metro LA who
were not offered Welcome Baby home visiting services. Procedures for recruiting both groups
are described below.
Intervention Group
The intervention group includes mothers of infants who received home visiting through the
Welcome Baby program administered by MCH Access. These women all gave birth between
June 2010 and September 2011 at CHMC. Most women were recruited for Welcome Baby at
the hospital; hospital liaisons approached women after delivery to offer enrollment in the
program and also recruited pregnant women during hospital tours. MCH Access outreach
specialists also recruited a small number of women who participated in the program prenatally
at local WIC offices and health clinics.
To be eligible for Welcome Baby services through MCH Access, women have to deliver at
CHMC and live within a five-mile radius of the hospital. This area includes a portion of the
designated Metro LA Best Start Community as well as adjacent neighborhoods. As a result, the
intervention group includes families residing both within and outside of the Metro LA
boundaries. Further, families were eligible to participate in the evaluation of Welcome Baby if
they received the 72-hour nurse visit, even if they later dropped out of the program and did not
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complete all postpartum engagement points.7 Although a minimum dosage of in-home services
was required, the sample was not limited to women who completed the program to allow for
estimates of how effects might vary by program dosage.
Welcome Baby clients were first introduced to the evaluation study during their first
postpartum visit with a parent coach (currently at two weeks, but previously around one to two
months). Parent coaches provided clients with a flyer that included basic information on the
purpose of the study, incentive levels, and contact information for research staff at UCLA
conducting the survey. They also informed clients that UCLA would be contacting them prior to
their babies’ first birthdays to seek their participation in the evaluation study. Clients who were
interested could opt to contact UCLA directly prior to that time. Parent coaches reminded
mothers of the study and the option to participate during the final home visit at nine months.
To recruit and schedule interviews, UCLA staff contacted all eligible mothers (N=827) by
phone when the target child was between the ages of 9 and 11 months, after the home visiting
services ended but before the child’s first birthday. The response rate for this group for
participation in the 12-month survey was 62.4 percent (n= 454).
Comparison Group
Families in the comparison group were recruited in one of two ways: 1) from a list of mothers
who gave birth at CHMC between December 2009 and June 2010 just prior to the
implementation of Welcome Baby and who resided in Metro LA; and 2) from a list of mothers in
the community who received WIC and either delivered in hospitals other than CHMC between
March and December 2010 (and thus were not offered Welcome Baby) or delivered in CHMC
but were not offered Welcome Baby. These recruitment strategies were designed to avoid the
bias that would result if women in the comparison group were offered Welcome Baby but
declined services.
For the CHMC comparison group recruitment strategy, the hospital generated a list of
potentially eligible women based on residence in Metro LA and having given birth within the
seven months prior to the implementation of Welcome Baby at the hospital (December 2009–
June 2010). Hospital staff mailed a recruitment package to all women in the sampling pool with
a one-page recruitment letter, a one-page fact sheet about the evaluation, a one-page blank
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In 27 cases, women did not receive a 72-hour visit but did receive other postpartum home visits. In these cases,
the 72-hour visit was missed due to extenuating circumstances, such as a newborn in the NICU. Because they
received at least one postpartum visit beyond the hospital contact, these cases were considered eligible for
participation in the evaluation.
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contact information sheet, a small incentive, and a stamped envelope addressed to UCLA. All
recruitment materials were written in English and Spanish. Two subsequent mailings were sent
to non-respondents. After each mailing, a hospital staff member attempted one follow-up
phone call to each potential participant. Regrettably, the first list generated mistakenly
captured women who did not fit the timing criteria, so their children were already too old to
participate in the survey. (Children had to be between 11 and 15 months old at the time of the
survey to be eligible.) A second list was drawn, but because of the delay, most children born
between December 2009 and February 2010 were too old to participate by the time contact
was made, which significantly truncated the size of the sampling universe. Moreover, the
hospital was unable to dedicate staff time to make repeated follow-up phone calls to more
rigorously recruit participants, and privacy laws prevented the sharing of client information
with the research team. Only 20 women were recruited through the hospital recruitment effort
from a list of 348.8
For the WIC recruitment strategy, women residing in Metro LA with an age-eligible child
(i.e., born between March and December 2010, and thus turning 12 months during the fielding
of the 12-month survey) were identified through local WIC enrollment lists. Local WIC staff
identified potentially eligible women (i.e., living in Metro LA and having given birth within a
specified time frame) and sent them recruitment packages identical to those developed for the
CHMC recruitment effort. The research team at UCLA conducted telephone screenings with
mothers who either called UCLA or returned the contact information sheet by mail that
indicated their interest in the study. Most mothers of newborns in Metro LA participate in WIC,
so a sizable number of women who did not deliver at CHMC were in the WIC enrollment
database.9,10 Women identified through the WIC strategy who did deliver at CHMC were
screened to ensure that they not been offered Welcome Baby services.
The WIC agency did not have the resources to contact non-respondents by telephone and
were prohibited from sharing the identities of clients with the research team unless they had

8

Twenty women were recruited through this effort but an additional 35 women in the comparison group recruited
through WIC gave birth at CHMC. They were screened to ensure they had not been offered Welcome Baby.
9
Sixty-seven percent of infants in LA County receive WIC
(http://www.phfewic.org/Projects/Docs/DataMining/Survey/WICDataReport2003-2009.pdf), and case study findings
have indicated that the rates in Metro LA are higher than the county average because of widespread poverty (Hill
et al. 2011).
10
The majority of women in the comparison group delivered at Hollywood Presbyterian Medical Center (n=60),
CHMC (n=55), Good Samaritan Hospital (n=47), and Pacific Alliance Medical Center (n=34). Women who gave birth
at CHMC but were recruited from the WIC sample were screened to ensure they had not been offered (and
refused) Welcome Baby.
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written permission from the client to do so. However, WIC Nutrition Assistants did introduce
the study during nutrition classes and informed parents that they could expect to receive a
mailing with information on the study. In addition, Assessment Specialists went to three WIC
sites located within the pilot community and recruited some mothers of infants in person. An
additional 266 women were recruited through the WIC sites out of an estimated 1,616 women,
for a total comparison group sample size of 286 and total estimated response rate for the
comparison group of 14.9 percent.
Survey Retention
The evaluation team employed a number of strategies aimed at retaining a high proportion of
women for subsequent waves of the study. All survey participants were offered a $100 gift
card for participation at each survey wave, and UCLA mailed all participants a card at the midway point between the 12- and 24-month data collection, and again between the 24- and 36month data collection, to remind them of the study and to request updated contact
information. A $5 gift card was included in the mailings. UCLA re-contacted participants by
telephone prior to their child’s second birthday to schedule the 24-month survey, and prior to
the child’s third birthday to schedule the 36-month survey. When a family was difficult to
reach, UCLA mailed a letter to the family informing them it was time to schedule their next
survey and to contact UCLA. A large majority of women who completed the 12-month survey
also participated in the 24-month survey: 84.4 percent of the intervention group (n=383) and
83.9 percent of the comparison group (n=240). Sample retention was high at 36 months as
well. Of the 830 participants11 that were targeted, 79 percent for the intervention group
(n=406) and 83 percent for the comparison group (n= 264 comparison group) completed the
36-month survey.
Due largely to the unstable circumstances of many participating families (i.e., high
residential mobility and disconnected phone service), and challenges with retention, the
sample was refreshed at 24 months to adjust for resulting losses. Specifically, UCLA followed

11

For the 36-month survey, UCLA re-contacted any participant that received either or both the 12-month survey
and the 24-month survey about one month prior to the focal child’s third birthday. This equated to a total of 830
participants: 511 intervention group and 319 comparison group. After four phone calls and text message
attempts, or after receiving a disconnected number, UCLA mailed a letter to the family requesting their continued
participation in the study. During the final months of the survey administration, they increased the number of
contact attempts to achieve a higher response rate. They made an average of six attempts, including a
combination of phone calls, text messages, and up to two letters.
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up with all women who were contacted for a 12-month survey but either could not be reached
or did not participate because their babies were too old, and they also recruited additional
women at local WIC centers (see Benatar et al. 2014 for additional detail). A relatively equal
number of new participants were added to the refreshed sample at 24 months as those who
left the sample, approximately 100 cases. A comparison of women who left the sample and
women who entered the sample showed that the groups were very similar demographically;
only two significant differences emerged: a few white women left the sample and none joined,
and a larger percent of new sample members spoke a non-English home language (91 versus 61
percent). At 36 months, women who participated in the 12-month survey, the 24-month
survey, or both were contacted to complete the 36-month survey.

B. Description of 36-Month Child and Family Survey
As described above, Welcome Baby is designed to support mothers and their babies prenatally
and during the first nine months postpartum, with a particular focus on supporting
breastfeeding, ensuring home safety, and promoting positive parenting practices. Similar to
previous survey waves, the 36-Month Child and Family Survey was constructed to measure key
outcomes hypothesized to be impacted by Welcome Baby. The survey is composed of four
parts: 1) a parent interview that draws on several validated scales designed to measure key
aspects of parental well-being, the home environment, and children’s health and development;
2) a 10-minute observational assessment of a semi-structured, parent-child play session
designed to measure the quality of parent-child interactions; 3) a home observation checklist
that assesses the quality of the home environment and immediate neighborhood; and 4) a
direct assessment of child height and weight using a stadiometer and scale brought to the
home. The survey incorporates a number of validated scales as well as items developed by the
research team. Key scales and their ranges are summarized in Table 3. (A description of
measures is included in Appendix C and the full survey instrument is included in Appendix E.)
The 36-Month Child and Family Survey repeats measures used in the 24-month survey, but
also includes several new developmentally appropriate measures (see Appendix B for
comparison of measures across waves). In particular, new measures of discipline practices
were added, and the quality of the home environment was assessed with an early childhood
version of the same instrument previously used (the HOME Inventory). Additionally, child body
mass index (BMI) was calculated based on child height and weight. BMI could not be reliably
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Table 3. Key Measures from 36-Month Child and Family Survey
Research Construct
Quality of home
environment1

Quality of parenting
behaviors1

Quality of child
behavior1

Parental engagement
in home learning
activities

Measure at 36 months

Range of Values

Home
Observation
for
Low quality home
Measurement of the Environmentenvironment  High quality
Early Childhood (HOME; Caldwell &
home environment
Bradley 2003)
No parent-child interactions
Parenting Interactions with
High level of interaction
Children: Checklist of Observations
Affection, Responsiveness,
Linked to Outcomes (PICCOLO;
Encouragement subscales
Roggman et al. 2009)
Teaching Subscales
Observational ratings of child during
No engagement in play
play interaction, adapted from
session High engagement
NICHD Study of Early Child Care and
in play session
Youth Development
Items adapted from home learning
activities scale in Early Head Start
Low engagement in activities
Research and Evaluation Project
 High engagement in
Parent Interview for Parents of 3activities
Year-Old Children

Scale
Range
0–39

0–14
0–16

5–20

5–30

Household chaos
(lack of order)

Confusion, Hubbub, and Order Scale
(CHAOS; Matheny et al. 1995; Petrill
et al. 2004)

Low chaos  High chaos

Maternal depression

Patient Health Questionnaire for
Depression (PHQ-9; Spitzer et al.
1999)

0–24
No depressive symptoms 
(depressed
Major depressive symptoms
if +10)

Parenting stress

Parenting Stress Index—Short Form
(PSI-SF; Abidin 1995): Parent-Child
Dysfunctional Interaction and
Parental Distress subscales

10–40

Low parental distress  High
parental distress

12–60

Low dysfunctional
interactions  High
dysfunctional interactions

12–60

12-36

Perceived social
support

Social support scale. Items
developed by Urban Institute

Low social support 
High Social Support

Risk of child
developmental delay

Ages & Stages Questionnaires, 3rd
Edition (ASQ-3; Squires, Bricker, and
Twombly 2002)

High developmental risk 
0–60
Low developmental risk

Social-emotional
skills

Brief Infant Toddler SocialEmotional Assessment (BITSEA)

Low social competence 
High social competence

0–22
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Research Construct

Food insecurity

Material hardship

Child nutrition

Child weight1

Measure at 36 months

Food Insecurity Scale (Bickel, Nord,
Price, Hamilton, and Cook 2000)

Adapted from material hardship
scale from 1996 Survey of Income
and Program Participation (SIPP)

Adapted from Early Head Start Baby
FACES Baseline Parent Interview

Direct assessment of weight and
height

Range of Values

Scale
Range

Minimal problematic
behavior  Extreme
problematic behavior

0–62

Low food insecurity 

0–10

High food insecurity

(insecure if
3+)

Low material hardship 
High material hardship

0–5

Low consumption of healthy
foods  High consumption
of healthy foods

6–30

Low consumption of
unhealthy foods  High
consumption of unhealthy
foods

5–25

Underweight 
Overweight/obese

n/a

1

These measures required direct observations or assessment. All other measures were integrated into the parent interview
protocol.
2
Several measures have low internal consistency (α < .60); findings for these measures should be interpreted with caution. These
include the ASQ-3 problem solving and personal-social subscales; the child nutrition scales of healthy and unhealthy food
consumption; and parent engagement in out-of-home learning activities.
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calculated for all children in previous waves,12 but at 36 months, it was an important additional
outcome of child health and development.

C. Data Collection Procedures for 36-Month Child and Family Survey
The 36-month Child and Family Survey was conducted between January 2013 and August 2014.
Surveys were scheduled within one month of a child’s third birthday (35-37 months). Teams of
two trained, English-Spanish bilingual Assessment Specialists collected the data in participants’
homes. Assessment Specialists were full-time staff employed by UCLA to work solely on this
evaluation. Staff retention during the course of the study was high. Before fielding the survey,
staff completed an intensive two-day training on study protocols, including reliability testing on
the observational tools used to measure parenting quality (i.e., PICCOLO) and quality of child
behavior.
To complete all survey components during a visit to the home, one Assessment Specialist
led the parent interview while the other completed the home observation checklist and
observed and scored the parent-child play session according to validated coding schemes (i.e.,
the PICCOLO and the observational ratings of child behavior adapted from the NICHD Study of
Early Child Care). As needed, both Assessment Specialists were involved in engaging the child
to accurately measure and record height and weight. Survey responses and observational data
were recorded on an electronic tablet using Computer-Assisted Personal Interviewing (CAPI)
technology. The total time in the home including the consent process and the four survey
components averaged 90 minutes. The Institutional Review Boards at UCLA and the Urban
Institute approved all recruitment and data collection procedures prior to commencing
fieldwork.
Assessment Specialists were not blind to participant group as a result of study design.
Because the comparison group included children who were born prior to the implementation of
the intervention, these children were older on average than intervention group children and
were surveyed first (with some months overlapping for the comparison and intervention
groups). Although the 36-month survey protocols were the same for both groups, Assessment
Specialists could potentially know group assignment because of the timing of data collection.

12

Children’s height and weight were first assessed at the 24-month survey, which was administered within a range
spanning six weeks before or after their second birthdays. To prevent sample attrition due to children aging out of
the survey window, surveys were scheduled and completed in advance of children’s birthdays when possible.
Ultimately, the majority of the sample was surveyed just prior to children turning two years old. Since children
must be at least 24 months old for body mass index to be calculated, as guidelines are not available for younger
children, BMI could be calculated for only one-quarter of the sample (n=179) with the 24-month survey data.
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Graduate Research Assistants and an on-site project manager conducted quality assurance
checks of data entry after initial data collection. Two audio-recorded interviews (one in English
and one in Spanish) conducted by each Assessment Specialist were randomly selected and
reviewed for consistency, comparing responses provided on recording and the responses
entered into the CAPI system. Any errors were adjusted and brought to the attention of the
Assessment Specialist. Additional training was provided as needed to ensure accuracy of data
entry.
On a semi-annual basis during the course of the evaluation, the UCLA team calculated interrater reliability on the PICCOLO and the ratings of child behavior. To do so, all observations of
parent-child play sessions conducted on Wednesdays were coded by both Assessment
Specialists instead of one and ratings were checked to determine whether the two observers
coded similarly. The target was 80 percent agreement or higher across items on each PICCOLO
subscale and the child behavior scale. At the final 36-month check-point, inter-rater reliability
(i.e., percent agreement) was acceptable across subscales (Affection: 90.7 percent;
Responsiveness: 90.1 percent; Encouragement: 89.5 percent; Teaching: 77.1 percent; child
behavior: 75.5 percent).
Inter-rater reliability data were not collected for the HOME Inventory due to field
procedures; the lead Assessment Specialist assessed some HOME items during the parent
interview while simultaneously the second Assessment Specialist coded the observational
HOME items. (See Appendix C for further details on measures and reliability.)

D. Research Questions and Analytic Approach
36-Month Cross-Sectional Research Questions and Analysis
Although the intervention is short-term and relatively low dosage, for the purposes of
evaluating potential long-term effects, the evaluation hypothesizes that program participation
leads to observable, positive outcomes for children and their families when children are three
years old—just over two years post-intervention. Specifically, this study hypothesizes that
outcomes found to be significant at 12 months postpartum will be sustained and remain
significant at 36 months and that a select number of additional outcomes not measured in
previous waves will be significant at age three. The evaluation also hypothesizes that the
timing of program enrollment—specifically, enrolling prenatally versus postpartum—as well as
completing the program through the final 9-month home visit (versus dropping out earlier) will
have added benefits for participants.
Three research questions guide the analysis of data from the 36-Month Child and Family
Survey:
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1. What is the impact of Welcome Baby on child and family outcomes? Does the
intervention group demonstrate significantly better outcomes than the comparison
group when children are 36 months old?
2. How does the timing of enrollment in Welcome Baby affect child and family
outcomes? Does initiating Welcome Baby prenatally versus postpartum predict better
child and family outcomes at 36 months?
3. How does the dosage of Welcome Baby services affect child and family outcomes? Do
families who complete the 9-month home visit demonstrate better child and family
outcomes at 36 months than families who drop out earlier?
To discern the overall effects of Welcome Baby, a series of analytic models are tested
comparing outcomes for Welcome Baby clients and comparison group participants. Since
families in the intervention group resided both within and outside Metro LA at the time of
Welcome Baby participation, and families in the comparison group resided only within Metro
LA, the analyses are repeated limiting the intervention group sample to only families living
within Metro LA to create a more equal comparison. Given the demographic variation within
the sample based on location of residence (discussed further in the Findings section), the
restricted sample analyses provide more accurate estimates of program effects. Given their
smaller analytic samples, however, the analyses with the Metro LA-only sample also have less
power to detect the effects of the intervention.
Statistical procedures include ordinary least squares (OLS) regression for continuous
variables (e.g., the HOME Inventory score) and linear probability models for bivariate outcomes
(e.g., food insecurity). Given demographic differences between the intervention and
comparison groups, several variables are included as covariates in the analytic models to
control for any confounding effects on the outcomes of interest. The covariates are
demographic and socioeconomic characteristics that may contribute to or explain differences in
the outcomes measured, such as associations between child age and developmental progress,
or cultural norms and parenting style. Including covariates in the analytic models makes the
intervention and comparison groups more comparable. Control variables include child gender,
child age at assessment, prematurity (less than 37 weeks gestation), mother’s age at the child’s
birth, first-time mother, maternal education level (any post-secondary education), maternal
employment status, Latina heritage, limited English proficiency, maternal partnership status
(married/in a relationship or not), and family income (monthly total of at least $1,000).
The same set of control variables are used in the sensitivity analyses that examine
associations between outcomes and timing of enrollment and dosage. For the purpose of
sensitivity analyses, timing is defined as prenatal enrollment versus postpartum enrollment;
dosage is defined as program completion (specifically, completion of the 9-month home visit
17

versus not). About 17 percent of those who completed the 9-month visit missed at least one
prior postpartum engagement point, so program completion does not reflect completion of all
possible engagement points. Further detail is provided in Section V Part B on results of
sensitivity analyses.
Longitudinal Research Questions and Analysis
Four research questions guide the longitudinal analysis of data from the 12-, 24-, and 36-Month
Child and Family Surveys:
1. What is the impact of Welcome Baby on child and family outcomes over time? Do
significant benefits among the intervention group grow or diminish as children age?
2. Is Welcome Baby associated with greater benefits for certain subgroups of children
and families? Do the outcomes of families with first-time, partnered, and bettereducated mothers differ significantly from those of other families?
3. How does the timing of enrollment in Welcome Baby affect child and family
outcomes? Does initiating Welcome Baby prenatally versus postpartum predict better
child and family outcomes when children are 12 through 36 months old?
4. How does the dosage of Welcome Baby services affect child and family outcomes? Do
families who complete the 9-month home visit demonstrate better child and family
outcomes when children are 12 through 36 months old than families who do not
complete this visit?
All measures available for analysis across the 12-, 24-, and 36-Month Child and Family
Surveys are detailed in Appendix B. Longitudinal analyses focus on research constructs found
to have significant (or close to significant) impacts in the 12-, 24-, or 36-month waves, as well as
other outcomes hypothesized to be impacted by Welcome Baby. Analyses investigate whether
early cross-sectional impacts are sustained or fade over time, for example. These analyses also
compensate for small samples in each of the cross-sectional data collections, increasing the
power to detect significant program effects. To correct for significant differences observed
across several characteristics, a set of longitudinal adjustment weights were constructed to use
in the longitudinal analyses. Construction of the longitudinal data files and the weighting
procedures used are described in greater detail in Appendix D.
To address the first longitudinal research question, data were merged across all three waves
of the study. Importantly, longitudinal analyses only investigate child and family outcomes
deemed sufficiently similar in content to compare across waves. Several outcome measures
are directly comparable; other measures require standardization (mean of 0, standard
deviation of 1) for comparability, as they involve different survey items or are measured on
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different scales but capture the same underlying developmental construct. Measure-specific
strategies for longitudinal analysis are detailed in Appendix B. For each measure, the analysis
fits the following multivariate model:
𝑜𝑢𝑡𝑐𝑜𝑚𝑒𝑖𝑡 = 𝛽0 + 𝛽1 𝑊𝐵𝑖 + 𝛽2 24𝑚𝑡 + 𝛽3 36𝑚𝑡 + 𝛽4 (𝑊𝐵𝑖 ∗ 24𝑚𝑡 ) + 𝛽5 (𝑊𝐵𝑖 ∗ 36𝑚𝑡 ) +
𝑿𝑖 𝛽6 + 𝑒𝑖𝑡 (Model 1)
where 𝑜𝑢𝑡𝑐𝑜𝑚𝑒𝑖𝑡 includes each outcome of interest available across more than one wave of
data; 𝑊𝐵𝑖 is a binary variable equaling 1 if case i participated in Welcome Baby and 0 if i was in
the comparison group; 24𝑚𝑡 and 36𝑚𝑡 are binary variables equaling 1 if outcomes were
collected in the 24- and 36-month surveys, respectively, and 0 if not, with 12𝑚𝑡 as the
reference category; and 𝑿𝑖 is a vector of child and family control variables.
Control variables in the models include child gender, child age at assessment (centered on
12, 24, and 36 months to avoid collinearity with the binary “dummy” variables indicating the
survey wave), prematurity (less than 37 weeks gestation), mother’s age at the child’s birth, firsttime mother, maternal education level (any post-secondary education), maternal employment
status, Latina heritage, limited English proficiency, maternal partnership status (married/in a
relationship or not), and family income (monthly total of at least $1,000). If an outcome is only
measured in two waves, the wave-specific variables included were adjusted so that Model 1
only investigates relevant changes over time. All analyses apply the relevant longitudinal
weights and clustered standard errors13 by participant. Coefficients of interest include: 𝛽1, 𝛽4 ,
and 𝛽5, the average effects of Welcome Baby at 12-, 24-, and 36-months.
To address the second longitudinal research question, the evaluation examines
heterogeneity in the significant (or close to significant) effects of Welcome Baby—that is,
whether the program was more or less effective for mothers with different characteristics. The
evaluators hypothesize that program impacts will be stronger for women with greater risk
factors—those with less than a high school education, who are single, or who are first-time
mothers. Importantly, these characteristics had to pertain to large enough subsamples of
mothers to make robust comparisons between intervention and comparison groups. Analytic
models build on Model 1 but include an additional predictor of longitudinal outcomes: the
interaction between intervention status and binary indicators denoting the subgroups of
interest.

13

Clustered standard errors account for the fact that the same participants are observed at multiple points in time,
and that observations of each participant are therefore related (correlated). In order to detect significant and
meaningful differences between groups, all longitudinal analyses employ standard errors clustered by participant.
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In addition, a jackknife resampling procedure was used to assess the sensitivity of
longitudinal findings. This procedure assumes that children and families included in all three
waves of data collection are just one possible sample of study participants. The evaluation
team created sets of other possible study participants by drawing forty replicate samples from
this population and then re-fit Model 1 based on these replicate samples. This exercise allows
researchers to assess whether the demographic and socioeconomic composition of the
intervention and comparison groups has influenced the findings—and whether these findings
could persist in other study populations, including those beyond the pilot community.
Finally, the third and fourth longitudinal research questions suggest analyses similar to
those described for the 36-month sample. In their longitudinal form, however, analyses pooled
observations across the 12-, 24-, and 36-month datasets to compare outcomes within the
intervention group based on (1) timing of enrollment (prenatal versus postpartum) and (2)
completion of the intervention. As in other longitudinal analyses, these sensitivity checks focus
on outcomes comparable across survey waves and found to be significant at 12, 24, or 36
months. They also employ relevant longitudinal weights and clustered standard errors by
participant.
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V. STUDY FINDINGS
This section presents cross-sectional findings from the 36-month survey as well as results of the
longitudinal analyses. For both sets of findings, the descriptive characteristics of the study
sample are presented, differences across the intervention and comparison groups are discussed
to provide context, and any systematic differences within the Welcome Baby group based on
residence are noted by comparing mothers who live within Metro LA and mothers who live
outside Metro LA. Next, the results of the impact analyses are presented, comparing outcomes
for families that received Welcome Baby with outcomes for comparison group families. Finally,
the evaluators discuss the results of sensitivity analyses designed to: 1) estimate the effects of
timing of enrollment and dosage of Welcome Baby on key child and family outcomes, and 2)
differential effects as a function of three key sample characteristics: mother’s education level,
partnership status, and first-time motherhood.
Throughout the report, context is provided using case study and/or focus group results
regarding how these findings align with the goals and intensity of the Welcome Baby program,
the general challenges facing families in Metro LA (and neighboring areas), and the overall
strengths and weaknesses of this home visiting program model.

A. Cross-sectional Analysis of the 36-Month Child & Family Survey
Sample Characteristics
Table 4 presents sample characteristics of intervention and comparison group participants.
Intervention group characteristics are presented in three ways: 1) in aggregate; 2) for Welcome
Baby clients who live in the Metro LA pilot community; and 3) for Welcome Baby clients who
live outside Metro LA, to reveal any systematic differences between clients who reside in the
pilot community and those who do not. Overall, study participants are primarily Latina; about
71 percent are immigrants and 54 percent report having limited English proficiency. Nearly half
did not complete high school. Women who participated in Welcome Baby were on average 28
years old at the time of the focal child’s birth, whereas the comparison group was a year older
on average.14 Seventy-nine percent of women in the intervention group and 81 percent of
women in the comparison group were married or in a relationship at the time of the survey.

14

Welcome Baby serves teenage mothers but the evaluation excluded women under the age of 18; therefore, the
average age of study participants does not reflect the full population served.

21

Nearly 40 percent of study participants who received Welcome Baby were first-time mothers,
compared with roughly 20 percent of women in the comparison group.
In testing for statistically significant differences between the three identified groups—
Welcome Baby in Metro LA, Welcome Baby outside Metro LA, and the comparison group—the
data show that certain differences exist. For instance, mother’s race and ethnicity, language,
and country of nativity vary significantly across groups. Participants residing within Metro LA
(both those in Welcome Baby and the comparison group) are more likely to be Latina,
immigrants, of Mexican descent, speak Spanish primarily, and have limited English proficiency
compared to those residing outside the pilot community. Mothers residing outside Metro LA,
on the other hand, are more likely to be Black, born in the United States, speak English
primarily, and have a Bachelor’s degree or more.
Because Welcome Baby serves families both inside and outside the Metro LA community,
and the comparison group includes only mothers within the pilot community, some racial and
ethnic differences persist when Welcome Baby participants living inside and outside Metro LA
are combined. The comparison group has a larger percentage of Latinas, immigrants, primary
Spanish speakers, and mothers with limited English proficiency; whereas the Welcome Baby
intervention group as a whole includes a larger proportion of Black mothers and mothers
whose primary language is English. Mothers in the Welcome Baby intervention group are also
more educated, younger, and more likely to be first-time mothers than mothers in the
comparison group. In terms of socioeconomic status, Welcome Baby mothers are more likely
to be employed when their children are 36 months old and to have higher monthly family
incomes.
While the analyses control for the effects of language, Latino heritage, education, and other
salient demographic and socioeconomic characteristics, these observable differences by
residence provide justification for conducting analyses with both the full sample and the
restricted Metro LA sample, which is more homogenous. Accordingly, all impact analyses are
repeated, excluding intervention group families who reside outside of Metro LA. These
analyses compare Welcome Baby participants living in Metro LA to comparison group
participants also living in Metro LA, who are more similar on observable characteristics and in
terms of their experiences living within the same community. Comparing women who are
more similar reduces the potential influence of unobservable characteristics related to study
outcomes that go unmeasured in the evaluation.
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Table 4. Sample Descriptive Characteristics at 36 Months by Treatment Groups

Variable/Measure
Male child
Child born prematurely
Child’s age at time of survey (mos.)
First-time mother
Mother’s age at birth of first child
Mother’s age at birth of focal child
Mother’s race/ethnicity
Black
White
Mexican
Salvadoran
Guatemalan
Other
Latina mother
Immigrant mother
Mother’s primary language
English
Spanish
Other
Limited English proficient
Number of years living in LA
Mother has a spouse or partner
Mother’s highest education level
No formal schooling
th

Less than 9 grade
th

th

9 through 11 grade
A high school degree or GED
Vocational or trade school
Some college
Associates degree
Bachelor’s degree or more
Mother has some post-secondary education
Mother currently enrolled in school
Mother currently employed
Currently looking for job if not employed

All Welcome
Baby
(n=406)
Mean/%
54.7%
10.9%
35.7
(0.7)
38.6%
22.1
(4.9)
27.6
(6.5)

Welcome
Baby in
Metro LA
(n=188)
Mean/%
50.5%
9.7%
35.8
(0.8)
36.8%
22.2
(4.7)
27.7
(6.5)

Welcome
Baby outside
Metro LA
(n=218)
Mean/%
58.3%
12.0%
35.7
(0.7)
40.1%
22.1
(5.0)
27.5
(6.5)

Comparison
Group
(n=264)
Mean/%
51.5%
10.7%
35.7
(0.7)
22.2%
21.6
(5.2)
28.6
(6.2)

10.7%
1.2%
59.4%
10.4%
8.7%
9.7%
86.8%
65.5%

5.4%
0.0%
67.6%
9.7%
10.8%
7.0%
92.5%
72.3%

15.3%
2.3%
52.3%
11.1%
6.9%
12.0%
82.0%
59.6%

2.7%
1.5%
66.2%
11.0%
8.4%
10.3%
95.4%
78.4%

*^#
^
^#

33.7%
65.5%
0.7%
48.5%
16.2
(8.5)
79.3%

25.0%
73.9%
1.1%
53.2%
16.1
(8.4)
80.3%

41.3%
58.3%
0.5%
44.4%
16.4
(8.6)
78.4%

24.2%
74.6%
1.1%
62.1%
15.4
(8.8)
81.4%

*^#
*^#

1.0%

1.6%

0.5%

0.8%

19.0%

22.6%

15.9%

26.1%

24.5%
27.0%
5.5%
14.2%
3.5%
5.2%
28.5%
14.0%
40.8%
35.4%

24.2%
26.3%
8.6%
11.3%
2.7%
2.7%
25.3%
15.4%
39.4%
28.7%

24.8%
27.6%
2.8%
16.8%
4.2%
7.5%
31.3%
12.8%
42.1%
41.4%

28.0%
29.9%
3.4%
8.8%
1.5%
1.5%
15.3%
10.6%
29.5%
34.6%

*±#

*^#
*^#

*#

*#

^±
*#
*^#
*±#
*±#
^
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Variable/Measure
Monthly family income
< $500
$500–$999
$1,000–$1,499
$1,500–$1,999
$2,000 or more
Family size supported by income

All Welcome
Baby
(n=406)
Mean/%

Welcome
Baby in
Metro LA
(n=188)
Mean/%

Welcome
Baby outside
Metro LA
(n=218)
Mean/%

Comparison
Group
(n=264)
Mean/%

1.8%
16.9%
30.1%
26.0%
25.3%
4.2
(1.5)

2.2%
16.8%
35.3%
24.5%
21.2%
4.2
(1.4)

1.4%
17.0%
25.5%
27.4%
28.8%
4.1
(1.5)

5.3%
21.2%
33.3%
18.9%
21.2%
4.3
(1.3)

*#
^
*#

* Significant difference between All Welcome Baby and comparison group
^ Significant difference between Welcome Baby in Metro LA and Welcome Baby outside Metro LA
± Significant difference between Welcome Baby in Metro LA and comparison group
# Significant difference between Welcome Baby outside Metro LA and comparison group
All tests are significant at p < .05 (two-tailed).
Standard deviations are in parentheses.
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Findings from the 36-Month Child & Family Survey
This section presents detailed findings from cross-sectional analyses of 36-month survey data
organized into seven domains of measured outcomes: parenting and parent-child interactions,
child development, child nutrition and weight, home environment and activities, maternal and
child health care and coverage, maternal mental health, and family well-being and sources of
economic support. Appendix C contains further details on the measures described in this
section and Appendix E includes the full survey instrument.
1. Quality of Parenting and Parent Child Interactions
Overall, Welcome Baby participants display more positive parenting behaviors when
interacting with their three-year-olds than do comparison group participants, and likewise,
their children display more positive behaviors towards them. Similar to the 12- and 24-month
surveys, the 36-month survey included a 10-minute, semi-structured observation of mothers
playing with their children using a bag of toys provided by the research team. Assessment
Specialists used an observational tool—the Parenting Interactions with Children: Checklist of
Observations Linked to Outcomes (PICCOLO)—to rate the frequency with which mothers
demonstrated specific parenting behaviors on four subscales: affection, encouragement,
responsiveness, and teaching. They simultaneously used an observational measure of
children’s emotions and behaviors during the play session on which they rated children on five
dimensions: positive mood, negative mood, activity level, sustained attention, and positive
engagement towards mother (see Appendix C for a detailed description of measure).
Positive parenting interactions. When children were 12 months old, no differences in
parenting behaviors were detected, whereas at 24 months, mothers who participated in
Welcome Baby were rated higher on responsiveness and encouragement, and these effects are
sustained at 36 months.15 Specifically, at 36 months, Welcome Baby participants continue to be
more responsive to their children’s cues (e.g., was flexible about child changing activities) and
more encouraging of their children’s play attempts (e.g., offered suggestions to child). They also
display more affection (e.g., speaks in a warm tone of voice) and teaching behaviors (e.g.,
explains reasons for something to child) than the comparison group (see Table 5 and Figure 3).

