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An Examination of Connecticut’s Healthy Start Program, 2006-2007:  
Evaluation Report 

by 
Beth Osborne Daponte, Ph.D., Senior Research Scholar, Yale University 

with 
Gregory Lagana, M.P.P.M. 

Suzanne McDevitt, Ph.D., and  
Peter Wood, M P.P.M. 

Executive Summary 

 In the spring of 2006, Connecticut’s Healthy Start program contracted with Beth Osborne 
Daponte, Ph.D., Senior Research Scholar at Yale University to conduct a summative evaluation 
of the program.  Evaluation activities occurred between spring 2006 and September 2007.  An 
evaluation team composed of Dr. Daponte, a leading expert in evaluation, Gregory Lagana, a 
data analysis and policy expert, Dr. Suzanne McDevitt, a professor of social work and an expert 
in social service systems, and Peter Wood, a consultant to non-profit organizations, reviewed 
relevant literature on the program, conducted informal interviews with Healthy Start staff at all 
levels of the program and analyzed data provided by the program to determine the program’s 
impact.  

 

Findings on Program Processes 

 Programmatically, the program sites seem to provide a consistent and beneficial service 
to pregnant women who feel that they are in need of services.   

 Across sites, the staff and organizational commitment to the program is so great that the 
state program benefits from in-kind contributions made by contracting and sub-
contracting agencies.   

 That all sites provide a consistent array of services to their clients and view the program 
nearly identically suggests that coordination between sites occurs to a large degree.   

 The evaluation is somewhat limited because of the decentralization of data collection by 
the program and the lack of coordination around data issues.   During the course of 
evaluation activities, the evaluators made contractors aware of such issues and the 
contractors and subcontractors have taken some steps to rectify some of the data issues.     
 

Findings on the Program’s Target Population 

 The program reaches its target population.  The program targets women at risk of 
having negative birth outcomes— a population that is disproportionately young and 
disproportionately minority.  Program participants indeed have the desired demographic 
profile-- participants tend to be young and minority.  Further, over half of the women 
who participate in the program enter the program during their first trimester of 
pregnancy.   
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 Outreach efforts seem to be having a limited impact.  The budget for outreach has 
decreased, and with the exception of women in New Haven which benefits from having 
received a federal grant that supplements the state program particularly in the dimension 
of outreach, most women learn of the program through “word of mouth.”  New Haven 
benefits from receiving grant money from the federal Healthy Start program, some of 
which it uses for outreach efforts.  The New Haven experience suggests that additional 
funding for outreach could expand the reach of the program.   

 The evaluation identified areas that seem to have unmet need for the program.  
Those areas include Hartford, Bridgeport, New Britain, Danbury, East Hartford, 
Manchester, Bristol, Vernon, West Haven, Greenwich, Enfield, and Fairfield.   

 
Findings on the Program’s Outcomes1 

 Given their demographics, women who participate in the program give birth to 
infants with high birthweights.  This finding suggests that the program’s most 
proximate impact-- improving the health of newborns-- is being accomplished.  

 Women in the program have a decreased propensity to give birth to pre-term 
infants.  The data show that 7.8% of all Healthy Start births are considered “pre-
term” -- they occurred before 37 weeks of gestation.  This compares favorably with 
figures for Connecticut where 10.1% of all births are pre-term. (National Center for 
Health Statistics 2006).   

  The program saves Connecticut money.  A National Academies of Sciences panel has 
estimated that premature births cost on average $51,600 apiece in the short-term. Two-
thirds of the expense of a pre-term birth is accounted for by increased health costs, 
whereas the remainder is accounted for by costs in other supportive services that those 
born pre-term often require.  That panel recommended for further research to investigate 
the long-term costs of pre-term births (which could include reduced earnings throughout 
a pre-term individual’s lifetime) suggesting that it is likely that the true cost per infant 
exceeds the $51,600 estimate.  (National Academies of Sciences 2006).   

 For every 100 women in the Healthy Start program, it is likely that at least 
$103,000 is being saved in health care costs because of the lower propensity for pre-
term births.  In the period considered, based on this societal cost of pre-term births, 
if 2,900 to 5,700 live births were associated with the program, then the program 
saves society $2 million to $5.4 million, net of program costs, in averted pre-term 
births.   

 
1  The following comparisons use women in the State of Connecticut as a “control” group.  In many ways, though, 
this is an inappropriate group.  Since the program targets low-income women, those who enroll in the program are 
likely to be of lower income than women in the state at large, and also be at greater risk of adverse birth outcomes.  
On the other hand, the program is voluntary and open to all pregnant women in the state.  It is likely that to some 
unknown degree, those who enroll in the program represent those who are most interested in giving birth to healthy 
babies and be the most motivated.  How these two factors balance out is unknown.   
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Recommendations: 
1.  Given that recent research shows that each preterm birth has a societal cost of $51,600 , 

pregnant women in the program have an increased likelihood to carry pregnancies to term, 
and that there exist areas in Connecticut with unmet need for the program, the program 
should be expanded to reach all high risk women.  Currently, the program is funded at an 
annual level of $1.7 million, up from $1.6 million in state fiscal year 2006.  Last year, the 
program’s existence saved society between $1.8 million and $5.2 million (the average 
marginal cost of a pre-term birth averted times the number of pre-term births averted by 
the program minus the program’s cost).  The state could save even more money by 
expanding the Healthy Start program so it could reach and serve all women at risk of poor 
birth outcomes.    
 Data on how participants became aware of the program along with New Haven’s 
experience with its federal supplementary grant suggests that the state would benefit if more 
resources were devoted to outreach and the capacity of the program were increased.   
Expanded outreach would yield a larger number of participants for a program that is already 
at capacity given its current funding level.  Thus, the state should consider providing 
supplementary funds for grass-roots outreach for either each of the sites or for each of 
the contractors (excepting New Haven for as long as New Haven receives the federal 
grant).  Further, the state should support increasing the capacity of sites so that they 
can serve the expanded population.  The state should also consider adding sites so that 
program resources could be easily accessed by pregnant women across the state.   

2.  Agencies hosting sites seem to be making substantial in-kind contributions.   Funding for 
the program should increase to allow entities hosting the program and program 
personnel to be adequately paid for their support of the program.     

3. The state should reconsider the role of data and evaluation in the program.   The 
program did not have high quality data available for analysis for many interrelated reasons, 
including: site-level staff believing that creating a high quality data set would take away from 
serving clients; current staff not having made data issues a priority; staff sometimes not 
having the expertise to create a high quality data set and feeling that they do not have the 
resources to hire data experts.  Further, shifting data demands from the state have contributed 
to the staff’s level of frustration around data issues.  This is not to say, though, that the state 
is unreasonable in what it demands from sites.  Thus, the evaluation team recommends the 
following:   

a. The state should lead in creating a data analysis plan and evaluation plan for the 
program.  These plans would recommend the most parsimonious data set that could be 
used to continuously evaluate the program and would allow program stakeholders to 
understand the importance of high quality data.  

b. The state should revisit the level of funding available to the sites and earmark resources for 
data collection and data input. 

c. The program should rely on its program theory, which is quite solid, and only demand from 
sites limited indicators.  Those indicators would reflect the population enrolled in the 
program and although a time lag, rely on information gleaned from birth certificates at 
a later date.  This strategy, though, relies on the success of birth certificate 
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information to be matched to individual mothers who participated in the Healthy Start 
program at an earlier date.   

 
Conclusions 

Program outcomes suggest that the program is very effective and coherent.  Clearly, the 
program’s reach and capacity should be expanded.  More funding should be provided for the 
program.  Averting premature births to a larger degree in Connecticut is both possible and cost-
effective.   

With respect to the role of evaluation and its intersection with the need for data and 
public accountability, perhaps the state could use the Healthy Start Program as a role model and 
examine how it considers data in other social service programs.  To date, in the Healthy Start 
Program data collection efforts have been burdensome to the sites.  There must be more support 
from the state to assure that the data collection efforts are meaningful.  One should question the 
purpose of the current data collection efforts and how the data processes could be improved to 
produce higher-quality data.   

Further, the sites and state should collaboratively reconsider how data analysis fits into 
the service provision framework.  Data issues were present even in the piloted Healthy Start 
programs.  The issues are not unique to Connecticut’s Healthy Start program. Many programs 
and organizations are struggling with re-thinking how evaluation can help strengthen programs 
and the role of data collection efforts. 

In going forward, the program should think through the procedures needed for the 
program to continuously improve.  An evaluative approach should be adopted by the program.  
Given the strength of the Healthy Start program’s theory and the strength of the findings in this 
summative evaluation of the program’s outcomes, perhaps in the future the emphasis should be 
placed on assuring that best practices are being followed and that the program is having the reach 
that it desires.  
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2006-2007 
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with 
Gregory Lagana, M.P.P.M. 

Suzanne McDevitt, Ph.D., and  
Peter Wood 

 
CHAPTER 1    Introduction 
 
 The Healthy Start programs aim to provide a partial solution to the persistent problem of 
high infant mortality rates, especially in impoverished communities (CQ Researcher, 1997).  
Two programs operate under the auspice of the “Healthy Start” title.   One program, which is run 
at the state level in Connecticut, provides funds to local sites, a degree of coordination, and some 
technical assistance.  Another program, also known as “Healthy Start,” is run at the federal level 
and provides grants through a competitive process to selected communities.  In Connecticut, the 
only federally supported Healthy Start project is based in New Haven.  Since 1997, the Bureau of 
Maternal and Child Health of the Health Resources and Services Administration has funded the 
Community Foundation for Greater New Haven in partnership with the City of New Haven and 
the New Haven Health Department.  All other Connecticut Healthy Start sites do not receive 
federally provided supplemental funds.     
 The Healthy Start program financed and operated by the State of Connecticut is the 
subject of this evaluation.  In 2006, StayWell Health Center, located in Waterbury, CT 
contracted with Beth Osborne Daponte, Ph.D., Senior Research Scholar at Yale University to 
conduct an evaluation of Connecticut’s Healthy Start Program.  The evaluation activities were 
completed using a team of researchers.  Dr. Suzanne McDevitt, Associate Professor of the 
Department of Social Work at Edinboro University contributed to the literature review.  Mr. 
Gregory Lagana, who holds two masters degrees (one in public policy and one in MIS) was 
responsible for the data analysis and maps.  Mr. Peter Wood, a consultant to non-profit 
community organizations and businesses, assisted in creating the Program Logic Models for the 
program’s satellite sites.  
 Ms. Laura Victoria Barrera acted as the liaison between the evaluation team and the 
Department of Social Services of the State of Connecticut where the Connecticut Healthy Start 
program is housed.  She assisted in assuring that each of the Healthy Start sites cooperated with 
the evaluation.  Within the Healthy Start network, she increased awareness of the evaluation, 
allowing the evaluators to meet with site managers.  She also assured that the evaluators had 
access to data from each of the sites.  
 Ms. Barrera convened an advisory group which met twice with Dr. Daponte over the 
course of the evaluation activities.  The advisory group consisted of directors of the Healthy Start 
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sites and representatives from the State of Connecticut’s Department of Public Health and 
Department of Social Services.  The group had the task of overseeing the scope and progress of 
the evaluation.  The group has not had any input in the data analysis or the interpretation of 
findings, assuring that the evaluators have maintained their independence from program 
administrators.  The consultant held two meetings with program stakeholders to discuss a draft of 
the evaluation report-- one with the advisory group and one with Ms. Barrera and Ms. Ciarcia.    
 The evaluation activities occurred between July 2006 and September 2007.   The program 
theory was created in the summer of 2006.  Through the fall of 2006, the evaluation team met 
with each site’s program administrator to develop a program logic model for each site and to 
investigate the degree to which each site concurred with the program theory created by the 
evaluation team based on discussions with the advisory committee.   
 Analysis of the data already captured by the program started in the fall of 2006.  The data 
needed to be cleaned and made comparable between sites.  Cleaning and comparability checks 
occurred from fall 2006 through July 2007.  A final data set was not available for analysis until 
July 2007, and data analysis occurred upon the creation of the final data set.     
 This evaluation report should be considered a summative report.  Hopefully, results from 
this examination of the program will be used by program personnel and policymakers to 
strengthen Healthy Start’s important effort to provide low-income Connecticut women and their 
young children with health and social services.    
 The structure of the remainder of the evaluation report is as follows.  First, Connecticut’s 
Healthy Start Program is rigorously described by using a Program Theory model and Program 
Logic Models.  Because the program has sites throughout the state, one of the first issues that the 
evaluation team considered was the degree to which the sites provide the same “program” to 
clients.  In any program that has multiple sites, there is the risk that the sites do not in actuality 
provide clients with the same set of services.  Thus, a Program Logic Model was created for each 
site, and these are presented and discussed.   

Second, a review of the literature surrounding the Healthy Start Program was conducted 
and Chapter 3 presents a synopsis of that literature.  Third, data from each of the sites was 
analyzed using simple statistical approaches, mapping, and more advanced statistical techniques.  
Before presenting the analysis, we discuss the data that was used and provide recommendations 
on how the data collection system for the program could be improved.  Chapter 4 presents 
analyses of the data sets.  Based on the data that the program provided to the evaluation team, 
program process and outcome indicators and statistics were derived.  Chapter 4 discusses the 
meaning of these indicators and what they reveal about the operation of the program and the 
program’s effects on its clients.   
 Chapter 5 concludes the report with a discussion of the program. The chapter highlights 
both the process and programmatic findings and outcome measures.  The chapter presents a 
number of recommendations aimed at strengthening the program.     
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CHAPTER 2   Description of Connecticut’s Healthy Start Program 
 

 Connecticut’s Healthy Start Program originated in 1991, when a program titled the 
Maternal and Infant Health Protection Program was combined with an expansion of Medicaid 
eligibility rules to include a broader population of pregnant women and children.  Two state 
departments have responsibility for Healthy Start.  The state legislature designated the 
Department of Social Services (DSS) as the agency responsible for coordinating the federal 
reimbursement and state contribution to the program.  DSS is also responsible for maintaining a 
system of regional and sub-regional offices that directly interface with the client population.  
Until seven years ago, the Department of Public Health’s role in the program was in collecting 
and managing data and coordinating programmatic issues, but for approximately the past seven 
years, the Department of Social Services (CT’s Medicaid agency) has administered the state’s 
Healthy Start program.  DSS also works in partnership with Connecticut’s Department of Public 
Health (the state’s maternal and child health agency).  DPH uses Healthy Start program data to 
help assess maternal and child health status in the state and in reports to the federal government 
due under the maternal and Child Health Block Grants 
 State funding for the program in state fiscal year 2006 approximated $1.4 million.  In 
addition, DPH contributed $200,000 of the federal Maternal and Child Health Block Grant funds 
to support the state’s Healthy Start program.  In fiscal year 2007, funding for the program 
remained stable and is projected to remain stable in fiscal years 2008 and 2009, with no nominal 
increase from either partner.  At its peak, though, the program enjoyed a higher level of funding 
which allowed for more outreach to occur.  In state fiscal year 2002, for a 14 month period the 
program was funded at a level of $3.61 million, with $3.1 million of that coming from the state 
through DSS and $541,454 coming from federal sources through DPH.  In state fiscal year 2003, 
the program constricted from supporting 17 contractors to 5 contractors and with no monies 
allocated explicitly for outreach.  That is, today the program enjoys less than half of the financial 
support that it had at its peak.   
 Connecticut’s Healthy Start program operates in an environment where low-income 
pregnant women may receive managed care services through a managed care provider.  This is 
the case for all low-income pregnant women except undocumented immigrants.  Managed care 
alternatives are available through the Medicaid program, where women can choose one of four 
managed care health organizations (Anthem BlueCare Family Plan, Community Health Network, 
HealthNew Healthy Options, and Wellcare/Preferred One2).  Evaluators typically use two tools 
to rigorously describe programs: a diagram of the program theory, and the program logic model.  
The Program Theory explicates the theoretical chain between the program’s activities and its 
impacts.  The Program Logic Model reveals the program’s operations.  Both of these models’ 
approaches are used to describe the CT Healthy Start Program. 

 
2 As of 4/1/08, HealthNew Healthy Options and Wellcare/Preferred One no longer participate in the state’s Medicaid 
Program.   
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A.    State-Level Program Theory 
 The Program Theory model of Connecticut’s Healthy Start program was developed by 
conducting an informal interview with members of the Evaluation Advisory Committee, on 
which were representatives from many of the CT Healthy Start sites and Ms. Rose Ciarcia, 
Director of Managed Care/HUSKY and Ms. Barrera of the Connecticut Department of Social 
Services.  After the initial model was developed, it was presented to the committee for its review 
and for recommendations for revision.  After the model was modified according to the members’ 
recommendations and members decided that the model reflected the reality of the theory of the 
program, it was accepted as the CT Healthy Start Program Theory.  
 The Program Theory reflects that the program believes that if the program’s caseworkers 
assess the needs of clients appropriately (including their basic needs, medical needs, mental 
health needs, and financial needs) and if caseworkers appropriately determine clients’ capacities 
to care for themselves, then caseworkers can develop appropriate care plans for their clients.  
Relying on the care plan, the program can and will provide appropriate services and referrals.  
  
  

  

If the program provides appropriate services and referrals, then the program will have increased 
clients’ access to needed services and by doing so, increased clients’ awareness of health issues.  
If women’s awareness of health issues is heightened, then the women will make health a higher 
priority for themselves and their families.  If that occurs, then two things happen:   

1)  By increasing clients’ awareness of health issues, the program has increased a 
community’s awareness and knowledge of public health issues.  If that occurs, then the 
long-term health of the community will be improved, which will ultimately produce cost 
savings for the health care system. 
2)  By increasing clients’ awareness of health issues, clients will improve the long-term 
health of themselves and their families.  The long-term health of the clients and their 
families may be affected directly by the clients having better birth outcomes because of 
the program.   

Because the program improves the long-term health of clients and their families, the program 
will ultimately yield cost savings on the health care system.   
 Relating this program theory to the literature review presented in Chapter 3, one observes 
that many of the links in the program theory are proven and known to be highly likely to occur if 
the hypothesized process actually occurs. With respect to the case management and referrals 
aspects of the program, the literature shows that in the federal Healthy Start demonstration 
projects, “Many of the women had few social supports so they benefited greatly from case 
manager attention” (Devaney, et. al, 2001, p.2).  Evidence shows that referrals were also seen as 
strength of the Healthy Start Program.  
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 The literature suggests that the theory under which the program operates--  that if case 
management is provided then appropriate referrals will be made, which will increase access to 
needed services--  is reasonable.  Extending the examination of the reasonableness of the 
program theory further, we rely on the literature regarding evidence from the Healthy Start 
demonstration projects which showed that programs that provided direct services to mothers 
could create community-wide or system-wide change in terms of an increase in the number of 
prenatal visits, a statistically significant decline in infant mortality, an increase in birthweight, 
and a decrease in premature births. 
 Our examination of the program theory in light of the literature review suggests that the 
program theory is “tight”-- if the processes are known to occur, then the hypothesized outcomes 
are very likely to follow.  In this case, the literature shows that programs similar to the 
Connecticut program are likely to positively impact the health of both mothers and their babies.   
 

B.  State-Level Program Logic Model 
 Another way of describing a program is through the use of a Program Logic Model 
(hereafter PLM).  This model shows the details of a program.  In examining the columns of the 
PLM, one should be aware that the columns of the PLM are created independently of the other 
columns.   We use the format that Daponte advocates, which is similar to that used by the 
Kellogg Foundation and that used by the Program Evaluation Project at the University of 
Pittsburgh. 
 PLM’s were created for two levels of analysis:  the state level and the local level.  The 
state operates the Healthy Start Program by providing funding and administrative and 
organizational support to its “contractors.”  The state does not directly provide services to clients.  
The state’s PLM can be found at the end of this chapter.    
 The state’s PLM shows that the program has multiple goals.  The program aims to 
produce better birth outcomes and savings to the health care system as a result of these better 
birth outcomes.  The program also aims for clients to make health a higher priority for 
themselves and their family while in the program, and to get better access to care for clients.   
 The state involves itself in the Healthy Start program by contracting with its contractors, 
negotiating budgets, gathering data, monitoring the program, analyzing data, conducting limited 
outreach to attract pregnant women to the program, as well as other activities.  The target 
population of the program is pregnant and postpartum women below 185% of the federal poverty 
level living in CT, and any other children of the woman younger than three years of age.  The 
input column shows the amount of money and resources it takes to operate the program. 
 The state level makes a number of assumptions about its environment, the potential for 
the program to be successful, and the role and performance of contractors.  The program assumes 
that clients need case management, in concurrence with the federal demonstration projects.  In 
fact, when meeting with the evaluation team, the state and contractors all stressed the importance 
of case management to the success of the program.  In the federal demonstration projects, the 
importance of case management was also stressed and proven.   
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 The state’s role in the program is primarily one of funding the contractors and one of 
oversight.  The state makes a number of assumptions about its contractors.  Overall, the state 
assumes that the contractors are appropriate in their interactions with clients.   Specifically, the 
state assumes that the contractors appropriately screen the pool of pregnant women for risk, 
contractors’ efforts at outreach are effective, and that contractors hire appropriate staff.  The state 
also gives contractors a great deal of latitude in determining exactly how the program will be 
implemented.  With this latitude, though, comes the assumption that the contractors are 
implementing the program appropriately and consistently over time, and that the differences in 
program implementation between contractors are not significant enough to jeopardize the 
integrity of the program.   
 The program is designed so that the state contracts with certain organizations to run the 
program.  These “contractors” can in turn subcontract with other organizations and health care 
providers to provide services to clients.  The state assumes that the contractors are able to not 
only run their own program, but have the time and resources to contract out some of the services 
to subcontractors.   Further, the state assumes that the contractors are appropriately monitoring 
subcontractors and that the contractors take responsibility for the administrative tasks that the 
subcontractors need to do.   
 Perhaps the most relevant assumption, in terms of this evaluation, is the assumption that 
the contractors and subcontractors have the resources to appropriately report to the state the data 
the state requires of them, an assumption that is borne out in the contractual agreements between 
the state and its contractors.  The program, as structured, assumes that contractors will hand over 
to the state appropriate data that would allow the state to analyze the effectiveness of the 
program, and that subcontractors will also provide to their contractors (or that contractors will 
help the subcontractors provide) good quality data.  In the federal Healthy Start demonstration 
projects, sites had difficulty collecting appropriate data.  Thus, this assumption may not and in 
fact, is not (as will be seen in later chapters) to be a good assumption.