15

Prior reports have indicated that PICCOLO administration may have been less reliable at the time of the 12month survey than later waves due to inexperience among the Assessment Specialists (Benatar et al. 2013;
Benatar et al. 2014).
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Table 5. Effects of Welcome Baby on Parenting and the Parent-Child Relationship at 36
Months
Welcome Baby
All Welcome
Baby

Welcome Baby in
Metro LA

Comparison Group

Mean or
%

SE

Mean or
%

SE

Outcomes at 36 Months

PICCOLO Teaching
(below 8=risk)
PICCOLO Affection
(below 10=risk)
PICCOLO Responsiveness
(below 11=risk)
PICCOLO Encouragement
(below 10=risk)
Quality of child behavior
during observed play session
Parental Attitudes toward
Child Rearing (PACR)

Mean or
%

SE

12.7

(0.2)

*

12.5

(0.2)

12.1

(0.2)

13.2

(0.1)

*

13.0

(0.1)

12.9

(0.1)

13.2

(0.1)

*

13.1

(0.2)

13.0

(0.1)

13.2

(0.1)

*

13.1

(0.1)

12.9

(0.1)

18.3

(0.1)

**

18.3

(0.1)

17.9

(0.1)

36.2

(0.3)

35.7

(0.4)

35.6

(0.3)

*

55.3%
(2.5%)
50.0%
(3.8%)
54.5%
(3.2%)
Use of spanking (%)
More than one instance of
physical punishment within
15.6%
(1.9%)
13.7%
(2.7%)
17.2%
(2.3%)
the last week (%)
Notes: Significantly different from comparison group at ** p < .01, * p < .05 in a one-tailed test. Standard errors
in parentheses. PICCOLO instrument indicates risk levels, which vary by subscale.

Figure 3. Adjusted Group Means on PICCOLO Subscales
16.0
14.0

12.7*12.5

13.2*13.0 12.9

13.2*13.1 13.0

13.2*13.1

12.9

12.1

12.0
10.0

All Welcome Baby

8.0

Welcome Baby in
Metro LA

6.0

Comparison Group

4.0
2.0

* Significantly

0.0
PICCOLO Teaching
(below 8=risk)

PICCOLO Affection
(below 10=risk)

PICCOLO
Responsiveness
(below 11=risk)

PICCOLO
Encouragement
(below 10=risk)

different from
comparison group
at p < .05 (onetailed)

Notes: Teaching subscale has a possible range of 0 to 16, whereas the other three scales have a ceiling of 14.
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These small but significant group differences suggest that Welcome Baby home visiting
contributes to positive parenting even two years after program completion. In particular,
Welcome Baby participants are observed using teaching strategies with their three-year-olds
more frequently than comparison group mothers. Overall, mothers score lower on the
teaching subscale than on the other three subscales, as they had for previous survey waves, but
the average score on the teaching subscale at 36 months is much higher than it had been in the
past, suggesting that mothers are more confident in their ability to teach their three-year-olds
than their infants and toddlers. Longitudinal analyses, presented later in the report, show
mothers’ teaching skills significantly improve as their children age, with Welcome Baby mothers
demonstrating larger gains than comparison group mothers, as explained in more detail a
subsequent section of this report.
The positive parenting findings are not replicated when limiting the sample to Welcome
Baby participants living in Metro LA. Even though the Metro LA participants score higher than
the comparison group on each of the PICCOLO subscales, the differences are not statistically
significant. These parenting differences are only observed within the context of the larger and
more diverse sample of Welcome Baby participants.
Child behavior towards mother. As mothers played with their children, the children of
Welcome Baby participants were observed using positive behaviors with significantly greater
frequency (e.g., had a more positive mood, were more attentive to the toys presented, and
were more interested in playing with their mothers). On average, children across both
intervention and comparison groups score high on this measure (mean of 18 out of a possible
20 points). Yet while the groups looked similar at age two, at age three there is a measurable
difference in children’s behaviors between Welcome Baby participants and the comparison
group. This effect remains significant when limiting the sample to those families residing in
Metro LA.
Childrearing beliefs. The 36-month survey also includes several other measures of
parenting that were not found to be significantly related to Welcome Baby participation. The
Parental Attitudes towards Childrearing (PACR): Encouragement of Independence subscale was
used to measure the extent to which mothers believe in allowing their children to express
feelings and opinions, make decisions, and be independent and curious. On average, mothers
in both the intervention and comparison groups score relatively high on this measure (mean of
36 out of 45 possible points), and the mean scores for the groups were not significantly
different.
Physical punishment. Mothers were also asked about their use of physical punishment to
discipline their child. Fifty-five percent of mothers in both the intervention and comparison
groups report ever spanking or using other forms of physical punishment, such as slapping
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hands or pinching an arm or leg (as measured in the parent interview; see Appendix E). The
rate is slightly lower (50 percent) for the Welcome Baby participants in Metro LA, but not
significantly different from the comparison group. These rates of spanking are close to what
mothers reported on the 24-month survey, and aligns with recent findings from the Fragile
Families and Child Well Being Study, which indicate that 55 percent of mothers sampled in that
study have spanked their three year olds (MacKenzie et al. 2012).
The 36-month survey also assesses the frequency of spanking or other forms of physical
punishment within the past week. Nearly 16 percent of Welcome Baby participants and 17
percent of comparison group participants report more than one instance of physical
punishment within the past week (an item on the HOME Inventory). Although the rates are not
significantly different between groups at 36 months, these rates are higher than those reported
at 24 months (14 and 9 percent, respectively).
A sizable body of work links corporal punishment with subsequent poor child outcomes,
including child aggression and cognitive outcomes (Gershoff 2002; Gershoff 2010). Child
spanking and other forms of physical punishment are highly correlated with maternal stress
(MacKenzie et al. 2012). Because the final Welcome Baby home visit occurs when children are
nine months old, limited information and support is provided for parenting a toddler, coping
with stressful situations, and positive discipline strategies, which is one possible explanation for
the null findings.
2. Child Development
Welcome Baby participation is positively associated with children’s communication skills and
social competence at 36 months. Positive child development is a hypothesized effect of
Welcome Baby, and findings from the 36-month survey indicate that the program has sustained
impacts on select domains of development. Two parent-report measures are used to screen
children’s development and identify areas of potential delay. The Ages and Stages
Questionnaires, 3rd edition (ASQ-3) assesses communication, problem solving, fine and gross
motor, and personal-social skills. The Brief Infant Toddler Social-Emotional Assessment (BITSEA)
assesses social competence and problem behaviors.
Developmental skills. According to the data, three-year-olds whose mothers participated in
Welcome Baby have better communication skills and personal-social skills, as measured by the
ASQ-3, than comparison group children, but they look similar in terms of fine and gross motor
and problem solving (see Figure 4 and Table 6). However, when limiting the sample to families
living in Metro LA, for a stronger match to the comparison group, these effects are no longer
significant.
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Figure 4. Adjusted Group Means on ASQ-3 Subscales

60.0
54.4 53.7
53.8

50.0

40.0

47.3*
47.1

48.7

48.8
48.1

50.1*
49.6

48.5

45.4
39.5
36.7 36.3

All Welcome Baby

30.0

Welcome Baby in
Metro LA

20.0

Comparison Group

10.0
0.0
Communication
Gross Motor Fine Motor (below Problem Solving Personal-Social
(below 30.99=risk) (below 36.99=risk)
18.07=risk)
(below 30.29=risk) (below 35.33=risk)

* Significantly
different from
comparison group
at p < .05 (onetailed)

The developers of the ASQ provide cut-off scores used to determine whether a child is on
track developmentally or needs monitoring or further assessment from a professional. On
average, both the intervention and comparison groups score well above the cut-off scores
across all five domains of the ASQ-3. Approximately 90 percent of children in each group are
not at risk of these delays and are not in need of further assessment. Further, there was no
significant difference between the intervention and comparison groups at 36 months in terms
of the percent of children who score below the cut-offs and are in need of further assessment.
Social competence and problem behaviors. According to scores on the BITSEA, Welcome
Baby participation is associated with greater social competence but is not associated with
children’s problem behaviors (see Table 6). Similar to the ASQ, developers of the BITSEA
provide cut-off scores to help determine whether a child’s social behaviors should be of
concern. Children in both the intervention and comparison groups demonstrate moderately
high levels of social competence, scoring on average above the cut-off score; however, those
who participate in Welcome Baby score significantly higher in social competence than
comparison group children and are significantly less likely to be at risk for problems in this
domain (see Figure 5). The effect is stronger for the subset of Welcome Baby participants living
in Metro LA (89 percent are not at risk versus 80 percent of the comparison group).
Meanwhile, the overall incidence of problem behaviors is similar across groups and, on average,
relatively high. Welcome Baby children in Metro LA are significantly less likely than the
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comparison group to be at risk for problem behaviors (65 percent versus 56 percent,
respectively), but the significance disappears when the full intervention group is considered.
Table 6. Effects of Welcome Baby on Child Development at 36 Months
Welcome Baby
All Welcome
Baby

Welcome Baby in
Metro LA

Comparison Group

Mean or
%

SE

Mean or
%

SE

Outcomes at 36 Months
Mean
or %

SE

Communication (below 30.99=risk)

47.3

(0.6)

47.1

(0.9)

45.4

(0.7)

Gross Motor (below 36.99=risk)

54.4

(0.5)

53.7

(0.8)

53.8

(0.6)

Fine Motor (below 18.07=risk)

36.7

(0.8)

36.3

(1.1)

39.5

(1.0)

Problem Solving (below 30.29=risk)

48.7

(0.6)

48.8

(0.9)

48.1

(0.7)

Personal-Social (below 35.33=risk)

50.1

(0.5)

*

49.6

(0.8)

48.5

(0.7)

BITSEA Social Competency Scale
(possible range=0–22)
(15 or below=risk for girls;
14 or below=risk for boys)

17.7

(0.1)

*

17.9

(0.2)

17.2

(0.2)

BITSEA Problem Behaviors Scale
(possible range=0–62)
(14 or above=risk for girls;
14 or above=risk for boys)

13.2

(0.4)

12.3

(0.5)

12.7

(0.5)

Ages and Stages Questionnaires
(ASQ-3)
Subscale Means (possible range=0–60)
*

**

Doctor recommended monitoring
speech and language
8.1%
(1.4%)
8.2%
(2.2%)
9.8%
(1.8%)
development, if anything (%)
Child identified as having
developmental delay or special
6.3%
(1.3%)
5.5%
(1.9%)
8.6%
(1.6%)
need (%)
Notes: Significantly different from comparison group at ** p < .01, * p < .05 in a one-tailed test. Standard errors in
parentheses.

Monitoring and treating developmental delays and special needs. Early identification and
referral to services are critical in averting the compounding effects of developmental delays.
The 36-month survey assesses whether a doctor or other professional has recommended
monitoring the child’s development in a particular area, has referred the child for further
assessment for a specific issue, or has identified the child with a developmental delay or special
need. No differences are observed between the intervention group and comparison group on
these outcomes. Just over six percent of Welcome Baby participants and eight percent of
comparison group participants are identified as having a developmental delay or special need.
A small number of children (nine percent of the intervention group and eleven percent of the
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comparison group) receive treatment for a developmental delay, most commonly speech and
language therapy and occupational therapy.
Figure 5. Adjusted Probability of Being on Track and Not At-Risk According to BITSEA Subscales
100.0%
90.0%

84.7%*

88.6%**
79.5%

80.0%
70.0%

All Welcome Baby

64.5%*
60.5%

60.0%

55.9%

50.0%

Welcome Baby in
Metro LA
Comparison Group

40.0%
30.0%
20.0%
10.0%
0.0%
Competence

Problems

* Significantly different
from comparison group
at p < .05 (one-tailed)
** Significantly
different from
comparison group at p
< .01 (one-tailed)

Summary of child development findings. In sum, these findings are consistent with past
survey findings; at both 12 and 24 months, Welcome Baby was associated with higher scores
for children’s communication skills, as measured by the ASQ, and children’s social-emotional
skills, as measured by the ASQ Social-Emotional assessment tool at 12 months and the BITSEA
at 24 months. Together these findings indicate that Welcome Baby is strengthening children’s
communication skills and social competencies and these skills remain strong over time, but the
program is not affecting children’s motor skills or problem solving skills, or reducing problem
behaviors among all children.
As described in the 24-month outcomes report, the Welcome Baby home visiting model
places an emphasis on strengthening parent-child bonding, improving parenting practices, and
linking mothers to a network of supports. This emphasis, and the positive effects that Welcome
baby participants demonstrate with regard to parenting quality measures, likely contributes to
greater social competence and communication skills among participating children. Less
attention, on the other hand, is given to directly building children’s motor and cognitive skills,
which may account for no measured differences in these domains. There is also less focus on
educating mothers on effective strategies to manage problem behaviors, which may explain the
overall null effects on this outcome.
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3. Home Environment and Activities
Welcome Baby clients have similar quality home environments and routines as comparison
group families at 36 months. Based on a combination of home observations and parentreport, as measured by the Early Childhood HOME Inventory, findings indicate that—three
years out—Welcome Baby participation is not associated with the quality of the home
environments in which children live. The HOME Inventory measures the presence of
developmentally appropriate learning materials, the safety of the physical environment,
parent-child interactions, and the variety of children’s learning experiences (see Appendix C for
further description). Participants across both groups score about 70 percent on the inventory
(i.e., rated positively on 35 of the 48 items), indicating there is some room for improvement in
this area (see Table 7).
Engagement in activities in the home and community. In addition to home quality,
Welcome Baby clients and comparison group mothers also report similar levels of engagement
in home learning activities with their children, specifically playing with toys, doing arts and
crafts, singing children’s songs, dancing, and telling stories. Based on group averages, most
children engage in these activities a few times a week but not every day. Though these
measures were significant at 12 and 24 months, they are not sustained at 36 months.
Additionally, Welcome Baby is not associated with any effects on engagement in outdoor
play at 36 months (children in both groups play roughly two hours daily, on average) or
television viewing at 36 months (children in both groups view approximately 12 hours per
week, on average). The 36-month survey also assesses children’s participation in activities in
the community within the past month. Since Welcome Baby encourages mothers to support
their children’s learning, it was expected that over time mothers would feel motivated to seek
opportunities in the community to support their children’s learning and development.
However, no measurable differences are found in participation rates between the intervention
and comparison groups. About 40 percent of children across the two groups attended an
activity or event in the community within the past month, such as a neighborhood festival or an
activity at a community center; 36 percent of children visited a library; and 25 percent went to
a sporting event.
Household chaos. The survey also assesses household chaos, defined as “environmental
confusion” and characterized by high levels of noise, crowding, and lack of order and routines
(see description of CHAOS measure in Appendix 2). The intervention and comparison groups
show similar levels of household chaos at 36 months. The level of chaos reported is moderate
on average, with a mean score of 20 in both groups compared to the scale range of 10 (low
level of chaos) to 40 (high level of chaos).
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Table 7. Effects of Welcome Baby on Home Environment and Activities at 36 Months
Welcome Baby
All Welcome
Baby

Welcome Baby in
Metro LA

Comparison Group

Outcomes at 36 Months
Mean or
%
35.3

SE
(0.3)

Mean or
%
35.4

SE
(0.5)

Mean or
%
34.9

SE
(0.4)

23.8

(0.2)

23.6

(0.3)

23.7

(0.3)

21.7

(0.2)

21.8

(0.3)

21.6

(0.2)

Reading frequency with mother

5.1

(0.1)

5.2

(0.1)

5.2

(0.1)

Household chaos
Total outdoor play per week
(hours)
Total television viewing per week
(hours)
Child has a regular bedtime (%)
Child sleeps in crib or bed alone
(%)
Activities participation in the past
month

19.7

(0.2)

19.5

(0.3)

19.8

(0.3)

15.5

(0.5)

15.1

(0.6)

15.3

(0.6)

12.4

(0.4)

11.1

(0.6)

12.2

(0.5)

83.0%

(2.0%)

80.6%

(3.0%)

80.0%

(2.5%)

37.0%

(2.4%)

39.7%

(3.5%)

38.1%

(3.0%)

Community activities (%)

39.9%

(2.5%)

37.1%

(3.6%)

40.4%

(3.1%)

Library visit (%)

36.6%

(2.4%)

37.1%

(3.6%)

36.3%

(3.0%)

Athletic or sporting event (%)

26.6%

(2.2%)

25.2%

(3.2%)

23.5%

(2.8%)

HOME Inventory total scale
Engagement in home learning
activities
Engagement in activities outside
home

Notes: Groups are not significantly different on any measured outcome.

Sleeping routines and arrangements. Most children in the sample, regardless of Welcome
Baby participation, have a regular bedtime (81 percent), as reported by their mothers on the
parent survey. Compared to parental reports of children’s sleeping arrangements at earlier
survey waves, the rates of co-sleeping and using temporary or makeshift beds are similar at 36
months; 37 percent of Welcome Baby participants and 38 percent of comparison group
children slept alone in a crib or bed at night compared to about one-third of children at 24
months. The high rate of co-sleeping at this age is likely attributable to space constraints
experienced by families living in crowded homes but could also be a culturally acceptable
practice among this population.
4. Child Nutrition and BMI
Welcome Baby participation is significantly related to lower child body mass index at 36
months, but no measurable effects are observed on child nutrition. A key outcome for
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Welcome Baby is to improve child health and nutrition. Throughout the program, parent
coaches educate mothers on healthy eating, and connect mothers to nutrition assistance
programs, local farmers’ markets, and community food banks. The evaluators hypothesized
that program efforts to improve family nutrition would lead to positive effects through 36
months. The 12-Month survey found significant positive associations between Welcome Baby
participation and rates of breastfeeding initiation and exclusive breastfeeding, but similar to the
null results seen at 24 months, no effects on child nutrition and meal routines are detected at
36 months.
Healthy eating habits. Survey items were used to calculate the frequency with which
children eat particular healthy foods (e.g., fruits, vegetables, dairy products, lean meats and
fish) and unhealthy foods (e.g., sugary snacks and desserts, salty snacks, fast food). On average,
children in both groups consume each of the healthy food groups at a frequency ranging from
almost every day to once or twice a day. Mothers also report that their children have
consumed foods in each of the unhealthy food groups one to three times within the past week.
When these survey items are totaled to create a summary score for consumption of healthy
foods and a summary score for consumption of unhealthy foods, no differences in these
outcomes are observed between the intervention and comparison groups (see Table 8). Both
measures have low internal consistency (α = .59 for healthy foods; α = .56 for unhealthy foods),
so the findings should be interpreted with caution.
Table 8. Effects of Welcome Baby on Child Nutrition at 36 Months
Welcome Baby

All Welcome Baby

Welcome Baby in
Metro LA

Comparison
Group

Mean or
%

SE

Mean or
%

SE

Mean or
%

SE

20.6

(0.2)

20.8

(0.3)

20.5

(0.2)

10.7

(0.1)

10.6

(0.2)

10.6

(0.2)

98.5%

(0.7%)

97.8%

(1.0%)

97.9%

(0.8%)

5.4

(0.1)

5.4

(0.2)

5.2

(0.1)

Outcomes at 36 Months

Child consumption of healthy foods in
past week (scale range=6–30)
Child consumption of unhealthy foods
in past week (scale range=5–25)
Child eats breakfast (%)
Number of times per week family eats
dinner together

Notes: Significantly different from comparison group at ** p < .01, * p < .05 in a one-tailed test. Standard errors in
parentheses.

The high participation rate in WIC among both the intervention and comparison groups may
explain why children had relatively similar diets; by study design, nearly all comparison group
families received WIC, complicating the detection of effects of Welcome Baby on eating
patterns. Since Welcome Baby home visits end at nine months, and no visits occur between
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four and nine months when children are introduced to solid foods, limited information on this
subject is provided to participants, which may also explain the lack of effects on child nutrition
at both 24 and 36 months postpartum. Focus groups with Welcome Baby participants have
underscored mothers’ desire to receive additional guidance on introducing solid foods and
appropriately feeding their babies (Adams et al. 2012; Hill and Adams 2011). Alternatively, the
measure used may not reliably assess the range of foods children eat and how they are
prepared; food diaries or other research instruments designed to capture daily caloric intake
would provide a more accurate assessment of child nutrition.
According to mothers’ report on the parent interview, nearly all children in both the
intervention and comparison groups regularly eat breakfast (about 98 percent)—an important
predictor of positive child health and healthy weight. Further, children in both the intervention
and comparison groups regularly eat dinner with their families—an average of approximately
five times a week. The narrow variability on these measures suggests that Welcome Baby is
limited in its ability to make an impact on these outcomes.
Body mass index. During the 36-month survey, children’s height and weight were directly
assessed in their homes and used to calculate body mass index (BMI). Following guidelines
from the Centers for Disease Control and Prevention (CDC),16 BMI percentiles were assigned to
each child (based on child age, gender, height, and weight) and were used to determine
whether children were overweight (i.e., 85th to 94th percentile) or obese (i.e., 95th percentile or
above). Analyses examined four outcomes: 1) BMI (a continuous measure),2) overweight, 3)
obese, and 4) either overweight or obese (dichotomous categorical measures). Outcomes were
examined separately for boys and girls, in addition to all children in the sample, given gender
differences in growth rates and BMI calculations.
Children who participated in Welcome Baby have significantly lower BMI than the
comparison group at age three (see Table 9). This difference is largely driven by girls in the
sample. When examining girls and boys separately, the difference in BMI between the
intervention and comparison groups persists for girls only.
The effect of Welcome Baby on BMI is even stronger for children residing within Metro LA
(who are more similar in terms of demographics and neighborhood context than the diverse
group of all Welcome Baby families). Within the Metro LA sample, both girls and boys who
participated in Welcome Baby have lower BMI than their peers in the comparison group.

16

http://www.cdc.gov/healthyweight/assessing/bmi/childrens_bmi/about_childrens_bmi.html
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Table 9. Effects of Welcome Baby on Child BMI and BMI Status at 36 Months
Welcome Baby

All Welcome Baby

Welcome Baby in
Metro LA

Comparison Group

Mean or
%

SE

Mean or
%

SE

Mean or
%

SE

16.7

(0.1)

*

16.5

(0.2)

**

17.2

(0.1)

16.6

(0.2)

*

16.4

(0.2)

*

17.1

(0.2)

16.8

(0.2)

16.6

(0.2)

*

17.2

(0.2)

14.0%

(2.0%)

17.8%

(3.0%)

16.6%

(2.5%)

Among Girls Only

11.6%

(3.0%)

12.2%

(4.3%)

20.2%

(3.5%)

Among Boys Only
Child is obese (95th
percentile or above) (%)

16.0%

(2.7%)

23.1%

(4.4%)

12.9%

(3.6%)

18.1%

(2.2%)

15.1%

(3.1%)

21.2%

(2.7%)

Among Girls Only

17.6%

(3.2%)

13.5%

(4.5%)

22.7%

(3.9%)

Among Boys Only

18.3%

(3.0%)

16.9%

(4.5%)

19.9%

(4.0%)

32.1%

(2.6%)

32.9%

(3.9%)

37.8%

(3.3%)

29.2%

(3.8%)

25.7%

(5.4%)

42.9%

(4.6%)

Outcomes at 36 Months

Child BMI
Among Girls Only
Among Boys Only
Child is overweight (85th
to 95th percentile) (%)

Child overweight or obese
(85th percentile or above)
(%)
Among Girls Only

*

*

**

Among Boys Only
34.3%
(3.6%)
39.9%
(5.5%)
32.8%
(4.8%)
Notes: Height and weight data were not collected for all children due to refusals. N=576. Significantly different
from comparison group at ** p < .01, * p < .05 in a one-tailed test. Standard errors in parentheses. Median
BMI for a healthy 36-month old male child is 16.0. For a female child, the comparable median BMI is 15.7.

Overall, rates of overweight and obesity at 36 months are high among children in both the
Welcome Baby and comparison groups (see Figure 6). About 32 percent of children in the
Welcome Baby group are overweight or obese compared to 38 percent of children in the
comparison group, but this difference is not statistically significant. Across intervention and
comparison groups, nearly 20 percent of all children are obese. These rates are similar to
national estimates among low-income, Latino children.17 In 2010, approximately 30 percent of
children in the U.S. were overweight or obese (Ogden et al. 2012), and one in seven low-income
preschoolers (two to four years old) is obese (CDC 2012). Although the overall rates of
overweight and obesity are similar for the intervention and comparison groups, gender
differences are observed. A significantly smaller percentage of girls who participated in
Welcome Baby are categorized as overweight (12 percent versus 20 percent). When combining

17

http://www.cdc.gov/obesity/data/childhood.html
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children who are either overweight or obese, the trend continues and the differences are more
striking, with 30 percent of girls who participated in Welcome Baby being either overweight or
obese compared with 43 percent of girls in the comparison group.
Figure 6. Adjusted Percent of Children Either Overweight or Obese
50.0%
42.9%

45.0%
40.0%
35.0%

39.9%

All Welcome Baby

37.8%
34.3%

32.1%32.9%

32.8%

29.2%*
25.7%
**

30.0%
25.0%

Welcome Baby in
Metro LA
Comparison Group

* Significantly
different from
comparison group at
p < .05 (one-tailed)
** Significantly
different from
comparison group at
p < .01 (one-tailed)

20.0%
15.0%
10.0%
5.0%
0.0%
All Children

Girls Only

Boys Only

5. Maternal and Child Physical Health and Health Care Coverage
Consistent with findings at 12 and 24 months, Welcome Baby participants do not differ from
the comparison group in terms of maternal and child physical health and health care
coverage; however, Welcome Baby is associated with a higher rate of dental care coverage
for children. The 36-month survey collects detailed information from mothers on their own
health and their children’s health, and the use of health care services (see Appendix C for
survey protocol).
Child health. According to survey findings, Welcome Baby does not appear to have any
significant effect on continuous health care coverage, dental care usage, on-time immunization
rates, number of emergency room visits due to accident or injury, child asthma rates, the child’s
routine use of a prescription medication, or subsequent pregnancies and births (see Table 10).
Few children recently experienced a break in their health care coverage, even fewer did not go
to a doctor when they needed to, and over 90 percent of children are up-to-date on
immunizations, which suggests that most children in the study sample are insured and receiving
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Table 10. Effects of Welcome Baby on Maternal and Child Physical Health at 36 Months
Welcome Baby
All Welcome
Baby

Welcome Baby in
Metro LA

Comparison Group

Outcomes at 36 Months
Mean
or %

SE

Mean
or %

SE

Mean
or %

SE

6.0%

(1.2%)

3.9%

(1.7%)

6.7%

(1.6%)

92.8%

(1.5%)

92.9%

(2.2%)

88.5%

(1.8%)

Child dental visit in past year (%)
Mother experienced a break in health
coverage or no health insurance in
past year (%)
Mother dental coverage (%)

75.7%

(2.2%)

78.2%

(3.2%)

71.4%

(2.8%)

22.4%

(2.2%)

20.7%

(3.1%)

24.2%

(2.7%)

25.7%

(2.1%)

25.7%

(3.0%)

24.0%

(2.6%)

Mother dental visit in past year (%)
Mother has smoked since child’s birth
(%)
Scheduled or went to 3-year well-child
visit (%)
On-time child immunization (%)
Emergency room visit due to accident
or illness in past year (%)
Number of emergency room visits in
past year
Child did not go to doctor when
needed to (%)
Child has been diagnosed with asthma
(%)
Child takes asthma
medication prescribed
by doctor (%)
Child needs or uses medication
prescribed by a doctor (%)

46.7%

(2.5%)

43.9%

(3.6%)

52.5%

(3.1%)

3.3%

(0.9%)

3.1%

(1.2%)

3.1%

(1.1%)

73.4%

(2.2%)

73.7%

(3.1%)

81.0%

(2.7%)

91.1%

(1.4%)

90.7%

(1.9%)

93.5%

(1.7%)

27.1%

(2.2%)

24.7%

(3.2%)

25.5%

(2.8%)

1.7

(0.2)

1.8

(0.3)

1.8

(0.2)

3.6%

(0.9%)

3.7%

(1.2%)

2.2%

(1.1%)

7.5%

(1.4%)

9.9%

(2.1%)

8.3%

(1.7%)

65.7%

(9.8%)

74.5%

(13.6%)

54.9%

(12.8%)

9.5%

(1.4%)

7.5%

(1.9%)

5.9%

(1.8%)

Child experienced a break in health
coverage or no health insurance in
past year (%)
Child dental coverage (%)

*

24.5%
(2.1%)
21.9%
(3.1%)
24.6%
(2.6%)
Any subsequent pregnancies (%)
Average number of child's younger
0.2
(0.0)
0.1
(0.0)
0.2
(0.0)
siblings
Age difference between focal child
25.3
(0.9)
26.0
(1.7)
27.1
(1.2)
and subsequent sibling (months)
Subsequent sibling born < 27 months
8.4%
(1.3%)
6.2%
(1.8%)
6.1%
(1.7%)
later (%)
Notes: Significantly different from comparison group at ** p < .01, * p < .05 in a one-tailed test. Standard errors in
parentheses.
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appropriate health care. Eight percent of children have been diagnosed with asthma—similar
to the incidence of asthma nationally.18 Another eight percent of children use medication
prescribed by a doctor.
However, some survey findings are concerning. More than one-quarter of children had
visited the emergency room due to an accidental injury or illness in the past year, with an
average of 1.7 visits. Only 73 percent of the intervention group and 81 percent of the
comparison group had scheduled or attended the 3-year well-child visit. These rates are similar
to findings at 24 months. Approximately 78 percent of Welcome Baby participants and 77
percent of comparison group children completed or scheduled their 2-year well-child visit at
time of the 24-month survey. The low rates could be a consequence of administering the
survey to some families prior to children turning 3, but in general these data suggest that this
well-child visit either occurred late or not at all for a number of children.
Further, only 76 percent of intervention group children and 71 percent of comparison group
children visited a dentist in the past year even though 93 percent and 89 percent of children in
the intervention and comparison groups reportedly had dental coverage. The American
Academy of Pediatric Dentistry recommends that all children 12 months and older have an
annual dental check-up, but other research similarly shows few low-income toddlers visit the
dentist (Edelstein 2000). Mothers also showed low levels of health and dental coverage and
utilization. Roughly one in five mothers experienced a break in health coverage in the past
year, only one-quarter had dental care coverage, and less than half had visited the dentist in
the past year.
Birth spacing. The 36-month survey asks mothers about the number of subsequent
pregnancies and live births they have experienced, and the ages of those younger siblings. No
differences are detected between Welcome Baby and comparison group mothers on these
outcomes. Twenty-five percent of the study sample had a subsequent pregnancy, including six
percent (n=42) who were pregnant at the time of the 36-month survey, and 16 percent had a
subsequent live birth—with an average of 26 months between births. Four percent gave birth
less than 21 months after the birth of the focal child (i.e., was newly pregnant within 12 months
postpartum), and 7 percent gave birth less than 27 months after the birth of the focal child (i.e.,
was newly pregnant within 18 months postpartum).