Program Logic Model of the Healthy Start Program, State Level, 2006 

Goals 
 

Assumptions 
 

Activities 
 

Target 
Population 

Inputs 
 Outputs Outcomes 

Primary--Better 
birth outcomes. 
 
Savings to health 
care system as a 
result of better 
birth outcomes. 
 
While in the 
program, clients 
make health a 
higher priority for 
themselves and 
their family. 
 
Positive 
unintended 
consequences: 
• effect on 

community 
• improved 

long-term 
health of 
clients and 
families.   

 

Information will improve pregnant/post-partum 
women’s access to care. 
 
There exist uninsured women in CT  
Assistance will help the uninsured get insurance 
and care 
 
Pregnant and post-partum women need expedited 
coverage 
 
Case management is needed.  (Case management 
stresses appointment management, education) 
 
Case management will allow the women to better 
make appointments and access care 
   
In order to impact health care, one needs to 
consider a woman's situation holistically (basic 
needs, social supports, financial assistance, etc.) 
 
Contractors will be able to assess their 
communities and target appropriate women.   
 
Contractors will appropriately screen the pool of 
pregnant women for risk. 
 
Contractors will hire appropriate staff (with 
appropriate skills and credentials).   
 
Contractors will subcontract with appropriate 
organizations. 
 
Contractors will monitor subcontractors. 
 
Contractors will take responsibility for 
administrative tasks that the subcontractors need 
to do.   
 
Contractors and subcontractors have enough 
resources to implement the program appropriately. 

Contracting with 
contractors. 
 
Negotiating budgets. 
 
Data gathering/ 
monitoring. 
 
Data analysis. 
 
Outreach to attract 
pregnant women into 
program (e.g., 
distributing 
pamphlets, create ties 
with other nonprofits 
and providers). 
 
Inform potential 
clients about 
program. 
 
Screen clients for 
qualification and risk. 
 
Provide application 
assistance and 
application follow-up 
(with DSS). 
 
Getting participants 
better access to care. 
 
Educate women on a 
variety of issues 
(nutrition, parenting 
skills, etc.) 

Pregnant or 
postpartum women 
< 185% poverty 
living in CT 
 
Enrolled women’s 
children <3 years 
 
Actual target 
population is 
defined by 
contractors and 
subcontractors. 
 
Highest risk 
women have 
priority. 
 
 
 
 
 
 
 
 
 
 
 
 

$1.43 million from 
state, annually.  State 
appropriations 
 
$200,000 from DPH 
to DSS for inclusion 
in the HS contracts 
(DPH gets program 
data) 
 
.05 FTE of Director 
of Managed Care's 
time 
 
.6 FTE of Health 
Program Associate's 
time 
 
IT support as needed 
 
Contract support as 
needed 
 
Financial reporting 
support as needed 
 
Space for state-level 
staff 
 
 
 
 
 
 
 
 
 
 
 
 

Number of 
referrals to 
program 
 
Caseload 
 
Existence of a 
database.   
 
Risk 
screening 
files 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Birth outcomes. 
 
Woman had the 
birth outcome 
that she desired. 
 
Family members 
receive timely 
well-care visits. 
 
Immunization 
rates of children 
increases. 
 
Decrease in 
uninsured 
pregnant 
women. 
 
Decrease in 
uninsured 
among pregnant 
women's 
families. 
 

7 
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C.  Site-Level Program Description 
 Programs with multiple sites, like the CT Healthy Start Program, run the risk of having 
sites that provide a dissimilar array of services.  That is, programs with multiple sites sometimes 
provide an array of services so dissimilar that the sites cannot be described as operating under the 
auspices of a single program.  To assure the evaluation team that the sites are providing services 
to clients in a similar fashion and that the program has integrity with respect to consistency, the 
evaluation team visited each of the contracting sites and all of the subcontracting sites that 
provide the full array of services.   
 The evaluation team interviewed the program director, and at times, other staff, at each of 
the sites.  The goal of the interviews was to become familiar with the program, determine 
whether program personnel saw the state-level program theory as being the best theoretical 
description of their program, and to create a PLM for each of the sites as a way of describing the 
sites’ program.  Appendix A includes the PLMs for each of the sites.   
 

1.    Site-Level Program Theory 
 With respect to the Program Theory, each of the sites perceived the state’s program 
theory as applying to their program.  None of the programs recommended any changes to the 
Program Theory, despite the evaluation team’s encouragement to the program administrators to 
modify it to their satisfaction.  While the lack of changes to the state’s Program Theory may have 
come from site-level administrator’s sense that since the program theory originated at the state 
level, that the program administrator should not modify it, it seemed that there was a real buy-in 
to the Program Theory as presented.  The programs seemed to appreciate that case management 
was central to the theoretical chain to which the Program Theory refers. 
 

2.    Site-Level Program Logic Models 
 Connecticut’s Healthy Start program operates at multiple sites.  The model for the 
program is that the state provides funding to “contractors.”  The contractors serve two functions 
– they all provide services directly and subcontract with other entities that provide services to 
clients.  The contractors are located in the New Haven Health Department, the Bridgeport 
Department of Social Services, Norwich United Community Family Services, StayWell Health 
Center, and the Hartford Department of Health and Human Services.   The following table lists 
the program’s contractors and subcontractors. 



 

 

Program Contactor Subcontractors  
 

New Haven  
   New Haven Health Department  
 

• Community Health Center  

Bridgeport  
   Bridgeport Department of Social 
Services 

• Stamford Hosp Ambulatory 
Center 

• Family & Children’s Agency 

Norwich 
   United Community Family 
Services 
 

• L & M Hospital  
• Day-Kimball Hospital 
• Stephen Rahab MD Women’s 

Hlth Ctr  
• Generations Family Health 

Center 
Waterbury 
   Staywell Health Center 
 

• Naugatuck Valley Health 
District  

• Family Strides, TAHD  
• Family Network of Western 

CT  
Hartford 
  Department of Health and Human 
Services 
 

• Hispanic Health Council 
• Bristol Community 

Organization  
 

 
 

Because the program operates at multiple sites and to a large degree the sites are 
autonomous, the evaluators were concerned that differences between sites in services offered 
could threaten the integrity of the program.  Thus, a program logic model was developed for each 
site.  The basis for a site’s PLM was an informal interview conducted by a member of the 
evaluation team with the director of the Healthy Start site and at times, other personnel.  Each of 
the PLMs was created independently of the other.  No contractors or subcontractors had seen the 
PLM of other sites.   

In the course of the interviews, not all questions were asked in identical ways.  The goal 
of the informal interviews was to create the PLM for the site and to get program personnel to 
discuss the program with the evaluation team, a goal accomplished at all of the sites.  Interviews 
usually lasted approximately 2 hours and were on-site.  

Dr. Daponte met with each of the contractors.  She took responsibility for the creation of 
the PLM for each of the contracting sites.  Mr. Peter Wood had primary responsibility for 
creating the PLM for the subcontractors.  Although he attended the sessions with most of the 
contractors with Dr. Daponte, he did not have primary responsibility for those PLMs.   

 
 
 

9 

 



Organizational Structure of Connecticut’s Healthy Start Program, 2006 
 

The interviews began with a description of what a program logic model is, intended to 
educate the contractors and subcontractors about the utility.  Then, the contractors and 
subcontractors were asked probing questions that would enlighten the contents of the columns of 
the model.  The interviews were conducted with the use of a laptop computer and the contractors 
and subcontractors could see how the model was being completed.  Shortly after the completion 
of the interview, the evaluation team reviewed the PLM and cleaned it up to avoid redundancies, 
confusing wording, etc.  The final PLMs for each site are presented in the appendix to this 
chapter.   
 

D.   Discussion 
 The following observations and recommendations are made based upon the informal 
interviews and final program theory and program logic models.   
 
Observations: 
• Between the sites, the program seems to be consistently delivered to clients.  While some 

sites differed from others in exactly how the program was administered (e.g., Bridgeport 
seemed to be doing a greater degree of grass-roots community outreach than other sites), the 
sites delivered the program with enough consistency that the program has integrity.   

10 
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• Program personnel seemed exceptionally committed to the program.  At all sites, 

program personnel seemed to be delivering the program beyond the terms of their contract.  
This extraordinary commitment usually took the form of working long hours and not 
charging the program for additional work.   

 
• For nearly all of the sites, the state funding was being supplemented by in-kind 

contributions from the agency, other funding sources (e.g., New Haven receiving federal 
funds), and uncompensated time from the program’s paid staff. 

 Nearly all sites reported that the program benefits from in-kind contributions.  
Nearly all agencies housing the program provide to it rent and operational support.  For 
example, most sites receive financial services, supervisory support, IT support, 
computers, supplies, custodial services, rent, and other overhead services.  The cost of 
these services is not passed on to the program because program personnel believe that 
doing so would decrease the amount of women served and possibly the quality of 
services provided.  In this sense, while the state supports the program at a level of 
approximately $1.4 million per year, the true cost of the program exceeds what the state 
supports.   
 Further, in particular, all sites, except New Haven, remarked and seemed 
frustrated at how little support they were getting from the state level for 
information technology. (New Haven receives funding from the federal Healthy Start 
program, some of which is used to support .5 FTE for data entry and information 
technology.)   These sites expressed a desire for additional support for information 
technology.  Most sites reported that IT support was an in-kind contribution to the 
program incurred by their agency.  Most sites strongly felt that the support from the state 
in this respect was insufficient, that the state had changed reporting requirements over the 
years multiple times, and that consistency and support was needed.  One site, Danbury, 
had been closed essentially because a small non-profit was hosting the program and the 
organization was unable to make the in-kind contributions necessary to sustain the 
program.   

 
• Programs seemed to regard data demands from the state a barrier to providing 

services.  Program staff feel that if they were to devote enough time to data issues they 
would need to decrease services to their clients.   

 
• One site was concerned with the lack of support for translation of program services into 

languages other than Spanish.  Indeed, the program assumes that applicants speak English.  
While some sites have the ability to provide services in Spanish, in some service areas, 
languages other than Spanish and English are spoken.  According to site personnel, there is 
an unmet need for translation services.    
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• At the time of the interviews, the same eligibility criteria were not being applied 

throughout sites.  Although the program is to serve women and their young children below 
185% of the federal poverty threshold, at least one site reported the income threshold as 
150% of poverty.  Further, there seemed to be inconsistencies with regards to whose income 
in the household to include when calculating the poverty threshold, especially in situations 
where an unmarried pregnant woman is living with the father of the child.  This point was 
raised by the evaluators with program personnel at the state level as soon as it was 
discovered, and a conference call ensued.  There seems to have been an attempt at the state 
level to clarify with the sites the exact criteria that should be used.   

 
• Program personnel felt that there were insufficient resources provided for community 

outreach.  They felt that there were women in need who were not availing themselves to the 
program because the program had not reached out to them.  

o Outreach seems to be conducted on an ad hoc basis.  Some sites are committed to 
conducting outreach, actively meeting with community groups, while other sites use 
passive measures such as the availability of brochures on the program, as the primary 
form of outreach.   

 
• Some program administrators questioned whether the planned intervention occurred 

too late.  They pointed to literature that suggests that the mother’s health and mental status 
prior to pregnancy determines in part the success of the pregnancy.  Some think that the state 
should be sponsoring interventions to at-risk communities that would improve the health 
status of young women overall, rather than waiting for a pregnancy to occur.    

 
Recommendations: 
• The program’s paid staff should not be relied on to donate their time to the program as 

a long-term solution to the underfunding of the Healthy Start program.  Further, the 
agencies housing the Healthy Start sites should be reimbursed for the substantial in-
kind contributions that were reported to the evaluation team.   

 
• The state should revisit the data that it needs from the sites.   
 
• Unless outreach is successful and persuasive, the program will simply have in it a 

preponderance of women who would have tried to have healthy pregnancies, even in the 
absence of the program.  This selection bias would weaken the impact of the program.   
Yet, as Chapter 4 shows, the program seems to have a considerable impact on its 
clients.   
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SITE-LEVEL PROGRAM LOGIC MODELS 

CONNECTICUT  
HEALTHY START PROGRAM, 2006 
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Bridgeport 
(Primary Contact:  Iris Molina, Director) 

 
Goals Assumptions Target 

Population 
Inputs Activities Outputs Outcomes 

To get all prenatal 
women and children 
properly covered by 
health insurance.   
 
To get information and 
referral to women and 
their families for other 
needed services 
 
To provide wraparound 
services for prenatal 
women. 
 
Healthy babies. 
 
Provide clients with a 
one-stop resource when 
seeking assistance.   
 
Make a mother more 
conscious of her and her 
family’s health in short-
term and long-term 

Women will continue to 
get pregnant 
 
Women can’t afford access 
to health care 
 
Outreach is effective even 
though it is occurring at 
the community 
organization level. 
 
All services referred to 
client are available to 
client. 
 
Clients actually need case 
management.   
 
Clients have transportation 
to non-medical services.   
 
DSS knows the current 
address of clients.   
 
Clients know about change 
of address being filed with 
Post Office 
 
Services can be provided 
continuously.   
 
People get their mail.  
(Some don’t get their 
mail.) 
 

Prenatal women 
and children up to 
age 3.  
  
Greater Fairfield 
County region—
Bridgeport, 
Stratford, 
Trumbull, Monroe, 
Southport, 
Fairfield. 
 
Will serve anyone 
who comes through 
door-- have served 
as far as 
Torrington. 

Experience of 
program personnel.   
 
The program’s and 
staff’s connections 
with community 
 
Grants.   
 
1 data entry person, 
.65 FTE 
 
1 bilingual case 
manager, .5 FTE 
works 40-55 hours 
per week 
 
1 case manager, 1.0 
FTE 
 
1 Program Director. 
Director, .6 FTE, 
works 50-60 hours 
per week.  (does 
reporting, oversight 
of subcontractors and 
outreach) 
 
Budget person, .3 
FTE 
(No outreach workers 
budgeted.) 

Take application  
 
(Clients find out 
about the program 
through word-of-
mouth, DSS, flyers, 
community fairs.) 
 
Screen clients.  Put 
in intake report.   
 
Assess client’s risk. 
Collect copies of 
documents (e.g., 
birth certificates) 
 
Provide case 
management 
 
Refer client to 
appropriate 
resources and 
agencies 
(e.g., Day care, 
ESL, food 
vouchers, home 
visits) 
 
Partner with 
Nurturing Families 
Network through 
the Parenting 
Academy (for first 
time mothers) 

Reports 
 
Client files 

Healthy babies 
(lower infant 
mortality rate,  
healthy birth 
weights) 
 
Income-eligible 
women stay on 
assistance 
 
Women who 
need ESL take 
classes 
 
Female Food 
Stamp 
participants get 
employment 
&training 
 
Mother becomes 
more conscious 
of her and 
family’s health. 
 
Lead abatement, 
lead awareness. 
Women take 
advantage of 
referred services. 
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Goals Assumptions Target 
Population 

Inputs Activities Outputs Outcomes 

State can input information 
in time. 
 
Man is not involved or 
does not need services. 
 
BSS cannot determine 
eligibility.   
 
Women inform HS of all 
children in household. 
 
Needy pregnant women 
speak either Spanish or 
English (63 
languages/dialects in 
greater Bpt area) 
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Bristol Community Organization 
(Primary Contact:  Tanya Ledesma) 

 
Goals 
 

Assumptions 
 

Target 
Population 

Inputs 
 

Activities 
 

Outputs 
 

Outcomes 
 

Empower 
expectant moms 
and families; link 
to resources 
necessary for 
better quality of 
life. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Linkages and 
collaborations with 
other resource 
providers would 
not exist without 
HS program. 
 
Housing, basic 
needs may not be 
met without 
referrals from 
Healthy Start. 
 
Applications may 
not be completed 
or expedited 
without HS 
assistance. 
 
 
 
 

Low-income 
expecting families 
(have seen an 
increase in middle 
class families now 
eligible due to 
layoffs, etc). 
 
Low income = 
<150% of federal 
poverty level, 
family includes 
mom, previous 
children if any, 
partner for 
HUSKY 
insurance; no 
income eligibility 
for HS program 
per se. 
 
Geographic area 
served: Greater 
Bristol area (and 
anyone who walks 
in door)  
 
 
 
 
 
 
 
 
 

Former direct 
grantee 3-4 years 
ago; State grant 
$38k, 1FT bi-
lingual case mgr 
(80% salary and 
benefits to this 
program); 
telephone, office 
supplies, postage, 
insurance, travel. 
 
In-kind supports: 
rent/overhead, 
supervisory 
support, 
accounting, 
finance, 
supervisor’s time. 
 
Bilingual job 
description 
important asset. 
 
 
 
 
 
 
 
 
 
 
 
 

Collaborate w/ Parent 
and Child Center 
program from Bristol 
Hospital for pregnant 
moms, has Nurturing 
Connections grants 
which provides home 
visits for expecting/new 
first time moms. 
 
Maternal Child and 
Health Initiative - 
provides education on 
breastfeeding, fetal 
development, labor and 
delivery// and bilingual 
training. 
 
Baby fair once/year at 
Maternal and Child 
Center housed through 
Bristol Hospital to 
educate parents about 
products, services and 
resources available 
locally. 
 
Tanya only staff person, 
so not able to do home 
visiting through this 
grant, unless postpartum 
to register baby at 
hospital. 
 
Emergency fund for 

Data collection sheet 
for Human Services 
Infrastructure, reports 
sent to DSS/HIS 
quarterly. 
 
HS database reported 
monthly and 
quarterly; monthly 
report to Maternal 
Child and Health 
Initiative Program - 
collaboration w/ 
Parent and Child 
Center w/ Bristol 
Hospital. 
 
Monthly report to 
BCO. 
 
Maintain individual 
client files. 
 
OB/GYNs monthly 
meetings attended by 
HS staff; provider 
network meetings 
attended monthly; 
Healthy Families 
Coalition monthly 
meetings. 
 
 
 
 

Homeless mothers 
enter a housing 
program. 
 
Mothers become 
educated about 
pregnancy and how 
pregnancy 
outcomes are 
affected by 
lifestyle choices. 
 
Women learn how 
to budget money 
through budgeting 
classes. 
 
Referral/linking to 
home visiting 
program w/ Parent 
Child Center case 
managers, WIC 
program as referral 
and outreach 
source. 
 
HS participants 
take advantage of 
the adult education 
classes BCO offers.  
 
Participants are 
linked to other 
community 
resources.   
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Goals 
 

Assumptions 
 

Target 
Population 

Inputs 
 

Activities 
 

Outputs 
 

Outcomes 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

diapers, furniture, 
consignment store. 
 
Baby baskets given out 
when parents register 
children, birthday cards 
after 1st year. 
 
Gift certificates for lack 
of food. 
 
Complete application 
and screening for 
depression, oral health, 
smoke cessation 
OB/GYN referrals who 
take HUSKY, child care, 
and housing. 
 
Xmas and Easter 
programs for toys and 
baskets, coat run for 
babies. 
 
Do seminar w/ Tunxis 
Comm. College 
quarterly for 1st year 
Human Services 
students. 
 
Plainville Food Pantry 
outreach visits. 
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Danbury  
 (Primary contact:  Sue Giglio, Director of Healthy Start Program) 

 
Goals 
 

Assumptions 
 

Target 
Population 

Inputs 
 

Activities 
 

Outputs 
 

Outcomes 
 

Editorial 
statement: 
forever 
changing; no 
consistency due 
to constant 
change in how 
the program is 
administered 
and contracted. 
 
Healthy births 
ultimately the 
goal; deterring 
premature 
deliveries or 
worse. 
 
Linking clients 
to appropriate 
and needed 
health related 
services, i.e. 
necessities, 
including 
nutrition and 
wellness. 
 
 
 
 
 
 
 
 

State can initiate 
and provide 
resources in 
beginning and 
community will 
be able to sustain 
it as dollars are 
reduced. 
 
X number of 
families and 
pregnant women 
w/out health 
insurance will 
access a state 
system to pay for 
it, independent 
of transportation 
and other 
obstacles to 
accessing 
system.  
 
 
 
 
 
 
 
 
 
 
 
 
 

Below 150% of fed. 
poverty level  (Adults 
in household with 
income and unborn 
children and 
documented 
dependent children 
determine household 
income level) 
 
Uninsured poor 
women.   
 
Children zero to ??, 
sometimes 3, 
sometimes 2, 
perpetually changing. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

$7000 state grant initially 
went to $30k by year end 
(2005/06) which made 
fiscal and service planning 
difficult; as contracted w/ 
state (4-5 years ago) 
contract was $200k which 
assumed full complement 
of services, this 
expectation didn't change 
over time as funding 
changed. 
 
In-kind: ingenuity to adapt 
to quickly changing 
funding requirements; in-
kind translation services 
on days case mgr not 
present; 
In-kind core 
administrative support, 
and information and 
referrals (not quantifiable - 
changed over time); risk 
mgmt insurance (D&O 
and professional liability), 
legal advice through BOD 
for high risk OB, etc; 
office equipment/ 
systems/supplies. 
  
Grant covered 15 hrs./wk 
of case mgr and 2 hrs of 
supervisor (supervision, 
training and support); 

Interfacing w/ prenatal 
programs; networking w/ 
counseling and support 
community-based 
prenatal programs (WIC, 
PP, HopeLine, food 
banks, other social 
services/family  support 
orgs) 
 
Community education 
and outreach through 
community events (e.g., 
health fairs and cultural 
events, school systems 
and PTO open houses, 
kindergarten 
registrations). 
 
Application assistance, 
advocacy.  Other 
experienced staff would 
act as 
consultants/advisors to 
support and educate HS 
staff in navigating the 
health care system and 
state eligibility 
requirements; HS staff 
would have info that 
local DSS staff didn't yet 
have. 
 
Advocating w/ private 
health providers to take 

Program 
literature, case 
mgmt files, 
reports to 
contractor and/or 
state, data 
collection and 
recording, 
community 
events, 
newsletters w/ 
community 
partners. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Number of healthy 
full term 
deliveries, healthy 
birth weight (5lbs 
and up) 
 
Participants have 
knowledge to 
access resources 
for future family 
health, getting 
newborn covered 
through insurance, 
education for why 
aftercare is so 
important for 
mom and child. 
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Goals 
 

Assumptions 
 

Target 
Population 

Inputs 
 

Activities 
 

Outputs 
 

Outcomes 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

4hrs/mo of director's 
oversight 
 
 
 
 
 
 
 
 
 
 
 
 

clients for prenatal care 
and other medical needs, 
informing clients of other 
resources that have direct 
bearing on birth 
outcomes, i.e. WIC, food 
stamps; if not eligible for 
Healthy Start, still 
assisting clients w/ info 
and resources for 
nutrition, vitamins, 
importance of health, 
home safety. 
 