18

The CDC estimates that 1 in 10 children has asthma and rates are highest among non-Hispanic black children.
http://www.cdc.gov/VitalSigns/asthma/
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Notably, approximately 63 percent of Welcome Baby participants who had a subsequent
child participated in Welcome Baby again for the new sibling (not shown in table). In contrast,
no comparison group mothers participated in Welcome Baby for a subsequent child. Of the 42
pregnant mothers who participated in the 36-month survey, six had signed up for Welcome
Baby, including 4 of 28 intervention group mothers and 2 of 14 comparison group mothers.
6. Maternal Mental Health
Welcome Baby is associated with lower parental stress and greater perceived social support
at 36 months, but consistent with previous survey findings, the program has no measurable
effects on maternal depression. Parental stress is common among parents of toddlers and
lower parental stress is a predictor of positive parenting and child social-emotional
development (Whittaker et al. 2011). Participating in the Welcome Baby program is associated
with reduced overall parenting stress, as measured by the Parenting Stress Index—Short Form
(PSI), when children are three years old, but it does not significantly relate to one or more
subscales on the measure—specifically, parental distress or parent-child dysfunctional
interactions. Parenting stress was measured at 24 months and found to be unrelated to
Welcome Baby participation, suggesting that Welcome Baby provided limited support to
mothers to prepare them for later developmental stages, such as how to cope with stress and
appropriately handle toddler behavior. Yet at 36 months, Welcome Baby participants report
less parenting stress than the comparison group (see Table 11).
Table 11. Effects of Welcome Baby on Maternal Mental Health at 36 Months
Welcome Baby
Welcome Baby in
Metro LA

All Welcome Baby

Comparison Group

Outcomes at 36 Months

Any depressive symptoms
(PHQ-9) (%)
Total Parenting Stress Index-Short Form
Parental distress subscale
Dysfunctional parent-child
interactions subscale

Mean or
%

SE

Mean or
%

SE

Mean
or %

SE

35.2%

(2.4%)

35.0%

(3.5%)

31.3%

(3.0%)

46.6

(0.6)

47.1

(1.0)

48.4

(0.8)

24.7

(0.4)

24.7

(0.6)

25.7

(0.5)

19.9

(0.3)

20.3

(0.5)

20.4

(0.4)

*

27.1
(0.3)
27.3
(0.4)
*
26.5
(0.3)
Received social support
Notes: Significantly different from comparison group at ** p < .01, * p < .05 in a one-tailed test. Standard errors in
parentheses.
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Social support. A 12-item survey scale assesses the extent to which mothers received help
with household management, caretaking, and personal matters. At 36 months, mothers who
received Welcome Baby and lived in Metro LA report receiving significantly more social support
than did comparison group mothers. This effect is not evident for all Welcome Baby
participants but only those in Metro LA; however, the average level of social support for the full
intervention sample is greater than that of the comparison group. This small effect for mothers
in Metro LA could be a reflection of mothers being more isolated in neighborhoods outside
Metro LA. About 3 percent more women in Metro LA, compared to participants outside of
Metro LA, have a spouse or partner who they could potentially rely on for support (although
this difference is not statistically significant, as shown in table 4 on sample characteristics).
Maternal depression. Across study groups, about one-third of mothers display some
symptoms of depression, with seven percent of the sample presenting minor depression and
three percent presenting moderately severe or severe cases, as measured by the Patient Health
Questionnaire for Depression (PHQ-9). The rate of depression is similar to that measured at
earlier survey waves. As previously reported (Benatar et al. 2014), the Welcome Baby home
visiting protocol is designed to screen women for depression at multiple time points and refer
depressed clients to mental health services, but the program is not designed to directly treat
depression. According to focus groups with home visitors, connecting women to needed
mental health services is one of the most challenging aspects of service delivery because of the
limited availability of such services in the community (Hill and Adams 2011). The repeated null
effect of the program on depression is not surprising given past study findings.
7. Family Well-being and Sources of Economic Support
Similar to previous survey findings, Welcome Baby clients do not significantly vary from
comparison group participants in terms of material hardship, food insecurity, and the use of
public benefits at 36 months (see Table 12). Approximately one quarter of families in both the
intervention and comparison groups report being unable to afford to pay rent or utilities at
some point during the past 12 months, but less than five percent were evicted or had utilities
shut off. Having a phone disconnected is more common, with about 12 percent of families in
both groups reporting this happening to them within the past 12 months.
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Table 12. Effects of Welcome Baby on Family Well-Being and Sources of Economic
Support at 36 Months
Welcome Baby

All Welcome Baby

Welcome Baby in
Metro LA

Comparison
Group

Mean or
%

SE

Mean or
%

SE

Mean or
%

SE

Could not afford to pay full rent (%)

24.6%

(2.2%)

23.3%

(3.1%)

21.9%

(2.7%)

Evicted (%)
Could not pay gas, oil, or electric bill
(%)
Utilities shut off (%)

3.3%

(0.9%)

2.2%

(1.1%)

2.3%

(1.1%)

25.1%

(2.1%)

26.1%

(3.1%)

20.0%

(2.6%)

4.7%

(0.9%)

4.8%

(1.2%)

1.3%

(1.2%)

Phone service disconnected (%)

12.5%

(1.7%)

12.8%

(2.5%)

11.6%

(2.1%)

Food insecure (%)

24.0%

(2.1%)

27.0%

(3.2%)

24.5%

(2.7%)

CalFresh/SNAP receipt (%)

67.9%

(2.2%)

69.2%

(3.2%)

68.2%

(2.7%)

CalWorks/cash aid receipt (%)

27.1%

(2.0%)

23.7%

(3.0%)

26.8%

(2.5%)

Home energy assistance receipt (%)
Child care benefits, among mothers
using regular non-parental child care
(n=262)
Child care subsidy receipt (%)
Child receives free meals at child
care (%)

26.3%

(2.2%)

23.3%

(3.1%)

21.1%

(2.7%)

28.7%

(3.3%)

26.4%

(5.2%)

29.3%

(5.0%)

55.2%

(3.8%)

55.6%

(5.8%)

52.3%

(5.6%)

Outcomes at 36 Months

Material hardship

Notes: Groups are not significantly different on any measured outcome.

Food insecurity. About one quarter of families who received Welcome Baby experienced
periods of food insecurity, defined as “when consistent access to adequate food is limited by a
lack of money and other resources at times during the year,” according to a national measure
developed by the USDA. National rates of food insecurity are much lower—14.5% of U.S.
households (Coleman-Jensen, Nord, and Singh 2013). Similar to the measured forms of
material hardship described above, families’ reliable access to a sufficient amount of nutritious
foods is not significantly affected by home visiting. Though parent coaches do attempt to link
mothers to nutrition assistance programs, community food pantries, and farmer’s markets—
and discuss with mothers the importance of healthy eating—the constrained economic
resources of many families are ultimately a barrier for families to sufficiently or predictably
provide food for their families.
Use of safety net programs. The reported use of safety net programs at 36 months is
similar as in past survey waves. About two-thirds of the sample reported receiving CalFresh
[California’s Supplemental Nutrition Assistance Program (SNAP)] and more than a quarter
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receive CalWorks [California’s Temporary Assistance for Needy Families Program (TANF)], with
no significant differences between families who participated in Welcome Baby and the
comparison group. About 26 percent of Welcome Baby participants and 21 percent of the
comparison group receive assistance paying their home energy bills, but this difference is also
not statistically significant. Receipt of child care assistance among families who used nonparental child care also does not vary across groups, with 29 percent of families in both groups
using a child care subsidy. Nearly all study participants received WIC at 36 months (96 percent),
down slightly from participation rates at 12 months (98.4 percent) and 24 months (98.5
percent). WIC participation was not examined as an outcome measure given the overall high
participation rate and that the comparison group was largely recruited through WIC clinics, thus
confounding estimates of program effects.
The rates of material hardship and food insecurity are not surprising given the low income
of families participating in the study. Moreover, while Welcome Baby seeks to refer clients to
appropriate resources, the light-touch model more directly targets parenting behaviors than
assists parents in achieving higher earnings potential and self-sufficiency goals. Evidence from
studies of dual-generational programs suggest more intensive case management with an
emphasis on mothers’ education and career training would likely be necessary to see dramatic
improvement in material hardship (Aspen Institute 2012; Chase-Lansdale et al. 2014; Schmit et
al. 2014; Foundation for Child Development 2012). Further, the similar rates of public benefit
usage suggest that mothers may be learning about these programs from sources other than
their parent coaches—such as WIC or health centers, or by word-of-mouth from family and
friends.

B. Timing and Dosage Effects: A Sensitivity Analysis Among Mothers Enrolled in
Welcome Baby Home Visiting
Welcome Baby participants can enroll in the program at different points during pregnancy or
after delivery at the birth hospital. MCH Access strives to recruit participants prenatally, having
identified an association between early enrollment in the program and improved retention.
Engaging prenatally also maximizes the opportunities to affect maternal behavior, assist
mothers in preparing safe environments for their babies, and begin laying the groundwork for
promoting breastfeeding (Benatar et al. 2012; Hill and Benatar 2011; Hill and Wilkinson 2013).
The majority of intervention group participants (72 percent) were recruited into Welcome
Baby at the postpartum hospital visit, as seen in Table 13. Consequently, most women in the
sample completed only the six postpartum engagement points and not the three prenatal
engagement points. This means that most women included in the study did not have the
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opportunity to establish relationships with parent coaches during their pregnancy, or benefit
from support and guidance offered prenatally.
Table 13. Welcome Baby Initiation and Duration (N=406)
Initial engagement point (%)

%

Pregnancy (< 27 weeks)

11.5

Pregnancy (28 to 38 weeks)

16.9

Postpartum hospital visit

71.5

Welcome Baby duration

Mean (SD)

Number of Welcome Baby engagement points

5.8 (1.4)

Number of weeks in Welcome Baby

36.6 (15.6)

Additionally, MCH Access employs efforts to retain families through the 9-month visit, yet
some women drop out prior to receiving the full postpartum dose. Figure 7 presents a more
detailed look at the proportion of Welcome Baby clients in the study that completed each of
the nine established engagement points. (These figures are not representative of the
program’s actual participation rates since women were required to complete the 72-hour nurse
home visit or a subsequent engagement point to be eligible for participation in the study.)
About 77 percent of the study intervention group completed the 9-month visit; however, 17
percent of those who completed the 9-month visit missed at least one prior postpartum
engagement point (not shown in figure). Only about one percent missed two or more
postpartum visits.
Given this variability in clients’ program experiences, sensitivity analyses were performed to
examine how timing of enrollment in Welcome Baby—prenatally versus postpartum—and
program completion—measured as completion of the final 9-month home visit—might be
associated with 36-month outcomes. These analyses are correlational and results cannot be
directly attributed to program experiences given selection bias—women who enroll early and
stay enrolled may differ in terms of motivation and other unobservable characteristics.
However, the results provide some insight into potential associations that warrant further
investigation in future research.
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Figure 7. Percent of Study Participants who Completed Each Welcome Baby Engagement
Point
96.1%
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To conduct these analyses, Welcome Baby administrative data were merged with the 36month survey data and the outcomes found to be significant in the cross-sectional impact
analyses of the 36-month survey data were re-examined (see Table 13). Separate analyses
were run for timing of enrollment and program completion, using binary predictor variables
and the same set of controls used in the 36-month cross-sectional analyses. In the analysis of
program completion, clients who completed the 9-month visit, regardless of missing prior
engagement points, are compared to clients who dropped out earlier since it is hypothesized
that information and coaching received during the final home visit may be associated with 36month outcomes.
The results of sensitivity analyses show that mothers who enroll prenatally have lower
parenting stress at 36 months than mothers who enroll after delivery. This association was also
found in sensitivity analyses conducted at 24 months. Although these analyses are
correlational, this sustained finding suggests that receiving coaching before the arrival of the
baby may help prepare mothers for parenting and coping with the stress associated with
parenting a young child.
Prenatal enrollment and program completion are both associated with a greater likelihood
of having child dental coverage at 36 months (see Tables 14 and 15, respectively). Nearly 97
percent of prenatal enrollees have dental coverage for children compared to 91 percent of
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postpartum enrollees. About 93 percent of participants who complete the 9-month visit have
child dental coverage compared to 89 percent of those who dropped out earlier. These findings
suggest the information mothers receive about dental care prenatally and at the 9-month visit
might encourage them to seek coverage for their children when they approach age three, when
routine dental checks become necessary for good oral health.
Table 14. Child and Family Outcomes, by Welcome Baby Initiation
Outcomes at 36 Months

Prenatal
Mean or %
SE
17.8
(0.3)

BITSEA Competency Scale

Postpartum
Mean or %
SE
17.8
(0.2)

ASQ Communication (below 30.99=risk)

48.2

(1.1)

47.4

(0.7)

ASQ Personal-Social (below 35.33=risk)

51.4

(1.0)

49.9

(0.6)

Quality of child behavior during observed play session

18.5

(0.2)

18.4

(0.1)

Child BMI

16.8

(0.2)

16.7

(0.1)

96.7%

(2.6%)

91.2%

(1.6%)

PICCOLO Responsiveness (below 11=risk)

13.2

(0.2)

13.3

(0.1)

PICCOLO Encouragement (below 10=risk)

13.3

(0.2)

13.3

(0.1)

PICCOLO Teaching (below 8=risk)

12.9

(0.3)

12.9

(0.2)

PICCOLO Affection (below 10=risk)

13.3

(0.1)

13.2

(0.1)

Total Parenting Stress Index--Short Form

44.4

(1.2)

47.0

(0.8)

Child dental coverage (%)

*

*

Received social support
27.4
(0.5)
27.4
(0.3)
Notes: Significant difference between prenatal and postpartum initiation at ** p < .01, * p < .05 in a one-tailed
test. Standard errors in parentheses.

Table 15. Child and Family Outcomes, by Completion of Welcome Baby 9-Month Visit
Outcomes at 36 Months
BITSEA Competency Scale
ASQ Communication (below 30.99=risk)
ASQ Personal-Social (below 35.33=risk)
Quality of child behavior during observed play
session
Child BMI
Child dental coverage (%)
PICCOLO Responsiveness (below 11=risk)
PICCOLO Encouragement (below 10=risk)
PICCOLO Teaching (below 8=risk)
PICCOLO Affection (below 10=risk)
Total Parenting Stress Index-Short Form
Received social support

Did not Complete 9Month Visit

Completed 9-Month Visit

Mean or %
17.4
46.2
49.0

SE
(0.2)
(0.6)
(0.6)

Mean or %
17.6
47.1
50.0

SE
(0.2)
(0.7)
(0.6)

18.0

(0.1)

18.4

(0.1)

17.0
89.2%
13.0
13.0
12.4
13.0
47.9
26.6

(0.1)
(1.5%)
(0.1)
(0.1)
(0.2)
(0.1)
(0.7)
(0.3)

16.8
93.4%
13.3
13.3
12.6
13.2
46.5
27.2

(0.1)
(1.7%)
(0.1)
(0.1)
(0.2)
(0.1)
(0.7)
(0.3)

*
*
*
*
*

Notes: Significant difference between 9-month visit completion and incompletion at ** p < .01, * p < .05 in a onetailed test. Standard errors in parentheses.
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In addition, program completion is associated with significantly higher levels of parental
responsiveness, engagement, and affection, as well as more positive child behavior during the
observed mother-child play session. These findings suggest that the information provided in
the final visit regarding child health and development and positive parenting may be helping
mothers to engage with their children over the course of time. However, these effects are
small, and the number of non-significant findings from this set of sensitivity analyses suggest
that timing of enrollment and program completion does not matter for most outcomes;
instead, any participation in the program after the birth of the child leads to several positive
outcomes for children and families.
While the analyses control for demographic variables that may be correlated with these
outcomes, a limitation of this analysis derives from the inability to control for unobservable
characteristics. These unobservable characteristics may be associated with selection into
Welcome Baby as well as commitment to completing the program.

C. Longitudinal Analysis of Effects of Welcome Baby
The final set of study findings documents changes in the effects of Welcome Baby over time. In
doing so, they build on previous cross-sectional analyses by leveraging data collected at 12, 24,
and 36 months postpartum. Appendix D describes the process of cleaning and aligning these
data across all three time points.
Characteristics of the Merged Sample
The final sample of all mothers and children surveyed at any point in the Welcome Baby
evaluation is summarized in Table 16. This merged sample is larger than is available from any
single wave of the study. As described in Section IV: Methods, participants entered the sample
at both 12 and 24 months, with most completing all three waves, some leaving the study, and
others leaving and reentering over time.19 The merged sample includes a total of 835 mothers,
with roughly two-thirds (558 mothers) observed across all three waves. This larger merged

19

The final analytic sample for the 12-month survey included 734 participants, removing six incomplete or dropped
cases. Of those, 623 mothers participated at 24 months; 558 of these participants also participated at 36 months.
Of the 111 participants who dropped out at 24 months, 31 returned at 36 months, while 80 mothers did not return
and were therefore only surveyed once. Of the 101 new participants who entered the study at 24 months, 81 were
also surveyed at 36 months and 20 dropped out at 36 months, meaning they were only surveyed once. In all, 558
mothers were observed at all three waves, 177 mothers were observed at two waves, and 100 mothers were
observed at one wave.
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Table 16. Sample Descriptive Characteristics at 12, 24, and 36 Months by Treatment Groups
12 Months

Variable/Measure
Male child
Child born prematurely
Child’s age at time of survey (mos.)
First-time mom
Mother’s age at birth of first child
Mother’s age at birth of focal child
Mother’s race/ethnicity
Black
White
Mexican
Salvadoran
Guatemalan
Other
Latina mother
Immigrant mother
Mother’s primary language
English
Spanish
Other
Limited English proficient
Number of years living in LA
Mother has a spouse or boyfriend
Mother’s highest education level
No formal schooling
th
Less than 9 grade
th

th

9 through 11 grade
A high school degree or GED
Vocational or trade school
Some college
Associates degree
Bachelor’s degree or more

All
Welcome
Baby
(n=454)
Mean/%
54.2%
11.0%
12.6
39.0%
21.8
27.2

24 Months

Comparison
Group
(n=280)
Mean/%
49.6%
9.4%
*
13.2
*
26.4%
21.6
28.0

11.5%
1.8%
58.9%
11.5%
7.3%
9.3%
85.5%
64.5%

*

33.7%
65.4%
0.9%
46.7%
13.8
79.2%

*
*

*
*

*

All
Welcome
Baby
(n=446)
Mean/%
53.8%
10.9%
23.8
39.4%
21.9
27.2

3.2%
1.4%
65.0%
11.8%
7.5%
11.1%
94.6%
76.1%

11.8%
0.9%
59.0%
10.7%
8.2%
9.6%
85.3%
65.2%

*

25.7%
72.5%
1.8%
60.0%
13.0
84.9%

35.4%
63.9%
0.7%
46.5%
15.2
79.8%

*
*

0.9%

1.1%

0.7%

19.2%

22.1%

19.0%

25.1%
28.6%
5.3%
13.2%
2.2%
5.5%

29.6%
30.7%
3.6%
9.3%
1.8%
1.8%

24.5%
28.7%
5.1%
14.1%
3.2%
4.6%

*

Comparison
Group
(n=278)
Mean/%
51.4%
10.5%
23.9
*
25.5%
21.7
*
28.3

36 Months
All
Welcome
Baby
(n=406)
Mean/%
54.7%
10.9%
35.7
38.6%
22.1
27.6

Comparison
Group
(n=264)
Mean/%
51.5%
10.7%
35.7
*
22.2%
21.6
28.6

2.9%
1.4%
65.0%
11.9%
8.7%
10.1%
94.9%
78.1%

10.7%
1.2%
59.4%
10.4%
8.7%
9.7%
86.8%
67.2%

*

33.7%
65.5%
0.7%
48.4%
16.2
79.3%

*
*

*

24.5%
74.1%
1.4%
61.7%
14.0
86.8%
0.7%

1.0%

*

26.0%

19.0%

26.4%
31.1%
2.9%
9.2%
1.5%
2.2%

24.5%
27.0%
5.5%
14.2%
3.5%
5.2%

*
*

*

*

*
*

*

*

*
*

Merged Sample
All
Welcome
Baby
(n=517)
Mean/%
54.2%
11.0%
23.6
39.0%
21.9
27.3

Comparison
Group
(n=318)
Mean/%
50.9%
10.2%
24.1
*
24.8%
21.6
*
28.3

2.7%
1.5%
66.2%
11.0%
8.4%
10.3%
95.4%
79.2%

11.4%
1.3%
59.1%
10.9%
8.0%
9.5%
85.8%
65.6%

*

24.2%
74.6%
1.1%
62.1%
15.4
81.4%

34.3%
64.9%
0.8%
47.2%
15.0
79.4%

*
*

0.8%

0.9%

26.1%

19.1%

28.0%
29.9%
3.4%
8.8%
1.5%
1.5%

24.7%
28.1%
5.3%
13.8%
3.0%
5.1%

*

*
*

2.9%
1.5%
65.4%
11.6%
8.2%
10.5%
95.0%
77.7%

*
*
*

24.8%
73.7%
1.5%
61.2%
14.1
84.4%

*

24.7%

*
*
*
*

28.0%
30.6%
3.3%
9.1%
1.6%
1.8%

0.9%
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Mother has some post-secondary education
26.2%
*
16.4%
Mother currently enrolled in school
17.8%
14.6%
Mother currently employed
30.0%
*
21.1%
Currently looking for job if not employed
33.5%
36.4%
Monthly family income
< $500
11.4%
14.1%
$500–$999
37.5%
36.2%
$1,000–$1,999
37.9%
38.8%
$2,000 or more
13.2%
10.9%
Family size supported by income
4.0
*
4.4
* Significant difference between All Welcome Baby and comparison group
All tests are significant at p < .05 (two-tailed).

27.1%
15.7%
36.3%
39.4%
5.7%
33.2%
45.8%
15.3%
4.0

*
*
*

*

*

15.8%
13.3%
27.1%
30.2%

28.5%
14.0%
40.8%
35.4%

*

7.9%
24.9%
51.6%
15.5%
4.3

1.8%
16.9%
56.1%
25.3%
4.2

*

*

15.3%
10.6%
29.5%
34.6%

27.2%
15.9%
35.5%
36.1%

*

5.3%
21.2%
52.3%
21.2%
4.3

6.5%
29.7%
46.2%
17.6%
4.1

*

*

*

15.8%
12.9%
25.9%
33.8%
9.2%
27.5%
47.5%
15.8%
4.3
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sample is more diverse with regard to socioeconomic and demographic characteristics than any
single wave.
This section is focused on comparing all mothers and children in the intervention group with
those in the comparison group. This approach maximizes available sample size and increases
statistical power to detect the effects of Welcome Baby on children and families, and changes
in effects over time.
Several child and family characteristics differ between groups at all three waves. For
example, the intervention group always includes more first-time mothers, Black mothers,
primary English speakers, mothers with some post-secondary education, and employed
mothers, while the comparison group always includes more Latinas, immigrants, primary
Spanish speakers, and mothers with limited English proficiency. In addition, some group
differences evolve over time. At both 24 and 36 months, intervention mothers have higher
levels of formal education and higher family incomes. By contrast, differences in family size
observed at 12 and 24 months are no longer observed when children are three years old.
All longitudinal analyses control for differences between groups over time, as well as other
characteristics associated with child and family outcomes. Control variables include child
gender, child age at assessment, prematurity (less than 37 weeks gestation), mother’s age at
the child’s birth, first-time mother, maternal education level (any post-secondary education),
maternal employment status, Latina heritage, limited English proficiency, maternal partnership
status (married/in a relationship or not), and family income (monthly total of at least $1,000).
Analyses also apply longitudinal weights to minimize differences within groups. Table 16
and Appendix D describe the extent to which intervention and comparison groups change in
demographic and socioeconomic composition over time. Such changes might obscure efforts
to identify the longitudinal effects of Welcome Baby. As a result, weighting has been employed
to align the 12-, 24-, 36-month samples of Welcome Baby participants. Likewise, comparison
group weights make this group more similar over time. In all, weighting supports robust
analyses of the changing effects of Welcome Baby and enhance the validity of longitudinal
findings.
Longitudinal Findings from the 12-, 24-, and 36-Month Child & Family Surveys
This section presents findings generated from four research questions: (1) What is the impact of
Welcome Baby on child and family outcomes over time? (2) Is Welcome Baby associated with
greater benefits for certain subgroups of children and families? (3) How does the timing of
enrollment in Welcome Baby affect child and family outcomes? (4) How does the dosage of
Welcome Baby services affect child and family outcomes? The outcome measures available for
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the longitudinal analyses are identified in Appendix B. While several measures were repeated
at all three survey waves, others selected for analysis were assessed at both the 24- and 36month follow-ups but not the 12-month survey. (Survey protocols changed over time to be
developmentally appropriate at each age.)
The presentation of findings focuses on outcomes found to be significant in cross-sectional
analyses of one or more waves of data collection. Longitudinal analyses test when benefits
accrue to mothers and children participating in Welcome Baby and how these benefits change
over time (see Model 1). Specifically, analyses identify intervention effects at 12, 24, and 36
months postpartum, controlling for effects accrued in other waves and differences between
and within intervention and comparison groups over time.
Each table reports up to three estimates generated by Model 1: (1) the effect of Welcome
Baby on intervention participants at the first wave an outcome was assessed (12 or 24 months);
(2) the effect of Welcome Baby at the second wave an outcome was assessed (24 or 36
months), over and above the effect in the first wave; and (3) if an outcome was collected at all
three waves, the effect of Welcome Baby at the third wave (36 months), over and above
benefits measured in the previous two waves. Unlike the cross sectional findings presented in
Tables 5 through 12, tables presenting longitudinal results (Tables 17 and 18) present the
difference in means—e.g., five points on a scale, or 15 percentage points in benefits coverage—
associated with participation in Welcome Baby.
Findings related to the first and second research questions (What is the impact of Welcome
Baby on child and family outcomes over time? And is Welcome Baby associated with greater
benefits for certain subgroups of children and families?) are presented first. Subsequent
sections show the results of a set of robustness and sensitivity checks testing the stability and
validity of longitudinal findings. These checks include a jackknife resampling procedure,
described in detail in Section IV Part D, as well as timing and duration analyses designed to
address the third and fourth longitudinal research questions.
1. Select Child and Family Outcomes Assessed at All Waves
This section documents the longitudinal effects of Welcome Baby home visiting on select child
and family outcomes assessed when children were 12, 24, and 36 months old. Table 17
summarizes the changing effects of the intervention on these outcomes over time. Overall, the
benefits of Welcome Baby exhibit distinct longitudinal patterns depending on the outcome
examined.
Data presented in the first row of Table 17 indicate that Welcome Baby is associated with
significant improvements in child communication skills and parental engagement in home
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learning activities at 12 months. To take child communication skills as an example, these
improvements reach three-tenths of a standard deviation on the ASQ Communication
subscale—a measure that is standardized to be comparable over time. The next two rows
demonstrate that the effect of the intervention does not change significantly at 24 or 36
months. Results suggest that the effect of Welcome Baby may fade over time—but this trend is
not statistically significant. Similarly, Welcome Baby is associated with significant gains in
engagement in home learning activities (also standardized), reaching nearly one-quarter of a
standard deviation at 12 months with no significant changes at 24 or 36 months. In all, early
gains on child communication skills and parental engagement in home learning activities are
sustained in later waves but do not change significantly as children and families age (Figures 8
and 9).
In contrast, intervention and comparison groups are very similar in their levels of maternal
teaching at 12 months, as measured by the PICCOLO (see Figure 10). On this measure,
Welcome Baby benefits appear to accrue later—with effects detected at 24 and 36 months.
This finding may be attributed to an emphasis on verbal interactions between parents and
children that could become increasingly relevant as children’s communication skills develop.
On the other hand, further investigation would be needed to make a compelling case that
Welcome Baby has equipped mothers to implement teaching skills learned over two years
prior.
The effect of Welcome Baby on the ASQ personal-social subscale, found to be significant in
the 36-month cross-sectional analyses, is no longer significant in the robust longitudinal
models. Similarly, the effect on the HOME Inventory Total Scale, significant at 24 months, is no
longer significant.
Sensitivity analyses reveal differential effects of Welcome Baby on the engagement in home
learning activities and maternal teaching scales by maternal education. Specifically, mothers
with less than a high school degree or GED demonstrate significantly higher engagement in
home learning activities and teaching skills than mothers with higher levels of formal education
(see Appendix F).
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Table 17. The Changing Effects of Welcome Baby on Select Child and Family Outcomes Assessed at All Waves

Measure
Effect of Welcome
Baby at 12 months
Change in the
effect of Welcome
Baby at 24 months
Change in the
effect of Welcome
Baby at 36 months

ASQ Communication
(Standardized)
Effect
(Standard Error)
0.3 *

ASQ PersonalSocial
(Standardized)
Effect
(Standard Error)
0.2

HOME
Inventory Total
Scale
(Standardized)
Effect
(Standard Error)
0.1

Engagement in
Home Learning
Activities
(Standardized)
Effect
(Standard Error)
0.2 *

PICCOLO
Teaching
Effect
(Standard Error)
-0.6

(0.1)

(0.1)

(0.1)

(0.1)

(0.4)

-0.2

-0.2

0.1

-0.0

(0.1)

(0.1)

(0.1)

(0.1)

-0.1

-0.0

0.1

-0.2

(0.1)

(0.1)

(0.1)

(0.1)

1.1 **
(0.4)
1.2 **
(0.4)