Alternative care if self-
payer at hospital clinic. 
 
Helping w/ money mgmt, 
time mgmt to make 
prenatal care a priority. 
 
 
Preparation for newborn, 
education on newborn 
care; resources for the 
newborn, family 
relationships, housing 
needs. 
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Hartford Department of Health and Human Services 
(Primary Contact: Leticia Marulanda) 

Goals 
 

Assumptions 
 

Target 
Population 

Inputs Activities 
 

Outputs 
 

Outcomes 
 

Prevention of 
infant mortality 
and low birth 
weight. 
 
Enroll MA-
eligible children 
into MA 
 
Facilitate access 
to care for all 
families in 
Hartford. 
 
Improve the 
well-being of 
families in 
Hartford. 

Every woman in 
Hartford needs 
services.  
  
Case 
management will 
improve IMR 
and birthweights. 
 
(In fact, though, 
pre-conception 
health affects 
birth outcomes.) 
 
HUSKY is not 
reaching out to 
all eligible 
children.   
 
Parents want to 
enroll their 
children.  (In 
fact, though, 
there are children 
eligible for the 
program but their 
undocumented 
parents hide their 
citizen children.) 
 
MIOP program 
continues. 

All towns that they 
are supposed to cover 
in HS document.  
 
There are 17 
neighborhoods, 2 are 
non-residential.   
 
HS covers 11 
neighborhoods plus 
surrounding towns.   
 
The remaining 4 
neighborhoods are 
covered by the 
Hispanic Health 
Council.   
 
Household income, 
according to state 
guidelines, based on 
what person is telling 
us.   

HS monies from state.   
 
Funding of MIOP. 
   
City donates space, phone 
lines, use of city vehicles, 
fax lines. 
 
City pays for computer 
equipment, IT support 
 
Out of the 10 workers, if 
time contributed is added, 
then there is about 3 days 
a week being donated to 
the program.   

Once call comes in to 
referral line, a client is 
assigned to caseworker.   
 
If living outside in a 
Hispanic Health Council 
neighborhood, then that 
person is referred there.   
 
Outside of city, people 
call Infoline.  Also get 
cases through clinics.   
 
Get referral.  A referral 
form is filled out.   
 
Client is matched to best 
worker for client.   
 
Worker gets in touch 
with client somehow.  
(Often, phone numbers 
are bad.) 
 
Worker sets up 
appointment.  About 65% 
end up setting up an appt 
with HHS.  (Client could 
have moved, been 
referred to another HS, 
gone "home," 
miscarriage, abortion, 
refused services, or were 
not actually pregnant.) 
 
The worker meets with 
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Goals 
 

Assumptions 
 

Target 
Population 

Inputs Activities 
 

Outputs 
 

Outcomes 
 

client.  Assessment is 
done using form. 
 
Caseworker writes up 
assessment. 
 
If a person is needy, 
they're assigned a case 
manager.  (About 400-
500 cases opened a year 
with a case manager who 
does home visits).   
 
A prenatal progress note 
is filled out in every 
home visit. 
 
Some cases only get 
phone calls, remote 
support.   
 
Before delivery, all visits 
are documented. 
 
For those families that 
need it, case worker 
makes home visits.  
 
After baby is born, the 
Outcome Information 
sheet is completed.   
 
Everybody gets a home 
visit after baby is born, 
even those cases that 
weren't receiving home 
visits before.   
For needy cases, the 
intervention continues 
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Goals 
 

Assumptions 
 

Target 
Population 

Inputs Activities 
 

Outputs 
 

Outcomes 
 

throughout the first year, 
but only for those most 
critical cases.   
 
Close out information 
sheet-- summarizes 
intervention. 
 
Case conferences.  Once 
a month, every worker 
completes a sheet for 
every prenatal client.  
Evelyn, the supervisor, 
goes to the clinics to meet 
with the nurses there, and 
they discuss the cases.   
If mother has HIV, 
program works with 
mother on prescription 
adherence 
 
1 worker assigned to 
emergencies at all times.   
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Hispanic Health Council 
(Primary contact:  Grace Damio, Director of Healthy Start Program) 

 
Goals 
 

Assumptio
ns 
 

Target 
Population 
 

Inputs 
 

Activities 
 

Outputs 
 

Outcomes 
 

Initial program 
concept was infant 
mortality and 
home visiting; 
overall goal to 
promote positive 
birth outcomes and 
maternal and 
infant  
 
To increase health 
insurance 
coverage; increase 
access to health 
care for mother 
and baby. 
 
To make referrals 
to clinical care. 
 
Reduce barriers to 
accessing and 
utilizing care. 
 
To increase self-
care and capacity 
for self-care 
among clients. 
 
Increase clients’ 
ability to care for 
their infants. 
 
 

Maternal and 
infant health 
can be 
improved 
through the 
strategies the 
program 
uses. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Low income 
(<185% of 
poverty) pregnant 
women and their 
infants who are 
identified based 
on need for 
program services. 
 
Neighborhoods 
that suffer 
disproportionately 
from health 
disparities; 
intensive focus on 
4 neighborhoods 
in Hartford and 
outlying towns in 
2 DSS regions 
(see list). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

State grant: $117k; $30K 
from DPH; $82K Hartford 
Hospital; $54K United 
Way; $5K from Hartford. 
Courant Foundation (covers 
Healthy Start/"Comadrona" 
program) 
 
Staff time covered by above 
sources: 10% of director’s 
time; 15% time of assoc. 
program director 
(coordination and 
supervision); 1FT Sr. Case 
Mgr; 3FT case mgr/health 
educators; 1FT outreach 
asst; majority of overhead 
and supplies, etc covered. 
 
In-kind supports: small % 
of: Executive 
Director/President of 
organization, HR, IT, 
finance supports, reception, 
custodial, audit, And some 
rent/overhead. 
 
HHC provides food pantry, 
relationships that bring 
basic needs donations, 
organic produce through 
relationship w/ farm. 
 
Strong IT base and 

Case finding (outreach) - 
establishing and 
maintaining referral 
sources; presence at 
health fairs, etc, intensive 
follow-up on referrals 
including home visits to 
find clients. 
 
Case mgmt: 
comprehensive 
psychosocial assessment, 
care plan development, 
service provision based 
on needs identified in care 
plan/ referrals to outside 
services including 
insurance, clinical care 
and other needed 
services// inside supports 
for basic needs - nutrition, 
etc 
 
Referral, follow-up and 
advocacy//  
 
Health education a major 
focus - 20 + topics related 
to maternal and infant 
health and well being. 
 
Address social support 
needs; people are isolated 
- provide direct support 

Referrals and 
intakes, care 
plans and 
progress notes 
are electronically 
documented.  
 
Reports are 
produced for 
each funder at 
required periods, 
outreach 
activities are 
documented. 
 
Timesheets and 
payroll reports. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Process outcomes: # 
of referrals followed 
up, # of clients 
registered/served and 
all related activities, 
#s connected to 
health insurance, # 
connected to clinical 
services, # screened 
and referred to social 
support, smoking, 
depression/other 
mental health issues, 
oral health, domestic 
violence, other 
services received. 
 
# of health education 
topics covered/client; 
no capacity to 
measure intermediate 
and long-term 
outcomes. 
 
Increased knowledge, 
increased/ improved 
self-care, increased 
access to care and 
services, improved 
utilization of those 
services. 
 
Improved health 
outcomes, family 
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Goals 
 

Assumptio
ns 
 

Target 
Population 
 

Inputs 
 

Activities 
 

Outputs 
 

Outcomes 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

comprehensive access 
database, therefore intake 
and documentation system 
very comprehensive. 
 
Other HHC programs are 
strong supports to clients: 
breastfeeding/peer 
counseling program, food 
stamp outreach program, 2 
parenting support programs, 
host Mayor's Healthy 
Communities Initiative - 
navigation system for 
facilitating entry into 
primary care for uninsured 
Htfd residents. 
 
External supports: strong 
relationship w/ clinical 
provider where most clients 
go; strong referral network 
throughout target area. 
 
Real sense of trust among 
community members, word 
of mouth referrals from 
other clients; long history of 
credibility as program and 
agency. 

and strengthen their 
support networks. 
 
Depression scale and oral 
health questions and 
assess for access for oral 
health care and make 
referrals. 
 
Some level of group 
support through holiday 
activities, donations of 
turkeys, Xmas gifts, 
family network in 
Simsbury and does X - 
cultural exchange - brings 
foods and do activities 
2X/year. 
 
Entering data and 
supervision are significant 
activities. 
 
Continue training for 
staff. 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

stability, improved 
child development. 
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Middletown  
(Primary contact:  Amy Gagliardi, Maternal and Infant Program Coordinator) 

 
Goals 
 

Assumptions Target 
Population 

Inputs 
 

Activities 
 

Outputs 
 

Outcomes 
 

Positive birth 
outcomes 
 
 
 
 
 
 
 
 
 
 
 
 

Anyone who walks 
through this door will 
change behaviors due to 
education and learning. 
Positive regard creates 
environment for people 
to listen, accept 
information that will 
improve birth outcomes. 
 
Education/ information 
will help mothers do 
what's right for their 
children by changing 
behaviors. 
  
Most people want to do 
the right thing and HS 
services can be a 
conduit of change for 
people. 
 
 
 
 
 
 
 
 
 
 
 
 

At risk, 
un/underinsured 
low-income 
pregnant women, 
under 185% 
federal poverty 
level (access to 
care workers apply 
state/fed guidelines 
for income 
eligibility).  
 

$55k? State grant - 
varies often - to 3 
health centers 
(Middletown/ 
Clinton/Meriden 
CHC offices); a 
chunk supports 
data collection 
system/retrieval/ 
transference 
system. 
 
In kind supports: 
CHC budget 
supports 
rent/overhead, all 
personnel not 
covered, IT, etc. 
 
Deep 
roots/community 
relationships with 
other agencies, 
hospitals, services// 
advocacy an 
important 
component. 
 
 
 
 
 
 
 

Application 
assistance, care 
coordination, case 
mgmt services, 
linkages/referrals, 
high risk case 
management, small 
amount of home 
visitation. 
 
Appointment 
assistance as early 
as possible in 
pregnancy.   
 
Assist clients in 
accessing prenatal 
care, whether 
through 
Community Health 
Center or 
otherwise. 
 
Provide 
appropriate 
referrals. 
 
Do a psycho/social 
risk assessment 
and based on 
outcome, do 
additional referrals 
and linkages, i.e. 
dental, smoking 
cessation, 

Apps to RPU, 
quarterly reports to 
contractor/DSS; 
database 
maintained, 
screens/risk 
factors, postpartum 
info gathered and 
documented, intake 
info, patient 
contact info in med 
charts. (DPH used 
to come review 
charts when a fully 
funded program (5 
years ago) 
 
 
 

Number of preterm 
births and % of 
low birth weights 
is measurably 
lower compared to 
prior years local, 
state and national 
averages, breast 
feeding rates are 
significantly higher 
than general 
population in 
incidence and 
duration; dental 
and depression 
screening and 
interdepartmental 
coordination has 
ease of early access 
to care. 
 
Periodontal disease 
and maternal 
depression are risk 
factors for low 
birth weight and 
preterm birth. 
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Goals 
 

Assumptions Target 
Population 

Inputs 
 

Activities 
 

Outputs 
 

Outcomes 
 

behavioral health 
services, WIC, and 
domestic violence. 
 
Assist w/ entry into 
childbirth 
preparation classes, 
lactation education, 
nutrition, DV 
screen, alcohol and 
sub abuse screen 
and referrals, SIDS 
education, 
language/reading/ 
linguistic barriers/ 
competencies. 
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Naugatuck Valley Health Department 
(Primary Contacts:  Debbie Horvath, Program Director, and Peggy Marlowe, Nurse) 

 
Goals 
 

Assumptions 
 

Target Population Inputs 
 

Activities 
 

Outputs 
 

Outcomes 
 

To improve 
access to 
prenatal care for 
uninsured 
pregnant 
women/children
. 
 
Improve birth 
outcomes 
through earlier 
access to care. 
 
Identify 
potential risk 
factors through 
assessment to 
both mom and 
child.   
 
 
 
 
 
 
 
 

Early prenatal 
care will 
improve birth 
outcomes. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Individuals and families 
who meet financial 
eligibility - at or below 
185% of fed. poverty 
guideline, based on # of 
family members. 
 
Definition of DSS 
"assistance unit": based on 
income from pregnant 
woman, husband if married 
and living with her, unborn 
child, other children 
residing with her. 
 
Minor child to age 3 
eligibility based on mom's 
income, other children, 
father of child if residing in 
household.    
 
Unmarried pregnant teens: 
minor pregnant child's 
income, parents’ income.  
Family size includes above 
plus other children parents 
supporting in home under 
18. 
 
Pregnant unmarried women: 
her income and unborn child 
(ren) and other children of 
hers in home. 
 
Uninsured/ underinsured 

State grant of 
$11,000 applied to 
7hrs/wk of public 
health nurse who 
does appointment 
assistance & 
limited case mgmt/ 
referrals, 
salary/benefits; 
mileage, postage, 
health ed materials.  
 
Amendment to 
funding for 05/06 
year provided 
upgraded 
technology-- 2 
computers, 
printers, monitors, 
AV program for 
moms, pamphlets/ 
brochures. 
 
In-kind: facilities, 
rent/phone, 
supplies, IT 
support, director's 
time for oversight 
and data entry (1-2 
hrs/wk), additional 
public health nurse 
time (extra 3-
5hrs/wk on 
average); business 
mgr who prepares 

Application assistance, 
assessment, just-in-time 
counseling, referral 
process, phone 
assessment and 
information re: 
documentation, submit 
applications.  
 
Follow-up with client 
for documentation, 
individual needs and 
referrals - smoking 
cessation, drug/mental 
health referrals, etc., 
discussion of 
entitlements through 
HUSKY. 
 
Limited follow-up by 
phone w/ risk.  
 
High risk moms 
referred to Healthy 
Families/ Birmingham 
Group (mental health 
facility).   
 
Limited case mgmt 
services; assistance 
with scheduling 
appointments due to 
language barrier or 
other limitations. 
 

Other agencies, 
Griffin Hospital 
and physician 
referrals of 
clients.   
 
Valley Council 
of Health and 
Human Service 
Agencies 
recognition.  
 
Calendars issued 
to library, town 
agencies, other 
agencies, cable 
access channel.   
 
File monthly 
reports to 
Staywell; 
applications to 
the RPUs; 
participation in 
quarterly 
HUSKY 
meetings; 
maintain client 
files; computer 
files; brochures. 
 
 
 
 
 

Mother’s birth 
outcomes.   
 
Number of prenatal 
visits attended. 
 
Referrals for 
postpartum checkup.   
 
Number of successful 
referrals to 
pediatricians.   
 
Amount of assistance 
provided through 
program that would 
not have otherwise 
been available.   
 
Clients get needed 
care through direct 
assistance or 
referrals.   
 
Clients advocate for 
themselves and 
become more self-
sufficient. 
 
OB/GYN bills and 
dentists covered 
through HS/HUSKY.  
 
Other medical 
problems identified 
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Goals 
 

Assumptions 
 

Target Population Inputs 
 

Activities 
 

Outputs 
 

Outcomes 
 

 
 
 
 
 
 
 
 
 
 
 

pregnant women if income 
eligible; assist women over 
income with assessment and 
referrals for reduced rate. 
 
Services not restricted to 
towns in this region. 
 
Target people who are 
financially eligible, 
regardless of insured status. 
Serve 2 DSS regions, 
subcontract to Waterbury 
region (Oxford/Beacon 
Falls, Naugatuck) and New 
Haven region.  (Ansonia, 
Seymour, Derby, Shelton) 

financial reports, 
outreach through 
health dept staff at 
community fairs, 
etc; coordination 
w/ local agencies 
and partners for 
health services, 
mental health 
referrals, etc. 

Post-partum follow-up 
for pregnancy outcome 
(often discharged from 
program at that point; 
often client difficulty is 
getting citizen child 
onto HUSKY; 
problems with 
documentation 
processing and timing 
to accomplish).   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

and addressed 
through HS 
intervention. 
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New Haven 
(Primary contact:  Pam Hansen, Director of Healthy Start Program) 

 
Goal 
 

Assumptions 
 

Target 
Population 

Inputs  
 

Activities Outputs 
 

Outcomes 
 

Primary: 
Improve access to 
prenatal care. 
 
Empowering 
disenfranchised 
women to feel more 
empowered to make 
health care more 
relevant to them. 
 
Secondary: 
Support and engage 
families. 
 
Help women 
navigate the Social 
Safety net. 
 
Tertiary:  
Collectively 
Improving the 
knowledge base on 
how to improve 
birth outcomes.   
 
Improve knowledge 
base on the mental 
health status of 
clients.   
 
Give immigrants and 
poor US born hope.   
 
By asking about 

Access improves 
birth outcomes. 
 
Community 
relations 
improve access 
to care.  If you 
have better 
relationships 
with community, 
you will see 
applicants from 
the area. 
 
Many poor birth 
outcomes are a 
result of 
substance abuse.  
 
Support (family, 
community, 
social support) 
leads to better 
birth outcomes. 
 
Prenatal care 
equals good birth 
outcomes. 
 
Bad mental 
health is a barrier 
to a woman 
taking care of 
herself. 
 

Uninsured, 
pregnant, and at 
risk women.   
 
Undocumented 
women. 
 
South Central CT.  
 
(Do not aim to 
serve Milford or 
those from the 
valley.) 
 
(Others can come 
to New Haven, but 
passive.)   
 
To get MA, family 
income needs to be 
< 185% federal 
poverty level.  
 
 
 
 
 
 
 
 
 
 
 
 
 

Community Relationships. 
 
Laura Victoria-Barrera at 
the state level.  Significant 
asset in breaking down 
barriers in DPH.   
  
In New Haven, Yale and 
St. Raphael's.  (They will 
provide pre-natal care as 
early as the mother would 
like.)  Paid for by Free 
Care program at Yale, 
Financial Assistance 
Program at St. Raphael’s. 
 
At Yale, Me and My Baby 
pays for ultrasounds, 
blood work, and prenatal 
care for those <250% 
poverty. 
 
$405,972 per year.  Of 
that, case management 
program gets $100K.   
 
6.5 FTEs-- 6 case 
managers, .5 data person. 
 
In-kind contribution--   
Pam Hansen .4 FTE.  
Program pays 4% 
overhead to NH for 
rent/overhead.  
  

Care coordination 
and case 
management. 
 
HS staff does 
HUSKY application 
assistance for the 
Yale and St. 
Raphael's programs. 
 
In NH, HS does the 
Me & My baby 
applications. 
 
Referring women. 
 
Assess clients and 
potential clients. 
 
Enroll clients 
 
Refer clients to 
appropriate services. 
 
Follow-up with 
clients.   
 
 
 
 
 
 

Number of 
people served. 
 
Assessments of 
need. 
 
Types of services 
that clients 
actually engage 
in.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The women 
would have been 
engaged in the 
prenatal care that 
the state is 
paying for. 
 
Healthy babies. 
 
Decrease of risk 
during 
pregnancy. 
 
Women are more 
empowered. 
 
Women's basic 
needs are met.  
  
Women have 
successfully 
navigated the 
Social Safety 
net, and 
especially 
HUSKY. 
 
Women have the 
birth outcome 
they desire.   
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Goal 
 

Assumptions 
 

Target 
Population 

Inputs  
 

Activities Outputs 
 

Outcomes 
 

mental health, and 
dealing with mental 
health status, we 
have learned so 
much about our 
clients.  

 
 
 

 
 
 
 
 
 

Well-trained staff.  
Couldn't run program 
without their expertise.  
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Norwalk 
(Primary contact:  Tiffany McCarthy, Director of Healthy Start Program) 

 

Goals Assumptions 
Target 

Population Inputs Activities Outputs Outcomes 
Improve birth 
outcomes. 
 
Link families 
that are 
pregnant or 
parenting 
children under 
13 to local 
resources. 
 
Educate and 
help families 
with children 
around 
developmental 
issues, prenatal 
to assist in good 
birth outcomes 
 
 
 
 
 
 
 
 
 
 
 
 

Families of lower 
economic status 
need extra support 
to link w/ services 
to support good 
birth outcomes. 
 
Clients need social 
support networks 
to identify 
resources, i.e. 
clients who are 
undocumented or 
documented w/ 
language barriers. 

<185% of federal 
poverty level (client 
reports her monthly 
income to determine 
eligibility, house- 
hold size based on 
mother, baby, father 
(regardless of 
marriage). 
 
Most clients referred 
from Norwalk Comm. 
Health Ctr., HS case 
mgr and mgr goes to 
Comm. Health Ctr. to 
screen and do intakes 
on all women. 
 
Serve avg. of 24 new 
clients/mo, in addition 
to those clients 
receiving home 
visiting services. 

State grant of $65k 
from Bridgeport 
funds full-time 
high school 
mentor; 12 hrs/wk 
administrator 
(including director 
and manager). 
 
In-kind supports:  
private donations 
from foundations; 
agency fundraises 
for all programs; 
donations of 
diapers, baby 
items, clothing, 
cribs, etc.; agency 
provides office, 
overhead, 
equipment, IT 
support and 
supplies. 
 
Great relationships 
w/ Health Ctr., 
hospital, school 
staff, community 
agencies, 
WIC/Health Dept. 

Recruiting at 
Health Ctr., linking 
families to comm. 
resources. 
 
Max 15 families 
get home visits of 
1-1.5 hrs/weekly to 
bi-monthly. 
 
Social events (e.g., 
Christmas party, 
Mothers Day 
luncheons and 
anniversaries).  
 
Provide info. on 
injury prevention, 
effects on smoking 
and smoking 
cessation 
programs. 
 
Arrange HUSKY 
appointments for 
some clients 
(mostly referred 
thru Infoline); most 
are done at Comm. 
Health Ctr. 

Data base:  
Monthly reports 
submitted to Bpt 
Social Services; 
HS   All home 
visiting cases have 
specific files; 
follow-up is 
documented on 
intake form and 
case notes.   

Proportion keeping 
prenatal 
appointments 
 
Proportion of 
births with live 
births, proportion 
of birth at a healthy 
birth weight (at or 
above 5.5 lbs) and 
Apgar scores at or 
above 7; 
proportion of 
mothers who keep 
postpartum visits; 
proportion of new 
mothers with no 
repeat pregnancies 
for 1 year. 
 
Proportion of home 
visited mothers 
who demonstrate 
age-appropriate 
parenting.   
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Norwich 
(Primary Contact:  Mary Webb, Director of the Healthy Start Program) 

 

Goals Assumptions 
Target 

Population Inputs Activities Outputs Outcomes 
To identify 
women who 
don't have a 
payer source to 
access prenatal 
care. 
 
Help these 
women gain 
access to 
Medicaid and/or 
identify a 
reasonable 
(affordable) 
provider that 
would allow 
them to access 
prenatal care 
throughout their 
pregnancy. 
 
Ultimate goal-- 
get women 
prenatal care. 
 
Educating 
community 
about the 
program.   

Everyone who 
comes through the 
door gets 
appropriate 
services, or the 
services they 
desire.  (False 
assumption-- 
understanding that 
staff people had to 
provide a level of 
comfort.  Have had 
to make sure that 
staff is 
appropriately 
trained and that 
training is 
reinforced.   
 
Each subcontractor 
has a unique 
culture.   
 
Each community 
has its own issues. 
 
State provides 
correct information 

Towns that they 
service.   
 
The subcontractors 
focus on towns.   
 
Women < 185% 
poverty. 
 
Do not target with 
outreach women who 
aren't pregnant.   

State funding-- 
$260,000 for 2005-
06; $265380, 06-
07-- $261517, for 
four sites. 
$130,617 going out 
to 4 agencies. 
 
In-kind-- 10 hours 
per week for 
supervision 
 
Overhead-- 
$84,118. 
 
Staff for Norwich 
site--   
L&M hospital--  
$42623 
Generation-- 
$42623 
Day Kimball 
Hospital--  $31969 
Women's Health 
Ctr--  $10656 
 
IT person--  $2000 
for contracts 
 
Billing--  donated 
in-kind 
Free pregnancy 
tests 
Kendra (Visiting 
Nurse). 

Take applications for HS 
at site, don't have to go to 
DSS.  If woman goes to 
DSS, they are sometimes 
referred to HS, 
sometimes to "Infoline," 
which refers them to HS.   
 
Take applications for 
WIC. 
 
Case management done 
to make sure that the 
noncompliant get 
services.   
 
Home care nurse meet 
with everybody, 
postpartum and 
prenatally. 
 
Referrals-- Dental, 
maternal and child health.  
 
Every first-time parent 
does nurturing program 
screen, to get nurturing 
program.   
 
Young parents program--  
< 22 years old. 
 
Case management and 
screening 
 

Get a fax back from 
RPU unit that shows 
the women who have 
been granted MA.   
 
Evidence that we 
have requests from 
potential clients. 
 
Women are coming 
into the program 
 
Program files. 

All women are 
connected with 
prenatal services. 
 
All eligible 
women get MA. 
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Goals Assumptions 
Target 

Population Inputs Activities Outputs Outcomes 
 
MA is supposed to 
pay for 2 
postpartum visits. 
 
No money 
explicitly for 
outreach.   

Outreach-- March of 
Dimes, marketed for pre-
pregnancy health.   
 
Outreach-- Collaborating 
with community orgs, 
health fairs, outreach to 
school programs/adult 
education. 
 
Outreach to HS program 
for pregnant teens. 
 
Staff receives appropriate 
reinforced training. 
 
Outreach campaign to 
pharmacies 
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Stamford 

(Primary contact:  Sharon Librandi, R.N.) 
Goals Assumptions 

 
Target 
Population 

Inputs 
 

Activities 
 

Outputs 
 

Outcomes 
 

Patients without 
health insurance 
have a place to go 
to get prenatal 
care. 
 
Women initiate 
their prenatal care 
as early as 
possible.   
 
Pregnant women 
get all the 
resources they 
need.  
 
Pregnant women 
have a healthy 
pregnancy 
outcome, 
regardless of 
choice.  
 
Decrease in low 
birth weight.  
 
Give support/ 
resources/ 
referrals, 
emergency 
Medicaid 
assistance, 
regardless of 
insurance, payment 
status or alien 

HS would provide 
financial assistance 
for medical 
services (incorrect 
from patients); 
program used to be 
viewed as free 
prenatal care 
program. 
 
The program is “a 
way to direct 
patients to 
resources and 
guidance for where 
they can receive 
prenatal care and 
other resources 
they need.” 
 
The program 
provides assistance 
in eligibility 
process.  
 
HS monitors 
outcomes of 
pregnancies and 
outcomes of 
pregnant women 
who will not 
receive prenatal 
care.  
 
 

Greenwich, 
Darien, 
Stamford 
area.   
 
Uninsured/ 
underinsured, 
pregnant 
women and 
their children 
who are under 
3 years of age.  
 
Low-income 
households.   
 
(Concerns by 
patients about 
illegal status.) 
Word of 
mouth 
referrals from 
patients 
generates the 
greatest 
number of 
patients, 
occasionally 
referred from 
PP or 
community 
health center, 
repeat visits 
from prior 
patients 

State grant of $66K supports 5 
hrs/wk social worker, 3hrs/wk 
nurse practitioner, 4 hrs/wk 
financial counselors, 4 hrs/w 
case mgr/charge nurse.   
 
In-kind: salaries/benefits of 
director/admin (Theresa).   
 
OB clinic: registration, space 
and overhead, all equipment/ 
supplies, computers and IT, 
staffing: 1 nurse practitioner, 1 
director of OB, 12 residents, 3-4 
nurses covering clinic, 1 social 
worker during other time, 
registrars (2) for OB clinic, 
pediatrics: 2 FT attending 
physicians and overhead at diff 
site, 3 nurses, 2 registrars; family 
practice sees pediatric and some 
prenatal, 15 residents, 2.5 
attending physicians, 1 LPN, and 
overhead for family practice// 2 
FT financial counselors that 
cover all 3 sites. 
 
Pediatric clinic has grant for 
medically disabled children 
which is resource for HS 
children to use. Reading 
program w/ library supplies 
books to pediatric and family 
practice clinic from Stamford 
library; Birth To 3 Program 

Financial 
confirmation done 
w/ financial 
counselors and 
DSS liaison at 
clinic as part of 
intake process.  
 
If emergency 
eligibility, other 
financial people 
take care of 
Medicaid app.  
 
Nurse practitioner 
does birth classes, 
enrollment for 
insurance, makes 
appts., direct 
patient care, 
ongoing of 
assessment of 
special needs, and 
patient education. 
 
Literature (book) 
provided to each 
patient. One 
provided for how 
things happen at 
the hospital, help 
mothers apply for 
Medicaid pre-
discharge, home 
care (VN’s) if 

Monthly 
report of 
database 
sent to 
contract 
office, end 
of year 
report, 
medical 
record files, 
referrals are 
done. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Stage in pregnancy that 
patients enter program.  
(Patients now come 
sooner than later – used 
to be aliens came at 
about 6 mos., now 60% 
come w/in the first 
trimester.) 
 
 Children’s 
immunization rates  
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Goals Assumptions 
 

Target 
Population 

Inputs 
 

Activities 
 

Outputs 
 

Outcomes 
 

status. 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 

including 
from other 
clinics here. 
 

patients are referred to for 
children who have special needs 
(speech therapy, etc.) vs. those 
medically disabled. 
 
Outreach for free dental clinics 
for parents during pregnancy as 
well as children through St. 
Joseph Family Life Center. 
 
Americares provides free 
medication in Norwalk. 
 
Indigent programs w/ 
pharmaceutical companies to 
provide medication for this 
population. 
 
Support w/ domestic violence, 
PP, crisis centers, shelters for 
housing, DPH for TB program 
every Friday at clinic post-
pregnancy and tracks kids in 
family. 
 
DuBois center for pysch. 
Referrals, esp. Hispanic pop due 
to language barrier. 

needed, high risk 
program (diabetic, 
perinatal, HIV, 
ultrasounds, etc), 
lab work – all part 
of HS patients care 
that follow 
standards expected 
in a private office, 
which are applied 
here. 
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Torrington 
(Primary contacts: Jackie Dieli, Exec. Director of Family Strides, Inc. and Nicole Laracuente, Healthy Start) 

Goals 
 

Assumptions 
 

Target 
Population 

Inputs 
 

Activities Outputs 
 

Outcomes 
 

Have positive 
health outcomes 
for infants and 
children and 
positive pregnancy 
outcomes for 
women. 
 
To ensure that 
prenatal care is 
available and 
utilized and 
initiated in first 
trimester. 
 
Identify women at 
greatest risk and 
provide intensive 
case mgmt services 
as needed to 
support positive 
birth outcome. 
 
Reduce the 
incidence of low 
birth weight, 
mortality/ 
morbidity. 
 
 
 
 
 
 

All pregnant 
women need 
prenatal care, but 
some may not seek 
it due to barriers. 
i.e. transportation, 
financial, 
substance abuse, 
isolation, language, 
fear of immigration 
status. 
 
Once insurance is 
obtained, assumed 
that many women 
may not access 
services w/out 
intensive case 
management 
assistance. 
 
Infants and 
children will be 
automatically 
enrolled and be 
provided with well 
care assistance. 
 
Without advocacy 
for families, 
medical services 
may not be 
adequately 
accessed. 
 
Follow through w/ 

Pregnant women, 
infants and 
children to age 3. 
 
Uninsured/under-
insured pregnant 
women/children 
and families and 
parents of children 
enrolled in 
HUSKY. 
 
Family income of 
<185% of federal 
poverty level, 
defined as 
unmarried pregnant 
cohabitating plus 
unborn child, do 
not include father 
of baby unless 
married.    
 
Those that live 
within 23 towns in 
Litchfield Co. 
 
Occasionally 
provide services to 
families outside of 
the area. 
 
Over 85% of 
families seen here 
are working poor, 
but not receiving 

Diversity of staff, 
including ethnicity 
and language, and 
diversity of 
educational 
backgrounds and 
experience, ability 
to work as a team 
w/ limited 
resources. 
 
$26k state grant 
($180k 5-6 years 
ago) - covers 
salary/benefits for 
5 hrs/wk for super, 
10 hrs/wk for 
Nicole plus $500 
supplies. 
 
In kind 
contributions - all 
bilingual services 
and application 
support (5-6/mo) 
and case mgmt for 
Latino/non-English 
speaking 
pregnancies and 
families applying 
for children. 
 
In kind - all case 
mgmt services for 
pregnant women 
and children under 

Outreach to 
community at least 
quarterly, sit on 
community boards 
for Healthy Start, 
meet w/OB's and 
pediatricians. 
 
Family Day and 
community events, 
luncheon w/ social 
service providers, 
outreach through 
WIC newsletter and 
newspapers. 
 
Hospital social 
worker coordination 
and collaboration; 
share intake form w/ 
WIC and 
documentation 
requirements. 
 
Screening and 
application process, 
information on 
doctors, referrals, 
smoking, risk factors 
provided w/ 
resources. 
 
60% of all families 
seen for Healthy 
Start app assistance 
receive case mgmt 

Data collected 
and entered into 
database and 
submitted to 
contractor 
monthly. 
 
Apps completed 
and faxed or 
dropped at DSS; 
copies 
maintained in 
individual client 
files. 
 
Case mgmt files 
created and 
updated, 
 
Medicaid 
numbers are 
generated for 
each eligible 
family; quarterly 
financial reports 
completed and 
submitted to 
contractor. 
 
Staff person 
attends monthly 
network 
meetings; 
referral base has 
been established. 
Relationship w/ 

Very low incidence 
of low birth weight 
or premature 
births, high 
eligibility rate - 
over 95% of 
families who come 
in receive 
Medicaid card. 
 
Over 85% of 
pregnant women 
access prenatal 
care w/in first 
trimester; all 
children at 2 years 
are current w/ 
immunizations. 
 
Positive 
relationship w/ 
clients serviced; 
largest % of 
referrals from 
clients and friends 
and family 
members of clients 
and doctors; 
maintain contact 
long after delivery 
to access other 
services and 
subsequent 
pregnancies. 
Good reputation 
among client 
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Goals 
 

Assumptions 
 

Target 
Population 

Inputs 
 

Activities Outputs 
 

Outcomes 
 

support and 
assistance would 
not be provided 
w/out this program. 
 
Continuum of care 
is essential for 
ensuring positive 
pregnancy 
outcomes for high 
risk women. 

Title 19 due to not 
receiving TANF. 
 
 

3// Jackie add'l. 5 
hrs/wk// Nicole 
add'l 10 hrs/wk. 
 
Nurse case mgr 
provides childbirth 
classes every other 
month// also for 
Spanish speaking 
families 
independently// 
data entry support 
5 hrs/wk fr/ WIC 
staff// all rent, 
phones, equipment, 
supplies, computer, 
mileage, IT 
support. 
 
Outreach materials 
and anything 
produced. 

services w/ ongoing 
contact throughout 
pregnancy and 
beyond. 
 
Childbirth education 
classes, data entry, 
advocacy w/ DSS for 
services. 
 
Nurse home visit and 
lactation consultation 
available. 
 
Provide translation 
assistance w/ Spanish 
speaking clients w/ 
hospitals and health 
care profiles and 
ensure that all 
pregnant women, 
infants and children 
have accessed care 
and payment for 
EEC is made. 
 
Identifying and 
overcoming other 
barriers. 

other community 
programs and 
services 
maintained 
through ongoing 
contact via e-
mail, phone calls, 
meetings, 
outreach 
activities. 
 
 
 
 
 

population and 
community 
partners. 
 
Numbers 
significantly 
increasing in 
participation rates. 
 
One of the lowest 
infant mortality 
rates in state. 
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Waterbury 
(Primary Contact: Christine Bianchi, Director of Healthy Start Program) 

Goals 
 

Assumptions 
 

Target 
Population 

Inputs 
 

Activities 
 

Outputs 
 

Outcome 
 

Decrease incidence 
of low birth 
weight. 
 
Decrease incidence 
of preterm birth. 
 
Engage women in 
prenatal care. 
(Goal is to see 
100% of pregnant 
women in 
StayWell's prenatal 
direct care 
program) 
 
Have a health care 
plan for start of life 
for newborns. 
 
Help families 
utilize health care. 
 
Long-range goals: 
 
Women Implement 
healthcare 
recommendations 
into lifestyle. 
 
Women make safe 
choices. 
 
Influence women 
over time period, 
preconception. 

The barrier to 
beginning pre-natal 
care is a lack of 
insurance.   
 
Case managers/ 
program people 
can do something 
about the factors 
that contribute to 
poor birth 
outcomes. 
 
 
 
 
 
 
 
 
 

Underserved 
pregnant women-- 
women who aren't 
yet engaged in 
prenatal care 
and/or case 
management 
services. 
 
Women who are 
already on MA. 
 
Women with 
income <185% 
poverty.   
• Identified 

family income. 
• If there is an 

existing child 
where the 
father is 
present in the 
home, then his 
income is 
counted. 

• Conversely, if 
there is a child 
from a 
different 
father, and a 
different 
boyfriend is 
the father of 
the child, then 
his income 
isn't counted. 

State funding. 
 
Knowledge of 
community. 
 
StayWell 
Community Health 
Center.  .  
  
2.8 FTE, 
ethnically-diverse 
case managers.  
(Interviewing for a 
third who will be 
bilingual.) 
• Albanian 

caseworker to 
deal with 
Albanian 
population. 

• One African-
American 
caseworker 

   
Staff member who 
works 10 hours a 
week on data.  
That isn't enough.  
In-kind. 
 
Good reputation in 
community.   
 
Word-of-mouth is 
biggest referral 
source.  

Outreach, targeted at 
pregnant women. 
 
Develop understanding of 
access points.  Need staff 
that knows this.  
  
Develop and maintain 
community relationships-- 
with Maternal Child Health 
Network in City. 
 
Help patients navigate 
systems. 
 
Develop relationships with 
hospitals-- work with Social 
workers, get birth outcomes. 
Develop relationships with 
local and regional DSS 
office.  Pharmacies (for 
getting breast pumps), 
pediatric offices. 
Do risk screens. 
 
Do chart reviews. 
 
100% of women enrolled in 
program receive a follow-up 
letter and phone call.  If the 
program can't find her, use 
emergency contact. 
 
Provide to women the "next 
steps" and next linkages 
after birth. e.g., family 

Numbers served. 
(Serve about 
600-700 women 
and children per 
year.) 
 
Have completed 
risk screen and 
care plan. 
 
Have an 
operating 
database. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Reduction in the 
proportion of births 
that are very low 
birth weight (< 1500 
grams). 
 
Increasing the weight 
of the newborn. 
 
Women returning for 
subsequent 
pregnancies. 
 
Women engaged. 
 
Women who smoke 
don't do so around 
baby because they are 
now aware of risk to 
baby. 
 
Women participate in 
mental health 
services. 
 
Women receive 
dental care. 
  
Women receive 
education on shaken 
baby syndrome, 
"back to sleep" 
 
Women who don't 
have any other 
resources are 
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Goals 
 

Assumptions 
 

a Inputs 
 

Activities 
 

Outputs 
 

Outcome 
 

T rget 
Population 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• Teenager who 
is living with 
parent, parent's 
income is 
counted.  

• If a teen 
moves out, 
then the 
parent's 
income isn't 
counted.   

• Only those 
legally 
responsible 
have their 
income 
counted.  

 
Cover Waterbury, 
Naugatuck, 
Prospect, 
Watertown, 
Middlebury, 
Wolcott, Cheshire, 
Southbury, 
Woodbury.  Mostly 
Waterbury, 
Wolcott, Prospect, 
Naugatuck, and 
Watertown.   

  
Have clinical staff 
available. 
   
Pre-natal nurse 
funded by HS for a 
few hours a week. 
   
Have monthly care 
coordination 
meetings with HS 
staff.   
 
Good IT. 

planning services, get HIV+ 
women into primary care, 
etc. 
   
Try to keep postpartum 
women engaged in HS 
system. 
 
Do translation when needed, 
education, case 
management, outreach to 
women who don't show up 
for appointments, smoking 
cessation counseling.  

 
 
 
 
 
 
 

engaged into care. 
 
Women build 
relationship with 
health care system.  
Control family 
planning, reduce 
STDs.   
 
Women have a 
reduced level of 
stress.  
 
Conflict has 
decreased in the 
women's life, 
domestic violence 
has decreased. 
 
HS creates a path to 
stability in the 
women's life.   
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Willimantic 
(Primary Contacts:  Debra Crane, Community Programs Director and Lilliana Rojas, Family Development Specialist) 

Goals 
 

Assumptions 
 

Target 
Population 

Inputs 
 

Activities 
 

Outputs 
 

Outcomes 
 

Improve 
health 
outcomes for 
pregnant 
women and 
children up to 
3 yrs. 
 
Improve 
access to care. 
 
Assisting w/ 
insurance, 
health 
education. 
 
Providing 
psycho-social 
assessments 
and referrals 
that are linked 
to improving 
health 
outcomes. 
 
Case finding 
and outreach. 
 
Establishing 
collateral 
relationships 
w/ provider 
network and 
agencies that 
can facilitate 
the care 

There are pregnant women who 
wouldn't enter or have access to care 
w/out case mgmt services. 
 
There are medical providers that 
wouldn't allow pregnant women to 
receive care without collateral 
relationship with Healthy Start. 
 
There are elements of families 
(pregnant women and families w/ 
young kids) that would not be able to 
understand and comply with health 
information that is critical to a healthy 
outcome. 
 
There are certain risks that need to be 
addressed for a healthy birth outcome 
that Healthy Start can assist with (i.e. 
smoking cessation.) 
 
Medical providers would lose money 
because of no alternative payment 
method for prenatal care for certain 
households (i.e. undocumented 
families) -- Windham Hospital houses 
prenatal clinic and provides free 
services to undocumented). 

 
Without out Healthy Start case 
managers, many women could not 
receive critical prenatal services and 
care. 
 
Without Healthy Start outreach, 
pregnant women wouldn't know where 

Service area is 
on chart, as 
well as 
providing for 
anyone else 
who presents 
themselves. 
 
See all 
pregnant 
women, 
whether they 
continue 
pregnancy or 
not Teens, 
substance 
abusing 
women, 
immigrant 
with alien 
status (EEC's, 
38-40) and 
non-
immigrant. 
 
150 clients 
seen over one 
year, 
working poor, 
un/underin-
sured, 
homeless, any 
pregnant 
women. 
 
Women over 

State 
grant/agency 
absorbs some 
overhead. 
 
IT support 
(limited). 
 
Expanded 
medical capacity.  
Fed funds 
outreach for 
women needing 
primary care. 
 
In-kind: agency 
materials, 
supplies and 
overhead costs in 
excess of grant 
(most supplies 
purchased by 
agency). 
 
4 hrs of director's 
time from state 
grant// 25 hrs 
case mgr//30 hrs 
2nd case mgr. 
 
In-kind: 6 hrs/wk 
director’s 
time/transportati
on (mileage) in 
excess of grant/ 
financial 

Outreach - door-to-
door, attending 
meetings, presence at 
health fairs, home 
visits. 
 
Home visits - health ed 
and follow-up activities 
specific to needs of 
family. 
 
Application assistance 
and follow-up and 
advocacy. 
 
Assist in finding 
assistance for 
transportation. 
 
Link people to 
community services 
through community 
health center and 
staffing at hospital 
prenatal clinic. 
 
Accompany people to 
doctor's visits and 
providing translation 
services. 
 
Liaison w/ collateral 
contacts - private 
OB/GYNs to obtain 
referrals of pregnant 
women at risk. 

Complete 
applications. 
 
People are 
enrolled in 
prenatal care 
and attend 
appointments. 
 
Enroll in WIC 
program. 
 
Obtain a 
termination. 
 
Obtain 
postpartum 
visit. 
 
Have pediatric 
appointments. 
 
Chart 
established, 
risk screen 
done, entered 
into data 
system, fax 
reports to 
RPU. 
 
 

Women enter 
prenatal care in 
first trimester. 
 
Women granted 
Title 19, linked 
w/ prenatal 
provider. 
 
Women are 
breastfeeding. 
 
Receive WIC. 
 