Notes: Significant gain of All Welcome Baby over the comparison group at *** p < 0.001, ** p < .01, * p < .05, + p < 0.10 in a two-tailed
test. Clustered standard errors in parentheses. Results control for study wave, child gender, child age at assessment (centered on 12, 24,
and 36 months), prematurity, mother’s age at the child’s birth, first-time mother, maternal education level (any post-secondary
education), maternal employment status, Latina heritage, limited English proficiency, maternal partnership status (married/in a
relationship or not), and family income (monthly total of at least $1,000). Estimates are weighted to account for differences within
treatment groups over the 12-, 24-, and 36-month data collections.
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Figure 8. Adjusted Group Means on ASQ Communication Subscale (Standardized) between 12 and 36
Months
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Figure 9. Adjusted Group Means on Engagement in Home Learning Activities (Standardized) between
12 and 36 Months
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Figure 10. Adjusted Group Means on PICCOLO Teaching Subscale between 12 and 36 Months
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2. Select Child and Family Outcomes Assessed at 24 and 36 Months
Table 18 presents changes in the effects of outcomes assessed only at 24 and 36 months.
Among these outcomes, Welcome Baby participation is associated with marginally significantly
higher child social competence at 24 months, with intervention children scoring 0.5 points
higher on the BITSEA than children in the comparison group. Similarly, intervention mothers
appear significantly more responsive and encouraging (marginally significant) at 24 months,
scoring 0.4 points higher on both the PICCOLO responsiveness and encouragement measures,
on average. These effects are sustained through 36 months, with no significant change
(increase or decrease) over time. Gains in maternal responsiveness and encouragement, as
well gains in maternal affection, are largest among less educated mothers (see Appendix F
Table 3).
An additional outcome—recommended monitoring of speech and language delays—
exhibits a notable pattern of “crossing” over time. In other words, at 24 months, Welcome
Baby participants reported being recommended by a professional to monitor their children’s
language development at rates higher than the comparison group (by roughly three percentage
points, a marginally significant result); by 36 months, they were recommended for monitoring
at significantly lower rates than the comparison group (a loss of six percentage points). One
possible explanation for this finding could be that potential delays may be identified earlier
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0.5 +

-0.0

0.4%

-1.4

3.2% +

0.4 *

0.4 +

(0.3)

(0.2)

(2.7%)

(1.1)

(1.9%)

(0.2)

0.1

0.3

5.0%

1.5

-6.0% *

-0.2

Effect
(Std. Error)

Received Social
Support

Effect
(Std. Error)

Parenting Stress
Index-Short Form

Effect
(Std. Error)

PICCOLO
Affection

Total Television
Viewing Per Week
(hours)

Effect
(Std. Error)

PICCOLO
Encouragement

Child Dental
Insurance
Coverage (%)

Effect
(Std. Error)

PICCOLO
Responsiveness

Quality of Child
Behavior during
Observed Play
Session

Change in the effect
of Welcome Baby at
36 months

BITSEA
Competence

Variable/Measure
Effect of Welcome
Baby at 24 months

Recommended
Monitoring of
Speech
and Language Delay
(%)

Table 18. The Changing Effects of Welcome Baby on Select Child and Family Outcomes Collected at 24 and 36 Months

Effect
(Std. Error)

Effect
(Std. Error)

Effect
(Std. Error)

Effect
(Std. Error)

Effect
(Std. Error)

0.2

-0.5

0.7

(0.2)

(0.2)

(1.1)

(0.5)

-0.2

0.0

-1.0

-0.3

(0.3)
(0.2)
(3.5%)
(1.2)
(2.6%)
(0.2)
(0.2)
(0.2)
(1.0)
(0.5)
Notes: Significant gain of All Welcome Baby over the comparison group at *** p < 0.001, ** p < .01, * p < .05, + p < 0.10 in a two-tailed test. Clustered standard
errors in parentheses. Results control for study wave, child gender, child age at assessment (centered on 24 and 36 months), prematurity, mother’s age at the
child’s birth, first-time mother, maternal education level (any post-secondary education), maternal employment status, Latina heritage, limited English proficiency,
maternal partnership status (married/in a relationship or not), and family income (monthly total of at least $1,000). Estimates are weighted to account for
differences within treatment groups between the 24- and 36-month data collections.
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among Welcome Baby children, providing more time for early intervention efforts to support
their healthy growth and development.
Several measures that were associated with positive findings in cross-sectional analyses,
such as observed child behavior, dental coverage, parenting stress, and social support, no
longer show benefits of Welcome Baby in the longitudinal models. Yet sensitivity analyses
show important differences within the intervention group, with the greatest benefits observed
for mothers at greater risk. For example, children of Welcome Baby mothers with less than a
high school degree/GED show significantly higher gains in the observed quality of their behavior
during parent-child play than children of more educated mothers. Mothers who did not have
partners also showed marginally significantly lower levels of stress than partnered mothers,
though all mothers in the intervention group experienced lower stress overall (see Appendix F
Table 2 and 3).
In all, findings from these longitudinal analyses depart somewhat from cross-sectional
findings, with fewer significant differences detected between intervention and comparison
groups. Three important differences in estimation strategy and sample may explain these
departures. First, the merged sample includes a larger, more diverse group of mothers and
children than has been captured at any single wave. Second, participants are weighted to
minimize differences that arise within intervention and comparison groups over time. Third,
control variables in these analyses depart slightly from those used in cross-sectional models.
Family income (monthly total of at least $1,000) is included at each wave to account for
significant changes over time, and child age at assessment is centered on 12, 24, and 36
months, as appropriate, so that it does not obscure the temporal changes of interest.
3. Robustness Check: Jackknife Resampling Procedure
To allay concerns that findings are due to sample composition rather than the intervention
itself, all significant findings are re-estimated using a jackknife resampling procedure. The
results are virtually identical to the findings in Tables 17 and 18, signifying that the sampling
weights and covariates included in all longitudinal analyses are highly effective in adding
precision to the estimation of intervention effects. The results provide additional confidence in
the validity and replicability of all longitudinal results.
In summary, the longitudinal analyses bolster the evaluation’s cross-sectional findings by
merging data across the three survey waves and adjusting for demographic differences
between the intervention and comparison groups using survey weights. Consequently,
confidence in the results is strengthened. The results provide additional evidence of the
changing effects of Welcome Baby on several key parenting outcomes—including early
engagement in home learning activities (sustained from 12 months), maternal responsiveness
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(sustained from 24 months), and maternal teaching (appearing at 24 months and 36 months)—
and several child development outcomes—including communication skills (sustained from 12
months) and recommended monitoring of speech and language delays (a total reduction of 3
percentage points by 36 months). Importantly, no distinguishable fade-out is observed among
the effects of Welcome Baby. Instead, the intervention is associated with some early benefits
sustained over time or later effects that emerge as children and families mature.

D. Timing and Dosage Effects: A Sensitivity Analysis of Longitudinal Findings
Finally, the study examines the sensitivity of longitudinal findings to the timing of mothers’
enrollment in the intervention and the duration of their participation by merging data from 12,
24, and 36 months and controlling for changes over time with both sampling weights and
indicators for the wave in which outcomes were measured. Models also control for the full set
of child and family covariates included in other longitudinal analyses.
In all, families enrolled in Welcome Baby prenatally appear to accrue several additional
benefits over time compared to those who enroll postpartum (see Table 19). Prenatal enrollees
demonstrate greater engagement in home learning activities and lower levels of parenting
stress. Children attain significantly higher personal-social skills, higher rates of dental coverage,
and lower rates of doctor recommended speech and language monitoring—four percent
compared to nearly nine percent.
Additional differences are observed between families who do and do not complete the final
9-month Welcome Baby home visit. Families who complete the 9-month visit demonstrate
higher quality home environments and greater engagement in home learning activities, and
mothers in these families are both more responsive to and encouraging of their young children.
Children show higher personal-social skills and rates of dental coverage (see Table 20).
As with the cross-sectional sensitivity analyses, these findings may have important
implications for Welcome Baby recruitment processes and efforts to increase participant
retention. For example, they might imply that enrollment should be targeted to pregnant
women and that the importance of completing the 9-month visit should be emphasized
throughout. Of course, these findings may also reflect unobserved differences between
families who enroll early and complete the program and those who do not. Given that these
early indicators moderate intervention effects two and three years later, and that they are
detectable with robust longitudinal modeling, they remain central to future home visiting
program improvements.
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Table 19. Longitudinal Child and Family Outcomes, by Welcome Baby Initiation
Prenatal

Outcomes at 36 Months
ASQ Communication (standardized)
ASQ Personal-Social (standardized)
HOME Inventory total scale (standardized)

Postpartum

Mean or %
0.1

SE
(0.1)

Mean or %
0.0

SE
(0.1)

0.1
0.2

(0.1)
(0.1)

0.0
0.1

(0.1)
(0.1)

*

**

Engagement in home learning activities
(standardized)
PICCOLO Teaching

0.3

(0.1)

0.0

(0.1)

11.0

(0.3)

10.8

(0.2)

PICCOLO Responsiveness

12.9

(0.2)

13.1

(0.1)

PICCOLO Encouragement

13.0

(0.2)

13.1

(0.1)

PICCOLO Affection

13.0

(0.1)

13.0

(0.1)

BITSEA Competency Scale

17.9

(0.2)

17.8

(0.2)

Total Parenting Stress Index--Short Form

44.5

(1.0)

47.3

(0.8)

Received social support
Quality of child behavior during observed play
session

27.6

(0.5)

27.6

(0.3)

17.9

(0.2)

17.9

(0.1)

Child BMI
Child dental coverage (%)

16.9

(0.3)

17.0

(0.2)

93.6%

(2.1%)

89.6%

(1.8%)

**

*

Total television viewing per week (hours)
11.2
(0.8)
12.1
(0.6)
Doctor recommended monitoring speech and
4.0%
(1.8%)
8.6%
(1.7%)
*
language development (%)
Notes: Significant difference between prenatal and postpartum initiation at ** p < .01, * p < .05 in a one-tailed
test. Clustered standard errors in parentheses. For the majority of measures, higher values indicate more positive
child and family outcomes. For the Total Parenting Stress Index—Short Form, child BMI, and total television
viewing per week, however, more positive outcomes are indicated by lower values. It is not necessarily clear how
to interpret rates of doctor recommended monitoring of speech and language development given potentially
different rates of speech and language delays among children by Welcome Baby initiation.
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Table 20. Longitudinal Child and Family Outcomes, by Completion of Welcome Baby 9-Month Visit
Outcomes at 36 Months

Did not Complete 9Month Visit

Completed 9-Month Visit

Mean or %

SE

Mean or %

SE

ASQ Communication (standardized)

-0.1

(0.1)

0.0

(0.1)

ASQ Personal-Social (standardized)
HOME Inventory total scale (standardized)
Engagement in home learning activities
(standardized)
PICCOLO Teaching

-0.1
-0.1

(0.1)
(0.1)

0.1
0.1

(0.1)
(0.1)

*
**

-0.1

(0.1)

0.1

(0.1)

**

10.7

(0.2)

10.8

(0.2)

PICCOLO Responsiveness

12.7

(0.1)

13.0

(0.1)

**

PICCOLO Encouragement

12.7

(0.1)

13.1

(0.1)

**

PICCOLO Affection

12.8

(0.1)

12.9

(0.1)

BITSEA Competency Scale

17.5

(0.1)

17.7

(0.2)

Total Parenting Stress Index--Short Form

47.6

(0.7)

46.7

(0.7)

Received social support
Quality of child behavior during observed play
session
Child dental coverage (%)

26.9

(0.3)

27.3

(0.3)

17.8

(0.1)

17.8

(0.1)

87.5%

(1.6%)

92.4%

(1.6%)

11.8

(0.6)

11.7

(0.6)

7.2%

(1.3%)

7.5%

(1.4%)

Total television viewing per week (hours)
Doctor recommended monitoring speech and
language development (%)

**

Notes: Significant difference between 9-month visit completion and incompletion at ** p < .01, * p < .05 in a onetailed test. Clustered standard errors in parentheses.
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VI. STUDY LIMITATIONS
This study has some limitations that should be considered when interpreting the results
presented. First, this is a quasi-experimental design, with a comparison group of women
residing in the community who were not offered the home visiting intervention. Participants
were not randomly assigned, and the intervention and comparison groups differ on several
demographic and socioeconomic characteristics. Because the comparison group includes only
families that reside within the Metro LA community, and the intervention group includes
families from a larger geographic area, the groups vary in terms of race and ethnicity,
immigration, language, education level, and income. Although these characteristics were
accounted for in the analyses, unmeasured differences could not be controlled for. In addition,
controlling for these characteristics reduces the analytic power to estimate the impact of
Welcome Baby. With more equal groups, the power would be greater. With greater power
there is a chance that additional impacts could have been detected.
Second, the comparison group sample size is smaller than initially targeted, and there was a
low response-rate for this group, likely due in part to the passive methods of recruitment that
the evaluation team was required to utilize due to privacy constraints that limited the team’s
ability to directly contact WIC participants or CHMC patients. Although the sample is sufficient
to estimate some impacts of the intervention, a larger sample size might better detect slight
group differences, such as impacts on maternal depression and benefits receipt.
Third, the evaluation follows children after they complete the Welcome Baby program to
measure outcomes at 12-, 24-, and 36-months postpartum; however, no baseline or preintervention survey data were collected. Given the various entry points into the program and
the potential challenges and costs of matching intervention and comparison group participants
by their pregnancy term, in the case of prenatal enrollees, the evaluation only measures
outcomes (along with program implementation). Without baseline data on the same outcome
measures, the evaluation cannot make robust causal inferences about the effects of the
intervention but rather estimates associations between program participation and later child
and family outcomes.
Fourth, the findings are not generalizable to all Welcome Baby clients given the study
inclusion criteria. Study participants were required to be at least 18 years old at the time of the
12-month survey, so young teenage mothers are not represented in the sample. Welcome
Baby does target young mothers who are more vulnerable in many ways than older mothers
and have unique needs and strengths. The effects of the program may be stronger for those
cases, yet those effects are not captured in the evaluation. Further, this study was focused on
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Welcome Baby as implemented in Metro LA only and cannot necessarily be generalized to the
expanded Welcome Baby sites.
Fifth, the evidence suggests that program effects vary by timing of enrollment and program
completion; however, these findings are limited by the fact that women self-selected to
participate in the program prenatally and to complete the final visit of the program. Women
who were recruited prenatally may differ from their counterparts who were recruited in the
birth hospital; for example, they may have been more connected to health care and social
services through which they learned about Welcome Baby. Women who completed the
program were interested in receiving services, managed their time to accommodate the home
visits and phone calls, and had working phone numbers and valid addresses which program
staff used to contact them. Women who dropped out might have been more at risk and
consequently more in need of services, but were harder to reach and retain. In other words, it
is possible that the associations between timing of enrollment and dosage and identified
outcomes are the result of an unmeasured variable(s) that is associated with both program
participation and program outcomes.
Lastly, the Child and Family Survey measures a range of outcomes given the comprehensive
focus of the Welcome Baby program and its expected effects on the mother, child, and whole
family (as captured in the logic model in Figure 2). The large number of analyses conducted to
test these associations increased the possibility of identifying a significant effect. However, it is
possible that some estimated effects were found to be significant due to chance and were not
the result of Welcome Baby participation. Although a jackknife resampling procedure was
designed and used to rule out such effects, it remains limited by the available sample of
mothers and children and by the nature of statistical inference. Additionally, several outcome
measures, such as measures of child nutrition and engagement in activities outside the home,
presented low internal reliability, indicating that these scales may not be reliable measures of
the targeted outcomes. Accordingly, results from these measures must be interpreted with
caution.
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VII. DISCUSSION AND IMPLICATIONS
This report presents findings that indicate that Welcome Baby is associated with several
positive and significant outcomes when children are three years old, and that many of these
outcomes are sustained from when children were 24 and 12 months old. The longitudinal
nature of the Child and Family Survey, coupled with high retention rates over time, support
conclusions regarding the benefits of Welcome Baby as piloted in Metro LA.
Despite being a relatively low-intensity home visiting program, administered to a diverse set
of families, with outcomes being measured for more than two years beyond the completion of
the program, findings have demonstrated that Welcome Baby contributes to:




Positive parenting practices, such as engagement in home learning activities and
maternal responsiveness, encouragement, and teaching behaviors towards children;
Children’s communication skills and social competence; and
Select maternal and child mental and physical health markers, such as parenting stress
and child BMI.

Additionally, findings show that women who are potentially at greater risk of negative
outcomes—mothers with less than a high school education and single mothers—may be
benefiting most from the program in terms of their mental health and parenting skills. These
findings, considered within the context provided by four rounds of case study data collection
and analysis, and two rounds of client focus groups, document the evolution of Welcome Baby
in Metro LA, lessons learned from implementation, client perceptions of services received, and
evidence of outcomes associated with program participation (Adams et al. 2012; Benatar et al.
2012; Hill et al. 2011; Hill and Adams 2011; Hill and Benatar 2011; Hill and Wilkinson 2013).
Below are conclusions that can be drawn from both the cross sectional analyses of Child and
Family Survey data at 36 months, and analysis of the longitudinal data, utilizing all three waves
of survey data.
1. Welcome Baby Participants Demonstrate Positive Parenting Behaviors and Parent-Child
Interactions Compared to those that did not Participate in the Program
Building on what was observed at 24 months postpartum, parents who received Welcome Baby
continue to exhibit greater maternal responsiveness and encouragement toward their children
than the comparison group at 36 months postpartum. Given program goals of promoting
parent-child bonding and supporting positive engagement with children, findings continue to
support the conclusion that Welcome Baby is effective in positively influencing this domain. At
three years, improved maternal teaching also emerges as an important finding that supports
the sustained effects of Welcome Baby. Further evidence of programmatic influence on
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positive child interactions is demonstrated through a longitudinal examination of the data
which suggests that maternal teaching impacts may accrue overtime, as children become more
engaging and responsive, perhaps building on a confidence or skill set established during early
infancy and supported by Welcome Baby parent coaches.
Moreover, longitudinal analyses indicate that engagement in home learning activities
initially positively impacted by Welcome Baby, are sustained overtime. While at 24 months
postpartum mothers who receive Welcome Baby demonstrate higher quality home
environments with more developmentally appropriate toys and books, cross-sectional findings
at 36 months indicate those effects are not sustained. Effects may fade over time or this result
may be attributed to a smaller sample size at 36 months, which did not produce sufficient
power to detect differences between groups on this measure.
Overall, these findings suggest that the home visiting intervention is achieving its goal of
improving parent engagement and responsiveness, and supporting developmentally
appropriate early childhood learning, with the added benefit of encouraging parents to create a
stimulating home setting.
2. Welcome Baby Results in Consistent and Sustained Improvements in Child
Communication and Social Competency Skills
Encouragement and facilitation of positive parenting practices are elements of Welcome Baby’s
strategy that strive to support the healthy development of children. Benefits related to child
communication skills and social competence have been demonstrated at each wave of the Child
and Family Survey. Child communication skills, which may ultimately contribute to academic
and social success, do not continue to improve over time but an initial improvement is
sustained for Welcome Baby participants. The effects of Welcome Baby on children’s social
competency, although marginally significant in the longitudinal analyses, contribute to this
picture of overall improved child development. Together, these gains could have broad
implications for early successes, including school readiness, a related goal that First 5 LA has
espoused.
3. Welcome Baby Encourages Breastfeeding, has no Effect on Nutrition Practices, but
Differences in Overweight and Obesity are Detected at Age Three
Positive breastfeeding outcomes associated with the Welcome Baby program can be attributed
to a strong focus on lactation education. Welcome Baby is supporting mothers with initiating
breastfeeding and committing to breastfeeding exclusively during the earliest months of
development. As noted in the 12-month report—this result is particularly compelling given that
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Welcome Baby participants are being compared to WIC participants who also receive
breastfeeding education (Benatar et al., 2013).
Further, with some research suggesting that breastfeeding can have longer term impacts on
children’s healthy weight, researchers hypothesized that over time there might be Welcome
Baby impacts on child weight (Beyerlein and von Kries 2011). At 24 months there were no
significant differences in weight between the intervention and comparison groups, and there
were observed high rates of overweight and obesity overall. But, at 36 months there was a
difference in both average BMI between the two groups and rates of overweight and obesity,
with Welcome Baby participants showing improvement compared to non-participants. This
result emerges, despite the fact that there were no significant differences between the
intervention and comparison groups’ approaches to child nutrition, nor can we definitively
attribute this effect to breastfeeding practices. In sum, this finding provides a kernel of
evidence that Welcome Baby could influence child weight over time, but further and more
robust analyses are recommended to determine whether this effect continues over time, to
better understand the pathways, and to examine whether the statistically significant
differences are meaningful at a practical or clinical level.
4. Welcome Baby may also Decrease Maternal Stress and Improve Social Support
Early survey waves indicated that Welcome Baby did not have a significant effect on maternal
stress or depression, but increased the quality of relationships within support networks, as
reported by mothers at 12 months. Yet at 36 months postpartum, the intervention group
residing in Metro LA reports lower levels of parenting stress, as well as greater perceived social
support. It is surprising to see a reduction in parenting stress two years after exposure to the
home visiting program. Once again, more rigorous study is needed to further test this positive
finding. Similar to conclusions drawn in the past, the limited duration and intensity of the
program may not be adequate for impacting maternal mental health in a sustainable manner.
5. Prenatal Enrollment and Welcome Baby Program Completion Appears to Make a
Difference
Early engagement and completion of the Welcome Baby program are descriptively associated
with stronger outcomes. Mothers who complete the final nine-month engagement point
demonstrate increases in maternal responsiveness, encouragement and affection. This
milestone is also associated with a positive impact on child behavior. Similar patterns are
observed in the longitudinal analyses. Mothers who enroll prenatally are significantly more
likely to report lower levels of parenting stress, and more likely to have dental coverage for
their children—a finding that was for the first time significant for all Welcome Baby participants
at 36 months—but may be related to content delivered during the 9-month home visit on
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parenting and child development. At each wave of the survey these timing and dosage findings
confirm early indications of the benefits of prenatal recruitment, and support continued
emphasis on this investment.
6. Welcome Baby Overall has a Meaningful and Positive Impact on Families
Overall, these findings indicate that Welcome Baby is having important positive effects on
women who are enrolled in the home visiting program, with indications that earlier and longer
exposure to the intervention is associated with more significant effects. Additional analyses at
36 months have confirmed many earlier findings, and revealed a few new ones. Furthermore,
longitudinal analyses that garner the strength of pooled samples add an additional layer of
confidence to the results presented. In addition, as case study and focus group findings
corroborate, overall satisfaction with the program is very high, and participants find value in the
guidance and support they are receiving (Adams et al. 2012; Benatar et al. 2012; Hill et al. 2011;
Hill and Adams 2011; Hill and Benatar 2011; Hill and Wilkinson 2013). Since these positive
findings are for a program that was evaluated during its infancy and early years of
implementation, future cohorts arguably may enjoy even more positive results as Welcome
Baby matures and becomes more systematic and consistent. These results are useful to
consider in the context of ongoing discussions of program sustainability, protocol refinement,
and program intensity, given the recent expansion of the home visiting program in additional
Los Angeles communities.
This evaluation of a cohort of families who received Welcome Baby home visiting in the
Metro LA pilot community has already provided important lessons for the expansion of
Welcome Baby into 13 additional communities across Los Angeles County. The prospect of
more rigorous study of the expanded intervention may lend additional credence to this study’s
findings regarding the benefits that this program can achieve. In the interim, these longitudinal
quasi-experimental findings demonstrate the promise that Welcome Baby home visiting offers
to expectant and newly postpartum parents and their children.
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Appendix A: Key Measures from 36-Month Child and Family Survey
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Research Construct

Quality of home
environment

Measure at 36 months
Home Observation for Measurement of
the Environment- Infant Toddler
(HOME; Caldwell & Bradley, 2003)

Range of Outcomes

Low quality home environment  High
quality home environment

Range of
Values
0–39

No parent-child interactions 
Parenting Interactions with Children:
Quality of parenting Checklist of Observations Linked to
Outcomes (PICCOLO; Roggman et al.,
behaviors
2009)

High level of interaction
Affection, Responsiveness,
Encouragement subscales

0–14

Teaching subscale

0–16

Quality of child
behavior

Observational ratings of child during
play interaction, adapted from NICHD
Study of Early Child Care and Youth
Development

Parenting beliefs

Parental Attitudes toward Childrearing
(PACR)-Encouragement of
Independence Subscale (Easterbrooks
and Goldberg 1990)

Less encouraging of independence 
More encouraging of independence

9–45

Parental
engagement in
home learning
activities

Items adapted from home learning
activities scale in Early Head Start
Research and Evaluation Project Parent
Interview for Parents of 3-Year-Old
Children

Low engagement in activities  High
engagement in activities

10–60

No engagement in play session 
5–20
High engagement in play session
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Community
activities

Participation in or visitation of
community activity, library, sporting
event, church

Low engagement in activities  High
engagement in activities

0–4

Household chaos
(lack of order)

Confusion, Hubbub, and Order Scale
(CHAOS; Matheny et al., 1995; Petrill et
al., 2004)

Low chaos  High chaos

10–40

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

No depressive symptoms 

0–24

Maternal
depression

Parenting stress

Parenting Stress Index—Short Form
(PSI-SF; Abidin, 1995): Parent-Child
Dysfunctional Interaction and Parental
Distress subscales

Perceived social
support

Social support scale. Items developed
by Urban Institute

Risk of child
developmental
delay

Ages & Stages Questionnaires, 3rd
Edition (ASQ-3; Squires, Bricker, &
Twombly, 2002)

Social-emotional
skills

Brief Infant Toddler Social-Emotional
Assessment (BITSEA)

Major depressive symptoms

(depressed
if 10+)

Low parental distress  High parental
distress

12–60

Low dysfunctional interactions  High
dysfunctional interactions

12–60

Low social support 
High social support

12-36

High developmental risk 
Low developmental risk

0–60

Low social competence  High social
competence

0–22

Minimal problematic behavior 
Extreme problematic behavior

0–62
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Food insecurity

Material hardship

Food Insecurity Scale (Bickel, Nord,
Price, Hamilton, & Cook, 2000)
Adapted from material hardship scale
from 1996 Survey of Income and
Program Participation (SIPP)

Child nutrition

Adapted from Early Head Start Baby
FACES Baseline Parent Interview

Child BMI

Low food insecurity 
High food insecurity

0–10
(insecure if
3+)

Low material hardship 
High material hardship

0–5

Low consumption of healthy foods 
High consumption of healthy foods

6–30

Low consumption of unhealthy foods 
High consumption of unhealthy foods

5–25

Direct assessment of weight and height

Underweight  Overweight/obese

n/a

Use of medical &
dental services

Parent-report of well-baby visits,
immunizations, hospitalizations,
illnesses, dental care (updated from 24month survey)

Use of services, Non-Use of Services

1, 0

Appropriate
discipline
techniques

Parent-report of frequency of spanking
and time-out (HOME Inventory);
adapted from Discipline section of Early
Head Start Research and Evaluation
Project Parent Interview for 3-year-olds

Number of times discipline techniques
are used per week

n/a

Engagement in
exercise

Parent-report of frequency of child
exercise (developed by Urban Institute)

Number of hours of child exercise per
week

n/a
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Television viewing

Subsequent
participation in
home visiting

Birth spacing

Parent-report of child television
viewing and television use in the home
(developed by Urban Institute)

Parent-report of enrollment in
Welcome Baby for subsequent children

Parent-report of subsequent children
and their ages, whether mother is
currently pregnant

Number of hours of child television
viewing per week

n/a

Television use in the home, No television
use in the home

1, 0

Partcipation among mothers with
subsequent children or who are
currently pregnant, No participation
among mothers with subsequent
children or who are currently pregnant

1, 0

Number of subsequent children

n/a

Ages of subsequent children

n/a

Mother is currently pregnant, Mother is
not currently pregnant

1, 0
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Appendix B: Measures Available for Longitudinal Analysis
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Research Construct

Measure

Significant
Impact of WB in
12- and/or 24Month CrossSectional
Analyses

Strategy for Merged Longitudinal
Analysis

Quality of home environment

HOME

Yes

Standardize and compare across all
waves

Quality of parenting behaviors

PICCOLO Responsiveness and Encouragement
scores

Yes

Compare directly across all waves

PICCOLO Affection and Teaching scores

No

Compare directly across all waves

Parental engagement in home
learning activities

Early Head Start Research and Evaluation
Project questions

Yes

Standardize and compare across all
waves

Social support

Family support scale (12m), Baby FACES social
support scale (24 and 36m)

Yes

Compare directly across 24 and 36m
waves

Risk of child developmental delay

ASQ-3

Yes

Compare directly across all waves

Social-emotional skills

ASQ-SE (12m), BITSEA (24 and 36m)

Yes

Compare directly across 24 and 36m
waves

Television viewing

Number of hours per week

Yes

Compare directly across 24 and 36m
waves

Quality of child behaviors

NICHD 3-bags task

No

Compare directly across 24 and 36m
waves
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Research Construct

Measure

Significant
Impact of WB in
12- and/or 24Month CrossSectional
Analyses

Strategy for Merged Longitudinal
Analysis

Parenting beliefs

PACR

No

Not comparable

Household chaos (lack of order)

CHAOS

No

Compare directly across 24 and 36m
waves

Maternal depression

PHQ-9

No

Compare directly across all waves

Parenting stress

PSI-SF

No

Compare directly across 24 and 36m
waves

Food insecurity

Food Insecurity Scale

No

Compare directly across 24 and 36m
waves

Child nutrition

Items adapted from Early Head Start Baby
FACES Baseline Parent Interview

No

Compare directly across 24 and 36m
waves

Child weight

Parent-reported (12m) and directly assessed
(24 and 36m) weight

No

Compare weight directly across all
waves; compare BMI directly across 24
and 36m waves

Appropriate discipline techniques

HOME Inventory items on spanking

No

Compare directly across 24 and 36m
waves

Use of medical & dental services

Immunizations

No

Compare directly across all waves
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Research Construct

Measure

Emergency room visits

Significant
Impact of WB in
12- and/or 24Month CrossSectional
Analyses
No

Strategy for Merged Longitudinal
Analysis

Compare directly across all waves
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Use of concrete services

Public benefit usage: WIC, CalFresh, MediCal,
CalWorks, child care subsidies

[Not examined]

Compare directly across all waves

Health care access

Medical home for child

[Not examined]

Compare directly across 24 and 36m
waves

Child and mother insurance coverage

[Not examined]

Compare directly across all waves

Number of times moved in the last 12 months

[Not examined]

Compare directly across 24 and 36m
waves

Residential mobility
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Appendix C: Description of Key Measures from Child and Family
Survey
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Ages & Stages Questionnaires, Third Edition (ASQ-3)
1. Research Construct Measured:
Child development
2. Reference/Primary Citation:
Squires, J. and D. Bricker. 2009. “The ASQ-3 User’s Guide: For the Ages & States
Questionnaires, 3rd Edition.” Baltimore, MD: Paul H. Brookes Publishing Co., Inc.
3. Survey Wave(s):
12, 24, 36 months
4. Method:
Parent questionnaire
5. Description of Instrument:
The ASQ-3 is a developmental screener appropriate for children 1 to 66 months old.
The instrument has 21 age-appropriate questionnaires; the 24-month questionnaire is
appropriate for children 23 months 0 days to 25 months 15 days. This tool has been
used as part of the Welcome Baby assessment protocol for children receiving home
visiting services and was selected for the evaluation to continuously track children’s
development after exiting the program.
The ASQ-3 has five subscales including communication, gross motor, fine motor,
problem solving, and personal-social skills, and assesses whether children are on track
developmentally or at risk of delay. Each subscale has a range from 0–60. The actual
range for the study sample on each subscale was also 0–60. Higher scores indicate
greater skill attainment and less risk of developmental delay.
The instrument developers provide cut-off scores for each subscale to which a child’s
scores can be compared to determine whether the child is: (1) potentially at risk of
development delay and in need of further assessment, (2) close to the cut-off close and
needs monitoring, or (3) on track developmentally.
Specifically, mothers were asked whether their children had obtained certain skills, such
as imitating two-word phrases and running fairly well without falling, and they could
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respond “All or most of the time (10),” “Sometimes (5),” or “Not yet (0).” On items for
which mothers were unsure, assessment specialists directly tested children’s skills.
ASQ Communication
Welcome Baby
Welcome Baby in
Metro LA
Comparison Group
Total Sample

Mean
47.55

St. Dev.
12.217

Min
0

Max
60

47.47

12.509

0

60

45.07
46.58

12.135
12.236

0
0

60
60

Mean
54.38
53.87

St. Dev.
9.841
10.255

Min
0
0

Max
60
60

53.51
54.04

9.985
9.900

0
0

60
60

Mean
36.52
36.06

St. Dev.
15.704
15.664

Min
10
10

Max
60
60

39.51
37.70

15.430
15.653

0
0

60
60

Mean
48.60
48.75

St. Dev.
10.962
10.964

Min
0
0

Max
60
60

48.35
48.50

12.439
11.556

0
0

60
60

Mean
50.04
49.79

St. Dev.
10.698
10.324

Min
0
0

Max
60
60

48.17

11.581

0

60

ASQ Gross Motor
Welcome Baby
Welcome Baby in
Metro LA
Comparison Group
Total Sample
ASQ Fine Motor
Welcome Baby
Welcome Baby in
Metro LA
Comparison Group
Total Sample
ASQ Problem Solving
Welcome Baby
Welcome Baby in
Metro LA
Comparison Group
Total Sample
ASQ Personal-Social
Welcome Baby
Welcome Baby in
Metro LA
Comparison Group
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Total Sample
6. Modifications:

49.30

11.083

0

60

None
7. Psychometric Information:
Internal consistency with the study sample at 36 months ranged from poor to moderate
(α = .65 for communication; α = .67 for gross motor; α = .60 for fine motor; α = .57 for
personal-social; α = .53 for problem solving).
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Body Mass Index; Weight-for-Age Percentiles
1. Research Construct Measured:
Overweight and obesity
2. Reference/Primary Citation:
Calculated according to recommendations from the Centers for Disease Control and
Prevention. Child Growth Charts found online at:
http://www.cdc.gov/obesity/childhood/basics.html
3. Survey Wave(s):
24, 36 months
4. Method:
Direct assessment of child weight and height
5. Description of Instrument:
Assessment specialists directly measured children’s weight and height during the visit to
the home using digital scale and a stadiometer purchased from a medical supply store.
The child was weighed and measured clothed and without shoes. The scale was placed
on a flat, even surface, avoiding surfaces like carpet, rugs, and uneven floors. If the child
refused to stand on the scale on his/her own, or was not able to due to a physical
disability, the assessment specialist asked the mother if she was willing to be weighed
herself, then weigh her again while holding the child in her arms. Subsequently the
assessment specialist would subtract the mother’s weight from the weight of the
mother with her child. Then the stadiometer was used to measure the child’s height.
The stadiometer had a height range of 5.5 to 78.75 inches with 1/8 in graduations. It
was comprised of two rulers that attached together and then slipped into the base
stand and a flat piece that sat on top of the child’s head that could move up and down
the ruler. Like the weight scale, it was used on a flat even surface, avoiding carpet and
rugs. Weight and height measurements were recorded on paper and subsequently
entered into the CAPI system, rounded to the hundredth of a decimal. Some children
refused to be weighed and measured or were not available to do so. Accurate
measurements of weight were collected for 88 percent of children (n=589); accurate
measurements of height were collected for 86 percent of children (n=578).
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Child body mass index (BMI) was calculated for 576 children based on child weight,
height, age, and sex, following recommendations from the Centers for Disease Control
and Prevention. Each child’s BMI was compared to norm charts to determine the
national percentile at which each child ranked, specifically the 3rd, 5th, 10th, 25th, 50th,
75th, 85th, 90th, or 95th percentile. A child was identified as overweight if his or her BMI
percentile was 85 percent to 94 percent and obese if 95 percent or above.
Body Mass Index1
Mean
St. Dev.
Min
Max
Welcome Baby
16.7498
2.04108
9.96
28.51
Welcome Baby in Metro LA
16.5018
1.76858
9.96
23.21
Comparison Group
17.2109
2.33374
13.58
32.24
Total Sample
16.9283
2.16878
9.96
32.24
1
th
BMI for a healthy 36-month old male child ranges from 14.16 (bottom 5 percentile) to
16.88 (top 75th percentile). The comparable range for female children is 13.83 to 16.66.
The total sample mean of 16.93 falls in the bottom of the 85 th percentile.

6. Modifications:
None

7. Psychometric Information:
Not applicable
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Brief Infant Toddler Social-Emotional Assessment (BITSEA)
1. Research Construct Measured:
Social-emotional development
2. Reference/Primary Citation:
Briggs-Gowan, M., and A. Carter. 2006. “Brief Infant Toddler Social Emotional
Assessment (BITSEA).” San Antonio, TX: Pearson Education, Inc.
3. Survey Wave(s):
24, 36 months
4. Method:
Parent questionnaire
5. Description of Instrument:
The BITSEA is a validated instrument used to assess toddlers’ social-emotional
development. It is appropriate for children ages 1 year to 3 years. The instrument
includes 42 items divided into two subscales: social competence (11 items) and problem
behaviors (31 items). Example items include “follows rules” for competence and
“purposively tries to hurt you or other parent” for problem behaviors. Mothers
responded whether each item is “not true (0),” “somewhat true (1),” or “very true (2).”
Children received a separate total score on each subscale, with a higher score
representing either greater social competence or greater problem behaviors. The scale
range was 0–22 for social competence and 0–62 for problem behaviors. The actual
range for the study sample was 5–22 on competence and 0–55 on problems.
The instrument developers provide cut-off scores to indicate whether a child has low
social competence or high problem behaviors. Cut-off scores vary by child age and sex.
A 36-month-old girl has low competence if she has a score at or below 15; a 36-monthold boy has low competence if he has a score at or below 14. A 36-month-old child has
high problem behaviors if he or she has a score at or above 14.
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BITSEA Competence
Welcome Baby
Welcome Baby in
Metro LA
Comparison Group
Total Sample

Mean
17.73
17.88

St. Dev.
2.892
2.632

Min
7
8

Max
22
22

17.16
17.51

3.071
2.975

5
5

22
22

Mean
13.01
12.01

St. Dev.
7.860
6.995

Min
0
0

Max
55
37

13.11
13.05

7.133
7.578

1
0

42
55

BITSEA Problems
Welcome Baby
Welcome Baby in
Metro LA
Comparison Group
Total Sample
6. Modifications:
None
7. Psychometric Information:
Internal reliability for the study sample at 36 months was moderate on the competence
subscale (α = .65) and good on the problems subscale (α = .84).
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Child Nutrition Scale
1. Research Construct Measured:
Child consumption of healthy/unhealthy foods
2. Reference/Primary Citation:
Adapted from Early Head Start Family and Child Experiences Survey (Baby FACES)
Baseline Parent Interview
3. Survey Wave(s):
24, 36 months
4. Method:
Parent interview component of survey
5. Description of Instrument:
The child nutrition scale included 11 items that assessed the child’s consumption of
healthy and unhealthy foods in the past seven days. Six items related to the frequency
of eating or drinking healthy foods (i.e., milk, 100% fruit juice, fruit, vegetables, lean
meat or fish, and dairy products like cheese and yogurt) and five items related to the
frequency of eating or drinking unhealthy foods (i.e., candy or other sweets, salty
snacks, fast food, soda or soft drinks, and fruit drinks like Kool-Aid and Sunny Delight).
Each item was scored on a 5-point scale: “Three or more times a day” (5), “Once or
twice a day” (4), “Almost every day/4-6 times during past seven days” (3), “1 to 3 times
during past seven days” (2), and “Not at all in past seven days” (1). The responses to the
healthy and unhealthy items were totaled separately creating a summary score for
healthy food consumption ranging from 6–30 (with higher scores indicating greater
consumption of healthy food in past week) and a summary score for unhealthy food
consumption ranging from 5–25 (with higher scores indicating greater consumption of
unhealthy food in past week). The actual scores for the study sample ranged from 6–30
on healthy foods and 5–21 on unhealthy foods.
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Child Consumption of Healthy Foods
Mean
Welcome Baby
20.67
Welcome Baby in
20.93
Metro LA
Comparison Group
20.47
Total Sample
20.59
Child Consumption of Unhealthy Foods
Mean
Welcome Baby
10.66
Welcome Baby in
10.61
Metro LA
Comparison Group
10.69
Total Sample
10.67

St. Dev.
3.624
3.637

Min
12
12

Max
30
29

3.446
3.554

6
6

28
30

St. Dev.
2.787
2.599

Min
5
6

Max
21
20

2.965
2.855

5
5

20
21

Modifications:
The scale used for the Early Head Start Baby FACES study included only eight items. One
item that assessed the frequency of drinking both fruit drinks and soft drinks was
separately into two items. Two additional items were added to include a larger variety
of healthy food items: “dairy products other than milk, such as yogurt or cheese” and
“fish or lean meat, such as ground beef, chicken, or pork.”
6. Psychometric Information:
The two subscales had poor internal consistency (α = .59 for healthy foods; α = .56 for
unhealthy foods) with the study sample at 36 months.

90

Confusion, Hubbub, and Order Scale (CHAOS)
1. Research Construct Measured:
Household chaos
2. Reference/Primary Citation:
Matheny, A.P., T.D. Wachs, J.L. Ludwig, and K. Phillips. 1995. “Bringing Order Out of
Chaos: Psychometric Characteristics of the Confusion, Hubbub, and Order Scale.”
Journal of Applied Developmental Psychology 16: 429–444.
3. Survey Wave(s):
24, 36 months
4. Method:
Parent interview component of survey
5. Description of Instrument:
Household chaos is defined as “environmental confusion” and characterized by high
levels of noise, crowding, and lack of order and routines. The CHAOS scale included 10
items rated on a 4-point scale: “Very much like my home” (1), “Somewhat like my
home” (2), “A little bit like my home” (3), and “Not at all like my home” (4). An example
item was “You can’t hear yourself think in our home.” Several items were reverse
scored so that higher scores indicated greater chaos. The item scores were summed to
create a total scale score with a range of 10 to 40. The actual range for the study
sample was 10–36.

Welcome Baby
Welcome Baby Metro
LA
Comparison Group
Total Sample

Mean
19.66
19.48

St. Dev.
4.564
4.438

Min
10
11

Max
36
34

19.91
19.76

4.484
4.531

10
10

36
36

6. Modifications:
The original CHAOS scale includes 15 items. Only 8 of 15 original items were included in
the survey. Six items were dropped, one item was revised to improve the content
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validity for the target population, plus one new item was added, for a total of 10 items.
These modifications are explained below.
It was more common among study participants to have a television in the home than to
have a working telephone that could be used freely, so the item “The telephone takes
up a lot of our time at home” was revised to: “There is usually a television turned on
somewhere in our home.” Additionally, having both a morning and bedtime routine
emerged from the survey pilot as important to this construct, so in addition to
maintaining the item “First thing in the morning, we have a regular routine at home,” a
new item was added: “The children have a regular bedtime routine (for example, same
bed time each night, a bath before bed, reading a story, saying prayers).”
One item did not translate well to the Spanish language and Hispanic culture (“It’s a real
zoo in our home”) and was dropped from the instrument. To further reduce the length
of the survey, five items that demonstrated the lowest item-to-scale correlations based
on the pilot (N=4) were also dropped, including: “We can usually find things when we
need them,” “At home we can talk to each other without being interrupted,” “No
matter what our family plans, it usually doesn’t seem to work out,” “I often get drawn
into other people’s arguments at home,” and “Our home is a good place to relax.”
7. Psychometric Information:
Internal consistency for the study sample was moderate at 36 months (α = .64).
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Engagement in Home Learning Activities Scale
1. Research Construct Measured:
Engagement in home learning activities
2. Reference/Primary Citation:
Modified version of scale used in Early Head Start Research and Evaluation Project,
Parent Interview for Parents of 3-Year-Old Children
3. Survey Wave(s):
12, 24, 36 months
4. Method:
Parent interview component of survey
5. Description of Instrument:
Parents were asked about the frequency of engagement in home learning activities with
their children. The scale included 10 items: five in-home activities (i.e., playing games,
singing songs or nursery rhymes, doing arts and crafts, dancing, and telling stories) and
five activities outside the home (i.e., going grocery shopping; taking child to playground
or park; playing an outdoor game, sport, or exercising together; with visiting relatives or
having relatives come to visit; doing errands like going to the post office or the bank).
Response categories included: “Not at all” (1), “Once in past month” (2), “A few times in
past month” (3), “About once a week” (4), “A few times a week” (5), and “Everyday” (6).
The item scores were summed, creating a range from 5–30 on each subscale with higher
scores representing greater engagement in activities inside or outside the home. The
actual range for the study sample was 6–30 on in-home activities and 5–30 on out-ofhome activities.
In-Home Learning Activities
Welcome Baby
Welcome Baby in
Metro LA
Comparison Group
Total Sample

Mean
23.96
23.71

St. Dev.
4.279
4.296

Min
9
10

Max
30
30

23.56
23.80

4.487
4.363

6
6

30
30
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Out-of-Home Learning Activities
Mean
Welcome Baby
21.74
Welcome Baby in
21.79
Metro LA
Comparison Group
21.59
Total Sample
21.68

St. Dev.
3.554
3.606

Min
6
11

Max
30
29

3.704
3.612

5
5

30
30

6. Modifications:
Several items, particularly those that constructed the out-of-home activities scale, were
modified to improve developmental appropriateness and cultural sensitivity, and to
avoid overlap among items:
 “Sing nursery rhymes like Jack and Jill” was changed to “Sing children’s songs
like Old McDonald had a Farm.”
 “Playing chasing games” was changed to “playing with games or toys.”
 “Take child on an outing such as shopping, to the park or a picnic” was
separated into three different items: “Take child grocery shopping with you,”
“Taking child to a playground or park,” and “Take child with you while doing
errands like going to the post office or the bank.”
 “Try to tease child to get (him/her) to laugh” was changed to “Play an outdoor
game, sport, or exercise together with child.”
 “Have relatives visit you or take child with you to visit relatives” was added to
the scale.
Additionally, two items (“Take child with you to a religious service or religious event”
and “Take child to any type of a museum such as a children’s museum, scientific, art or
historical museum”) were dropped from the scale and included as separate survey items
that assessed whether the child was taking to these places in the past month. These
activities do not typically occur at the same frequency as other activities on the scale so
they were assessed separately, along with visiting a library, attending an event in the
community, and attending a sporting event.
7. Psychometric Information:
Internal consistency for the study sample at 36 months was acceptable for in-home
activities (α = .70) and poor for out-of-home activities (.α = .49).
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Home Observation for Measurement of the Environment: Early
Childhood (HOME Inventory)
1. Research Construct Measured:
Quality of home environment
2. Reference/Primary Citation:
Caldwell, B.M, and R.H. Bradley. 2003. “Home Observation for Measurement of the
Environment Administration Manual.” Tempe, AZ: Family and Human Dynamics
Research Institute, Arizona State University.
3. Survey Wave(s):
12, 24, 36 months
4. Method:
Parent interview component of survey and home observation
5. Description of Instrument:
The Early Childhood version of the HOME Inventory (HOME:EC) was used to score
elements of quality that influenced children’s experiences in their homes. Whereas the
12- and 24-Month Child and Family Surveys included the Infant-Toddler version of the
HOME, the HOME:EC is appropriate for children ages 3 and older. The instrument
contains 55 items divided into eight subscales: learning materials (e.g., “Child has toys
that teach color, size, and shape”), language stimulation (e.g., “Child is encouraged to
learn the alphabet.”), physical environment (e.g., building appears safe and free of
hazards.), responsivity (e.g., “Parent converses with child at least twice during visit”),
academic stimulation (e.g., “Child is encouraged to learn colors.”), modeling (e.g., “TV is
used judiciously”), acceptance (e.g., “Parent does not scold or yell at child more than
once during visit.”), and variety of experiences (e.g., “Child is taken on a family outing at
least every other week.”). Only 48 of the 55 items were used in the 36-month survey.
Assessment specialists assigned a 1 (present) or 0 (absent) to each item. Possible scores
range from 0–48, with higher scores representing higher quality home environments.
Actual scores for the study sample range from 15–48.
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Welcome Baby
Welcome Baby in
Metro LA
Comparison Group
Total Sample

Mean
35.87
36.07

St. Dev.
5.896
5.666

Min
18
22

Max
48
48

34.05
35.19

6.360
6.132

15
15

47
48

6. Modifications:
Seven items were not included from the original instrument. Two items were dropped
from the language stimulation subscale: “Parent teaches child simple verbal manners
(please, thank you)” and “Child permitted choice in breakfast or lunch menu.” Four
items were dropped from the modeling subscale items: “Some delay in food
gratification is expected,” “Parent introduces visitor to child,” “Child can express
negative feelings without reprisal,” and “Child can hit parent without harsh reprisal.”
One item was dropped from the variety subscale: “Parent lets child choose some foods
or brands at grocery store.” According to experts in the field who have reviewed the
properties of this tool and how it has functioned in several national studies, these
particular items do not correlate as highly with the other scale items (Leventhal, Martin,
and Brooks-Gunn 2004). Given the length of the survey and the need to develop a
shorter version of the HOME Inventory, these items were dropped.
7. Psychometric Information:
Internal consistency for the study sample on the total scale at 36 months was good (α =
.81) whereas internal consistency of the individual subscales was low on all but one
scale (α = .78 on the physical environment subscale). Therefore, only the total scale
score, and not the subscale scores, was used in the analysis at 36 months.
Inter-rater reliability data were not collected for observational items.
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Material Hardship Scale
1. Research Construct Measured:
Material hardship
2. Reference/Primary Citation:
Adapted from material hardship scale from 1996 Survey of Income and Program
Participation (SIPP).
Ouellette, T., N. Burstein, D. Long, and E. Beecroft. 2004. “Measures of Material
Hardship: Final Report” Washington, DC: U.S. Department of Health and Human
Services, Office of the Assistant Secretary for Planning and Evaluation.
http://aspe.hhs.gov/hsp/material-hardship04
3. Survey Wave(s):
24, 36 months
4. Method:
Parent interview component of survey
5. Description of Instrument:
The material hardship scale consisted of five items representing different examples of
material hardship: not being able to pay the full amount of rent; being evicted; not
being able to pay the full amount of gas, oil, or electricity bills; having gas or electric
services turned off; and having phone service disconnected due to failure to pay.
Participants were asked if they experienced any of these hardships in the past 12
months to which they responded “yes” or “no.” Positive responses to these five items
were summed to create a summary score ranging from 0–5, with higher scores
indicating greater material hardship. The actual range for the study sample was also 0–
5.

Welcome Baby
Welcome Baby in
Metro LA
Comparison Group

Mean
.68
.66

St. Dev.
1.070
1.065

Min
0
0

Max
5
5

.61

.913

0

4
97

Total Sample
6. Modifications:

.65

1.011

0

5

None
7. Psychometric Information:
Internal consistency for the study sample was moderate (α = .61).
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Observational Ratings of Child during Play Interaction
1. Research Construct Measured:
Quality of child behavior
2. Reference/Primary Citation:
NICHD Early Child Care Research Network. 1992. “NICHD Study of Early Child Care and
Youth Development, Phase 1 Manual, Chapter 15 Section 3: Procedures for Videotaping
Mother-Child Interaction at 15-Months” (p. 1–54). Bethesda, MD: National Institute of
Child Health and Human Development.
3. Survey Wave(s):
24, 36 months
4. Method:
Parent-child observation
5. Description of Instrument:
This observational rating tool measures five dimensions of child behavior: positive
mood, negative mood, activity level, sustained attention with objects and activities, and
positive engagement with mother. The tool was used to rate the presence of these
child behaviors during a 10-minute semi-structured, parent-child play session in the
home. A bag of toys (including two picture books, blocks, beads and string, a baby doll,
and a pretend kitchen set) was provided as a stimulus to prompt mothers to play with
their babies. Mothers were instructed to play with their child as they normally would
and use any of the items in the bag. No additional prompts were provided during the
timed observation period.
Assessment specialists used the tool to code each of the five child behaviors live as
children interacted with their mothers and the toys provided. According to the coding
scheme, assessment specialists assigned each item a score of a 1 (not at all
characteristic), 2 (minimally characteristic), 3 (moderately characteristic), or 4 (highly
characteristic). The item scores were summed to create a total scale score with a
possible range from 5–20. Actual total scores ranged from 10-20.
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The coding scheme originated from the NICHD Study of Early Child Care (NICHD Early
Child Care Research Network 1992). The Assessment Specialist who observed the play
session used this tool simultaneously with the PICCOLO (Parenting Interactions with
Children: Checklist of Observations Linked to Outcomes), which measured parenting
behaviors. Since the PICCOLO (which was also used at 12 months) only measured
parents’ interactions with their children and not children’s behaviors during play, this
rating tool was introduced at 24 months to separately capture toddlers’ behaviors.

Welcome Baby
Welcome Baby in
Metro LA
Comparison Group
Total Sample

Mean
18.38
18.34

St. Dev.
1.774
1.732

Min
11
12

Max
20
20

17.83
18.16

2.150
1.949

10
10

20
20

6. Modifications:
None
7. Psychometric Information:
Internal consistency with the study sample was good (α = .80).
Inter-rater reliability at 36 months was high (76 percent agreement across all items).
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Parental Attitudes towards Childrearing: Encouragement Subscale
1. Research Construct Measured:
Parental encouragement of independence
2. Reference/Primary Citation:
Easterbrooks, M.A., & Goldberg, W.A. (1990). Parental Attitudes toward Childrearing
(PACR). In J. Touliatos, B. Perlmutter, & M. Strauss (Eds.), Handbook of Family
Measurement Techniques. (pp. 341 - 342). Newberry Park, CA: Sage.
3. Survey Wave(s):
36 months
4. Method:
Parent interview component of survey
5. Description of Instrument:
The PACR is a 51-item measure used to assess parental attitudes along four dimensions:
warmth, strictness, aggravation, and encouragement of independence. The latter
subscale, which included nine items, was selected for this evaluation.
Mothers rated these nine items on five-point scale with response options of “exactly like
me (1),” “very much like me (2),” “somewhat like me (3),” “not much like me (4),” and
“not at all like me (5).” Responses were reverse coded and summed to create a total
score with a possible range of 9 to 45. Higher scores indicate greater encouragement of
independence. The actual range for the study sample was 18 to 45.

Welcome Baby
Welcome Baby in
Metro LA
Comparison Group
Total Sample

Mean
36.45
36.00

St. Dev.
5.19
5.05

Min
18
21

Max
45
45

35.33
36.01

5.61
5.38

19
18

45
45
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6. Modifications:
The original scale had a six-point range and used a Likert scale ranging from “strongly
disagree” to “strongly agree.” Survey pretesting demonstrated that mothers had
difficulty with the six-point range, specifically that six options was too many, and were
troubled differentiating responses with the Likert format (e.g., “slightly agree” versus
“moderately agree”). Thus, the scale was revised to collapse the response options in five
categories with labels that were easier to interpret, such as “exactly like me.”
7. Psychometric Information:
Internal consistency with the study sample was good (α = .78).
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Parenting Interactions with Children: Checklist of Observations Linked
to Outcomes (PICCOLO)
1. Research Construct Measured:
Quality of parenting interactions with children
2. Reference/Primary Citation:
Roggman, L.A., G.A Cook, M.S. Innocenti, V.K. Jump Norman, and K. Christiansen. 2009.
“PICCOLO (Parenting Interactions with Children: Checklist of Observations Linked to
Outcomes) User’s Guide.” Logan, UT: Utah State University.
Roggman, L.A., G.A Cook, M.S. Innocenti, V.K. Jump Norman, K. Christiansen, and S.
Anderson. 2013. “PICCOLO (Parenting Interactions with Children: Checklist of
Observations Linked to Outcomes) User’s Guide.” Baltimore: Brookes Publishing Co.
3. Survey Wave(s):
12, 24, 36 months
4. Method:
Parent-child observation
5. Description of Instrument:
The PICCOLO is a checklist of 29 observable, developmentally supportive parenting
behaviors appropriate for children ages 10–47 months. The checklist includes four
domains: affection (7 items; e.g., “Speaks in a warm tone of voice”), responsiveness (7
items; e.g., “Pays attention to what child is doing”), encouragement (7 items; e.g.,
“Waits for child’s response after making a suggestion”), and teaching (8 items; e.g.,
“Explains reasons for something to child”).
The PICCOLO was used to rate the presence of positive parenting behaviors during a 10minute semi-structured, parent-child play session in the home. A bag of toys (including
two picture books, blocks, beads and string, a baby doll, and a pretend kitchen set) was
provided as a stimulus to prompt mothers to play with their babies. Mothers were
instructed to play with their child as they normally would and use any of the items in the
bag. No additional prompts were provided during the timed observation period.
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Assessment specialists used the PICCOLO to code parenting behaviors live as mothers
interacted with their children. According to the coding scheme, assessment specialists
assigned each item a score of a 0 (behavior not observed), 1 (behavior sometimes
observed), or 2 (behavior observed often/most of the time). The affection,
responsiveness, and encouragement subscales had a total possible range from 0–14
while the teaching subscale had a total possible range from 0–16. Actual subscores
ranged from 2–14 on affection, 2–14 on responsiveness, 2–14 on encouragement, and
0–16 on teaching. The Assessment Specialist who observed the play session used this
tool simultaneously with the observational ratings of child behavior.
The play session was modeled after the Three-Bag Task used in the NICHD Study of Early
Child Care (NICHD Early Child Care Research Network 1992) and the Early Head Start
Research and Evaluation Project (Brady-Smith, O’Brien, Berlin, Ware, and Brooks-Gunn
1999). However, these two studies involved videotaping the interaction and later
coding in a laboratory setting. Due to the high costs involved with videotaping, the
PICCOLO was selected as a reliable on-the-spot coding scheme for parenting
interactions. The developers of the PICCOLO provided training on the measure prior to
data collection and advised on the field protocol.
PICCOLO Affect
Welcome Baby
Welcome Baby in
Metro LA
Comparison Group
Total Sample

Mean
13.20
13.11

St. Dev.
1.446
1.735

Min
2
2

Max
14
14

12.87
13.07

1.737
1.575

5
2

14
14

Mean
13.28
13.22

St. Dev.
1.780
1.871

Min
2
5

Max
14
14

12.89
13.13

2.111
1.927

3
2

14
14

PICCOLO Responsiveness
Welcome Baby
Welcome Baby in
Metro LA
Comparison Group
Total Sample
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PICCOLO Encouragement
Welcome Baby
Welcome Baby in
Metro LA
Comparison Group
Total Sample

Mean
13.27
13.20

St. Dev.
1.613
1.660

Min
4
5

Max
14
14

12.86
13.11

2.034
1.802

2
2

14
14

Mean
12.84
12.76

St. Dev.
3.064
2.984

Min
0
0

Max
16
16

11.99
12.50

3.419
3.235

0
0

16
16

PICCOLO Teaching
Welcome Baby
Welcome Baby in
Metro LA
Comparison Group
Total Sample
6. Modifications:
None
7. Psychometric Information:
Internal consistency for the study sample at 36 months was good across the four
subscales (Affection: α = .70; Responsiveness: α = .85; Encouragement: α = .83;
Teaching: α = .80). Each subscale was treated as a separate outcome in the analysis.
Inter-rater reliability ranged from acceptable to high on the 36-month survey: 90.7
percent for Affection; 90.1 percent for Responsiveness; 89.5 percent for
Encouragement; and 77.1 percent for Teaching.
8. References Cited
Brady-Smith, C., C. O’Brien, L. Berlin, A. Ware, and J. Brooks-Gunn 1999. “Early Head
Start Research and Evaluation Project: Child-Parent Interaction Rating Scales for the
Three-Bag Assessment 24-Month Wave.” New York: National Center for Children and
Families.
NICHD Early Child Care Research Network. 1992. “NICHD Study of Early Child Care and
Youth Development, Phase 1 Manual, Chapter 15 Section 3: Procedures for Videotaping
Mother-Child Interaction at 15-Months” (p. 1–54). Bethesda, MD: National Institute of
Child Health and Human Development.
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Parenting Stress Index—Short Form (PSI-SF)
1. Research Construct Measured:
Parenting stress
2. Reference/Primary Citation:
Abidin, R. R. 1995. “Parenting Stress Index, Third Edition: Professional Manual.” Odessa,
FL: Psychological Assessment Resources, Inc.
3. Survey Wave(s):
24, 36 months
4. Method:
Parent interview component of survey
5. Description of Instrument:
The PSI-SF measured dimensions of parenting stress. Two of three possible subscales,
each with 12 items, were used: Parent-Child Dysfunctional Interaction and Parental
Distress. Participants responded on a 5-point scale: “Strongly Disagree” (1), “Disagree”
(2), “Not Sure” (3), “Agree” (4), and “Strongly Agree” (5). Item scores were summed
separately for each subscale creating a possible range of 12–60. The actual range for
the study sample was 12–49 for Parent-Child Dysfunctional Interaction and 12–57 on
Parental Distress.

Parental Distress
Welcome Baby
Welcome Baby in
Metro LA
Comparison Group
Total Sample

Mean
24.56
24.48

St. Dev.
8.258
8.254

Min
12
12

Max
56
49

26.03
25.14

8.472
8.368

12
12

57
57
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Parent-Child Dysfunctional Interaction
Mean
Welcome Baby
19.68
Welcome Baby in
20.02
Metro LA
Comparison Group
20.75
Total Sample
20.10

St. Dev.
6.170
6.386

Min
12
12

Max
43
43

6.813
6.445

12
12

49
49

6. Modifications:
None
7. Psychometric Information:
Internal consistency was high for the study sample at 36 months (α = .87 on Parent-Child
Dysfunctional Interaction; α = .87 on Parental Distress).
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Patient Health Questionnaire for Depression (PHQ-9)
1. Research Construct Measured:
Maternal depression
2. Reference/Primary Citation:
Spitzer, R.L., K. Kroenke, and J.B. Williams. 1999. “Validation and Utility of a Self-Report
Version of PRIME-MD: the PHQ Primary Care Study. Primary Care Evaluation of Mental
Disorders. Patient Health Questionnaire.” JAMA 282(18):1737–1744.
3. Survey Wave(s):
12, 24, 36 months
4. Method:
Parent interview component of survey
5. Description of Instrument:
The PHQ-9 is a clinical screening tool used to identify depressive symptoms. This tool
was used by parent coaches who delivered Welcome Baby services and was used in the
evaluation for consistency. Eight items reflecting behaviors or emotions associated with
depression were rated on a 4-point frequency scale: “Not at all” (0), “Several days” (1),
“More than half the days” (2), and “Nearly every day” (3) in the last two weeks. Item
scores were summed to create a total severity score, with a possible range of 0–24 and
higher scores reflecting a greater level of depression. The actual range for the study
sample was 0–22.
According to the instrument manual, the following diagnoses apply to these total
severity scores: below 5 “no depressive symptoms,” 5-9 “minimal symptoms,” 10-14
“minor depression,” and 15 and above “major depression.” Because responses were
positively skewed (i.e., most women reported no depressive symptoms and few
reported major depressive symptoms), for the purpose of analysis, the categories were
collapsed into two: no depressive symptoms (score of 0-4) and any symptoms (score of
5 or higher).
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Welcome Baby
Welcome Baby in
Metro LA
Comparison Group
Total Sample

Mean
3.8292
3.7326

St. Dev.
4.02573
4.09079

Min
0
0

Max
21
17

3.7159
3.7844

4.01314
4.01813

0
0

22
22

6. Modifications:
One item in the original measure (“Thoughts that you would be better off dead, or of
hurting yourself in some way”) was not included in the survey, because women who
participated in the survey pretest indicated their discomfort with this question.
7. Psychometric Information:
Internal consistency for the study sample was acceptable (α = .83) at 36 months.
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Social Support Scale
1. Research Construct Measured:
Perceived social support
2. Reference/Primary Citation:
Items were adapted from the 2009 Early Head Start Family and Child Experiences Survey
(Baby FACES) Baseline Parent Interview. Several new items were developed by the
Urban Institute Best Start LA evaluation team.
3. Survey Wave(s):
24, 36 months
4. Method:
Parent interview component of survey
5. Description of Instrument:
The social support scale measured the perceived level of support that mothers received.
The scale included 12 items rated on a 3-point scale: “Most of the time” (1), “Some of
the time” (2), and “Not at all” (3). Items were reverse scored so higher scores
represented greater support. Items were prompted by the phrase “Is there someone
who you can count on to…” and included various types of support: instrumental support
(7 items; e.g., “help with running errands”), financial support (2 items; e.g., “lend you a
small amount of money”), and emotional support (3 items; e.g., “talk to about things
that upset you”). Items scores were summed to create a scale score with a range from
12–36. The actual range for the study sample was also 12–36.