Women i.d’ed. 
as depressed are 
linked w/ mental 
health 
service/provider. 
 
Children have a 
primary care 
provider. 
 
Children needing 
immediate care 
receive it from 
presumptive 
eligibility. 
 
Pregnant women 
receive oral 
health care. 
 
Pregnant women 
receive 
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Goals 
 

Assumptions 
 

Target 
Population 

Inputs 
 

Activities 
 

Outputs 
 

Outcomes 
 

needed. 
 
Ferocious 
advocates for 
clients/ 
parents. 
 
Decrease in 
social 
isolation - 
bring folks 
together to 
empower 
each other. 
 
Being a 
bridge 
counselor - 
assisting 
people who 
need to enter 
another 
system of 
care. 
 

to go or how to get connected. 
There is a discomfort with receiving 
Medicaid, and staff help act as 
ambassadors for helping people receive 
necessary insurance and services. 
 
In certain segments of population, i.e. 
farm workers, Mexican 
/Hispanic/Latino, people would not 
know of and/or be reluctant to access 
services. 
 
There exists a lack of understanding 
about the importance of a medical 
home and continuity of care. 
 
Many pregnant women wouldn't get 
postpartum care, resulting in closely 
spaced pregnancies due to lack of birth 
control and knowledge about 
importance of pregnancy spacing. 
 
Language barrier creates fear because 
people don't understand everything they 
hear. 
 
In a private OB office, quick visit and 
lots of info can overwhelm some 
patients who don't understand 
important info and care women need, 
and less screening to identify additional 
needs is done. 
 
Without the program some women 
wouldn't complete insurance app 
procedure. 

income still 
receive 
wraparound 
services and 
are referred to 
hosp for 
prenatal clinic. 
 
Anyone that 
uses 
community 
health ctr.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

counselor at 
Windham Hosp. 
 
Training by 
agency: sexual 
harassment, 
other quarterly 
training 
(3hrs/qtr). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Group education and 
activities: decrease 
social isolation, health 
education driven by 
curriculum. 
 
Conduct risk screens. 
 
Liaison to dental 
program - facilitate 
scheduling appts. and 
provide dental 
education. 
 
Co-located dental 
mobile van w/ prenatal 
clinic at hospital 
recently. 
 
Prenatal appts., 
postpartum, WIC, 
pediatric services and 
private providers. 
Do presumptive 
eligibility for kids: 
immediate Title 19 
coverage for children. 
Advocate for women by 
accompanying to visits 
w/ DSS, etc. 
Private OB practice in 
Mansfield will do 
package of coverage for 
4500-5000 w/ payment 
plan. 

education about 
prenatal care and 
other healthy 
lifestyle issues. 
 
Families w/ 
young children 
educated about 
safety/ health 
issues. 
 
Adults have 
health coverage 
(post-
pregnancy). 
 
Basic needs for 
families are met 
through case 
mgmt support 
and referrals. 
 
First time parents 
are linked 
w/other relevant 
services 
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CHAPTER 3  Literature Review 
 

A.  The Historical Context of the Healthy Start Program 
 The federal Healthy Start program began in 1991 as a partial solution to the persistent 
problem of high infant mortality rates3 observed frequently in low-income communities (CQ 
Researcher, 1997).  Connecticut’s Healthy Start program preceded the federal program though 
they are both modeled on the same operational theory.   
 At the beginning of the twentieth century, 1 in 10 persons born died in infancy in the 
United States, a rate that was considered problematic. The problem was far worse in congested 
cities than in rural areas.  New York City created the first agency for child hygiene in 1908, 
focusing on improving health conditions for infants and young children.  In 1912, the first 
federal agency that focused on infant mortality, the Children’s Bureau, was created. During the 
same decade many states enacted Mother’s Pensions, allowing widowed mothers to remain at 
home as caretakers of their children (Skocpol, 1992). Well into the 20th century, the most 
prevalent causes of early infant death were infectious disease and in cities with dense 
populations, risks that derive from contaminated water and primitive sanitation systems.    
 The earliest federal attention to maternal and infant health came with the passage of the 
Maternity and Infancy Act in 1921 (CQ Researcher, 1992).  Sometimes referred to as the 
Sheppard Towner Act, this legislation provided federal funds to states to provide clinics for 
pregnant women and young children (Jansson, 1988).  Though this program was terminated in 
1929 on the grounds it violated states’ rights and represented socialized medicine (Jansson, 1988, 
p. 98), it was revived as a part of the 1935 Social Security Act under Title V, which made 
available grants to states to “improve maternal and child health and welfare”(CQ Researcher, 
1992, p. 649).   
 As gains were made in controlling infectious disease and raising the standard of living in 
the United States, the infant mortality rate improved during the first half of the 20th century.   
However, despite consistent improvements in infant mortality rates during the first half of the 
20th century, the United States’ infant mortality rates have consistently exceeded those of other 
developed countries.  In 2005, though the U.S. overall IMR has fallen to 6.63 per thousand live 
births4, the United States’ rate ranked 36th best in the world.   Singapore enjoyed the lowest 
infant mortality rate, with a rate of 2.28 infant deaths per thousand, nearly one-third of the 
United States’ rate.   
 As the percentage of Americans living in poverty increased during the 1980’s, the issue 
of U.S. infant mortality again became a subject of public debate.  A 1980 General Accounting 
Office report found that 83,000 babies died in the first year of life, and 33,000 at the time of or 

                                                 
3 The infant mortality rate, defined as the number of deaths to children less than one year of age in a given year 
divided by the number of births in the given year, is an indicator that reflects a population’s health.   
 
4 U.S. Census Bureau (CIA Fact Book) 
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before birth (GAO, 1980).  According to the same report, in 1976 the United States ranked 12th 
in infant mortality in the world (GAO, 1980, p.21).   
 Most of the major risk factors for infant death, the leading causes of which are Sudden 
Infant Death Syndrome (SIDS), low birthweight, and respiratory distress, are higher among poor 
and African-American women than among wealthier and non-Hispanic white women.  Low 
birthweight, prematurity, and respiratory distress are closely associated with poverty, a lack of 
high quality prenatal care, and maternal smoking.  Further, some researchers feel that deaths that 
are attributed to SIDS may actually be the result of child abuse or a lack of parenting skills (CQ 
Researcher, 1992).  
 Substantial medical progress has been made in addressing correlates and causes of infant 
mortality.  During the 1990’s new treatments for respiratory distress syndrome, a problem 
suffered by many premature infants, reduced the probability of death from this malady from 95% 
to 5%.  Steroid treatment administered to women in preterm labor has reduced the risk of infant 
death, brain hemorrhage, respiratory distress syndrome or chronic lung problems by 50 to 60% 
(Alexander, 1997. p. 78). The campaign to place infants on their back instead of on their stomach 
has reduced SIDS by 30% (Alexander, 1997, p.79). 
 However, wide disparities in the infant mortality rate remain between ethnic groups, with 
African-Americans typically having a rate twice that of white Americans. A disparity in low 
birth weights and infant deaths among different socioeconomic and ethnic groups also persist 
(Raykovich, et. al, 1996).  Rates of adverse outcomes are higher among disadvantaged groups 
and highest among African-Americans (Preventing, 1985).  
   
 

B.  Policy History of Meeting the Challenge of Infant Mortality in the Late 
20th Century 

 The second half of the twentieth century saw a growth, and then a contraction, of 
programs to aid poor women and their families.  During the 1960’s the program Aid to Families 
with Dependent Children received separate funding, providing economic assistance to low-
income single parents and in some states, to two-parent families with an unemployed father.  
Medicaid, a federal-state program that provides health insurance for low-income individuals and 
families, was established in 1965 and provides increased access for prenatal care for low-income 
women.    
 The 1970’s saw the establishment of the National Health Service Corps, which supports 
medical education with a commitment by participating students to work in areas of the country 
lacking adequate healthcare.  The WIC program was developed to provide ”supplemental 
nutritious food as an adjunct to good health care during critical times of growth and development 
in order to prevent the occurrence of health problems and improve health status” (PL 95-627, 
Fox, Hamilton and Lin, 2004). It serves pregnant and nursing mothers and their children under 
age 5, by providing food and vouchers and support from contracting health agencies. Research 
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suggests that WIC increases infant birth weight and decreases Medicaid costs (Fox, Hamilton 
and Lin, 2004). 
 Although by the 1980s the US had made substantial progress in lowering infant mortality 
and ranked 15th in the world, President Reagan took office with a goal of reducing federal 
spending for domestic programs, including those benefiting pregnant women and infants.   The 
1980’s saw a variety of funding cuts in programs that addressed the problems of poor mothers 
and low-birth weight infants.   
 Under the Reagan Administration, the Omnibus Reconciliation Act of 1981 restricted 
Medicaid eligibility and many working poor mothers who previously qualified for prenatal 
benefits lost benefits.  Concurrently, the recession of 1981-82 and increasing premiums for 
health insurance led many employers to cut back on health benefits. The 1981 budget also 
amended Title V of the Social Security Act to provide a Maternal and Child Health Block Grant 
to the states to provide health-care services to needy women and children (CQ Researcher, 
p.653).  However, states were required to provide a 75% match, and the 1980’s saw the federal 
share decline by an inflation-adjusted 40% percent.  In addition, funding fell by one-third in the 
1980’s for federally funded Community and Migrant Health Clinics, which primarily served the 
uninsured and the Medicaid eligible.   
 These changes, combined with budget crises in a number of state and local areas, forced 
many jurisdictions to reduce the services of public health clinics.  But while services were being 
reduced, the number of people in poverty increased-- by the end of the 1980s, the U.S. poverty 
rate had increased from 16% to 18% (Children’s Defense Fund).   
 By the mid-1980’s Congress required states to provide increased Medicaid coverage for 
low-income families, with or without an employed breadwinner.  A Government Accounting 
Office report in 1987 found, in a survey of 1,157 women in 32 communities in 8 states, that  

insufficient prenatal care was a problem for all childbearing ages, for all races and in 
all sizes of communities. Compared with a group of women with private health 
insurance, Medicaid recipients began care later and made fewer visits. While 6.8% of 
all births nationwide are low birth weight, 12.4% of the babies born to the women 
interviewed by the GAO were of low birth weight (p. 5). 

 
 By the end of the 1980s, political support for prenatal programs increased.  In 1989, 
Schorr and Schorr stated in the widely read Within Our Reach “Prenatal and child health 
programs which succeed in improving the odds for children at risk should be the rule, but they 
are the exception” (Schorr and Schorr, 1989, p.111).  As a response to this and other findings, a 
Task Force commissioned by Congress, the National Commission to Prevent Infant Mortality, 
proposed a comprehensive package of reforms including the extension of Medicaid benefits.   
 Pending the Task Force reports, the 1989 Omnibus Reconciliation Act required states to 
offer coverage to pregnant women whose income was below 133% of the poverty line. This was 
extended in 1991 to include the first 60 days after delivery to eligible mothers and the first year 
of life for their infants (CQ Researcher, 1992, p. 654). The Bush I administration, which took 
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office in early 1989, also increased spending for the National Health Service Corps Community 
and Migrant Health Centers and the Child Health Block Grant.  In addition, it set a goal of 
reducing infant mortality by 31% to no more than 7 deaths per 1,000 births by the year 2000.  
 Reporting in the fall of 1990, the task force presented a list of 18 recommendations to 
reduce infant mortality, costing a total of $500 million dollars each year.  One of the 
recommendations was to broaden eligibility for Medicaid (CQ Researcher, p. 656).  The Bush 
Administration, reluctant to consider such a massive increase in spending (Pear, 1990) instead 
focused on one of the recommendations. 
 

C.  The Federal Healthy Start Initiative  
 Following the recommendations of the Task Force on Infant Mortality, the Health 
Resources and Services Administration (HRSA) recommended that actions be taken to address 
persistently high infant death rates among ethnic and racial populations. The Healthy Start 
program began as a demonstration project in 1991 by HRSA of the U.S. Public Health Service 
and initially funded under PL 102-27 (Sumaya, 1996).  The federal Healthy Start program was 
initially funded as a demonstration project for FYs 1992-1997. Congress appropriated $403 
million in initial grants for the five years. A sixth year and forty new projects were funded by an 
additional $96 million (Howell, et. al, 197).  The Healthy Start program became permanent under 
the Children’s Health Act of 2000 (PL 106-310). 
 The purpose of the initial Healthy Start projects was, “to demonstrate innovative ways to 
reduce infant mortality in some of the areas with the highest mortality in the country” (Howell, 
Devaney, Foot, Harrington, Schettini, McCormick, Hill, Schwalberg & Zimmerman, 1997, p. 
xii).  The program was built on the premise that residents of local communities know best how to 
overcome local barriers (Nora, 1997).  Underlying principles of the program included:  

• innovation,  
• community commitment and involvement,  
• increased access to health care,  
• service integration, and  
• personal responsibility (Sumaya, 1996).   

 
The program postulated that by providing public information and promoting service integration 
and coordination, the service base and public awareness regarding the importance of prenatal 
care for healthy infants would be influenced and thus the community would have better 
outcomes as well.  The federal Healthy Start program today provides services in 96 communities 
in 37 states nationwide (van Dyck, 2006) 
 The Healthy Start demonstration program began with a conceptual view that community 
consortia would develop community-based solutions that would provide program components 
such as outreach, case management, health education, support services public information, 
service coordination and integration. These services, tailored for the local community, would 
change individual outcomes by improving the health of newborns and reducing infant mortality.   
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 Despite continued reductions in the actual infant mortality rate – from 9.8 in 1989 to 9.1 
in 1990, the U.S. world ranking continued to fall in this respect, from  22nd in 1989 to  24th in 
1990 (National Center for Health Statistics, quoted in CQ Researcher, 1992 and Raykovich, et.al, 
1996).   
 

1.  Pilot Projects 
 The program was to be piloted in areas that had an infant mortality rate of at least 150% 
of the national average (areas with an IMR of at least 15.7 infant deaths per thousand over the 
five year period 1984-88) Sumaya, 1996, Nora, 1997, Howell, et al. 1997).  
 Major components of the program included  

• community involvement though a consortium and other community empowerment 
strategies; 

• outreach and case management to identify women, bring them into care, refer them to 
appropriate services, and track them as they obtain services, generally using lay workers 
for many functions; 

• a variety of other nontraditional support services, such as transportation and nutrition 
education; 

• enhanced clinical services, building on an existing delivery system; and  
• community-wide public information campaigns (Howell, et. al, 1997, p. xiii).  

Forty proposals were submitted and 21 were approved for funding (Howell, et. al, 1997).  Fifteen 
communities (thirteen urban and two rural) were selected in the fall of 1991 beginning with a 
year-long comprehensive planning effort through fiscal year 1992.  The initial project sites were 
Baltimore, Birmingham, Boston, Chicago, Cleveland, Detroit, District of Columbia, New 
Orleans, New York City, Northwest Indiana, Oakland, South Carolina, Philadelphia and 
Pittsburgh.  Later, seven additional projects were added; Dallas, Milwaukee, Mississippi Delta, 
Newark, NJ, Panhandle, Florida, Richmond and Savannah.  Based on the plan developed, 
funding could continue for services, which began in fiscal year 1993 (Nora, 1997).  
 In FY1996, the fifteen projects served 49,695 mothers and infants, with site sizes ranging 
from more than 7,000 (e.g., Philadelphia and Cleveland) to under 1,000 in the Pee Dee region of 
South Carolina (Devaney, B, Howell, E., McCormick, M., Moreno, L., 2000).   
 The program’s initial goal was to reduce infant mortality in the target areas by 50% 
within five years.  Based on a commitment from the Clinton Administration and bipartisan 
support in Congress, in late 1994 seven additional project sites were added (Sumaya, 1996). In 
fiscal year 1999, 94 total projects received funding (Moreno, Devaney, B., Chu, & Seeley, 2000).  
 

D.   Evaluations of the Federal Healthy Start Pilot Projects 
 The major contractor for the national Healthy Start Evaluation, Mathematica Policy 
Research, has issued a number of evaluation studies on the program’s impacts and processes 
(Moreno, et. al, 2000; Howell, Devaney, Foot, Harrington, & Schettini, 1997; Baltay, 
McCormick and Wise, 1997; Harrington, et. al, 1998; Devaney, Foot, and Chu, 1999; 
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Raykovich, et. al, 1996) and  a final report on lessons learned (Devaney, Howell, McCormack & 
Moreno, 2000).  This review focuses primarily on the outcome and process evaluations, the 
usefulness of the community-based model, and the Fetal and Infant Mortality Review committee 
process.   
• Outcome studies focused on the goal of reducing infant mortality in the target areas by 50% 

within five years (Howell, et al, 1997).  The primary goal of the process-oriented evaluations 
was to develop an understanding of each project – “its interventions, how they were 
implemented and barriers to implementation” (Howell, et. al. 1997, p. 7) – and also to 
identify indicators associated with success in each project.    

 
1.  Outcome-based Evaluation Findings 

 Random assignment, the preferred experimental design for evaluations of demonstration 
programs, assigns participants randomly to either a treatment or control group.   Because of the 
community-based nature of the projects, this strategy was not available, so the outcome 
evaluation used an alternative strategy of developing comparison matches by geographic areas 
and key demographic indicators (Moreno, 2000).  The outcome evaluation measured the extent 
to which infant mortality was reduced in the project area in contrast to the comparison areas. 
 INFANT MORTALITY.  Overall, Healthy Start aimed to reduce infant mortality by 50% in 
the five years of the demonstration projects using strategies aimed at both community-wide and 
system-wide change and by providing direct services to high-risk mothers.  In New Orleans and 
Pittsburgh, Healthy Start was related to a statistically significant decline in the number of 
infant deaths per thousand live births. Pittsburgh reached the goal of a 50% reduction in the 
infant mortality rate.  In Birmingham and Oakland, Healthy Start was associated with large but 
not quite statistically significant declines (Moreno, et. al., 2000). 
 USE OF PRENATAL CARE.  In nine of the fifteen project areas (Baltimore, Birmingham, 
Boston, Chicago, New Orleans, New York City, Northern Plains, Oakland and Philadelphia) 
Healthy Start was associated with an increase in the number of prenatal care visits.  Three 
project areas (New Orleans, New York City and Philadelphia) showed improvements in all 
measures of prenatal care. (Moreno, et. al, 2000). 
 PREGNANCY OUTCOMES.  The outcomes measures included community health rate 
measures, rates of births to adolescents, and the proportions of pregnant women not receiving 
prenatal care at all or adequately.  The fifteen original Healthy Start projects showed a range of 
positive impacts in premature births (the number of babies born prior to 37 weeks gestation), in 
low and very low birthweight and in the infant mortality rate itself. 
 PRETERM RATE.  Four project areas, Birmingham, New Orleans, Oakland and 
Philadelphia, had statistically significant declines in the percentage of infants born at less 
than 37 weeks gestation (Moreno, et.al. 2000).  
 LOW AND VERY LOW BIRTHWEIGHT.   Three project areas, Birmingham, Detroit and the 
District of Columbia had statistically significant reductions in the percentage of infants with 
birthweight at 2,500 grams.  Healthy Start was also associated with a statistically significant 
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reduction in the percentage of infants born with birthweight less than 1,500 grams in three 
cities:  Birmingham, Boston and Pittsburgh (Moreno, et. al, 2000). 
 DIFFERENCES BETWEEN SITES.  The evaluation found that Birmingham, New Orleans 
and Pittsburgh had significant improvements in several birth outcomes and fairly large 
reductions in infant mortality (Moreno, et.al. 2000, p. 45).  Birmingham had the most 
consistent findings with gains in the adequacy of prenatal care, in the preterm birth rate and rates 
of low and very low birthweights, and an almost statistically significant reduction in the infant 
mortality rate.  Three other sites (Baltimore, Oakland and Philadelphia) also experienced 
important improvements in birth outcomes.  In Oakland, the Healthy Start program was 
associated with improvements in the adequacy of prenatal care use and a reduction in the preterm 
birth rate.  Additionally, the rate of infant mortality in Oakland is very low and “by the end of the 
demonstration period was close to the national average” (Moreno, et al., p. 46).  Baltimore saw 
improvements in the adequacy of prenatal care and a large (although not statistically significant) 
decline in the infant mortality rate.  Philadelphia saw improvements in all aspects of prenatal 
care and a reduction in the rate of preterm births (Moreno, et. al. 200). 
 
 2.   Process-based Evaluation Findings 
 The process-based evaluations required the investigators to identify the financial and 
non-financial resources available to the projects, identify the planned interventions, characterize 
the success of implementation at each site, and track from each site the program elements that 
key community-based leaders thought would be useful to sustain that site and for replication 
elsewhere (Raykovich, et. al, 1996).  Mathematica used an extensive number of measures to 
analyze the community-based partnerships that were the key organizing structure for the 
demonstration projects and were maintained in the permanent enabling legislation.   
 The process-oriented evaluations included six major components to be analyzed: 

• community context,  
• consortia success,  
• outreach,  
• case management,  
• public information and  
• service delivery,  

Interestingly, the evaluations did not allow for program changes over time, which, as Wildavsky 
(1984) found, are endemic in community-based projects.    
 The Healthy Start initiative had dual goals of system change and service delivery.  
Three types of service delivery were offered:  

• outreach and case management; 
• a network of support services; and  
• enhancements to available clinical services.   
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 Further, all sites had some form of case management services that sought to ensure that 
low-income women and their families had access to and would receive appropriate medical care 
during pregnancy and their babies’ infancy. All sites provided initial contact or outreach, intake, 
assessment, care planning and referrals and ongoing contact and tracking.  
 The evaluations found that projects provided a wide range of support services to assist 
mothers in healthy pregnancies.  The most popular included: 

• transportation assistance,  
• child care,  
• substance abuse treatment and  
• health education 
 

 To attract potential clients, Healthy Start staff canvassed neighborhoods both door-to-
door and in supermarkets, laundromats and other settings where women tended to congregate. 
Staff made periodic visits to housing communities and used telephone contacts and mass media 
campaigns to engage potential clients (Devaney, Howell, & McCormick (2001).  
 Areas of strength that emerged were outreach and advocacy, particularly advocacy.  
“Many of the women had few social supports so they benefited greatly from case manager 
attention” (Devaney, et. al, 2001, p.2).  Referrals were also a program strength.  Less successful 
were ongoing contact and tracking since, although referrals were made, it was difficult to 
determine whether the service had been received.  Healthy Start staff also had difficulties 
engaging and maintaining clients. It was difficult to contact clients and often, they were not 
home for a stated appointment.   
 Devaney, et. al (2001) wrote about lessons learned from the Healthy Start evaluations.  
They include:   

• Using community lay workers as members of case management teams was feasible, 
and useful in identifying and engaging high-risk women. It was also cost-effective. 