Welcome Baby
Welcome Baby in
Metro LA
Comparison Group
Total Sample

Mean
27.40
27.73

St. Dev.
5.541
5.577

Min
13
13

Max
36
36

26.13
26.90

5.650
5.614

12
12

36
36

6. Modifications:
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The survey included 8 of 13 original items developed for the 2009 Baby FACES Baseline
Parent Interview. These eight items include helping with “food shopping,” “planning
and cooking meals,” “cleaning the house,” “handling the bills,” and “taking care of the
children,” and someone to count on to “take care of you when you are sick,” “talk to
about things that upset you,” and “have fun with.”
Five items were dropped from the scale and were replaced with four new items that
attempted to measure different types of social support (instrumental, financial, and
emotional). The dropped items included “help with you deciding how the money should
be spent” and “help you with disciplining the children.” These two items were replaced
with “help you with fixing things around the house.” The three other dropped items
included “someone to count on to comfort you when you are sad,” “talk with you about
your private feelings,” and “tell you that you are okay the way you are.” These items
were replaced with “do you a personal favor, like give you a ride to the store in their
car,” “help you in an emergency, for example, if your house flooded and you needed a
place to stay,” and “lend you a small amount of money.”
7. Psychometric Information:
Internal consistency for the study sample was high at 36 months (α = .89).
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USDA Food and Nutrition Service Food Security Measure
1. Research Construct Measured:
Household food insecurity
2. Reference/Primary Citation:
Bickel, G., M. Nord, C. Price, W. Hamilton, and J. Cook. 2000. “Guide to Measuring
Household Food Security.” Washington, DC: USDA Food and Nutrition Service.
http://www.fns.usda.gov/fsec/FILES/FSGuide.pdf.
3. Survey Wave(s):
24, 36 months
4. Method:
Parent interview component of survey
5. Description of Instrument:
Food insecurity was measured with a 10-item scale developed by the United States
Department of Agriculture (USDA) Food and Nutrition Service to assess food insecurity
in national household studies. Participants were all asked three screening questions to
assess the possibility of food insecurity, and an affirmative response to any of those
items prompted a second set of five items. An affirmative response to any of those five
items prompted two additional items. Scale scores were calculated following a specified
scoring procedure according to scale developers. Affirmative responses were assigned a
score of 1 and were summed to create a total scale score. Based on scoring instructions,
food security status was assigned as follows: a raw total score of zero equaled high food
security (low food insecurity) among adults; a raw total score of 1–2 equaled marginal
food security among adults; a raw total score of 3–5 equaled low food security among
adults; and a raw total score of 6–10 equaled very low food security among adults. The
actual scale range for the study sample was 0–10.
For the purpose of analysis, a dichotomous variable was created to distinguish
households that were food insecure (score of 3 or higher) and households that were
food secure (score of 0–2). Twenty-four percent of the study sample (22% of Welcome
Baby participants and 27% of the comparison group) was food insecure at 36 months,
down from 30% for both groups 24 months.
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Welcome Baby
Welcome Baby in
Metro LA
Comparison Group
Total Sample

Mean
1.34
1.44

St. Dev.
2.068
2.170

Min
0
0

Max
10
10

1.53
1.41

2.026
2.052

0
0

8
10

6. Modifications:
None
7. Psychometric Information:
N/A
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Appendix D: Longitudinal Data File Creation

116

The longitudinal data file captures all parents and children assessed in the 12-, 24-, and 36Month Child and Family Surveys. This file was constructed by linking data across waves via
unique participant identification numbers, resolving discrepancies observed within cases over
time, and aligning variable naming conventions to facilitate longitudinal analysis. Both
participant characteristics and constructed variables from all surveys are included. In all, the
longitudinal file is comprised of 835 families with the following patterns of participation:







12-month survey only (for cases that dropped out after the 12-month survey)
24-month survey only (for cases added in at 24 months that did not complete the 36month survey)
12- and 24-month survey (for cases who drop out after the 24-month survey)
12- and 36-month survey (for cases that did not complete the 24-month survey but
returned in the 36-month wave)
24- and 36-month survey (for cases added in at 24 months that complete the 36-month
survey)
12-, 24-, and 36-month survey (for cases who complete all three waves)

Following initial construction of the longitudinal file, sample checks were conducted to
assess changes within treatment and comparison groups over time. Specifically, we tested for
differences in the composition of each group (All Welcome Baby, Welcome Baby in Metro LA,
and the comparison group) across a variety of demographic and socioeconomic child and family
characteristics.
To correct for significant differences observed across several of these characteristics, we
constructed a set of longitudinal adjustment weights. These weights take the 12- and 24month survey data as benchmarks for subsequent waves. Based on these benchmarks, we
created a longitudinal weighting adjustment for each possible longitudinal combination of
survey responses (12- and 24-months; 12- and 36-months; 24- and 36-months; and 12-, 24-,
and 36 months) to account explicitly for patterns of sample attrition, entry, and reentry. For
example, weights applied to measures available in all three waves adjusted for (1) higher
attrition of women who received Welcome Baby and whose focal child was premature, (2)
higher attrition of women who received Welcome Baby and were not married at the time of the
12-month interview, (3) higher attrition of immigrant women in the control group, (4) higher
attrition of women who were in the control group and also lived in a multi-family household, (5)
higher attrition of women who were in the control group and whose focal child was premature,
and (6) higher attrition of younger women who were in the control group.
Weight validation involved careful comparison of weighted and unweighted treatment
group composition, in addition to comparisons of the results of weighted and unweighted
longitudinal findings. Validation procedures found longitudinal weights to be appropriate and
beneficial for increasing the comparability of treatment groups over time. They have been
applied in all longitudinal analyses that appear throughout this report.
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Appendix E: 36-Month Child and Family Survey
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36-Month Child and Family Survey
Best Start Los Angeles

SECTION 1: Direct Assessment of Child Height and Weight

SECTION 2: Parenting Interactions with Children: Checklist of Observations Linked to
Outcomes (PICCOLO) (10 minute semi-structured play observation)

SECTION 3: Observational Ratings of Child during Play Interaction (NICHD 3-Bag Task)

SECTION 4: Ages and Stages Questionnaire (ASQ-3)

SECTION 5: Brief Infant-Toddler Social Emotional Assessment (BITSEA)

SECTION 6: Parent Interview

SECTION 7: Home Observation Tool
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START TIME

:

SECTION 1: Direct Assessment of Child Height and Weight

As part of our study, we’re interested in seeing how children grow over time. We’d like to
measure (CHILD’S) height and weight with your permission. We brought a measuring tape and
a scale. We may ask your help to hold (CHILD) so we can accurately measure (HIM/HER).

CHILD HEIGHT: ___________ INCHES

CHILD WEIGHT: ___________ LBS.
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SECTION 2: Parenting Interactions with Children: Checklist of Observations Linked to
Outcomes (PICCOLO) (10 minute semi-structured play observation)
See PICCOLO scoring sheet.

Roggman, L. A., Cook, G. A., Innocenti, M. S., Jump Norman, V. K., & Christiansen, K. (2009).
PICCOLO (Parenting Interactions with Children: Checklist of Observations Linked to Outcomes).
Logan: Utah State University.
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SECTION 3: Observational Ratings of Child during Play Interaction (from NICHD Study of Early
Child Care Three-Bag Task)

Not at all
characteristic

Minimally
characteristic

Moderately
characteristic

Highly
characteristic

Positive Mood

1

2

3

4

Negative Mood

1

2

3

4

Activity Level

1

2

3

4

Sustained Attention
with Objects and
Activities

1

2

3

4

Positive Engagement
with Mother

1

2

3

4
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SECTION 4: Ages & Stages Questionnaire (ASQ-3)

Squires, Jane, Elizabeth Twonbly, Diane Bricker, and LaWanda Potter. Ages & Stages Questionnaires®,
Third Edition (ASQ-3). Squires & Bricker ©2009 Paul H. Brookes Publishing Co. All rights reserved.

SECTION 5. Brief Infant-Toddler Social and Emotional Assessment

Brief Infant-Toddler Social and Emotional Assessment (BITSEA). Copyright © 2002 Yale University and
University of Massachusetts. Reproduced with permission of the publisher NCS Pearson, Inc. All rights
reserved.
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SECTION 6: Parent Interview

Maternal Education and Employment
To start, I’d like to ask you some questions to learn a little bit more about you and your family, and what
you’ve been doing since we last met. The first questions are about your education and employment.
Question or Item

<MSCHOOL> Are you currently enrolled in
school or taking any classes?

Response
1

Yes

2

No (GO TO MEMPLOYED)

66

<MSCHOOLTYPE> What type of school or
program?

Refused (GO TO MEMPLOYED)

1

High school

2

GED certification program

3

Vocational program/career training program

4

2-year college

5

4-year college or university

6

Graduate degree

7

English as a Second Language classes

8

Other

SELECT ALL THAT APPLY

<MSCHOOLOTHER>
(Please specify__________________________)
77

Don’t know
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66

Refused

1

Yes (GO TO JOBTYPE)

2

No

<MEMPLOYED> Are you currently employed?

<MLOOKJOB> Are you currently looking for a
job?

<MLOOKMOS>For how many months have you
been looking for a job?

77

Don’t know

66

Refused

1

Yes

2

No (GO TO MARITALSTAT)

66

Refused

77

Don’t know

66

Refused

(GO TO MARITALSTAT)

<JOBTYPE> Are you self-employed or do you
work for someone else?

1

Self-employed

2

Works for someone else

66

<MHOURSWORK> How many hours per week
do you usually work?
(If parent has more than one job: How many
hours total per week do you work?)

Refused

HOURS/WEEK

77

Don’t know
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66

Refused

(If hours vary week to week, probe for
average number of hours each week.)
1

<MSCHEDULE> Do you usually work in the…

daytime <MSCHEDULE1>

2 evening

<MSCHEDULE2>

3 overnight

<MSCHEDULE3>

(MARK ALL THAT APPLY)

<MPTO> Do you receive any paid time off for
sick days or vacation?

<MARITALSTAT> Are you currently married?

4

weekends <MSCHEDULE4>

1

Yes

2

No

1

Yes (MARITALDAD)

2

No (RELATIONSTAT)

66

<MARITALDAD> Are you married to (CHILD’S)
father?

Refused (RELATIONSTAT)

1

Yes

2

No

66

Refused

(GO TO RESMOVE)
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<RELATIONSTAT> What is your relationship
status?

1

Separated (GO TO RESMOVE)

2

Divorced (GO TO RESMOVE)

3

Widowed (GO TO RESMOVE)

4

Single (GO TO RESMOVE)

5

Legally single but in a relationship (GO TO

RELATIONDAD)
66

<RELATIONDAD> Are you in a relationship with
(CHILD’S) father?

Refused (GO TO RESMOVE)

1

Yes

2

No

66

Refused

Residential Mobility and Household Structure

<RESMOVE> Have you moved within the last 12
months (since the last time we met with you)?

1

Yes

2

No (GO TO OWNHOME)

66

Refused

number of times moved
<NUMMOVE>How many times have you moved
within the last 12 months?

<WHYMOVE>What is the main reason for your
(last) move?

77

Don’t know

66

Refused

Because of a change in your family situation
(e.g., a change in your relationship with a
1
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spouse/partner)

[DO NOT READ LIST. LISTEN AND CODE
RESPONSE.]

2

To be closer to your family or friends

For a reason related to your work (like getting a
new job, losing your previous job, or wanting an
easier commute)
3

For a reason related to your health, or the
health of someone in your household
4

5

To find cheaper housing/rent

6

To get a bigger house or apartment

7 Because the house or apartment was
demolished or sold
8 Because the owner was or you were foreclosed
upon
9

Because your landlord evicted you

Because you lost rental assistance or your
landlord would not renew your lease
10

To find a safer neighborhood/less crime, drugs
or gangs
11

12

To get better schools for your children

13

Other reason? <WHYMOVE_X> SPECIFY:

_______________________________

<QUALMOVE> How would you describe your
current housing compared to your last? Would
you say your current housing is…

77

Don’t know

66

Refused

1

Much better

2

A little better

3

About the same

4

A little worse

5

Much worse
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77

Don’t know

66

Refused

<NUMRM> (FOR MOVERS) How many separate
rooms are in this house, apartment, or mobile
home?

Number of rooms

66

Refused

(INCLUDE all bedrooms, kitchens, etc. in
residence. EXCLUDE bathrooms, porches,
balconies, foyers, halls, or unfinished
basements. Rooms must be separated by
built-in archways or walls that extend out at
least 6 inches and go from floor to ceiling.)

<OWNHOME> Is this [house/ apartment]
currently owned or being bought by you?

1

Yes (If YES, GO TO CALHOUSESIZE)

2

No

66

<OWNOTHER> Is this [house/ apartment]
owned or being bought by someone else who
lives here?

1

Yes

2

No

66

<RENT> Are you currently paying rent to live
here?

Refused

1

Yes

2

No

66

<CALHOUSESIZE> Including you and (CHILD),
how many people are living or staying at this
address?

Refused

Refused

people living in residence
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(U.S. Census defines housing unit as a house, an
apartment, a mobile home or trailer, a group of
rooms, or a single room occupied as separate
living quarters. Separate living quarters are
those in which the occupants live separately
from any other individuals in the building and
which have direct access from outside the
building or through a common hall.)

66

adults living in residence

<NUMADULT> How many people living here are
adults at least 18 years old?
66

Refused

children living in residence

<NUMCHILD> How many people living here are
children under 18 years old?
66

<RESCHILD> How many of these children are
yours?

(CLARIFY AS NEEDED: children for whom you
are legally responsible)

Refused

Refused

number of resident children of participant

66

Refused

number of nonresident children of participant

<NONRESCHILD> How many children, if any, do
you have who do not live with you?

66

Refused

1

Yes

2

No (GO TO NUMPREG)

<PREGNANT> Are you currently pregnant?
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77

Don’t know

66

Refused
weeks

<PREGWKS> How many weeks pregnant are
you?

77

Don’t know

66

Refused
children

<NUMBIRTH> How many living babies have you
given birth to since (CHILD) was born? (Please
do not include miscarriages or stillbirths.)
66

<NUMPREG> Since having (CHILD) how many
times have you been pregnant? (Include current
pregnancy, if pregnant)

times pregnant after target CHILD (include
if pregnant currently)

(If ZERO, GO TO FOODSTAMP
66

How old is he or she now?

[IF MULTIPLE] How old are they now?

Refused

Refused

<CH2AGE>

months

<CH3AGE>

months

<CH4AGE>

months
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Income, Supports, and Material Hardship
Question or Item

Response

Next, I’d like to know about your sources of
income and the different types of public
assistance you may be receiving. Please tell me if
you receive any of the following sources of
income or assistance.

<FOODSTAMP> CalFresh, also called SNAP or
food stamps

Do you currently receive Calfresh?

[If NO] Did you receive CalFresh at any
time during the last 12 months?

<CALWORKS> Cal-Works or GAIN

Do you currently receive Cal-Works or
GAIN?

[If NO] Did you receive Cal-Works or
GAIN at any time during the last 12
months?

1

Yes, currently

2

Yes, in past 12 months but not currently

3

No, not currently or in past 12 months

77

Don’t know

66

Refused

1

Yes, currently

2

Yes, in past 12 months but not currently

3

No, not currently or in past 12 months

77

Don’t know

66

Refused
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<GENRELIEF> General Relief or General Relief
Opportunities for Work (GROW)

Do you currently receive General Relief
or GROW?

1

Yes, currently

2

Yes, in past 12 months but not currently

3

No, not currently or in past 12 months

77

Don’t know

66

Refused

[If NO] Did you receive General Relief or
GROW at any time during the last 12
months?
<CAPI> Cash Assistance Program for Immigrants
or CAPI

Do you currently receive CAPI?

[If NO] Did you receive CAPI at any time
during the last 12 months?
<LIHEAP> Home energy assistance or LIHEAP

1

Yes, currently

2

Yes, in past 12 months but not currently

3

No, not currently or in past 12 months

77

Don’t know

66

Refused

1

Yes, currently

2

Yes, in past 12 months but not currently

3

No, not currently or in past 12 months

Do you currently receive LIHEAP?

77

Don’t know

[If NO] Did you receive LIHEAP at any
time during the last 12 months?
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(PROBE: It’s a discount given for low
income)
<SOCSEC> Supplemental Security Income

Do you currently receive Supplemental
Security Income?

[If NO] Did you receive Supplemental
Security Income at any time during the
last 12 months?
<UNINS> Unemployment insurance

Do you currently receive unemployment
insurance?

[If NO] Did you receive unemployment
insurance at any time during the last 12
months?
<SEC8> Housing subsidies, Section 8 housing,
low-income housing, or transitional housing

Do you currently receive housing
assistance?

66

Refused

1

Yes, currently

2

Yes, in past 12 months but not currently

3

No, not currently or in past 12 months

77

Don’t know

66

Refused

1

Yes, currently

2

Yes, in past 12 months but not currently

3

No, not currently or in past 12 months

77

Don’t know

66

Refused

1

Yes, currently

2

Yes, in past 12 months but not currently

3

No, not currently or in past 12 months

77

Don’t know

66

Refused

[If NO] Did you receive housing
assistance at any time during the last 12
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months?
<CHILDSUPPORT> Child support payments
Do you currently receive child support
payments [from (CHILD)’s father]?

[If NO] Did you receive child support
payments at any time during the last 12
months?
<WIC>

Do you currently receive WIC?

1

Yes, currently

2

Yes, in past 12 months but not currently

3

No, not currently or in past 12 months

77

Don’t know

66

Refused

1

Yes, currently

2

Yes, in past 12 months but not currently

3

No, not currently or in past 12 months

(GO TO TOTINCOME)
[If NO] Did you receive WIC at any time
during the last 12 months?

<WICWHO> Was your WIC assistance in the past
12 months for (CHILD)?

(Probe whether WIC covered CHILD and/or
siblings.)

77

Don’t know

66

Refused

1

Yes

2

No

77

Don’t know

66

Refused
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Next I’d like to talk about your FAMILY’S income. I’d like you to think about ANY MONEY YOUR FAMILY
EARNS OR RECEIVES each month before taxes from jobs, public assistance, child support, or any other
sources. I know that sometimes the amount changes from month to month, so focus on the past 6
months, and think about the money you and others earned or received on average each month.

<TOTINCOME> Which of the following categories
best describes your total MONTHLY FAMILY
INCOME from all sources before taxes? Would
you say…

1

Less than $500

2

Between $500 and $999

3

Between $1,000 and $1,499

4

Between $1,500 and $1,999

5

Between $2,000 and $2,499

6

Between $2,500 and $2,999

7

Between $3,000 and $3,499

8

Between $3,500 and $3,999

9

$4,000 or more

77

Don’t know

66

Refused

66

Refused

<NUMSUPPORT> How many people in your
family, including you and (CHILD), is this money
spent on or used to support?

Now I have some questions about how things have been going for you and your family. Please tell me,
by responding yes or no, if your family experienced any of the following things in the last 12 months.
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<MH1> You could not pay the full amount of the
rent or mortgage that you were supposed to pay.
<MH2> You were evicted from your home or
apartment.
<MH3> You could not pay the full amount of the
gas or electricity bills.
<MH4> You had service turned off by the gas or
electric company.
<MH5> You had service disconnected by the
telephone company because payments were not
made.

1

Yes

2

No

77

Don’t know

66

Refused

1

Yes

2

No

77

Don’t know

66

Refused

1

Yes

2

No

77

Don’t know

66

Refused

1

Yes

2

No

77

Don’t know

66

Refused

1

Yes

2

No

77

Don’t know

66

Refused
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Child Care Arrangements
Next, I’d like to talk about the people who regularly care for (CHILD) and any child care or preschool
programs (CHILD) is attending.
Question or Item
<CCUSE> Does anyone else take care of (CHILD)
for at least 10 hours per week? This could be a
day care center, preschool, Head Start program,
or a relative or neighbor who regularly provides
care.
<CCNUM> Not counting yourself and (CHILD)’s
father, how many different child care
arrangements or caregivers are you currently
using for (CHILD)? Please count each
arrangement or caregiver separately. Count only
those that you use at least 10 hours per week.

Response
1

Yes

2

No (GO TO CCUSEPAST)

66

Refused

number of arrangements/caregivers
66

Refused <CC22REF>

1

Child’s grandparent or great-grandparent

2

Another relative of the child

<CCPR1REL> Who? ________________________
Friend, neighbor, or babysitter who is not
related to the child
3

4

<CCPR1> Who cares for (CHILD) (for the most
hours per week)?

Registered family child care provider

A Head Start or Early Head Start or California
State preschool program
5

A child care center, day care center, nursery
school, other preschool
6

7

Other

<CCPR1OTH> Specify:_______________________
77

Don’t know

66

Refused
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Question or Item

Response

hours

<CCPR1HRS> How many hours per week, on
average, does (CCPR1) care for (CHILD)?

1

Child’s grandparent or great-grandparent

2

Another relative of the child

<CCPR2REL> Who? _________________
Friend, neighbor, or babysitter who is not
related to the child
3

4

<CCPR2> Who cares for (CHILD) for the second
most hours per week?

Registered family child care provider

A Head Start or Early Head Start or California
State preschool program
5

A child care center, day care center, nursery
school, other preschool
6

7

Other

<CCPR2OTH> Specify:_______________________
77

Don’t know

66

Refused

<CCPR2HRS> How many hours per week, on
average, does (CCPR2) care for (CHILD)?

<CCSUBSIDY> Some parents use a child care
program that is free to families and paid for by
the government. Other parents receive some
financial assistance to help pay for child care but
may still pay some of the costs. Do you receive
any assistance from the State to pay for child
care?

hours

1

Yes

2

No

77

Don’t know

66

Refused
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Question or Item
<CCFOOD> Does (CHILD) receive free meals at
child care?

(PROBE: By free, I mean you don’t have to bring
food or pay any extra for food.)
<CCUSEPAST> Over the past year, did (CHILD)
receive any other type of regular care (other than
the child care arrangements you have already
told me about)?

Response

1

Yes

2

No

77

Don’t know

66

Refused

1 Yes
2 No (Go to HOMEMAT1)

This could be a day care center, preschool, Head
Start program, or a relative or neighbor who
regularly provided care.

77 Don’t know (Go to HOMEMAT1)
66 Refused (Go to HOMEMAT1)

1 Child’s grandparent or great-grandparent
2 Another relative of the child
<CCPRPASTREL> Who?

<CCPRPAST> Over the past year, which other
child care arrangements did (CHILD) have?

3 Friend, neighbor, or babysitter who is not
related to the child
4 Registered family child care provider
5 A Head Start or Early Head Start or California
State preschool program

(READ AND CHECK ALL THAT APPLY).

6 A child care center, day care center, nursery
school, other preschool
7 Other
<CCPRPAST_X> Specify:________________
77 Don’t know
66 Refused
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Quality of Home Environment
Next, I’d like to talk about the kinds of toys and play materials (CHILD) has and the activities you do
together.
Question or Item
<HOMEMAT1> Do you have any children’s books
in the home that (HE/SHE) can look at or read?
WAIT FOR RESPONSE)

Response
1

None (or doesn’t know and not observed)

2

1 to 9 children’s books

3 10

or more

(IF NO  CODE AS NONE)

(IF YES) How many? [Include books that
belong to other children that (CHILD) can
use.]
1

More than once a day

2

About once a day

3A

<READFREQ1> How often do you read or look at
books with (CHILD)?

<READFREQ2> How often do other adults or
children in your family read or look at books with
(CHILD)?

few times a week

4

About once a week

5

A few times in past month

6

Once in past month

7

Not within past month

1

More than once a day

2

About once a day
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3A

<HOMESTIM1> Have you tried to teach (CHILD)
to read any words yet?

few times a week

4

About once a week

5

A few times in past month

6

Once in past month

7

Not within past month

1

Yes

2

No (or doesn’t know and not observed)

1

Yes, at least two items.

2

None, or fewer than two (or doesn’t know

Probe for explanation.
<HOMEMAT2> Does (CHILD) have any toys,
games or books that teach colors, sizes, and
shapes?
[IF YES] Can you describe them to me?
<HOMEMAT3> Have you tried to teach (CHILD)
any shapes yet?

and not observed)

1

Yes

2

No (or doesn’t know and not observed)

1

Yes

2

No (or doesn’t know and not observed)

1

Yes, at least three

2

None, or fewer than three (or doesn’t know

Probe for explanation.
<HOMESTIM2> Have you tried to teach (CHILD)
any colors yet?

Probe for explanation.
<HOMEMAT4> Does (CHILD) have any puzzles
that (HE/SHE) can do by (HIMSELF/HERSELF) or
with some help?
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[IF YES] How many?
<HOMEMAT5> Do you have a CD player or
electronic device like an IPod or computer that
(CHILD) can use to play music?

and not observed)
1

Yes

2

No (or doesn’t know and not observed)

1

Yes, at least two materials

2

None, or fewer than two materials (or

[IF YES] Does (CHILD) have any of (HIS/HER)
own CDs, musical DVDs, or musical files on a
computer? About how many?

[CODE “YES” if CHILD has access to music player
and children’s music equivalent to 5 or more CDs
or 20 or more music files on an electronic
device.]
<HOMEMAT6> Does (CHILD) have any art
materials to make or draw things, like crayons,
markers, finger paints, or playdough? What
kinds of things?

<HOMEMAT7> Does (CHILD) have any toys,
games or materials that require fine motor skills
or hand movements, like coloring books and
crayons, scissors and paper, Lego blocks, beads
and string, paint by number sets, or dolls with
clothes that can be put on and off? What kinds
of things?

<HOMEMAT8> Does (CHILD) have any toys,
games or books that teach numbers?
[IF YES] How many?

doesn’t know and not observed

1

Yes, at least two materials

2

None, or fewer than two materials (or

doesn’t know and not observed)

1

Yes, at least two.

2

None, or fewer than two (or doesn’t know

and not observed)
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<HOMESTIM3> Have you tried to teach (CHILD)
any numbers yet, such as counting to 10, writing
numbers, or counting the number of objects?

1

Yes

2

No (or doesn’t know and not observed)

1

Yes

2

No (or doesn’t know and not observed)

1

Yes

2

No (or doesn’t know and not observed)

1

Yes

2

No (or doesn’t know and not observed)

1

Yes

2

No (or doesn’t know and not observed)

1

Yes

2

No (or doesn’t know and not observed)

1

Yes (if anyone is reading)

2

No (or doesn’t know and not observed)

Probe for explanation.
<HOMELAN1> Does (CHILD) have any toys,
games or books that teach about animals, such as
animal names and sounds?
<HOMELAN2> Does (CHILD) have any toys,
games or books that teach letters or the
alphabet?

<HOMESTIM4> Does (CHILD) have any toys,
games or books that teach words like up/down,
over/under, big/little, in/out?

<HOMEVAR1> Does (CHILD) have any real or toy
instruments that (HE/SHE) can make music with?

<HOMESTIM5> Does (CHILD) have any toys,
games, books, CDs, or other materials that teach
songs or nursery rhymes?
<HOMEMAT9> I know how busy you must be.
Children this age can be pretty active. Do you (or
your husband/partner) ever find time to read
yourself?

[IF YES- PROBE] What kinds of things do you
like to read? Do you (or your husband) ever
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read the newspaper? Do you buy or receive
a daily newspaper?
[Code “YES” if family buys and reads daily
newspaper. Must be paper copy to be part of
literacy environment.]
<HOMEMAT10> Does your family regularly buy
magazines or have a subscription to a magazine?

1

Yes

2

No (or doesn’t know and not observed)

1

Yes

2

No (or doesn’t know and not observed)

[Code “YES” if family buys or receives by mail at
least one magazine.]
<HOMEMAT11> How many books would you say
you and other adults in the home have? Where
do you keep your books?

[Code “YES” if family has at least 10 books in the
home for adult reading where CHILD can see
them.]
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Engagement in Activities
Next, I’d like to talk about the activities that you do at home with (CHILD). I’d like to know how many
times in the past month you, or someone in your household, have done any of the following things with
(CHILD). HERE IS A CARD (#1) that you can refer to so that you can answer the next several questions.
[Point to card] On a range of 1 to 6, was it (1) not at all within the past month, (2) about once in the past
month, (3) a few times in the past month, (4) about once a week, (5) a few times a week, or (6)
everyday. Estimate if you’re not exactly sure of how many times.
In the past month, how often did you or someone in your family…

Refused

Everyday

A few times a week

About once a week

A few times in past month

Once in past month

Not within past month

<ACT1> Play with games or toys with
(HIM or HER)?

1

2

3

4

5

6

66

<ACT2> Sing children’s songs with
(HIM or HER) like “Old McDonald Had
a Farm”?

1

2

3

4

5

6

66

<ACT3> Dance with (HIM or HER)?

1

2

3

4

5

6

66

<ACT4> Tell (HIM or HER) stories that
you create?

1

2

3

4

5

6

66

<ACT5> Draw, color, or work on arts
and crafts with (HIM or HER)?

1

2

3

4

5

6

66

<ACT6> Take (CHILD) to a park or a
playground?

1

2

3

4

5

6

66

<ACT7> Have relatives visit you or take
(HIM or HER) with you to visit
relatives?

1

2

3

4

5

6

66
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Refused

Everyday

A few times a week

About once a week

A few times in past month

Once in past month

Not within past month

<ACT8> Take (HIM or HER) grocery
shopping with you?

1

2

3

4

5

6

66

<ACT9> Take (HIM or HER) with you
while doing errands like going to the
post office or the bank?

1

2

3

4

5

6

66

<ACT10> Play an outdoor game, sport,
or exercise together with (HIM or
HER)?

1

2

3

4

5

6

66

<MEXERCISE> Thinking about the past
month, how often did you exercise or
engage in a physical sport or activity?
You can include time spent engaging in
exercise with (CHILD), such as going
for a walk in the park, or exercise that
you did without (CHILD) such as
running, biking, dancing, aerobics, or
sports?

1

2

3

4

5

6

66

<OUTSIDE1> We’re done using this
card for now. Next, I’d like you to
think for a moment about a typical
________ Hours _________Minutes
weekday, like a Monday or Tuesday, in
the last month. How much time total
would you say (CHILD) spent playing
outside on a typical weekday?
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<OUTSIDE2> Now, think about a typical
day on the weekend, a Saturday or
________ Hours _________Minutes
Sunday, in the last month. How much
time would you say (CHILD) spent
playing outside on a typical day on the
weekend?

Next, I’d like to talk about some of the special activities (CHILD) has done outside the home with you or
others in your family.

<COMMACT> In the past month, did you or someone in
your family take (CHILD) with you to an activity or event
in the community, such as a neighborhood festival, an
activity at a community center, or other structured
activity or event? (You can respond yes or no.)