• Training and supporting case managers is important, due to the high-risk nature of the 
population, the type of services, the critical nature of the intervention and the use of 
community lay workers.  

• It was challenging to follow-up and sustain contact with targeted clients and these 
efforts require more attention. 

• Since services received is the hallmark of case management services, sites should 
improve their ability to track clients to determine whether they received services for 
which they were referred.     
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 Enhancements of Clinical Services.  All sites funded a range of services. Across 14 of 
the 15 sites, 167 providers were funded to enhance existing services. Funds were used to hire 
additional staff, increase salaries, reduce waiting time, to provide health education and child care 
and/or build play areas in clinics (Devaney, et.al.2000). 
 System Change Interventions-- Consortia Development.   The design of the Healthy 
Start project focused on interventions determined locally through a consortia-based process.  
Programs interpreted the meaning of consortia variably and the HRSA guidance left this open to 
interpretation.  About half the projects had consortia with 75 or more members and functioned 
more like “town meetings.” Others formed smaller consortia more suitable for decision-making.  
Pittsburgh, one of only two projects in which infant mortality decreased to a statistically 
significant degree, formed an 18 member consortia and Pee Dee, South Carolina formed a 14 
member regional council. Projects found that involving providers was much easier than 
involving community members and/or key political figures.  
 Howell, Devaney, McCormick, & Raykovich (1998) found that two major strategies 
emerged in the fifteen original sites and all Healthy Start projects used one or another of these 
strategies in various combinations.   

• a service consortium model, which emphasizes bringing together a range of 
professionals,  and  

• a community empowerment model which engaged neighborhood-based groups, 
contracting with community-based organizations, and employing local community 
residents in Healthy Start programming 

The service consortium model involved mostly providers, other professionals and some 
governmental representatives.  Consortium made up of providers and professionals generally 
meant that community involvement translated into consortium activities, such as better 
coordination of perinatal health services that are more available, and used more extensively by 
clients.     
 The community empowerment model also used strategies such as engaging 
neighborhood-based groups, contracting with community based agencies for services, employing 
community workers as lay workers in various case management functions, and creating other 
economic development initiatives.   
 Although the Healthy Start projects were removed by a generation from the poverty 
programs of the 1960’s, many of the lessons from both efforts parallel each other (Raykovich, 
1997).  For example, the purpose of and commitment to community involvement is not always 
clear, it is difficult to involve community residents in grassroots efforts and such efforts are 
extremely labor-intensive.  In addition, they may conflict with efficient program operations.  
However, such involvement also may build a sense of community ownership which contributes 
to the long-term success of the project.   
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Mathematica found, in terms of impact, overall, “the community consortia were time-consuming 
and labor-intensive, and often resulted in slower implementation and community tensions 
(Devaney, et. al. 2000, p. 60).”   
 Thompson, Minkler, Bell, Rose, & Butler (2003) found that well-functioning consortia 
had five major characteristics: 

• They had flexibility in the development of locally appropriate consortia structures and 
built upon pre-existing organizations and structures.  

• They benefited from broad institutional support, with constructive links with local 
health departments and support from local political leaders and the mass media. 

• They offered incentives for participation to both providers and consumers.  For 
example, projects provided a range of large and small incentives ranging from 
transportation and child care to raffles and meals.  Providers had opportunities for 
funding and networking opportunities.  

• They had an adequate resource base. Under the demonstration project grants, sufficient 
funding was available to support needed projects.  

• They were characterized by a sense of mission of the Healthy Start program. 
 

 Minkler, Thompson, Bell, & Rose, (2001) found that to varying degrees, Healthy Start’s 
community- based consortia functioned as an empowering organization by “creating settings in 
which people could participate, develop critical awareness and act together to gain increased 
control over their lives” (p. 797).       
 Service Integration and Coordination.  Healthy Starts’ funding increased the number 
of providers of both clinical and support services such as transportation, substance abuse 
treatment and health education. In addition, programs developed networks to improve linkages 
between maternal and child health services. Some programs coordinated services through co-
location.  Generally, the programs that had better outcomes were those with close links to the 
existing clinical care system (Devaney, et. al, 2000 p.63). 
 Public Information.  The goals of public information were:  

o To increase awareness of the adverse impact of infant mortality in the community; 
o To engage community interest in the local program; and  
o To promote healthy behaviors to women of childbearing age (Devaney, et. all, 2000). 

 A wide range of activities took place in this component of the program both on the 
national and local level. At the national level, a media campaign urged women to seek early and 
regular prenatal care to avoid putting their babies’ lives at risk.  Local sites used mixtures of 
local television and radio public service spots and other educational means such as newsletters. 
 Management Information Systems.  Healthy Start sites received funding to develop a 
management information system. Although funding for Information Systems issues accounted 
for more than six percent of funding, all sites struggled to collect data (Devaney, et.al. 2000). 
 Infant Mortality Reviews.  The Infant Mortality Review programs were designed to 
help programs identify the clinical, social and health factors involved in infant deaths in their 
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communities and to make recommendations to improve infant outcomes (Devaney, et. al, 2000).  
The Fetal and Infant Mortality Review (FIMR) was modeled after the maternal review 
committees of the 50’s and 60’s.  Based in health departments and medical societies, committees 
of obstetric providers reviewed each maternal death in detail from clinical records to identify 
preventable incidents where modification of care practices might prevent future death or 
morbidity.  These committees were “credited with contributing to a decline in maternal deaths so 
great that it eliminated the need for them (Baltay, McCormick, & Wise 1999). 
 In the current FIMR process, most Healthy Start sites implemented a two-tier process for 
case review in which an initial technical review of case data was followed by a community 
panel.  The technical review panel was likely to include health professionals, representatives of 
social agencies and law enforcement.  The community panel often involved community agencies, 
policy-makers and consumers.  A number of concerns evolved including identification of cases 
for review, confidentiality concerns and maintaining membership on the panels.  Baltay, et.al, 
1999, remarked that panel members became discouraged by the number of cases with similar 
profiles (p.147).  Locating and being able to interview the mother proved an especially difficult 
task in areas with high rates of homelessness and substance abuse.  In addition, grieving mothers 
sometimes avoided services as a means of coping.  
 Garson & Misra, 1999, reviewed the FIMR process through a mixture of methods from 
review of progress reports to questionnaires sent to the Healthy Start project sites and follow-up 
telephone calls. They report that Healthy Start FIMRs reviewed approximately 1,300 cases 
between 1991 and 1996 and recommended a total of 303 specific actions. The areas most 
frequently found to be the source of recommendations were prenatal care, family planning and 
substance abuse.  Most recommendations fell under the category of program functions, i.e. 
improving services offered by the Healthy Start programs or other local providers.  
 Generally, the FIMR’s focused on finding local solutions to local problems and, though, 
“it is rarely possible to pinpoint one deciding factor that might have changed the course of 
events” (Buckley & Chapin, 1999) they aimed to identify social, economic and systems factors 
associated with the death than can lead to improvements.   
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3.  Lessons Learned:  Characteristics of Successful Programs 
  
 The evaluations showed that successful programs had three major characteristics: 

1) Strong and stable program organization and administration.  Strong and stable 
program organization and leadership was associated with better program implementation 
and improved outcomes.  Four of the six programs with the best outcomes ranked strong 
on administration and program organization. All four had strong program directors and 
most had excellent relationships with the local health departments and the existing 
clinical network.   
2) A focus on service coordination.  Programs that focused on service coordination with 
close links to the existing clinical care system were more successful than others.  All of 
the major programs ranked high in service coordination. 

 
3)  Community involvement.  Community involvement through employment of 
community residents was associated with improved outcomes in some but not all 
programs.  Those programs with both strong program administration and employment of 
community residents had better outcomes than those with only one or the other (p. 55). 

 
In addition to describing these three elements of successful programs, the evaluations examined 
certain aspects of the pilot projects’ operations and effectiveness. 
 The final evaluation report on the pilot projects found that the target population of 
Healthy Start clients was “young poor mothers who often have multiple problems and who are in 
great need of service” (Devaney, et. al., 2000, p.36).  Their pregnancies were generally 
unintended and the pregnant women were unsure of their ability to take care of their baby.  
Often, clients had precarious housing situations and lived in difficult and sometimes violent 
neighborhoods.  Yet, “these mothers share an overwhelming concern for their baby and want to 
be better parents” (Devaney, et. al.2000, p. 20).  Generally, clients who received case 
management services tended to be under the age of 20, African-American, unmarried, have less 
than a high school education, have an annual income of under $5,000 and have either only one 
baby or a high-risk pregnancy.  

 
4.   Evaluation Challenges 
 Community-based initiatives are difficult to evaluate since they do not lend themselves to 
traditional empirical random assignment designs.  One researcher referred to them as being 
“messy-murky” (Morton-Cooper, 2000).   In addition, they are infinitely complex, both 
horizontally (across systems) and vertically (in the way families affect communities and 
communities affect families).  Communities have significant contextual issues, i.e., each 
community has its own reality, but each is also impacted by its context; and the economy, and 
other factors may impact its functioning.  Communities are difficult to evaluate because of the 
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continuous evolution of the intervention, a broad range of possible outcomes, and comparison or 
control groups are not readily available (Kubisch, Weiss, Schorr & Connell 1995). 
         Both the national Healthy Start evaluation, and others, including the Youth Fair Chance 
and the School Dropout study (Hollister & Hill 1995) use a type of comparison-area 
methodology.  Hollister and Hill note, however, a number of problems with comparisons, 
especially that although they are matched on demographic statistics they may vary dramatically 
in other ways.  An additional barrier may be the difficulty in locating a large enough sample to 
use any meaningful statistical tests.  
 A number of strategies are recommended to achieve better results in the evaluation of 
community initiatives, but most depend on building various kinds of community datasets, an 
activity that most communities would resist, unless they can see some sort of immediate benefit 
to it. 
 The evaluation of the original demonstration programs attempted to measure community 
outcomes in very specific ways. Their outcome measures assessed prenatal health, impacts on 
low and very low birthweight and ultimately, impacts on infant mortality rates, using a 
comparison area design, described in more detail under evaluation design, below. 
 Hollister & Hill (1995) comment that most programs that have been rigorously analyzed 
by quantitative data and have had individuals as the primary unit of intervention. “When the sets 
of families considered eligible for the program and therefore for the evaluation are defined as 
residing within geographically bounded areas, these family programs become community wide 
initiatives” (p. 130). 
 Weiss (1995) suggests that evaluations should proceed based on theory, because it a) 
concentrates evaluation attention on key aspects of the program; b) facilitates aggregation of 
evaluation results into a broader based of theoretical and program knowledge; c) asks program 
practitioners to make their assumptions explicit; and d) evaluations grounded in theory may have 
more influence on policy and public opinion (p.69).    
 

E.  State Action on Maternal and Infant Health 
 As attention in Washington flagged on issues of maternal and child health, the states 
became a major source of program innovation and service delivery. Most states offered several 
to most of the following services: risk assessment, care coordination/case management, 
nutritional counseling, health education, psychosocial counseling, home visiting and 
transportation.  In 1990, Connecticut provided risk assessment, health education and home 
visiting (CQ Researcher, 1992, P. 656). Roberts, Algert, Mueller & Hadler (1997) reviewed 
infant mortality trends in Connecticut from 1981 to 1992, using linked birth and death records, 
and found that there had been a decline from 12.2 infant deaths per 1,000 births to 7.3 per 
1,0000. However, as in other states, infant mortality rates were higher for infants of African-
American, teen-aged and less educated mothers  
 A number of states have implemented programs with Healthy Start or some variation on 
the name.  For example, California’s Healthy Start program, enacted by the state legislature in 
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1991, focuses on support services. They are administered by teams of school district personnel 
and community agencies and focus on  

• creating emotional and physical safety nets at school and in the community; 
• building relationships among students, teachers, parents, providers, the school and the 

community; 
• providing guidance and emotional support for school and life lessons; 
• offering practical support for basic needs; and 
• deepening child, youth and family knowledge of what it means to be young in a 

challenging world. 
Villareal (2005) comments that Healthy Start works by not only “raising the bottom of academic 
achievement” for California’s lowest performing students but also by making a significant 
contribution to the quality of life for individual children, neighborhoods and communities” (p. 
95).   
 In Hawaii, a much-lauded program (Schorr, 1997) that focused on providing home-
visiting services to prevent child abuse and neglect has led to a national movement of “Healthy 
Families” services, the primary focus of which is intensive home visiting.  Daro (1999) found 
“no consistent pattern of who is most likely to benefit from the program (p.152).  The outcomes 
of the Hawaii program were called into question when Duggan et al (2004), in two multi-year 
studies that focused on the ability of the in-home visitors to either prevent child abuse or effect 
changes in parental risk factors, found that the program had not prevented child abuse or changed 
the risk behaviors for which participants were referred.    

 
 Connecticut’s Healthy Start Program 

 A past evaluation of Connecticut’s Healthy Start Program by Eisenberg et al (1995) used 
network analysis.  The evaluation report described Healthy Start “within the context of the 
overall service delivery system for pregnant women” (p. 491).   The researchers conducted an 
ethnographic study to define the programs considered part of the network.  The network data 
collection consisted first of identifying the universe of programs and then surveying them to map 
the patterns of referral.  Researchers found that Healthy Start played a “broker” role in all case 
study communities and was instrumental as an integrator of services. 
 The 1995 evaluation cited a number of issues, including: 

• Sites feel that that the reporting requirements for Healthy Start are overwhelming; 
• The embeddedness of Healthy Start in agencies makes it difficult to disentangle the 

benefits and costs of activities associated with Healthy Start. 
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CHAPTER 4   The Impact of Healthy Start on Its Clients 
 

A.  Introduction 
 Measuring the Impact of Connecticut’s Healthy Start program on its clients is a complex 
task.  This chapter first discusses the approach used, then discusses methodological approaches 
and issues, and finally presents results.  The first set of results presented pertains to the 
“mothers” in the program and the second set reflects the health of babies born to program 
participants.   
 
B.  The Evaluation Questions 
 To form appropriate evaluation questions, one must consider the theory under which the 
program is operating.  The program theory, presented in Chapter 2, suggests that the 
effectiveness of the program hinges on attracting to the program pregnant women who would 
otherwise have a high likelihood of poor birth outcomes.  Also, the program assumes that it can 
either provide appropriate services to the women or refer women for appropriate services, and 
that the referrals are acted upon.  Finally, the program assumes that if the intervention is 
appropriately delivered, that family-wide and community-wide effects will be seen. 
 There exist two challenges in evaluating this program.  One challenge that appears 
when evaluating this program is determining an appropriate comparison group.  The program is 
offered to all pregnant women in Connecticut yet not all eligible women participate in the 
program.  The state, though, contracts with sites to provide services to all pregnant women below 
185% of the federal poverty threshold.  Those who actually participate in the program are 
likely to be a select group.   
 Another challenge is that the intervention varies.  While all women theoretically are 
offered case management, not all women take up the case management services.  Further, 
program personnel feel that some poor women who avail themselves to the program do so only 
for easy access to the Medicaid program.  

These two factors make the selection issues and the attribution of positive birth outcomes 
to the program complex.  With respect to possible selection bias, on the one hand, women who 
are most eager to have healthy births may be the ones who take the most advantage of the 
services offered.  However, it is likely that these women would have had a high likelihood of a 
healthy birth even in the absence of the program.  If women who would have had a positive birth 
outcome are most likely to take up the program, then this would minimize the effectiveness of 
the program.   

On the other hand, if program outreach is effective, then the program would attract those 
women who are not as likely to have a healthy birth outcome. To disentangle some of these 
issues, the evaluation team turned to examining the data on the clients that the program collects. 

Since the program is offered to all pregnant women throughout the state, constructing a 
proper comparison group or “control group” is tricky.  In the best of all worlds from a social 
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science perspective, one would randomize pregnant women into the program and compare the 
birth outcomes of the randomly constructed groups.  However, randomizing in this case would 
be unethical, since the pilot programs showed the program to be effective.  Certainly, in 
Connecticut women in the program have never been “randomly” assigned to it.   

Some might think that since the program targets low-income women, the proper 
comparison group would be low-income women not in the program, such as women who gave 
birth while utilizing HUSKY A or the Medicaid program.  However, because of the selection 
issues, it is likely that women in Healthy Start are more eager to give birth to a healthy baby, 
which would suggest that other women eligible for Healthy Start who did not enroll in the 
program would have had worse birth outcomes a priori.  That is, if one compares Healthy Start 
clients to HUSKY A or Medicaid clients not in the Healthy Start program, one is likely to 
overestimate the impact of the Healthy Start program. 

Another comparison group is women and newborns in the state of Connecticut.  This 
group is an unknown mix of high, middle, and low income women, and also a mix of motivated 
and unmotivated women.  If the goal of the program is to give the low-income women in the 
program opportunities to have a healthy pregnancy and baby the degree to which the rest of 
Connecticut’s population enjoys, then this may be in practice the most relevant group.  

The quasi-experimental design used in most cases becomes 
______________ 
   X      O Healthy Start 

- - - - - - - - - -  
            O Eligible nonparticipants   
______________________ 

where X represents of “treatment” of participating in the Healthy Start program and O represents 
various observations.  There are two groups-- clients of Healthy Start and their babies, and 
eligible (<185% of the federal poverty level) women and their babies.  Nonparticipants do not 
receive the treatment, although they may receive other types of prenatal care.  Before applying 
this design, issues that arose when examining the data should be discussed.   

 
C.  Data Issues 

At the start of the evaluation project, the state’s understanding of the data that the sites had 
been collecting on clients and program interventions was that the data were of reasonable 
quality.  The expectation was that these data were in a form that one could analyze.  Expected in 
the sites’ data sets were client intake forms, a screening questionnaire that would allow one to 
determine the client’s need for services, indicators of the services actually provided, and 
ultimately, the birth outcomes.  Theoretically, if the data were of acceptable quality, one could 
ask basic questions such as: 

• What level of need for services did clients have upon entry to the program? 
• To what degree did the program meet the clients’ need for services? 



58 

 

• Did the services provided impact the probability of a positive birth outcome? 
The answers to these questions would be revealed through analysis of data in a data set of 
reasonable quality.   

Unfortunately, once the evaluation team actually examined the data, it realized that the data 
set was well below an acceptable standard.  The evaluation team believes that before its data 
expert (Mr. Lagana) investigated the quality of the data and brought deficiencies in it to the 
state’s and sites’ attention, the state was unaware of the many deficiencies and errors present in 
the data sets.  Thus, the evaluation team’s data expert spent many hours cleaning the data and 
checking with sites the definitions and categories of variables actually being used.  The time 
spent on getting the data set into shape delayed the timing of the completion of this report.  Upon 
writing this report, some issues were still unresolved and the team believes could never be 
resolved because of the lack of documentation and direction with respect to data collection 
efforts.  As data quality issues were raised by the evaluators Ms. Barrera at the state level and the 
working group of Healthy Start program administrators were extremely responsive and worked 
to resolve issues.  Thus, throughout the evaluation process, essentially a parallel process of data 
improvement occurred.   

In the original data analysis plan, the first step was to combine data from the various sites 
into one file.  Unfortunately, this step was hampered because the existence and meaning of 
variables across sites was inconsistent.  Some sites had missing fields while some had 
additional fields, and some fields were given different names in some of the data sets.   

The data quality of each field was considered by carefully inspecting the values that were 
recorded within each field.  Problems that arose at this stage included: 

- Codes in the data set that were not defined in any known layout; 
- Dates or numbers outside expected ranges (likely errors); 
- Data patterns that suggest that different sites were recording data under different 

assumptions; 
- Data patterns suggesting that either sites are serving different populations, with 

interventions at very different rates, or that some sites failed to record data as faithfully as 
others; 

- Blanks and zeroes that had an uncertain interpretation; and 
- Primary record field data values seemingly inappropriate for client types. 
 

  Further, the data collection system was so poor that ultimately, for all sites one 
could not link mothers to their birth outcomes.  There were many variants across and 
within sites on what client identification codes in the primary (mother) records look like.  
These variants made matching by ID (which should be a straightforward exercise) possible 
for only some of the records.  For others, portions of the ID were truncated to form a match 
and other less reliable means (e.g., eyeballing, last names, etc.) were used.  This introduced 
uncertainty into the analysis.   
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There appeared to be inconsistency in the creation of records.  Some sites created a 
primary record for the child, while others did not.  Some used a variant of the mother’s ID for 
the child (e.g., mother HS43533 vs. child HS43533A) while others did not.  While normally this 
would allow one to match mothers with their children easily by truncating the last character of 
the ID, since IDs varied in length, even within sites, match rates by truncating were low.  In any 
case there appear to be significant numbers of outcome records without matching primaries, and 
primaries with no associated outcome record.  It also appears outcome records were recorded at 
different rates across programs.  (However, there was no reason to think that the collection of 
outcome records was related to the health of the infant or mother.  It seemed to depend on the 
organizational capability of the site.)  Further, some records appeared to be accidentally 
duplicated in the primary database (a fact noted by case notes).   

Additionally, an important issue is what primary and outcome records are meant to represent.  
Should there be more than one primary record for a mother with more than one child or 
anticipated child?  And in the many cases where a mother occurs more than once in the primary 
table (often as both a 1 or 2 client type), there was no consensus on how these cases should be 
handled.    

When it became clear that the data sets given to the evaluation team were not of acceptable 
quality, the team clearly informed the state of the data issues that arose through telephone calls, 
conference calls, and memos.  There was acknowledgment at the state level that data collection 
was an issue, and state level personnel coordinated an effort for the sites to work with the 
evaluation team to clean up their data sets.  Despite some improvements in the quality of the 
data, basic issues remain unresolved.  Information that would allow one to link most 
mother records with child records does not exist for the evaluation period.  One 
ramification of this oversight is that one cannot link the intensity of the intervention with 
the birth outcome.   

Ultimately and unfortunately, some data issues never were fully resolved.  Thus, below the 
evaluation team presents information based on data of a high enough quality that it reflects the 
state of the Healthy Start Program, and not the state of data collection within the Healthy Start 
program.  This means that while the data sets provided can be used to describe the client 
population they cannot be used to attribute particular interventions to birth outcomes.  However, 
given the strength of the literature on this latter part of the Program Theory, in many ways this 
question becomes moot because the state of knowledge is that if the program reaches high risk 
women, then their birth outcomes should improve because of the program.   

Another issue is that not all aspects of the program of interest were “required fields” for 
reporting to the state.  The state requires that program contractors (and thus their subcontractors) 
provide in electronic format of the “required fields” to the state.  Some variables of interest, for 
example, the results of the initial screening of prenatal women and household income, were not 
required fields.  While some sites provided the state with such information despite the field not 
being required, other sites did not.  Thus for some variables, all sites are not represented.  
However, since one would not expect birth outcomes to vary depending on a site’s propensity to 



report unrequired data, one would not expect that the reported data provides a biased estimate.  
The evaluators therefore are comfortable reporting results based on partial information.   

 
D.  Descriptive Statistics on Women Who Enroll in the Healthy Start Program 
 The evaluation team felt confident that information on the number of mother clients was 
of acceptable quality since that information is gathered as women enroll in the program.  The 
following represents an analysis of primary record data for mothers only.  Type 1 (prenatal) and 
type 2 (postpartum) clients are included, and have been de-duplicated to the extent possible.5 
This information relates to the number and type of mothers served, not the number of times 
served.  
 The data sets included information on 5,776 unduplicated mothers who participated in the 
program at some point during the State Fiscal Year of 2006, which ran from July 1, 2005 to June 
30, 2006.  As shown below, the New Haven Health Department served the most such clients, 
followed by Stamford Hospital, Community Health Center, and Staywell Health Center.  
Naugatuck Valley captured relatively few mothers (most Naugatuck Valley Health Department 
clients were 
listed as 
infants or 
children).  

Number of Unduplicated Women by Site and Year of Enrollment 
Site 2003 2004 2005 2006 Grand Total 
New Haven Health Department   93 678 416 1,187 
Stamford Hospital, Stamford    287 420 707 
Community Health Center  14 380 273 667 
Staywell Health Center  52 360 227 639 
Hartford Health & Social Svs. Dept   242 257 499 
Bridgeport Dept of Social Services, Bridgeport   167 182 349 
Generations Family Health Center  29 185 80 294 
Day Kimball Hospital & Women’s Health Center   163 130 293 
United Comm. & Family Services 3 15 152 96 266 
Family & Children’s Agency, Norwalk   108 112 220 
Hispanic Health Council   88 109 197 
L & M Hospital, New London   97 82 179 
Family Strides, TAHD   82 90 172 
Bristol Community Agency   9 39 48 
Naugatuck Valley Health District 
Unknown (Norwich) site 

  
 

9 
1 

48 
1 

57 
2 

Grand Total 3 203 3,008 2,562 5,776 

Most 
registration 
dates for 
mothers fell 
within 2005 
and 2006.  
Three were 
registered in 
2003 and 
203 were 
registered in 
2004.    
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5 A little over 300 mother related IDs were duplicated in some way.  Duplicates were flagged and suppressed, 
whether they were duplicates within client types, or across types 1 and 2.  Where entries for both 1 or 2 type clients 
were found for the same mother, the type 2 entry was usually suppressed.  Because different sites appeared to use 
different rules of entry, and different client ID codes, a residual amount of duplicates may remain in the data 
presented here.  Duplicates were searched by duplicate ID, by name/birthdate, and by ID suffix (IDs that are not 
identical, but would be if not for suffix values such as “-1” or “-2”).  Data field values did not appear to vary 
radically between duplicates. 
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Most 2004 registrations were from New Haven and StayWell.  For this analysis 2003-
2004 registered clients will be included (as they were submitted under 2005 or 2006 reporting 
periods). 

 
1.   Race of Clients 
 The racial distribution of clients, displayed below, shows that 36% of the women 
reported themselves as “white,” 18% as  “multi-racial,”16% as “black,” and 22% as “other.”  
The high propensity of women in the “other” categories makes one wonder about the definitions 
of that category.  The U.S. Census regards Hispanic as an ethnicity, not a race, and considers 
most Hispanics white.  That seems not to have been the case in the Healthy Start data set.   
 Interpreting the race data precisely is challenging because the data collection protocol 
between sites differed.  For example, in some sites, Hispanics were often put into a category of 
“other” for race.  Further, one agency (Bridgeport) reports having used the codes recommended 
by the state, but that the coding of this variable changed twice.  Another agency (Bristol) did not 
report race in its data set.   

 But, examining the race data for sites that seem to have collected and reported it shows 
substantial differences in the proportion of the Healthy Start population that consider themselves 
“white” between sites.  While 36% of the Healthy Start population reported itself as “white,” 
the Hispanic Health Council reports only 4% of its clients as white.  The population of mothers 
served in Stamford is only 8% white, in Norwalk only 11% white, in Bridgeport and New Haven 
only 17%.  Sites with a moderate proportion white include Staywell Health Center (41% white) 
L&M Hospital in New London (45%), and Hartford Health and Social Services Department 
(55%).  Finally, sites with a client base that is primarily white include Family Strides (72%), 
United Community and Family Services (76%), Naugatuck Valley Health District (77%), 
Generations Family Health Center (84%), and Day Kimball Hospital (96% white).    

But given that clearly well less than half of Healthy Start mothers are white, one can 
conclude with confidence that the racial distribution of clients differs greatly from the racial 
distribution of Connecticut women who gave birth in 2004.  In Connecticut, 82% of births 
were to white women and 13% were to black women (National Center for Health Statistics 
2006). The Healthy Start client population is disproportionately non-white, which suggests 
that the program serves its targeted population.  



 

Racial Distribution of Mothers/Pregnant Women from the Merged Data Set 
 

 Total 
Hartford 

Health 
& SS 

Comm. 
Health 

Ctr. 

Hisp. 
Health 
Council 

Bristol 
Comm. 
Agency 

Family 
Strides 

New 
Haven 
Health 
Dept. 

Naugatuck 
Valley 
Health 
Dept.  

Stamford 
Hisp. 

Bridge-
port 

Dept of 
SS 

United 
Comm. 

& 
Family 
Serv. 

Generations 
Family Hlth 

Ctr. 

L&M 
Hosp. 

Staywell 
Health 

Ctr. 

Day 
Kimball 
Hosp. & 

Women’s 
Health 

Ctr. 

Family & 
Children’s 

Agency 

Total 
Number 
of Clients 
[N] 

[5,774] [499] [667] [197] [48] [172] [1,187] [57] [707] [349] [266] [294] [179] [639] [293] [220] 

Race 100% 100% 100% 101% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 
  White 36% 55% 32% 4% 0% 72% 17% 77% 8% 17% 76% 84% 45% 41% 96% 11% 
  Black 16% 44% 8% 8% 0% 2% 19% 5% 15% 32% 4% 4% 12% 14% 1% 14% 
  Multi- 
  Racial 

19% 0% 0% 0% 0% 5% 0% 2% 77% 47% 9% 9% 38% 10% 1% 72% 

Other 23% 1% 56% 88% 0% 0% 59% 0% 0% 3% 0% 0% 0% 4% 0% 1% 
Asian/ 
Amer. 
Ind. 

3% 0% 4% 1% 0% 2% 5% 0% 1% 2% 5% 3% 4% 3% 2% 2% 

Unknown 3% 0% 0% 0% 100% 20% 0% 16% 0% 0% 0% 0% 2% 27% 0% 0% 
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2.  Proportion of Women Who Are Hispanic 
 Data on the proportion of the population that report themselves as “Hispanic” suggest 

that at least 43% of clients are Hispanic—clearly identified as Central/South American, Puerto 
Rican, Mexican, “Hispanic or Latino,” or Cuban.  This figure differs greatly from the proportion 
of babies born to women of Hispanic origin in Connecticut.  Data show that in Connecticut, only 
18% of babies born are to women of Hispanic origin (National Center for Health Statistics, 
2006).  The disproportionately high presence of Hispanics in the population served by the 
Healthy Start program provides evidence that the program reaches the women it intends to 
serve. 

 The exact proportion of women who were non-Hispanic is unclear.  While 37% of clients 
were clearly identified as non-Hispanic, if one adds to this figure clients with missing data for 
this field and those with “ethnicity not reported” then 56% should be considered non-Hispanic.  
However, given that in the race data approximately half of mothers seem to identify themselves 
as Hispanic, and only 36% identify themselves as white, it is clear that many Hispanic women do 
not view themselves as white.  
 The Hispanic population 
is nearly equally represented by 
women of Central/South 
Americans, Puerto Rican, and 
Mexican origin.  The data do not 
reflect the amount of time a 
woman has resided in the 
(mainland) United States.  Table 
4-A1, in the appendix to this 
chapter, displays Hispanic 
ethnicity by site.  These results 
suggest that the sites differ in the 
proportion and the composition 
of the population served that is 
Hispanic.   

 
 

Unduplicated Mother Clients by Hispanic Ethnicity 
 

Ethnicity  Percent [N] 
Not Hispanic or Latino 37.4% 2,158 
Central/ South American 13.6% 785 
Puerto Rican   11.5% 664 
Mexican 10.4% 599 
Hispanic or Latino 7.7% 444 
Other unspecified Hispanic & Unknown  10.0% 575 
Ethnicity not reported 9.1% 524 
(Missing) 9.1% 524 
Unknown-site unique 0.5% 26 
Cuban 0.0% 1 
Grand Total 100.0% 5580 
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3.  Primary Language of Clients 
With respect to the primary language of the women served, less than half (47%) report 

English as their primary language.  Nearly 3 of every 10 clients (29%) report Spanish as their 
primary language.  However, this field was missing for approximately 17% of clients.  It is 
unclear of that 17% are native English speakers and thus were not asked this question, or 
whether the 17% had simply missing data for the question.   

Though many sites report a significant share of their clientele as Spanish speaking, the 
Hispanic Health Council, Stamford Hospital, Family & Children’s Agency, and the New Haven 
Health Department reported the largest shares of Spanish speaking clients.   

Approximately 8% of clients report as their primary language a language other than 
English or Spanish.  However, most sites only offer services in English and Spanish.  (Data in 
this field was missing for some sites, including the CHC and Generations.)  Language results by 
site do not align with ethnicity as one might expect.  For example, Bristol reports 15% Spanish 
speakers, but based on ethnicity data, 63% of clients are Hispanic/Latino.  The difference could 
be due in part to assimilation or the miscoding of ethnicity or language data.   

One should not consider differences between sites in the proportion of clients who speak 
English.  The Day Kimball Hospital almost exclusively serves English speakers, while the 
minority of women seeking services from the Hispanic Health Council, Stamford Hospital, the 
Family & Children’s Agency, and the New Haven Health Department speak English as their 
primary language.   

Primary Language of Mothers by Site 
Site (Missing) English Spanish Other 
Hispanic Health Council 0% 30% 68% 2% 
Stamford Hospital, Stamford 1% 36% 58% 5% 
Family & Children’s Agency, Norwalk 0% 42% 55% 2% 
New Haven Health Department  0% 41% 48% 11% 
Generations Family Health Center 15% 51% 31% 4% 
L & M Hospital, New London 0% 69% 28% 2% 
Bridgeport Dept of Social Services, Bridgeport 1% 68% 26% 5% 
Family Strides, NVHD 2% 74% 18% 6% 
Staywell Health Center 41% 32% 17% 10% 
Hartford Health & Social Svs. Dept 0% 59% 15% 27% 
Bristol Community Agency 0% 83% 15% 2% 
Naugatuck Valley Health District 7% 81% 7% 5% 
United Comm. & Family Services 5% 89% 2% 4% 
Day Kimball Hospital & Women’s Health Center 0% 97% 0% 2% 
Community Health Center 100% 0% 0% 0% 
Grand Total 17% 46% 29% 8% 
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4.  Referral Source 

Over one-quarter (26%) of women became aware of the Healthy Start program 
through word of mouth or some kind of personal contact.  Nineteen percent report having heard 
about the program through a hospital, 13% through a community health center, 8% through a 
medical care provider, 3% through a family planning program, and 10% report another source of 
information.  Interestingly, a negligible amount reported having learned of the program through 
presentations, InfoLine, WIC, 
School, a local health department, or 
through mass media.  These means 
may represent opportunities to 
expand reaching out to women.  
Referral patterns, including top 
referral sources, varied noticeably by 
sites (tables are provided in the 
Appendix to Chapter 4).  The 
variation may reflect differences in 
the social and/or service 
infrastructure in which the sites 
operate, service infrastructure referral 
agreements, outreach strategies, 
and/or data collection norms at each 
site.  Common across all sites was 
that those information sources that 
had nearly no impact on bringing 
women to the Healthy Start program 
included outreach through schools, 
mass media, public presentations, 
and faith-based organizations.   

 
Source of Initial Information of the Healthy Start 

Program 
 

Referral Description Total 
Word of mouth / Personal 26% 
Hospital 19% 
Community health center 13% 
Other 10% 
Medical Care Provider 8% 
(No data) 9% 
Presentations 3% 
Family Planning Program 3% 
DCF, DSS 3% 
Local Health Department 2% 
WIC 2% 
Community Based Organization/Soc Services Org. 1% 
InfoLine 1% 
Mass Media, TV, Radio 0.1% 
School 0.1% 
Child Care 0% 
Faith Based Organization 0.1% 
Court System 0% 
MCO 0% 
Public Events 0% 
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5.  Pregnancy Status at Time of Enrollment 
Of the 5,776 unduplicated mothers included in the data base, at least 4,931 (85%) 

enrolled while pregnant and 845 (15%) enrolled after the birth of the child.  Some sites, 
including Bridgeport, changed this variable as the pregnancy proceeds.  Therefore, it is very 
likely that a more accurate statement is that approximately 90% of women first enroll in the 
program while pregnant.   

 
Pregnancy Status at the Time of Enrollment 

 
Site Postpartum Prenatal Grand Total   % Prenatal 
Bridgeport Dept of Social Services, Bridgeport* 227 122 349 35% 
Bristol Community Agency 1 47 48 87% 
Community Health Center 197 470 667 70% 
Day Kimball Hospital & Women’s Health Center 132 161 293 56% 
Family & Children’s Agency, Norwalk 7 213 220 97% 
Family Strides 26 146 172 85% 
Generations Family Health Center 81 213 294 72% 
Hartford Health & Social Svs. Dept 7 492 499 99% 
Hispanic Health Council 1 196 197 99% 
L & M Hospital, New London 66 113 179 63% 
Naugatuck Valley Health District 2 55 57 96% 
New Haven Health Department  45 1142 1187 96% 
Stamford Hospital, Stamford 0 707 707 100% 
Staywell Health Center 41 225 266 85% 
United Comm. & Family Services 41 225 266 85% 
Grand Total 911 4669 5580 84% 

* Note--  Bridgeport changed this variable as the pregnancy would proceed, thus the 35% rate does not 
accurately reflect the mother’s pregnancy status when she first enrolled in the program.   

 

6. Age at Registration 

For clients who had usable date of birth information, age at registration (regardless of 
prenatal/post-partum status) was calculated by subtracting their date of birth from their 
registration date. The following graphs show the age distribution of clients at the time of 
enrollment.  Eighteen percent of Healthy Start clients were teens.  In the State of Connecticut, 
only 7% of births were to teenage mothers.  The difference in these figures again suggests that 
the Healthy Start program effectively reaches its target population.   
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Age at Registration, Healthy Start Mothers
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Age at Registration, Healthy Start Mothers
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 Average and median age of clients are shown below, with results sorted by median age of 
clients served at a site.  The average age at registration was 25.5 years of age.  This age is well 
below the 27.5 average age when giving birth of women in the United States in 2004 and the 
difference is statistically significant (p<.01)  (National Center for Health Statistics, Table 10).  
At enrollment women were approximately one and one-half years younger than pregnant 
women in the United States overall.     

Comparing to the U.S. average, 11% of the program’s clients are 18 years of age or 
younger while nationally, 6.3% of births are to young women of these ages (National Center for 
Health Statistics, Table 1).  The program disproportionately serves a young clientele.   

The data suggest that Family Strides, United, and Generations serve somewhat younger 
clients than sites such as Norwalk (Family and Children’s Agency) and Stamford Hospital. 
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Statistics on Women Clients’ Age at Registration into the Healthy Start Program 

Site [n] Min. Avg Max. Std. Dev Median 
Family Strides 171 15.6 24.0 37.6 5.2 22.5 
United Comm. & Family Services 264 16.1 24.0 45.3 5.2 22.8 
Generations Family Health Center 289 16.1 24.3 43.2 5.5 22.9 
Hispanic Health Council 197 13.8 24.5 41.6 5.9 23.6 
Naugatuck Valley Health District 57 16.3 24.8 42.7 5.8 23.7 
Day Kimball Hosp. & Women’s Health Center 291 16.5 24.7 42.9 5.1 23.7 
Hartford Health & Social Svs. Dept 499 14.3 24.7 46.5 5.8 23.7 
L & M Hospital, New London 177 14.7 25.1 42.6 5.7 23.8 
Staywell Health Center 617 13.4 25.2 45.3 5.8 23.9 
Bristol Community Agency 46 16.3 24.7 38.2 5.6 23.9 
Community Health Center 666 14.3 25.2 55.1 5.9 24.1 
Bridgeport Dept of Social Services, Bridgeport 347 15.6 25.9 43.0 6.2 24.4 
New Haven Health Department  1,187 13.0 25.9 43.5 5.9 25.0 
Family & Children’s Agency, Norwalk 219 16.0 26.8 42.0 5.4 26.6 
Stamford Hospital, Stamford 705 14.3 27.3 46.7 6.1 26.6 
Summary 5,732 13.0 25.5 55.1 5.9 24.4 

 

But in fact, women from a broad range of ages (13 to 55 years of age) enroll in the program.  A 
z-test of just the ages of women at Stamford Hospital and Family Strides (the sites with the 
youngest and oldest mother populations) confirms a significant difference between the average 
age at alpha =.001.  The difference in the age of clients between sites is statistically significant 
at the p<.01 level.  
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7. Weeks Gestation at Registration  

The number of weeks of gestation at registration into Healthy Start was available for 95% 
of prenatal and for approximately 2/3 of post-partum mothers. Since the interpretation of “weeks 
gestation at registration” was uncertain for mothers who should have theoretically already given 
birth, women who were post-partum at the time of registration were not included in this analysis.  
(According to data documentation, this value should have only been present for prenatal 
mothers.  In fact no gestation data was recorded for post-partum participant records in this data 
set for Bristol, Hartford, Hispanic Health Council, Naugatuck Valley Health Department, New 
Haven, and Staywell project sites.)  Thus, the analysis relies on the 4,645 prenatal clients with 
usable gestation data.   Gestation at registration ranged from 1 to 41, with the majority of 
prenatal clients registering between weeks 6 and 13 of their pregnancy.  Over half of prenatal 
mothers were reported at the time of registration being between 5-12 weeks into their pregnancy.  
Sixteen percent of prenatal mothers registered while over six months pregnant.   
 

 
Estimated Weeks Gestation at Enrollment (Prenatal Mothers) 
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Estimated Weeks Gestation at Enrollment  (Prenatal Mothers)
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The average number of weeks of gestation at registration was 14.8 and varied by site.  

SITE [n] Min. Avg. Max. Std.Dev. 

Naugatuck Valley Health District NVHD       55 5 10.5 37 7.03 
United Comm. & Family Services     216 4 11.5 38 6.53 
Community Health Center     470 3 11.8 39 6.77 
Family Strides     144 4 12.6 39 8.60 
L & M Hospital, New London     109 4 12.7 34 7.02 
Generations Family Health Center     174 4 12.9 37 7.78 
Day Kimball Hospital & Women’s Health Center     147 1 13.5 40 9.81 
New Haven Health Department    1,140 1 14.3 41 8.26 
Stamford Hospital, Stamford     697 6 14.5 37 5.74 
Staywell Health Center     440 3 14.7 40 8.73 
Family & Children’s Agency, Norwalk     210 4 15.7 39 6.78 
Bridgeport Dept of Social Services, Bridgeport     114 4 16.7 39 10.89 
Bristol Community Agency       46 4 17.8 39 11.01 
Hispanic Health Council     190 1 18.4 40 9.45 
Hartford Health & Social Svs. Dept     492 3 21.3 41 10.29 
Summary   4,644 1 14.8 41 8.55 
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The following graph shows the gestation data at time of registration aggregated into the trimester 
of pregnancy at the time of registration.   
 
 

Estimated Gestation (Prenatal Mothers) 
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2nd (14-26 wks), 
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3rd (27-40 wks), 
12.8% 

 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

Based on these data, one can conclude that the Healthy Start program first interacts with 
the majority of their prenatal clients during the clients’ first trimester of pregnancy.  In 
fact, more than half of Healthy Start clients enter the program in their first trimester of 
pregnancy.    
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8.  History of Obstetrical Risk 

 It is unclear how data collected by agencies for this field should be used.  Except for 
some residual data, this field was completed only for prenatal mothers.  Not all sites appeared to 
report this field since it was not a “required” field at the time.  Amongst the 3,367 clients with a 
recorded level of “obstetrical risk,” 301 clients or 9% were reported to have had a history of 
obstetrical risk.   
 

 History of Obstetrical Risk 
Site Missing No Yes Total 
Hartford Health & Social Svs. Dept       327      165               492 
New Haven Health Department     1,084      102            1,187 
Staywell Health Center       431      196        12               639 
Hispanic Health Council       188         9               197 
Stamford Hospital, Stamford       700         7               707 
Bridgeport Dept of Social Services, Bridgeport       347         2               349 
Family & Children’s Agency, Norwalk 
Site that do not track this field 

 
1,976 

     219         1               220 
1,976 

Total       2,407   3,066      301            5,774 
 

9.  Risk Assessments 

Upon registration into the Healthy Start program, personnel conduct a risk assessment on 
each woman desiring services.  This assessment is 
used to tailor services to the woman’s needs.  
Although the program conducts a risk assessment 
for each client, since the results of the assessment 
were not a “required field” in the state’s data 
system, only half (51%) of clients have the field 
indicated in their electronic record.  Inspection at 
the project level confirmed that several sites have no data or large amounts of missing data for 
this field.  Some have questionably high assessed risk rates (100%).  The definition of the 
categories of risk seems not to have been consistent between sites.   