1

Yes

2

No

1

Yes

2

No

<SPORT> In the past month, did you or someone in your
family take (CHILD) to an athletic or sporting event in
which (CHILD) was not a player?

1

Yes

2

No

<CHURCH> In the past month, did you or someone in
your family take (CHILD) to a church activity or religious
services?

1

Yes

2

No

1

Yes

2

No

1

Yes

2

No

<LIBRARY> In the past month, did you or someone in your
family take (CHILD) to a library?

<HOMEVAR2> Now think about the past year. During the
past year, did you or anyone in your family take (CHILD)
to any kind of museum or exhibit? It could have been a
scientific, historical, art, or cultural museum.
<HOMEVAR3> During the past year, did you or anyone in
your family take (CHILD) on any trips more than 50 miles
from home?
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We talked about some of the activities you have done with (CHILD). Does (CHILD) ever go on any other
outings with any family members? What kinds of things do they do? About how often does this happen?

Question or Item
<HOMEVAR4> LISTEN FOR RESPONSE FIRST. MARK
“YES” IF PARENT CONFIRMS THAT child goes on
outings with family members at least once every
other week.

Response
1

Yes

2

No

1

Yes

2

No (GO TO HOMEVAR5)

[Code “YES” if outings involve the entire family,
e.g. restaurant, mall, museum, library, visiting
relatives, all count. Running errands DO NOT
count.}
<DADINV> In a typical week, does (CHILD’s) father
(or a father figure) spend time with (HIM/HER)?

(Probe: “Spend time” means a father or father
figure is engaged with child and helps with
caregiving activities.)

77

Don’t know

66

Refused

days/week
<DADINVDAYS> How many days a week does
(HIS/HER) father or a father figure spend time with
(HIM/HER)?
77

Don’t know

66

Refused
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<HOMEVAR5> Every household manages differently.
In your home, does (CHILD) have certain chores that
(HE/SHE) is responsible for doing, such as picking up
(HIS/HER) toys or cleaning up after a meal?

[PROBE: Do you ever ask (CHILD) to put away
(HIS/HER) toys by (HIMSELF/HERSELF)? Does
(HE/SHE) do this on a regular basis?]

1

Yes

2

No

[Code “YES” if CHILD is encouraged to clean up or
complete a child-appropriate chore without help.
Other examples may include setting or wiping the
table, clearing his/her dishes after meals, putting
away laundry, and caring for pets.]

<HRTVWD> Think again for a moment about a
typical weekday for your family in the last month.
How much time would you say (CHILD) spent
watching television, videotapes or DVDs during a
typical weekday, in your home or elsewhere?

<HRTVWE> Now, think for a moment about a typical
day on the weekend, a Saturday or Sunday, in the
last month. How much time would you say (CHILD)
spent watching television, videos or DVDs during a
typical day on the weekend, in your home or
elsewhere?

hours

77

Don’t know

66

Refused
hours

77

Don’t know

66

Refused

minutes of TV/day

minutes of TV/day
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<HOMEMOD1> Do you usually leave the TV on for
most of the day, or do you only turn it on to watch
certain programs?

(Code “most of the day” If TV is left on in the
background or programming is watched
throughout the day.)
<HOMERES1> Even though children are pretty
active at this age, they sometimes still want to be
held. Does (CHILD) ever want you to hold
(HIM/HER)? About how long will (HE/SHE) let you
hold (HIM/HER)?

[CODE “YES” if mother holds child close for at least
10-15 minutes total per day, not all at once]

1

TV used judiciously

2

TV on most of the day

77

Don’t know

66

Refused

1

Yes

2

No

77

Don’t know

66

Refused
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Discipline Strategies

<EVERSPANK> The mothers I talk to have
different opinions about using physical
punishment such as spanking a child when he or
she misbehaves. Some say it is the best way to
discipline and others are opposed to it. How do
you feel about this?

1

Yes (CONTINUE TO NUMSPANKA)

2

No (GO TO TIMEOUT)

66

Refused (GO TO TIMEOUT)

(PROBE: Do you or someone in your family ever
spank (CHILD) when (HE/SHE) is not behaving?)

[CODE “YES” if CHILD is physically punished
when misbehaves]
<NUMSPANKA> About how many times in the
past week did you [spank/hit/slap] (HIM/HER)?

times (just mom)
66

Refused

[ENTER NUMBER OF TIMES, NOT DAYS]
<NUMSPANKB> About how many times in the
past week did someone else in your family
[spank/hit/slap] (HIM/HER)?

times in total (anyone else hits)
66

Refused

[ENTER NUMBER OF TIMES, NOT DAYS]
<HOMEACC1> DO NOT READ ALOUD.

1

Yes (Not spanked or spanked once)

2

No (spank twice or more)

[CODE “YES” if no more than 1 instance by
anyone of physical punishment during last
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week.]

<TIMEOUT> In the past week, have you or
someone in your family put (CHILD) in “time out”
or sent (CHILD) to (HIS/HER) room for not
behaving?

<NUMTIMEOUTA> About how many times in the
past week did you make (HIM/HER) sit in timeout?

1

Yes

2

No (GO TO PAR1)

77

Don’t know

66

Refused

times (just mom)
66

Refused

[ENTER NUMBER OF TIMES, NOT DAYS]
<NUMTIMEOUTB> About how many times in the
past week did someone else in your family make
(HIM/HER) sit in time-out?

times (anyone else)
66

Refused

[ENTER NUMBER OF TIMES, NOT DAYS]
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Quality of Parenting
Here are some statements that parents of young children say about themselves. After I read each
statement please tell me, based on your relationship with (CHILD), how much that statement sounds like
you. HERE IS A CARD (#2) that you can refer to. Tell me whether you’d say it’s (1) Exactly like me; (2)
Very much like me; (3) Somewhat like me; (4) Not much like me, or (5) Not at all like me.

Refused

Don’t know

Not at all like me

Not much like me

Somewhat like me

Very much like me

Exactly like me

<PAR1> I respect my child’s opinions
and encourage (him/her) to express
them.

1

2

3

4

5

77

66

<PAR2> I encourage my child to
express anger as well as pleasant
feelings.

1

2

3

4

5

77

66

<PAR3> I usually take into account my
child’s preference in making plans for
the family.

1

2

3

4

5

77

66

<PAR4> I let my child make many
decisions for (himself/herself).

1

2

3

4

5

77

66

<PAR5> I encourage my child to be
curious, to explore, and to question
things.

1

2

3

4

5

77

66

<PAR6> I talk to and reason with my
child when (he/she) misbehaves.

1

2

3

4

5

77

66

1

2

3

4

5

77

66

<PAR7> I think one has to let a child
take many chances as (he/she) grows
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Refused

Don’t know

Not at all like me

Not much like me

Somewhat like me

Very much like me

Exactly like me

up and tries new things.
<PAR8> I find it interesting and
educational to be with my child.

1

2

3

4

5

77

66

<PAR9> I encourage my child to be
independent of me.

1

2

3

4

5

77

66
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Social Support
Parents have many tasks and responsibilities and it’s sometimes challenging to balance everything. I’d
like to know about the people you can count on to do, or help you do, various tasks for your family. For
each question, please tell me whether it applies to you most of the time, sometimes, or not at all. You
can use this CARD (#3) to help you.
Is there someone who you can count on to help you with…
Don’t know

Refused

MOST OF
THE TIME

SOMETIMES

NOT AT ALL

1

2

3

77

66

1

2

3

77

66

1

2

3

77

66

1

2

3

77

66

1

2

3

77

66

1

2

3

77

66

MOST OF
THE TIME

SOMETIMES

NOT AT ALL

<SOCSUP7> take care of you
when you are sick?
<SOCSUP8> do you a
personal favor, like give you a
ride to the store in their car?
<SOCSUP9> talk to about
things that upset you?
<SOCSUP10> help you in an
emergency, for example, if
your house flooded and you
needed a place to stay?
<SOCSUP11> have fun with?

1

2

3

77

66

1

2

3

77

66

1

2

3

77

66

1

2

3

77

66

1

2

3

77

66

<SOCSUP12> lend you a small
amount of money?

1

2

3

77

66

<SOCSUP1> running errands,
like grocery shopping or going
to the post office?
<SOCSUP2> planning and
cooking meals?
<SOCSUP3> cleaning the
house?
<SOCSUP4> handling the bills?
<SOCSUP5> taking care of the
children?
<SOCSUP6> fixing things
around the house?

Is there someone you can count on to…
Don’t know

Refused
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Don’t know

Refused

MOST OF
THE TIME

SOMETIMES

NOT AT ALL

1

2

3

77

66

1

2

3

77

66

<SOCSUP13> give you
parenting information when
you need it?

<SOCSUP14> Give you advice
about life in general, such as
relationships.

Household Chaos Questionnaire
Everyone’s household is different, some loud and some quiet, and families have different ways of doing
things. I’m going to read you some statements and I’ll like you to think about whether it sounds like
your family. You can respond using this CARD (#4) and tell me on a scale of 1 to 4 how true the
statement is for your own home. 1 means “Very much like my own home”, 2 “Somewhat like my own
home”, 3 “A little bit like my own home”, and 4 “Not at all like my own home.”
A little
bit like
my
home

Not at
all like
my
home

<CHAOS1> The children have a regular
bedtime routine (for example, same bed time
each night, a bath before bed, reading a story,
saying prayers…).

1

2

3

4

66

77

<CHAOS2> You can’t hear yourself think in our
home.

1

2

3

4

66

77

<CHAOS3> We are usually able to stay on top
of things.

1

2

3

4

66

77

<CHAOS4> There is usually a television turned
on somewhere in our home.

1

2

3

4

66

77

<CHAOS5> We almost always seem to be
rushed.

1

2

3

4

66

77

Don’t Know

Somewhat
like my
home

Refused

Very
much
like my
home
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A little
bit like
my
home

Not at
all like
my
home

<CHAOS6> The atmosphere in our house is
calm.

1

2

3

4

66

77

<CHAOS7> No matter how hard we try, we
always seem to be running late.

1

2

3

4

66

77

<CHAOS8> There is very little commotion in
our home.

1

2

3

4

66

77

<CHAOS9> First thing in the morning, we have
a regular routine at home.

1

2

3

4

66

77

<CHAOS10> There is often a fuss going on at
our home.

1

2

3

4

66

77

Don’t Know

Somewhat
like my
home

Refused

Very
much
like my
home
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Maternal Mental Health
I’d like to hear a little more about how you’ve been doing. These questions are about you and how
you’ve been feeling in the LAST TWO WEEKS. HERE IS A CARD (#5) that will help you respond to the
next few questions. Let me know if you’ve felt any of the following ways nearly (3) every day in the last
two weeks, (2) more than half the days, (1) several days, or (0) not at all in the last two weeks.
How often have you felt:

Refused

Don’t know

Nearly every day

More Than Half the Days

Several Days

Not at all

<PHQ84A> Little interest or pleasure in doing things

0

1

2

3

77

66

<PHQ84B> Feeling down, depressed, or hopeless

0

1

2

3

77

66

<PHQ84C> Trouble falling asleep, staying asleep, or
sleeping too much

0

1

2

3

77

66

<PHQ84D> Feeling tired or having little energy

0

1

2

3

77

66

<PHQ84E> Poor appetite or overeating

0

1

2

3

77

66

<PHQ84F> Feeling bad about yourself – or that you
are a failure, or have let yourself or your family
down

0

1

2

3

77

66

<PHQ84G> Trouble concentrating on things such as
reading the newspaper or watching television

0

1

2

3

77

66

<PHQ84H> Moving or speaking so slowly that other
people could have noticed. Or the opposite – being
so fidgety or restless that you’ve been moving
around a lot more than usual.

0

1

2

3

77

66
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[IF ALL PHQ84A – PHQ84H = 0, GO TO PSIPD1. OTHERWISE, CONTINUE.]

<PHQ84I> How difficult have these problems made it for you to
do your work, take care of things at home, or get along with other
people? Would you say: not at all difficult, somewhat difficult,
very difficult, or extremely difficult?

0-

Not at all
difficult
1Somewhat
difficult
2Very difficult
3Extremely
difficult

77

66
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Next, I am going to read a list of ways that parents sometimes feel. Please tell me how much you agree
with the following statements, whether you strongly agree, agree, disagree, or strongly disagree. You
can use this CARD (#6)

Strongly
Disagree

Disagree

Not
Sure

Agree

Strongly
Agree

<PSIPD1> I often have the feeling that I
cannot handle things very well.

1

2

3

4

5

<PSIPD2> I find myself giving up more
of my life to meet my children’s needs
than I ever expected.

1

2

3

4

5

<PSIPD3> I feel trapped by my
responsibilities as a parent.

1

2

3

4

5

<PSIPD4> Since having this child, I have
been unable to do new and different
things.

1

2

3

4

5

<PSIPD5> Since having a child, I feel
that I am almost never able to do things
that I like to do.

1

2

3

4

5

<PSIPD6> I am unhappy with the last
purchase of clothing I made for myself.

1

2

3

4

5

<PSIPD7> There are quite a few things
that bother me about my life.

1

2

3

4

5

<PSIPD8> Having a child has caused
more problems than I expected in my
relationship with my spouse or partner.

1

2

3

4

5

<PSIPD9> I feel alone and without
friends.

1

2

3

4

5

<PSIPD10> When I go to a party, I
usually expect not to enjoy myself.

1

2

3

4

5
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<PSIPD11> I am not as interested in
people as I used to be.

1

2

3

4

5

<PSIPD12> I don’t enjoy things as I used
to.

1

2

3

4

5

<PSIDI1> My child rarely does things for
me that make me feel good.

1

2

3

4

5

<PSIDI2> Sometimes I feel that my child
does not like me and does not want to
be close to me.

1

2

3

4

5

<PSIDI3> My child smiles at me much
less than I expected.

1

2

3

4

5

<PSIDI4> When I do things for my child,
I get the feeling that my efforts are not
appreciated very much.

1

2

3

4

5

<PSIDI5> When playing, my child
doesn’t often giggle or laugh.

1

2

3

4

5

<PSIDI6> My child doesn’t seem to
learn as quickly as most children.

1

2

3

4

5

<PSIDI7> My child doesn’t seem to
smile as much as most children.

1

2

3

4

5

<PSIDI8> My child is not able to do as
much as I expected.

1

2

3

4

5

<PSIDI9> It takes a long time and is very
hard for my child to get used to new
things.

1

2

3

4

5

<PSIDI10> I feel that I am:

1

2

3

4

5

1. not very good at being a parent
2. a person who has some trouble
being a parent

3. an average parent
4. a better than average parent
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5. a very good parent
<PSIDI11> I expected to have warmer
and closer feelings for my child than I
do and this bothers me.

1

2

3

4

5

<PSIDI12> Sometimes my child does
things that bother me just to be mean.

1

2

3

4

5

Adapted and reproduced by special permission of the Publisher, Psychological Assessment Resources,
Inc., Odessa, FL 33556, from the Parenting Stress Index by Richard R. Abidin, Ed.D., Copyright 1990 by
PAR, Inc.
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Child Health
Next, I'm going to ask you some questions about your child’s health and development.

Question or Item
<TBRUSH> Does (CHILD) have (HIS/HER) own
toothbrush?

<FREQBRSH> How many times a day does (CHILD)
brush (HIS/HER) teeth?

Response

1

Yes

1

Less than once a day

2

Once a day

3 Twice

2

No

a day

4

Three or more times a day

1

Yes

2

No

1

Yes

2

No

<CHINSHF> Healthy Families

1

Yes

2

No

<CHINSHK> Healthy Kids

1

Yes

2

No

1

Yes

2

No

Do you currently have any of the following health
insurance plans for (CHILD)?
<CHINSRM> Restricted Medi-Cal (for emergency
care only)
<CHINSFM> Full-scope Medi-Cal (for complete
medical services)

<CHINSPI> Private health insurance

IF YES,
<CHINSPI_X> Please specify: _______________
1

<CHINSOTH> Some other health insurance?

Yes

2

No

[IF YES]
<CHINSOTH_X> Please specify: ______________
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Question or Item
<NOCHINS> In the last 12 months, was there ever
a time when (HE/SHE) did not have ANY health
insurance?

<TNOCHINS> About how long [was (CHILD)/ has
(CHILD) been] without health insurance in the
last 12 months? You can tell me in days, weeks,
or months.

Response
1

Yes (CONTINUE)

2

No (GO TO CDENTINS)

77

Don’t know (GO TO CDENTINS)

66

Refused (GO TO CDENTINS)

<TNOCHINSX>
1

Days

2

Weeks

3 Months

<CDENTINS> Is (CHILD) covered by any type of
insurance that pays for part of or all (HIS/HER)
dental care?

<CDENTIST>Has (CHILD) visited the dentist for an
oral exam and cleaning within the past 12
months?

77

Don’t know

66

Refused

1

Yes

2

No

77

Don’t know

66

Refused

1

Yes

2

No

77

Don’t know

66

Refused

[IF YES, GO TO WELLVST3]
(CHILD) is still too young to need to see
dentist
1

<WHYCDENT> What is the main reason why
(CHILD) hasn’t visited the dentist for a cleaning in
the past year?

(CHILD) rarely or never has problem with
teeth
2

3

Does not know where to go for care

4 Has

(LISTEN TO RESPONSE AND CODE.)

not had time

5

The office hours are not convenient

6

Could not get an appointment

7

Costs are too high/not covered by insurance
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Question or Item

Response
8 Cannot find a dentist who accepted
insurance plan
9 Recently
10 Cannot

changed insurance

find a dentist where language is

spoken
11 Does

not have transportation

12 Family’s
13 Family

dental office closed or moved

recently moved and needs a new

dentist
14 Something

else

<WHYCDENT_X> Specify: __________________

<WELLVST3> Did (CHILD) have (HIS/HER) 3-year
well-child doctor visit yet, or is it scheduled?

<IMMSTAT> What is [CHILD]’s immunization
status? Would you say . . .

77

Don’t know

66

Refused

1

Yes, had it already or it’s scheduled

2

No, didn’t have and not yet scheduled

77

Don’t know

66

Refused

1

Completely up to date on immunizations

Mostly up to date (has received the majority
of required shots)
2

Somewhat up-to-date (has received less than
half the required shots)
3

4 Has
77

66

never received any immunizations

Don’t know

Refused
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Question or Item

<EREVER> In the last 12 months, was (CHILD)
ever brought to the hospital emergency room?

Response

1

Yes (CONTINUE)

2

No (GO TO MEDHOME)

77

Don’t know (GO TO MEDHOME)

66

Refused (GO TO MEDHOME)

<ERACCIDENT> How many times did (CHILD) go
to the emergency room in the last 12 months due
to an accident or injury?

times

<ERSICK> How many times did (CHILD) go to the
emergency room in the last 12 months due to an
illness?

<MEDHOME> Do you have a particular place that
(CHILD) usually goes to if (HE or SHE) is sick or
you need advice about (HIS or HER) health, such
as a doctor’s office, health clinic, or hospital?

<WHYNOMED> What is the main reason (CHILD)
does not have a usual place of health care?

(LISTEN TO RESPONSE AND CODE.)

times

1

Yes (GO TO MEDTYPE)

2

No (GO TO WHYNOMED)

66

Refused (GO TO MEDTYPE)

1

Child seldom or never gets sick

2

Recently moved to the area

3

Don’t know where to go for care

4

Place closed or moved

5 Can’t find a provider or place where my
language is spoken
6

Likes to go to different places for health care

7

Office hours are inconvenient

8 No way to get there (transportation
problems)
9 Cannot

find a doctor who accepted insurance

plan
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Question or Item

Response
10

Have not been able to find a place I like

11 Cost

too high/ no insurance

12 Just

changed insurance, place used to go to
not in plan
13 Haven’t

had time to find a doctor

14 Other

<WHYNOMED_X> Please specify: ____________

<MEDTYPE> What type of place does (CHILD) go
to most often?

77

Don’t know

66

Refused

1

Private doctor’s office

2

Walk-in clinic or health center

3

Hospital emergency room

4

Some other type of place

<MEDTYPE_X> Please specify: ____________

<MEDCONV> Considering the location, hours,
and typical wait times, how convenient is
(CHILD)’s [doctor’s office/usual place for medical
care]? Would you say…

77

Don’t know

66

Refused

1

Very convenient

2

Somewhat convenient

3

Not really convenient

4

Not at all convenient

77

Don’t know

66

Refused
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Question or Item
<PEDIATR> Do you have one or more persons you
think of as (CHILD)’s personal doctor or nurse? A
personal doctor or nurse is a health professional
who knows your child well and is familiar with
your child’s health history. This can be a general
doctor, a pediatrician, a specialist doctor, a nurse
practitioner, or a physician’s assistant.

<NEEDDR> In the last 12 months, was there ever
a time when (CHILD) needed to go to the doctor
but didn’t go?

<WHYNODR> What were the reasons (CHILD)
didn’t go to the doctor?

Response

1

Yes, one person

2

Yes, more than one person

3

No

77

Don’t know

66

Refused

1

Yes (CONTINUE)

2

No (GO TO ASTHMA)

77

Don’t know (GO TO ASTHMA)

66

Refused (GO TO ASTHMA)

1

Costs were too high

2

Couldn’t get through on the phone

3

Couldn’t get an appointment

4 Had

to wait too long to see doctor

5 Couldn’t

DO NOT READ LIST. CODE ALL
THAT APPLY.

6

go when doctor was open

Didn’t have transportation

Didn’t know where to go; didn’t have a
doctor
7

8

Other <WHYNODR_X> Specify: _________

77

66

Don’t know
Refused
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Question or Item

<ASTHMA> Has a doctor or other health care
professional ever said that (CHILD) has asthma?

<INHALER> Does (CHILD) take medication
prescribed by a doctor for (HIS/HER) asthma?

<USEMEDS> Does (CHILD) currently need or use
medicine prescribed by a doctor other than
vitamins?
(PROBE: This only applies to medications
prescribed by a doctor. Over-the-counter
medications such as cold or headache
medication, or other vitamins, minerals, or
supplements purchased without a prescription
are not included.)
<CONCERN> Within the last 12 months, have you
had any concerns about (CHILD)’s health or
development?
<TALKDR> Within the last 12 months, did you
ever talk to a doctor or health professional about
any concerns you might have had about (CHILD’s)
health or development?

Response

1

Yes (CONTINUE)

2

No (GO TO USEMEDS)

77

Don’t know (GO TO USEMEDS)

66

Refused (GO TO USE MEDS)

1

Yes (GO TO CONCERN)

2

No

77

Don’t know

66

Refused

1

Yes

2

No

77

Don’t know

66

Refused

1

Yes

2

No

77

Don’t know

66

Refused

1

Yes

2

No

77

Don’t know

66

Refused

172

Question or Item
<MONSPNEED> Within the past 12 months, has a
doctor or other professional suggested you keep
an eye on (CHILD) to determine if (HE/SHE) might
have a developmental delay or special need, or if
(CHILD) might grow out of some problem (other
than for the conditions you’ve already told me
about)?

Response
1

Yes (CONTINUE)

2

No (GO TO REFSPNEED)

77

Don’t know (GO TO REFSPNEED)

66

Refused (GO TO REFSPNEED)

1 Speech

or language

2 Hearing
3 Vision

<TXMON> What was he or she concerned about?

CHECK ALL THAT APPLY.

4

Motor or physical use of arms and legs

5

Social, behavioral or emotional

6

Cognitive delay

7

Autistic behavior

8 Other

condition

<TXMON_X> SPECIFY: ______________

<REFSPNEED> Within the past 12 months, did a
doctor or other professional ever recommend
that you have (CHILD) evaluated for a possible
developmental delay or special need (other than
for the conditions you’ve already told me about)?

77

Don’t know

66

Refused

1

Yes (CONTINUE)

2

No (GO TO SPNEED)

77

Don’t know (GO TO SPNEED)

66

Refused (GO TO SPNEED)
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Question or Item

Response
1 Speech

or language

2 Hearing

<TXREF> What type of special need or delay?

CHECK ALL THAT APPLY.

<SPNEED> Has a doctor or other professional
ever confirmed that (CHILD) has a developmental
delay or special need, such as a problem with
(HIS/HER) speech, hearing, or vision, or (HIS/HER)
behavior or cognitive development?

3 Vision

4

Motor or physical use of arms and legs

5

Social, behavioral or emotional

6

Cognitive delay

7

Autistic behavior

8 Other

condition,

<TXREF_X>
SPECIFY: ______________
1 Yes (CONTINUE)
Don’t
77No
(GOknow
TO SPSERV)
2
66 Refused
77 Don’t know (GO TO
1 Speech or language
66 Refused
2 Hearing

<TXSPNEED> What type of special need or delay?

CHECK ALL THAT APPLY.

I’m going to read a list of services that (CHILD)
may have received from a doctor or professional.
For each service, please tell me if (CHILD) is
currently receiving this service, or has received
this service in the past 12 months since we last
met.

SPSERV)

(GO TO SPSERV)

3 Vision

4

Motor or physical use of arms and legs

5

Social, behavioral or emotional

6

Cognitive delay

7

Autistic behavior

8 Other

condition,

<TXSPNEED _X> SPECIFY: ______________
77

Don’t know

66

Refused
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Question or Item

Response

<SPSERV> Speech or language therapy

1

Yes

2

No

77

Don’t know

66

Refused

<OCCTHER> Occupational therapy

1

Yes

2

No

77

Don’t know

66

Refused

<PHYSTHER> Physical therapy

1

Yes

2

No

77

Don’t know

66

Refused

1

Yes

2

No

77

Don’t know

66

Refused

<HEARSERV> Hearing services

1

Yes

2

No

77

Don’t know

66

Refused

<PSYCSERV> Psychological services

1

Yes

2

No

77

Don’t know

66

Refused

2

No

<VISNSERV> Vision services (e.g., glasses or vision
correction)

Next, I’d like to ask a few questions about your health.
<MSMOKE> Do you smoke any tobacco products
like cigarettes or cigars?

1

Yes

77

Don’t know

66

Refused

smokers

Enter “0” for none.
<NUMSMOKE> How many people living in your
home, IF ANY, currently smoke?
77

Don’t know

66

Refused

Do you currently have any of the following health
insurance plans for yourself?
<MHINSRM> Restricted Medi-Cal (for emergency

1

Yes

2

No
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and pregnancy related care only)
<MHINSFM> Full-scope Medi-Cal (for complete
medical services)

1

Yes

2

No

1

Yes

2

No

<MHINSPI> Private health insurance

[IF YES] <MHINSPI_X> Please specify:
_________
1

<MHINSOTH> Some other health insurance?

<NOMHINS> In the last 12 months, was there
ever a time when YOU were not covered by any
health insurance (for yourself)?

<TNOMHINS> About how long (were you/have
you been) without health insurance in the last 12
months? You can tell me in days, weeks, or
months.

Yes

2

No

[IF YES] < MHINSOTH_X> Please specify:
_______
1

Yes (CONTINUE)

2

No (GO TO MDENTINS)

77

Don’t know (GO TO MDENTINS)

66

Refused (GO TO MDENTINS)

<TNOMHINSX>
1

Days

2

Weeks

3 Months

<MDENTINS> Are you covered by any type of
insurance that pays for part or all of your dental
care?

<MDENTIST> Have you visited the dentist for an
oral exam and cleaning in the past year?

77

Don’t know

66

Refused

1

Yes

1

Yes (GO TO MMEDHOME)

2

No

2

No

77

Don’t know

66

Refused

77

Don’t know

66

Refused
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1

Rarely or never has problem with teeth

2

Does not know where to go for care

3 Has

not had time

4

The office hours are not convenient

5

Could not get an appointment

6

Costs are too high/not covered by insurance

Cannot find a dentist who accepted
insurance plan
7

<WHYMDENT> What is the main reason why you
haven’t visited the dentist for a cleaning in the
past year?

8 Recently
9 Cannot

changed insurance

find a dentist where language is

spoken
(LISTEN TO RESPONSE AND CODE.)

10 Does

not have transportation

11 Family’s
12 Family

dental office closed or moved

recently moved and needs a new

dentist
13 Something

else

<WHYMDENT_X> Specify:
_________________

<MMEDHOME> Do you have a particular place
that you usually go to if you are sick or need a
medical exam, such as a doctor’s office or health
clinic? Sometimes people refer to this as your
“primary care physician”.

<MWHYNOMED> What is the main reason you
do not have a usual place of health care?

77

Don’t know

66

Refused

1

Yes (GO TO MMEDTYPE)

2

No (GO TO MWHYNOMED)

66

1

Refused (GO TO MMEDTYPE)

Seldom or never get sick

2 Recently

moved to the area
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(LISTEN TO RESPONSE AND CODE.)

3 Don’t

know where to go for care

4

Place closed or moved

5

Can’t find a provider or place where my

language is spoken
6 Likes

to go to different places for health care

7

Office hours are inconvenient

8

No way to get there (transportation problems)

9 Cannot

find a doctor who accepted insurance

plan
10

Have not been able to find a place I like

11

Cost too high/ not covered by insurance

12 Just

changed insurance, place used to go to
not in plan
13

Haven’t had time to find a doctor

14

Other

<MWHYNOMED_X> Specify: __________
77 Don’t know
66

Refused

1 Private doctor’s office
2 Walk-in clinic or health center
<MMEDTYPE> What type of place do you go to
most often?

3 Hospital emergency room
4 Some other type of place
<MMEDTYPE_X> Specify:__________
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77 Don’t know
66 Refused

Next, I’d like to ask you some questions about how (CHILD) sleeps and (HIS/HER) sleeping routines.

<REGBEDTIME> Does (CHILD) have a
regular bedtime? We are interested in what
time (HE/SHE) goes to bed, not what time
(HE/SHE) actually falls asleep.
(Some variation allowed on weekends or
special occasions, but parent generally
keeps child on a consistent schedule.)
<BEDTIME> What time does (CHILD) usually
go to bed?
[PROBE: ‘On average?’]

1 Yes
2

77

Don’t know

66

Refused

|___|___ |:|___ |___ |
A.M.
P.M.
77
66

<WAKETIME> What time does (CHILD)
usually wake up in the morning?
[PROBE: ‘On average?’]

Don’t know

Refused

|___|___ |:|___ |___ |
A.M.
P.M.
77
66

<WHRSLEEP> Where does (CHILD) usually
sleep at night?

No usual time

Don’t know

Refused

1

In a crib

2

In a playpen or portable crib

3

In bed alone

4

In bed with another child

5

In a bed with parent or other adult
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6

In a bed with parent and other children

7

Other

<WHRSLEEP_X> Specify: _______________
66

Refused

HOURS

MINUTES

<DURNAP> For how long does (CHILD)
usually nap during a typical day?

ENTER “0” IF CHILD DOES NOT NAP

NOTE: IF VARIES SOMEWHAT DEPENDING
ON THE DAY, PROBE: ‘On average?’

<NAPVARY>
98 VARIES TOO MUCH TO TELL
77
66

Don’t know

Refused
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Child Nutrition
Next, I’d like to ask some questions about child’s nutrition and eating habits.
Question or Item

<BREAKFAST> On a typical day, does (CHILD) eat
breakfast?

<HOMEVAR6> When (CHILD) eats at home, does
(HE or SHE) usually eat with the rest of the family,
or do you feed (HIM or HER) separately?

[Code “YES” if CHILD eats at least one meal per
day with parents, not just siblings.]
<FAMDINNER> In a typical week, please tell me
the number of days at least some of the family
eats dinner together.

Response
1

Yes

2

No

77

Don’t know

66

Refused

1

Yes, eat together one meal per day

2

No, eat separately

77

Don’t know

66

Refused

Days
77

Don’t know

66

Refused

<NUMSNACKS> On a typical day, how many
snacks does (CHILD) eat?
snacks

PROBE: Include all the times (he/she) ate in
between meals.

77

Don’t know

66

Refused
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<EATWTV> How often does (CHILD) watch TV
when (HE/SHE) is eating meals? Would you say…

1

Never or very rarely

2

A few times a week

3

About one meal a day

4

Almost every meal

77

Don’t know

66

Refused

Now I’d like to know about the kinds of food (CHILD) eats. Think about all the meals and snacks (CHILD)
ate or drank during the past 7 days, from the time (he/she) got up until (he/she) went to bed. Be sure to
include food (CHILD) ate at home and in other places that you know of like child care, restaurants, and
friends’ houses.
Let’s start with the kinds of milk (CHILD) drinks. Include cow’s milk, soy milk, or any other kind of milk
other than breast milk or formula. Include the milk (HE/SHE) drank in a glass or cup, from a carton, or
with cereal. Here is a card to help you. PLEASE USE CARD #7 TO HELP YOU RESPOND TO THE QUESTIONS.

<FOOD1> During the past 7 days, how many
times did (CHILD) drink milk? Was it…

1

Three or more times a day

2

Once or twice a day

3

Almost every day (4-6 times) during the past 7 days

4

1 to 3 times during the past 7 days

5

None during the past 7 days

77
66

Don’t know

Refused
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<MILKTYPE>What kind of milk did (CHILD)
usually drink during the past 7 days?

READ CATEGORIES IF NECESSARY

Note: If respondent mentions ‘cow’s milk’,
‘chocolate milk’, ‘strawberry’, ‘organic’,
‘powdered’, or ‘canned’, probe to find out
type of milk used.

<FOOD2> During the past 7 days, how many
times did (CHILD) drink fruit drinks that are
not 100% fruit juice (for example, Kool-Aid,
Sunny Delight, Hi-C, Capri Sun, Twister,
Minute Maid, lemonade, or iced tea)? Was
it…

1

Whole milk (red top)

2

Reduced fat or 2% milk (blue top)

3

Low fat or 1% milk (purple top)

4

Skim, nonfat, or fat-free milk (light blue top)

5

Soy, rice, almond, or goat’s milk

6

Lactose free milk (Lactaid)

7

Some other kind of milk (specify: _____________ _ )

77

Don’t know

66

Refused

1

Three or more times a day

2

Once or twice a day

3

Almost every day (4-6 times) during the past 7 days

4

1 to 3 times during the past 7 days

5

None during the past 7 days

77

Don’t know

66

Refused
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<FOOD3> During the past 7 days, how many
times did (CHILD) drink 100% fruit juice, like
apple juice or grape juice? Was it…

<FOOD4> During the past 7 days, how many
times did (CHILD) drink soda or soft drinks
(for example, Coke, Pepsi, or Mountain
Dew)? Was it…

1

Three or more times a day

2

Once or twice a day

3

Almost every day (4-6 times) during the past 7 days

4

1 to 3 times during the past 7 days

5

None during the past 7 days

77

Don’t know

66

Refused

1

Three or more times a day

2

Once or twice a day

3

Almost every day (4-6 times) during the past 7 days

4

1 to 3 times during the past 7 days

5

None during the past 7 days

77

Don’t know

66

Refused
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<FOOD5> During the past 7 days, how many
times did (CHILD) eat a meal or snack from a
fast food restaurant such as McDonald’s,
Pizza Hut, Burger King, Kentucky Fried
Chicken, Taco Bell, El Pollo Loco and so on?
Was it…

<FOOD6> During the past 7 days, how many
times did (CHILD) eat potato chips, corn
chips such as Fritos or Doritos, Cheetos,
Takis, pretzels, popcorn, crackers or other
salty snack foods? Was it…

1

Three or more times a day

2

Once or twice a day

3

Almost every day (4-6 times) during the past 7 days

4

1 to 3 times during the past 7 days

5

None during the past 7 days

77

Don’t know

66

Refused

1

Three or more times a day

2

Once or twice a day

3

Almost every day (4-6 times) during the past 7 days

4

1 to 3 times during the past 7 days

5

None during the past 7 days

77

Don’t know

66

Refused
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<FOOD7> During the past 7 days, how many
times did (CHILD) eat dairy products other
than milk, such as yogurt or cheese? Was it…

1

Three or more times a day

2

Once or twice a day

3

Almost every day (4-6 times) during the past 7 days

4

1 to 3 times during the past 7 days

5

None during the past 7 days
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<FOOD8> During the past 7 days, how many
times did (CHILD) eat fruit like bananas,
peaches, or apples? Please count fresh,
canned or frozen fruit. Was it…

Child lactose intolerant

77

Don’t know

66

Refused

1

Three or more times a day

2

Once or twice a day

3

Almost every day (4-6 times) during the past 7 days

4

1 to 3 times during the past 7 days

5

None during the past 7 days

77

Don’t know

66

Refused
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<FOOD9> During the past 7 days, how many
times did (CHILD) eat vegetables other than
potatoes, such as carrots, broccoli, or green
beans? Please count fresh, frozen, or canned
vegetables served raw or cooked. Was it…

<FOOD10> During the past 7 days, how
many times did (CHILD) eat candy or other
sweets, such as cookies, cake, brownies, ice
cream, fruit snacks or Fruit Roll-Ups? Was
it…

1

Three or more times a day

2

Once or twice a day

3

Almost every day (4-6 times) during the past 7 days

4

1 to 3 times during the past 7 days

5

None during the past 7 days

77

Don’t know

66

Refused

1

Three or more times a day

2

Once or twice a day

3

Almost every day (4-6 times) during the past 7 days

4

1 to 3 times during the past 7 days

5

None during the past 7 days

77

Don’t know

66

Refused
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<FOOD11> During the past 7 days, how
many times did [CHILD] fish or lean meat,
such as ground beef, chicken, or pork?

1

Three or more times a day

2

Once or twice a day

3

Almost every day (4-6 times) during the past 7 days

4

1 to 3 times during the past 7 days

5

None during the past 7 days

77

Don’t know

66

Refused

Next, I’m going to read you several statements that people have made about their food situation. For these
statements, please tell me whether the statement was often true, sometimes true, or never true for your
household in the last 12 months.

<FOODINS1> The first statement is: “We worried
whether our food would run out before we got
money to buy more.”
Was that OFTEN, SOMETIMES, or NEVER TRUE for
you in the last 12 months?

<FOODINS2> “The food that we bought just didn’t
last and we didn’t have money to get more.”

1

Often

2

Sometimes

3

Never

77

Don’t know

66

Refused

1

Often

2

Sometimes

3

Never

Was that OFTEN, SOMETIMES, or NEVER TRUE for
you in the last 12 months?
77

Don’t know

66

Refused
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<FOODINS3> “We couldn’t afford to eat balanced
meals.”

1

Often

2

Sometimes

3

Never

Was that OFTEN, SOMETIMES, or NEVER TRUE for
you in the last 12 months?
77

Don’t know

66

Refused

[If response is affirmative (i.e., "often true" or "sometimes true") to one or more of
questions FOODINS1, FOODINS2 AND FOODINS3 then continue to FOODINS4;
otherwise skip to VOLUNTEER.]

<FOODINS4> In the last 12 months, did you or
other adults in the household ever cut the size of
your meals or skip meals because there wasn’t
enough money for food? You may “yes” or “no.”

<FOODINS5> How often did this happen—
ALMOST EVERY MONTH, SOME MONTHS BUT
NOT EVERY MONTH, or in ONLY 1 OR 2 MONTHS?

<FOODINS6> In the last 12 months, did you ever
eat less than you felt you should because there
wasn’t enough money for food?

1

Yes (CONTINUE TO FOODINS5)

2

No (GO TO FOODINS6)

77

Don’t know

66

Refused

1

Almost every month

2

Some months but not every month

3

Only 1 or 2 months

77

Don’t know

66

Refused

1

Yes

2

No
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<FOODINS7> In the last 12 months, were you
ever hungry, but didn’t eat, because there
wasn’t enough money for food?

<FOODINS8> In the last 12 months, did you lose
weight because there wasn’t enough money for
food?

77

Don’t know

66

Refused

1

Yes

2

No

77

Don’t know

66

Refused

1

Yes

2

No

77

Don’t know

66

Refused

[If response is affirmative (i.e., "yes") to one or more of questions FOODINS4, FOODINS6,
FOODINS7, AND FOODINS8 then continue to FOODINS9; otherwise skip to
VOLUNTEER.]

<FOODINS9> In the last 12 months, did you or
other adults in your household ever not eat for a
whole day because there wasn’t enough money
for food?

<FOODINS10> How often did this happen—
ALMOST EVERY MONTH, SOME MONTHS BUT
NOT EVERY MONTH, or in ONLY 1 OR 2
MONTHS?

1

Yes (CONTINUE TO FOODINS10)

2

No (GO TO VOLUNTEER)

77

Don’t know

66

Refused

1

Almost every month

2

Some months but not every month

3

Only 1 or 2 months

77

Don’t know
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66

Refused
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Parent Involvement in Community
Now, I’d like to ask you some questions about organizations and programs in and around your
community and your involvement with those organizations or programs.
Question or Item
<VOLUNTEER> During the past 12 months, have you
volunteered or helped out with activities in your
neighborhood? Please include any volunteer
activities in local schools, churches, or other places
in your community.

<VOLWHERE> Where did you volunteer?

Response

1

Yes

2

No (GO TO MEMCOM)

66

Refused (GO TO MEMCOM)

1

School, child care, Head Start

2

Church or religious center

Community center or non-profit
organization in community
3

4

Other

CHECK ALL THAT APPLY.
<VOLWHERE_X> Specify: _______
77

Don’t know

66

Refused

In the past 12 months, have you served as a member of the following . . .
<MEMCOM> a community group, such as a
neighborhood council, tenant association, or
neighborhood watch?

1

Yes

2

No

66

<MEMSCH> a school group, such as a parent-teacher
association, school council, or parent advisory
board?

1

Yes

2

No

66

<MEMREL> a religious group, for example, a church,
synagogue, mosque, prayer group, or bible study
group?

Refused

Refused

1

Yes

2

No

66

Refused
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<MEMSUP> a support group that provides
counseling to help members of the community?

1

Yes

2

No

66

<MEMADV> a political advocacy group?

1

Yes

2

No

66

<MEMOTH> Do you belong to other groups?
< MEMOTH _X> SPECIFY: ______________________

Refused

1

Yes

2

No

66

<MEMASK> Have you ever been asked to join as a
member of any community group (like the ones I
mentioned) but didn’t join?

Refused

Refused

1

Yes

2

No

66

Refused

ASK ONLY IF MOTHER HAS HAD SUBSEQUENT CHILD AFTER TARGET CHILD OR NOW PREGNANT, IF NO
SKIP TO HVPARTA or HVPARTB

Home Visiting Participation
Next, I’d like to talk about any home visiting programs in which you have participated.
IF NUMBIRTH > 0

<WBPART> Did you participate in the Welcome
Baby! program for (CHILD)’s younger sibling(s)?

IF PREGNANT = YES (1)

<WBPREG> Have you signed up for the Welcome
Baby! program for your new baby?

1

Yes

2

No

77

Don’t know

66

Refused

1

Yes

2

No

77

Don’t know
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66

IF WBPART = NO (2) OR WBPREG = NO (2)

<WBINVITE> Did someone from Welcome Baby!
program ever invite you to participate in the
program for [(CHILD)’s younger siblings/ your new
baby]?

Refused

1

Yes

2

No (GO TO HVPART)

77

Don’t know

66

Refused

1

Not interested; Didn’t feel like it

2

Didn’t have time

3 Didn’t

<WBDECLINE> Why did you not participate in the
Welcome Baby! program?

4

Nobody called me to sign me up

5 Other

(LISTEN AND CODE RESPONSE)

IF R PARTICIPATED IN WELCOME BABY!

think I needed the help

reason

<WBDECLINE_X> Specify: ______________
77

Don’t know

66

Refused

1

Yes (GO TO HVPROG)

2

No (END SURVEY)

<HVPARTA> Other than Welcome Baby!, have you
ever participated in any programs that provided
home visiting services?

66

IF R HAS NEVER PARTICIPATED IN WELCOME
BABY!

1

Yes (CONTINUE)

2

No (END SURVEY)

<HVPARTB> Have you ever participated in any
programs that provided home visiting services?

66

Refused

Refused
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(Probe: In these programs, a professional comes to
your home to provide you with information about
child health and development, caring for your
children, and accessing resources in your
community.)
1

Early Head Start <HVPROG_EHS>

2

Parents as Teachers <HVPROG_PAT>

3 Healthy

<HVPROG> In which home visiting programs have
you participated?
(MARK ALL THAT APPLY)

4 Nurse
5 First

Families America <HVPROG_HFA>

Family Partnership <HVPROG_NFP>

Steps <HVPROG_FS>

6 Other

<HVPROG_X>

Specify name: ______________
66

<HVTIME> When is the last time you participated in
a home visiting program?

Refused

1

Within the past 12 months

2

1-3 years ago

3 More

than 3 years ago [before (CHILD)

was born]
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Consent for Future Contact

Before we end, I wanted to let you know this is the last survey we have planned for our study, but
depending on the results, our funders may decide to conduct another survey, similar to the ones you’ve
done, in about a year or two, for which you'd receive additional compensation.
You don’t have to decide now if you want to participate, but I’d like to get your permission to have our
research team contact you in the future if we do another survey.
Do I have your consent to contact you again in the future for a follow-up survey?

YES____

NO____

[IF MARISTAT =1  END SURVEY]

[IF MARISTAT =2  CONTINUE]
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Family Coping Strategies Study
Advertisement Script—Los Angeles site
Note to Assessment Specialist: Please read to all participants who are NOT MARRIED.
Participants must be unemployed or have experienced recent unemployment. Urban Institute
will screen for eligibility since it might change by the time of study recruitment and data
collection.
Public reporting burden for this collection of information is estimated to average 6 minutes per response, including the time for
reviewing the instructions, searching existing data sources, gathering and maintaining the data needed, and completing and
reviewing the collection of information. This information collection is voluntary. An agency may not conduct or sponsor, and a person
is not required to respond to, a collection of information unless it displays a currently valid OMB control number. Send comments
regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing this burden,
to: Reports Clearance Officer (Attn: OMB/PRA 0970-XXXX), Administration for Children and Families, Department of Health and
Human Services, 370 L'Enfant Promenade, S.W., Washington, D.C. 20447.

Before I leave today, I wanted to let you know about a new study that our research partners at
the Urban Institute are about to start called Family Coping Strategies. As the mother of a young
child, you may be eligible to participate. The study is about how families are managing during
tough economic times, and it focuses on unmarried mothers that are unemployed or have been
unemployed for at least six months in the past two years and did not receive CalWorks while
unemployed.
The study would require you to participate in a 90-minute interview in your home or other
convenient location, similar to Best Start LA survey, but with different kinds of questions. You
would receive $40 as a token of appreciation.
Your participation is completely voluntary, and you don’t have to decide today if you’d like to
participate. All I’d like to know today is whether it’s okay with you that I share your name and
contact information with our research partners at the Urban Institute so that they can call you
to provide you with more information about their study and see if you might be eligible.
Do you give UCLA permission to share your name, phone number, and address with researchers
at the Urban Institute?
YES
Great. Someone from the Urban Institute will be contacting you
sometime in the next few weeks to tell you more about the study. [Give
flyer] Here is a flyer that describes the study that you can keep as a
reminder.

NO

Okay, that’s fine. That’s all the questions I have for you today.
197

END TIME

:
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SECTION 7: Home Observation Tool

TO BE COMPLETED BY THE ASSESSMENT SPECIALIST FOLLOWING EACH SITE VISIT.
NOTE: “CHILD” REFERS TO THE TARGET CHILD (NOT OLDER SIBLINGS).

Question or Item

<OB1> During the entire visit, how at ease did the
parent appear?

<OB2> During the entire visit, how disruptive do you
think your presence was?

<OB3> During the entire visit, how much did the
target child try to interact with you?

Response

1

Very uncomfortable

2

Slightly ill at ease

3

Moderately comfortable

4

Completely comfortable and at ease

1

Not at all disruptive

2

Minimally disruptive

3

Moderately disruptive

4

Highly disruptive

1

Didn’t notice you at all

2

A few glances or smiles only

3

Quite numerous glances

4

Smiles, vocalizations

Prolonged watching and numerous
attempts to interact
5

6 Child

asleep

In the room with the mother during most
of the interview
1

<OB4> Where was the child during the interview?

2 In the room with the mother about half
of the time and another room the other half
3

In another room most of the time
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Question or Item

<OB5> In what part of the home did the interview
take place?

Response
4

Outside of the home

1

Living room

2

Dining room

3

Kitchen

4

Bedroom

5

Other room

6 Studio

<TXOB5> (specify: ____________ )

<OB6> Were other adults visibly present in the home
during any part of the visit?

<OB7> How disruptive was the presence of other
adults to the completion of the visit?

<OB8> Were additional children visibly present in the
home during any part of the visit?

<OB9> How disruptive was the presence of additional
children to the completion of the visit?

1

Yes 

<OB5HOWMANY> How many? _________
2

No

1

Not at all disruptive

2

Minimally disruptive

3

Moderately disruptive

4

Highly disruptive

1

Yes 

<OB8HOWMANY> How many? _________
2

No

1

Not at all disruptive

2

Minimally disruptive

3

Moderately disruptive

4

Highly disruptive
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Internal Home Environment (HOME-Early Childhood Inventory Observational Items)
Question or Item

<HOMERES2> Parent talks with child twice during visit beyond introduction
and correction. (Time during the PICCOLO does not count.)

Response

1

Yes

2

No

3 Child

<HOMERES3> Parent usually answers child’s questions or requests verbally.

1

Yes

2

No

3 Child

<HOMERES4> Parent usually responds verbally to child’s speech.

1

Yes

2

No

3 Child

<HOMERES5> Parent spontaneously praises child’s qualities or behavior at
least twice during the visit.

<HOMERES6> Parent caresses, kisses, hugs, or cuddles child at least once
during the visit.

1

Yes

2

No

1

Yes

2

No

3 Child

<HOMERES7> Parent mentions a particular skill, strength, or accomplishment
of child during interview OR sets up the situation that allows the child to show
off during visit.

1

Yes

2

No

1

Yes

2

No

asleep

asleep

asleep

asleep

<HOMELAN3> Parent encourages the child to talk and takes time to listen.
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Question or Item

Response
3 Child

<HOMELAN4> When speaking of or to child, parent’s voice conveys positive
feelings toward child.

1

Yes

2

No

3 Child

1

Yes

2

No

1

Yes

2

No

1

Yes

2

No

asleep

asleep

<HOMELAN5> Parent’s uses correct grammar and pronunciation.

<HOMEVAR7> Parent uses complex sentence structure and vocabulary.

<HOMEACC2> Parent does not scold, yell, or criticize child during visit.

3 Child

<HOMEACC3> Parent does not physically restrain child during visit.

1

Yes

2

No

3 Child

<HOMEACC4> Parent neither slaps nor spanks child during visit.

1

Yes

2

No

3 Child

1

Yes

2

No

asleep

asleep

asleep

<HOMEENV1> Building appears safe and free from hazards.
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Question or Item

Response
3 Cannot

assess
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<HOMEENV2> Outside play environment appears safe.

1

Yes

2

No

3 Cannot

<HOMEENV3> The interior of the house or apartment is not dark or
perceptually monotonous.

1

Yes

2

No

3 Cannot

assess

assess

1 Yes

<HOMEENV4> Neighborhood is aesthetically pleasing.

2

No

3 Cannot

assess

1 Yes

<HOMEENV5> Home has sufficient living space per person (approximately 100
square feet/person).

2

No

3 Cannot

<HOMEENV6> In terms of available floor space, the rooms are not
overcrowded with furniture.

1

Yes

2

No

3 Cannot

<HOMEENV7> All visible rooms of the home are reasonably clean and
minimally cluttered.

1

Yes

2

No

3 Cannot

<HOMEVAR8> Child’s art work is displayed in some visible places in home.

1

Yes

2

No

3 Cannot

assess

assess

assess

assess
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Additional Internal Home Environment Items

<OB32> House or apartment has at least two pictures or other types of art
work on the walls.

1

Yes

2

No

3 Cannot

<OB33> House or apartment is not overly noisy from noise inside the house
(television, shouts of children, radio).

1

Yes

2

No

3 Cannot

<OB34> House or apartment is not overly noisy from noise outside the house
(train, cars, people, music).

1

Yes

2

No

3 Cannot

<OB35> There are no obvious signs of recent alcohol or non-prescription drug
consumption in the home drug paraphernalia, beer cans, liquor bottles).

1

Yes

2

No

3 Cannot

<OB36> There are no signs of smoking inside the home (smell of smoke,
ashtrays, cigarette butts).

1

Yes

2

No

3 Cannot

assess

assess

assess

assess

assess
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External Home Environment
Question or Item

<OB38> How would you characterize the land use on
this block?

Response

1

Primarily residential

2

Primarily commercial

3

Mixed residential and commercial

4

Primarily industrial

5

Primarily vacant houses

6

Primarily vacant lots and open spaces

7

Primarily services or institutions

8

Primarily park, playground

9

Other

10 Cannot

assess

<TXOB38> Specify: _________________

<OB39> How would you rate the general condition of
housing units or other buildings on the block?

1

Well kept, good repair

2

Fair condition

Poor condition (peeling paint, broken
windows)
3

4

Badly deteriorated

5 Cannot

assess
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<OB40> Do any of the fronts of residential or
commercial units have metal security blinds, gates, or
iron bars or grills?

1

None

2

Some

3

At least half

4

Most

5 Cannot

<OB41> How would you rate the volume of traffic in
front of the home?

1

No traffic permitted

2

Light

3

Moderate

4

Heavy

5

Very heavy

6 Cannot

<OB42> How would you rate the condition of the
street in the face block?

assess

assess

1

Very good – recent resurfacing, smooth

2

Moderate – evidence kept in good repair

Fair – minor repairs needed, but not
rough on the surface
3

Poor – potholes and other evidence of
neglect
4

5 Cannot

<OB43> Is there: garbage, litter, broken glass (except
beer/liquor bottles) in the street or on the sidewalk?

assess

1

None, or almost none

2

Yes, but not a lot

3

Yes, quite a bit

4

Yes, just about everywhere
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5 Cannot

<OB44> Are there: drug-related paraphernalia,
condoms, beer or liquor containers or packaging,
cigarette butts or discarded cigarette packages – on
the street or on the sidewalk?

1

None, or almost none

2

Yes, but not a lot

3

Yes, quite a bit

4

Yes, just about everywhere

5 Cannot

<OB45> Are there children playing on the sidewalks
or in the street of the block?

assess

assess

1

No children visible, or all in yards

2

Yes, one or two children

3

Yes, three or more children

4 Cannot

assess

No persons observed in the street or
sidewalk
1

<OB46> Are there any adults or teenagers in the
street or on the sidewalk arguing, fighting, drinking,
or behaving in any kind of hostile or threatening
way?

2

None observed behaving in a hostile way

Yes, one or two behaving in a hostile
manner
3

4 Yes, three or more behaving in a hostile
manner
5 Cannot

assess
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No apparent threats: a very safe and
friendly neighborhood for children
1

Possible threats but generally a safe and
friendly neighborhood for children
2

<OB47> How would you rate the level of threats to
children’s safety in the neighborhood (as observed
when you approached or left the home)?

Some threats: not a safe and friendly
neighborhood for children
3

4 Many threats: definitely not a safe and
friendly neighborhood for children
5 Cannot

assess
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Appendix F: Heterogeneity in the Effects of Welcome Baby by
Mothers’ Characteristics

211

Given the diverse nature of participants in Welcome Baby home visiting, it is important to
document heterogeneity—or observable differences—in the effects of the intervention by child
and family characteristics. Analyses draw on the merged longitudinal sample and probe
outcomes with significant impacts at one or more waves. Specifically, analyses examine
whether certain types of families experienced greater benefits as a results of Welcome Baby
than other types of families—or whether all families benefitted equally. Family types of
interest include those with first-time mothers compared to experienced mothers, partnered
mothers (those with husbands or boyfriends) versus unpartnered mothers, and mothers with at
least a high school degree or GED versus mothers with less than a high school degree/GED.
Table F.1 summarizes differences in Welcome Baby effects among outcomes observed at
12, 24, and 36 months. Looking at all Welcome Baby participants, less educated mothers
appear to experience significantly larger gains in their engagement in home learning activities
and marginally significant gains in their teaching skills than more educated mothers when
included in the intervention. Among Welcome Baby families in Metro LA, Welcome Baby is
associated with two marginally significant findings: greater increases in engagement in home
learning activities scores among lesser educated mothers and greater increases in maternal
teaching among unpartnered mothers.
Analyses uncover relatively little heterogeneity in the effects of Welcome Baby on child
outcomes observed between 24 and 36 months (see Table F.2). Greater gains in the quality of
child behavior observed during parent-child play accrue to less educated Welcome Baby
participants, and first-time mothers appear to gain less than other mothers in their rates of
child dental insurance among participants in Metro LA.
Finally, the effects of Welcome Baby on parental stress and interactions with children vary
markedly across different types of families. Greater benefits are observed among unpartnered
and less educated mothers in the full sample and among less educated mothers in Metro LA
(see Table F.3). The intervention is associated with particularly strong benefits for less
educated mothers on measures of encouragement and affection toward their children.
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Table F.1. Heterogeneity in the Effects of Welcome Baby on Select Child and Family Outcomes Collected at All Waves
All Welcome Baby vs.
Welcome Baby in Metro LA vs.
Comparison Group
Comparison Group
Mother has at
Mother has at
least a High
least a High
First-Time
Mother has a
School
First-Time
Mother has a
School
Mother
Partner
Degree/GED
Mother
Partner
Degree/GED
Effect
Effect
Effect
Effect
Effect
Effect
Variable/Measure
(Std. Error)
(Std. Error)
(Std. Error)
(Std. Error)
(Std. Error)
(Std. Error)
ASQ Communication
0.1
-0.3
-0.1
0.2
-0.3
-0.1
(standardized)
(0.2)
(0.2)
(0.2)
(0.2)
(0.3)
(0.2)
ASQ Personal-Social
0.2
-0.0
-0.0
0.3
-0.0
-0.1
(standardized)
(0.2)
(0.2)
(0.1)
(0.2)
(0.3)
(0.2)
HOME inventory total scale
0.1
-0.1
-0.2
0.2
-0.2
-0.1
(standardized)
(0.2)
(0.2)
(0.1)
(0.2)
(0.2)
(0.2)
Engagement in home learning
0.1
-0.1
-0.3 *
0.0
-0.2
-0.3 +
activities (standardized)
(0.1)
(0.2)
(0.1)
(0.2)
(0.2)
(0.2)
PICCOLO Teaching
0.4
-0.8
-0.9 +
0.7
-1.5 +
-0.3
(0.6)
(0.7)
(0.5)
(0.7)
(0.8)
(0.6)
Notes: Significant difference in the gains resulting from Welcome Baby by family characteristics at *** p < 0.001, ** p < .01, * p < .05, +
p < 0.10 in a two-tailed test. Clustered standard errors in parentheses. Results control for Welcome Baby participation, study wave (24
or 36 months), child gender, child age at assessment (centered on 12, 24, and 36 months), prematurity, mother’s age at the child’s
birth, first-time mother, maternal education level (any post-secondary education), maternal employment status, Latina heritage,
limited English proficiency, maternal partnership status (married/in a relationship or not), and family income (monthly total of at least
$1,000). Estimates are weighted to account for differences within treatment groups over the 12-, 24-, and 36-month data collections.
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Table F.2. Heterogeneity in the Effects of Welcome Baby on Select Child Outcomes Collected at 24 and 36 Months
All Welcome Baby vs.
Comparison Group

Variable/Measure
BITSEA social competence

First-Time
Mother
Effect
(Std. Error)

Mother has a
Partner
Effect
(Std. Error)

Mother has at
least a High
School
Degree/GED
Effect
(Std. Error)

0.0
(0.4)

-0.2
(0.6)

0.0
(0.4)

Welcome Baby in Metro LA vs.
Comparison Group
Mother has at
least a High
First-Time
Mother has a
School
Mother
Partner
Degree/GED
Effect
Effect
Effect
(Std. Error)
(Std. Error)
(Std. Error)
-0.3
(0.5)

-0.3
(0.6)

0.0
(0.5)

Quality of child behavior
-0.2
-0.4
-0.6 *
-0.1
-0.6
-0.5 +
during observed play
(0.3)
(0.4)
(0.3)
(0.4)
(0.4)
(0.3)
Session
Child dental insurance
-6.1%
-0.1%
-3.3%
-11.5% *
9.8%
-1.7%
coverage (%)
(4.6%)
(5.3%)
(4.0%)
(5.8%)
(6.9%)
(5.1%)
Total television viewing per
1.2
0.0
2.0
0.2
-1.2
-0.5
week (hours)
(1.8)
(1.7)
(1.5)
(1.9)
(1.9)
(1.6)
Recommended monitoring of
3.7%
-1.8%
-5.0%
4.1%
-8.0%
-5.3%
speech and language delay
(3.3%)
(4.6%)
(3.6%)
(4.0%)
(6.3%)
(4.2%)
(%)
Notes: Significant difference in the gains resulting from Welcome Baby by family characteristics at *** p < 0.001, ** p < .01, * p < .05, + p < 0.10 in
a two-tailed test. Clustered standard errors in parentheses. Results control for Welcome Baby participation, study wave (36 months), child
gender, child age at assessment (centered on 24 and 36 months), prematurity, mother’s age at the child’s birth, first-time mother, maternal
education level (any post-secondary education), maternal employment status, Latina heritage, limited English proficiency, maternal partnership
status (married/in a relationship or not), and family income (monthly total of at least $1,000). Estimates are weighted to account for differences
within treatment groups between the 24- and 36-month data collections.
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Table F.3. Heterogeneity in the Effects of Welcome Baby on Select Family Outcomes Collected at 24 and 36 Months
All Welcome Baby vs.
Comparison Group

Variable/Measure
PICCOLO Responsiveness
PICCOLO Encouragement
PICCOLO Affection

First-Time
Mother
Effect
(Std. Error)
-0.2
(0.3)
-0.2
(0.3)
-0.2
(0.2)

Mother has a
Partner
Effect
(Std. Error)
-0.3
(0.5)
-0.3
(0.5)
-0.4
(0.3)

Mother has at
least a High
School
Degree/GED
Effect
(Std. Error)
-0.5 +
(0.3)
-0.8 *
(0.3)
-0.6 **
(0.2)

Welcome Baby in Metro LA vs.
Comparison Group
Mother has at
least a High
First-Time
Mother has a
School
Mother
Partner
Degree/GED
Effect
Effect
Effect
(Std. Error)
(Std. Error)
(Std. Error)
-0.2
-0.3
-0.1
(0.3)
(0.5)
(0.3)
0.1
-0.3
-0.5
(0.3)
(0.5)
(0.4)
0.2
-0.3
-0.5 +
(0.3)
(0.4)
(0.3)

Total Parenting Stress Index-Short Form

2.6
4.2 +
0.1
3.8
2.8
-1.1
(2.0)
(2.2)
(1.9)
(2.3)
(2.6)
(2.2)
Received Social Support
-1.1
0.1
0.6
-1.2
0.0
0.8
(0.8)
(1.0)
(0.8)
(1.0)
(1.2)
(0.9)
Notes: Significant difference in the gains resulting from Welcome Baby by family characteristics at *** p < 0.001, ** p < .01, * p < .05, + p < 0.10 in a
two-tailed test. Clustered standard errors in parentheses. Results control for Welcome Baby participation, study wave (36 months), child gender,
child age at assessment (centered on 24 and 36 months), prematurity, mother’s age at the child’s birth, first-time mother, maternal education level
(any post-secondary education), maternal employment status, Latina heritage, limited English proficiency, maternal partnership status (married/in a
relationship or not), and family income (monthly total of at least $1,000). Estimates are weighted to account for differences within treatment
groups between the 24- and 36-month data collections.
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