Risk Category Percent 
(Missing) 48% 
High 23% 
Low  16% 
Medium (care coordination) 13% 
No assessment 1% 
Grand Total 101% 

Among those clients whose risk level was assessed and recorded, 45% were determined 
to be at high risk, 31% at low risk, and 25% at medium risk.  That is, of the clients with valid risk 
assessment data, the vast majority were assessed as medium or high risk, while proportionately 
few were assessed as being low risk.  However, these results must be treated with caution.   
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Site

Risk  
Assessment 
Results not 
Entered High Risk

Low 
Risk 

Medium (care 
coordination) 

 
Grand Total

Bridgeport Dept of Social Services, Bridgeport 81% 0% 17% 3%  100%
Bristol Community Agency 100% 0% 0% 0% 100%
Community Health Center 0% 100% 0% 0% 100%
Day Kimball Hospital & Women’s Health Center 100% 0% 0% 0% 100%
Family & Children’s Agency, Norwalk 60% 2% 34% 3% 100%
Family Strides 100% 0% 0% 0% 100%
Generations Family Health Center 100% 0% 0% 0% 100%
Hartford Health & Social Svs. Dept 0% 90% 2% 7% 100%
Hispanic Health Council 0% 64% 7% 29% 100%
L & M Hospital, New London 100% 0% 0% 0% 100%
Naugatuck Valley Health District NVHD 100% 0% 0% 0% 100%
New Haven Health Department 3% 1% 53% 43% 100%
Stamford Hospital, Stamford 86% 2% 7% 5% 100%
Staywell Health Center 65% 4% 13% 18% 100%
United Comm & Family Services 100% 0% 0% 0% 100%
Grand Total 49% 23% 16% 13% 100%

 
  

10.  Number of Pregnancies 

Across sites, the number of pregnancies was not reported consistently.  The only two sites 
that seem to have used this variable consistently and for all clients were the Hartford Health and 
Social Services Department and the Hispanic Health Council.  
At the Hispanic Health Council, 48% of women in the Healthy 
Start Program are experiencing their first pregnancy.  At the 
Hartford Health and Social Services Department, the figure is 
27%.  In New Haven (which recorded the data for all but 18 of 
their 1,187 cases), 49% of women were experiencing their first 
pregnancy.   

The evaluators had understood the current pregnancy 
amongst prenatal clients as counting as one pregnancy.  Thus, 
there should be no women in the program who had zero 
pregnancies.  However, the data did not bear this out.  After clarifying with each of the sites their 
interpretation of the variable and making it consistent between sites to the greatest extent 
possible, uncertainty in the meaning of the variable remains.  Further, because it was not a 
“required data field,” some sites seem to not have recorded the variable at all in their electronic 
data files.   

Number of 
Pregnancies, All Sites Total 

Missing 2984 
0 450 
1 1123 
2 526 
3 299 
4 113 

5+ 181 
Total 5776 
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11.  Client’s Source of Funds upon Intake 

Upon intake, most mothers (54%) were self-pay/uninsured (this includes clients who 
could not pay).  However, 37% reported already being on “Medicaid.”  Based on feedback from 
sites, “Medicaid” could mean either that the client was 
currently enrolled in Medicaid or that the client 
appeared to be eligible for Medicaid and had an 
application for it pending.  Some sites changed the 
value of this field once clients were eligible, while 
others did not (instructions suggest the field should not 
be changed). These interpretation issues interfere with 
the ability of the data to reveal how many unenrolled but Medicaid- eligible clients passed 
through intake.  Funding source patterns varied by sites, with some sites more likely than others 
to report Medicaid vs. Self-Pay.   

Funding Source upon Intake % 
Self-pay/Uninsured 53.8% 
Medicaid 36.6% 
Private insurance 2.5% 
Other (church, hospital free care, etc.) 4.5% 
Unknown 2.3% 
Total 100% 

 

Site 
Self-pay/ 

Uninsured Medicaid 

Unknown 
& Other  
(church, 
hospital 

free care, 
etc.) 

Private 
insurance 

Grand 
Total 

Bridgeport Dept of 
Social Services 

2.9% 83.4% 0.6% 13.2% 100.0% 

Bristol Community 
Agency 

100.0% 0.0% 0.0% 0.0% 100.0% 

Community Health 
Center 

49.6% 50.1% 0.3% 0.0% 100.0% 

Day Kimball Hospital & 
Women’s Health 
Center 

6.1% 92.5% 0.3% 1.0% 100.0% 

Family & Children’s 
Agency, Norwalk 

64.1% 30.9% 2.3% 2.7% 100.0% 

Family Strides 78.5% 11.0% 2.9% 7.6% 100.0% 
Generations Family 

Health Center 
53.1% 34.4% 6.5% 6.1% 100.0% 

Hartford Health & Social 
Svs. Dept 

0.0% 77.2% 22.8% 0.0% 100.0% 

Hispanic Health Council 35.5% 21.8% 36.5% 6.1% 100.0% 
L & M Hospital, New 

London 
14.5% 82.7% 0.6% 2.2% 100.0% 

Naugatuck Valley Health 
District 

82.5% 5.3% 5.3% 7.0% 100.0% 

New Haven Health 
Department  

100.0% 0.0% 0.0% 0.0% 100.0% 

Stamford Hospital 84.2% 14.9% 0.0% 1.0% 100.0% 
Staywell Health Center 48.4% 21.3% 26.5% 3.9% 100.0% 
United Comm. & Family 

Services 
12.8% 85.3% 0.0% 1.9% 100.0% 

Grand Total 53.8% 36.9% 6.5% 2.5% 100.0% 
      

 

12.  Medicaid Status 

As noted, funding 
source status is uncertain 
on intake.  However, the 
Medicaid status field, 
which is updated as the 
client’s application status 
to Medicaid unfolds, 
suggests that 37% of 
clients are ineligible for 
Medicaid, 34% were or 
had become enrolled in 
Medicaid, and 27% still 
had their application in 
process.   

The clientele of 
sites differed in their use 
of Medicaid.  93% of 
clients at United 
Community and Family 
Services were enrolled in 
the program, while only 
4% of those at the 
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Naugatuck Valley Health District were enrolled.  However, in Naugatuck, 93% had a Medicaid 
application in process.   

 

Site Client 
ineligible 

Enrolled 
in 

Medicaid 

Application 
in process Unknown (Missing) Client 

refused 
Grand 

Total 

Bridgeport Dept of Social 
Services 

5% 21% 73% 0% 0% 0% 100% 

Bristol Community Agency 4% 44% 52% 0% 0% 0% 100% 
Community Health Center 62% 30% 0% 0% 8% 0% 100% 
Day Kimball Hospital & 

Women’s Health Center 
3% 59% 38% 0% 0% 0% 100% 

Family & Children’s Agency, 
Norwalk 

68% 15% 16% 0% 0% 1% 100% 

Family Strides 1% 17% 76% 6% 0% 0% 100% 
Generations Family Health 

Center 
29% 24% 46% 0% 0% 1% 100% 

Hartford Health & Social Svs. 
Dept 

13% 65% 21% 0% 0% 1% 100% 

Hispanic Health Council 48% 44% 8% 0% 0% 0% 100% 
L & M Hospital, New London 15% 52% 32% 0% 0% 1% 100% 
Naugatuck Valley Health District 4% 4% 93% 0% 0% 0% 100% 
New Haven Health Department  43% 33% 24% 0% 0% 0% 100% 
Stamford Hospital 79% 15% 6% 0% 0% 0% 100% 
Staywell Health Center 18% 21% 47% 13% 0% 1% 100% 
United Comm. & Family 

Services 
0% 93% 6% 0% 0% 0% 100% 

Grand Total 36% 34% 27% 2% 1% 0% 100% 



13.  Geographic Reach of the Program 

Client zip codes were used to assign state, county, and 
city/town.  However, 68 addresses were not determinable by 
county. Surprisingly, 13 clients lived out of state. 

COUNTY STATE Total 
New Haven CT 2,184 
Fairfield CT 1,330 
Hartford CT 747 
Windham CT 533 

 New London CT 449 
Litchfield CT 206 a.  Mothers by County by Healthy Start Site 
Middlesex CT 183  Clients in each Connecticut county were served primarily 

by one Healthy Start area.  Naturally, clients tend to use the site 
close to their residence.  Most of the program’s clients living in 
New Haven county were served by the New Haven site, but also 
by StayWell, which is located in New Haven county.    

Tolland CT 45 
Unknown             86 
Worcester MA 2 
Washington ME 2 
Union NJ 2 
Richland SC 1  Orange FL 1 

 Lowndes GA 1 
Hillsborough NH 1 

 Cape May NJ 1 
Bergen NJ 1  
Aroostook ME 1 

 Grand Total  5,776 

 

 Clients by County of Residence and Place of Healthy Start Service 

County of 
Residence 

New 
Haven 

Stamford-
Bridgeport-

Norwalk Norwich Hartford Waterbury 
Grand 

Total 
New Haven 82% 0% 0% 0% 17% 100% 
Fairfield 1% 98% 0% 0% 2% 100% 
Hartford 5% 0% 1% 93% 1% 100% 
Windham 0% 0% 100% 0% 0% 100% 
New London 2% 0% 98% 0% 0% 100% 
Litchfield 1% 0% 0% 1% 98% 100% 
Middlesex 97% 0% 2% 1% 0% 100% 
Tolland 0% 0% 97% 3% 0% 

 

b.   Mothers by City/Town of Residence (Connecticut Only) 

The area that has the largest number of residents participating in the Healthy Start 
program is New Haven, with 704 clients.  Stamford has the next largest number of clients, with 
689 women, followed by Hartford (532), Waterbury (446), Meriden (365), Bridgeport (316), 
Norwalk (212), Windham (200), West Haven (190) and Norwich (150).  In fact, the top ten 
municipalities that have the largest number of women participating in the program comprise 67% 
of all clients of the program.   

100% 
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Town # HS 

Women 
Andover 0 

Ansonia 36 

Ashford 4 

Avon 0 

Barkhamsted 3 

Beacon Falls 3 

Berlin 0 

Bethany 1 

Bethel 3 

Bethlehem 0 

Bloomfield 15 

Bolton 0 

Bozrah 2 

Branford 44 

Bridgeport 316 

Bridgewater 0 

Bristol 38 

Brookfield 2 

Brooklyn 9 

Burlington 1 

Canaan 8 

Canterbury 14 

Canton 1 

Chaplin 8 

Cheshire 6 

Chester 2 

Clinton 20 

Colchester 11 

Colebrook 1 

Columbia 4 

Cornwall 4 

Coventry 12 

Cromwell 3 

Danbury 10 

Darien 4 

Deep River 12 

Town # HS 
Women 

Derby 22 

Durham 2 

East Granby 0 

East Haddam 9 

East Hampton 7 

East Hartford 39 

East Haven 94 

East Lyme 14 

East Windsor 2 

Eastford 4 

Easton 0 

Ellington 1 

Enfield 3 

Essex 3 

Fairfield 10 

Farmington 2 

Franklin 2 

Glastonbury 2 

Goshen 4 

Granby 0 

Greenwich 6 

Griswold 36 

Groton 45 

Guilford 6 

Haddam 1 

Hamden 75 

Hampton 6 

Hartford 532 

Hartland 0 

Harwinton 3 

Hebron 3 

Kent 1 

Killingly 116 

Killingworth 3 

Lebanon 8 

Ledyard 16 

Town # HS 
Women 

Lisbon 0 

Litchfield 6 

Lyme 0 

Madison 4 

Manchester 21 

Mansfield 14 

Marlborough 0 

Meriden 365 

Middlebury 1 

Middlefield 5 

Middletown 73 

Milford 30 

Monroe 3 

Montville 23 

Morris 3 

Naugatuck 43 

New Britain 29 

New Canaan 3 

New Fairfield 0 

New Hartford 3 

New Haven 704 

New London 83 

New Milford 3 

Newington 7 

Newtown 0 

Norfolk  

North Branford 8 

North Canaan  

North Haven 10 

North Stonington 2 

Norwalk 212 

Norwich 150 

Old Lyme 3 

Old Saybrook 13 

Orange 5 

Oxford 4 
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Town # HS 
Women 

Plainfield 54 

Plainville 7 

Plymouth 3 

Pomfret 9 

Portland 7 

Preston 4 

Prospect 6 

Putnam 60 

Redding 1 

Ridgefield 0 

Rocky Hill 9 

Roxbury 0 

Salem 3 

Salisbury 1 

Scotland 1 

Seymour 16 

Sharon 5 

Shelton 31 

Sherman 0 

Simsbury 2 

Somers 0 

South Windsor 0 

Southbury 4 

Southington 6 

Sprague 5 

Stafford 1 

Stamford 689 

Sterling 10 

Stonington 21 

Stratford 26 

Suffield 0 

Thomaston 10 

Thompson 29 

Tolland 0 

Torrington 101 

Trumbull 8 

Union 0 

Vernon 4 

Voluntown 2 

Wallingford 51 

Town # HS 
Women 

Warren 0 

Washington 2 

Waterbury 446 

Waterford 19 

Watertown 13 

Westbrook 23 

West Hartford 6 

West Haven 190 

Weston 0 

Westport 3 

Wethersfield 7 

Willington 6 

Wilton 1 

Winchester 27 

Windham 200 

Windsor 15 

Windsor Locks 2 

Wolcott 7 

Woodbridge 3 

Woodbury 6 

Woodstock 9 

Total 5675 



 

 One can use the place of residence of clients to consider whether the program is serving 
pregnant women across Connecticut uniformly.  (“Serving” used in this sense considers whether 
the needy participate in the program and does not address the level of services received by 
program participants.)  The next table has in its first column the number of Healthy Start mother 
clients by place of residence, as reported in the previous table.  The second  column displays the 
percent of the total number of Healthy Start clients that reside in the town.  That is, the 
denominator is the total number of women in the program.  That column shows that New Haven 
women comprise a larger proportion of Healthy Start clients than any other town.  However, that 
is not to say that the New Haven area is overserved in the sense that there are too many clients 
from New Haven.   
 The third column, the number of births in 2005 by town is based on the most recent data 
available at the time of writing.  It shows that of the 41,722 births in the state in 2005 , 
approximately 14% participated in Healthy Start.  This is not a perfectly calculated indicator for 
two reasons.   First, there is some slippage in the reference period of the numerator and 
denominator-- the numerator, HS cases, refers to Fiscal Year 2006 while the denominator refers 
to 2005.  However, this probably does not add substantial error to the estimate of the larger areas 
that have presumably little change in either the numerator or denominator of the indicator in the 
considered time frames.   
 Second, not all pregnant women are eligible for the program.  To refine the indicator 
even more at the town level, the evaluators desired the birth figures by an indicator of economic 
need.  Since there was no perfect measure of economic need of pregnant women, the evaluators 
instead used 2000 U.S. Census data on the percent of children in poverty by town (STF 3).  The 
number of births in 2005 was multiplied by the percent of children in poverty in 1999 (the census 
asks about family economic status the year prior) to estimate at the town level the number of 
births in poverty.  This measure is somewhat imperfect for many reasons, including that poverty 
is greater amongst younger children and that family size differs by socioeconomic status.  Thus, 
the measure does not perfectly reflect the proportion of babies born into poverty.  
 However, the estimated number of babies born into poverty (# babies born to mother 
residents by town in 2005 * % children in poverty 1999) was used to examine whether there 
exist places where there are likely to be significantly more potential Healthy Start clients.  The 
number of Healthy Start clients was subtracted from the estimated number of babies born into 
poverty to suggest towns where there exists an unmet need for Healthy Start.  For ease of 
interpretation, towns where this figure was 1-10 women are indicated with “*” and towns where 
the unmet need is in the hundreds are indicated with “*****.”  One should note that this analysis 
conservatively indicates unmet need because it essentially assumes that the eligibility threshold 
for participation in the program is 100% of the federal poverty level when in fact the threshold is 
185% of poverty.  For that reason, areas where the number of Healthy Start cases exceeds the 
estimated number of births below 100% of poverty are not flagged.  Such areas are not being 
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“overserved” since only eligible women can participate in the program.  But,  if areas are 
flagged, it is highly likely that there is unmet need for the program. 
   

MUNICIPALITY 

Number 
of HS 

Clients 

% of all 
program 

clients 
that 

reside in 
town 

# of 
births, 
2005 

% of births 
that 

participated 
in HS 

# poverty births 
minus Healthy 

Start cases 
Andover 0 0.0% 41 0% 1 * 
Ansonia 36 0.6% 237 15% -5  
Ashford 4 0.1% 44 9% -1  
Avon 0 0.0% 154 0% 2 * 
Barkhamsted 3 0.1% 41 7% -1  
Beacon Falls 3 0.1% 68 4% 4 * 
Berlin 0 0.0% 192 0% 2 * 
Bethany 1 0.0% 46 2% 1 * 
Bethel 3 0.1% 189 2% -1  
Bethlehem 0 0.0% 26 0% 0  
Bloomfield 15 0.3% 167 9% 3 * 
Bolton 0 0.0% 38 0% 0  
Bozrah 2 0.0% 16 13% -1  
Branford 44 0.8% 235 19% -32  
Bridgeport 316 5.6% 2,341 13% 269 ***** 
Bridgewater 0 0.0% 15 0% 1 * 
Bristol 38 0.7% 797 5% 34 ** 
Brookfield 2 0.0% 165 1% 3 * 
Brooklyn 9 0.2% 93 10% -3  
Burlington 1 0.0% 109 1% 0  
Canaan 8 0.1% 17 47% -7  
Canterbury 14 0.2% 48 29% -12  
Canton 1 0.0% 93 1% 2 * 
Chaplin 8 0.1% 24 33% -8  
Cheshire 6 0.1% 252 2% 2 * 
Chester 2 0.0% 29 7% -2  
Clinton 20 0.4% 165 12% -12  
Colchester 11 0.2% 190 6% -5  
Colebrook 1 0.0% 8 13% -1  
Columbia 4 0.1% 57 7% -1  
Cornwall 4 0.1% 11 36% -4  
Coventry 12 0.2% 144 8% -8  
Cromwell 3 0.1% 148 2% 3 * 
Danbury 10 0.2% 1,165 1% 95 *** 
Darien 4 0.1% 299 1% 2 * 
Deep River 12 0.2% 51 24% -9  
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MUNICIPALITY 

Number 
of HS 

Clients 

% of all 
program 

clients 
that 

reside in 
town 

# of 
births, 
2005 

% of births 
that 

participated 
in HS 

# poverty births 
minus Healthy 

Start cases 
Derby 22 0.4% 152 14% -7  
Durham 2 0.0% 61 3% -2  
East Granby 0 0.0% 60 0% 1 * 
East Haddam 9 0.2% 95 9% -7  
East Hampton 7 0.1% 139 5% -3  
East Hartford 39 0.7% 723 5% 77 *** 
East Haven 94 1.7% 306 31% -79  
East Lyme 14 0.2% 130 11% -10  
East Windsor 2 0.0% 106 2% 1 * 
Eastford 4 0.1% 16 25% -2  
Easton 0 0.0% 95 0% 2 * 
Ellington 1 0.0% 141 1% 5 * 
Enfield 3 0.1% 456 1% 15 ** 
Essex 3 0.1% 56 5% -2  
Fairfield 10 0.2% 698 1% 11 ** 
Farmington 2 0.0% 218 1% 5 * 
Franklin 2 0.0% 18 11% -2  
Glastonbury 2 0.0% 326 1% 5 * 
Goshen 4 0.1% 17 24% -3  
Granby 0 0.0% 103 0% 4 * 
Greenwich 6 0.1% 670 1% 21 ** 
Griswold 36 0.6% 114 32% -28  
Groton 45 0.8% 669 7% 9 * 
Guilford 6 0.1% 198 3% 2 * 
Haddam 1 0.0% 68 1% 2 * 
Hamden 75 1.3% 664 11% -15  
Hampton 6 0.1% 19 32% -6  
Hartford 532 9.4% 2,126 25% 340 ***** 
Hartland 0 0.0% 24 0% 0  
Harwinton 3 0.1% 58 5% -2  
Hebron 3 0.1% 97 3% -2  
Kent 1 0.0% 22 5% -1  
Killingly 116 2.0% 216 54% -97  
Killingworth 3 0.1% 69 4% -3  
Lebanon 8 0.1% 78 10% -6  
Ledyard 16 0.3% 190 8% -7  
Lisbon 0 0.0% 37 0% 1 * 
Litchfield 6 0.1% 58 10% -4  
Lyme 0 0.0% 15 0% 0  
Madison 4 0.1% 130 3% -3  
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MUNICIPALITY 

Number 
of HS 

Clients 

% of all 
program 

clients 
that 

reside in 
town 

# of 
births, 
2005 

% of births 
that 

participated 
in HS 

# poverty births 
minus Healthy 

Start cases 
Manchester 21 0.4% 706 3% 64 ** 
Mansfield 14 0.2% 102 14% -7  
Marlborough 0 0.0% 68 0% 0  
Meriden 365 6.4% 834 44% -215  
Middlebury 1 0.0% 53 2% 1 * 
Middlefield 5 0.1% 41 12% -5  
Middletown 73 1.3% 521 14% -31  
Milford 30 0.5% 553 5% -8  
Monroe 3 0.1% 190 2% 3 * 
Montville 23 0.4% 220 10% -12  
Morris 3 0.1% 21 14% -1  
Naugatuck 43 0.8% 391 11% -4  
New Britain 29 0.5% 1,056 3% 235 *** 
New Canaan 3 0.1% 210 1% 1 * 
New Fairfield 0 0.0% 126 0% 3 * 
New Hartford 3 0.1% 72 4% -3  
New Haven 704 12.4% 2085 34% -16  
New London 83 1.5% 370 22% 6 * 
New Milford 3 0.1% 351 1% 8 * 
Newington 7 0.1% 288 2% 5 * 
Newtown 0 0.0% 275 0% 8 * 
Norfolk 0 0.0% 14 0% 1 * 
North Branford 8 0.1% 129 6% -7  
North Canaan 0 0.0% 23 0% 1 * 
North Haven 10 0.2% 199 5% -6  
North Stonington 2 0.0% 55 4% 1 * 
Norwalk 212 3.7% 1,324 16% -80  
Norwich 150 2.6% 486 31% -77  
Old Lyme 3 0.1% 60 5% 0  
Old Saybrook 13 0.2% 73 18% -12  
Orange 5 0.1% 95 5% -3  
Oxford 4 0.1% 135 3% 0  
Plainfield 54 1.0% 166 33% -37  
Plainville 7 0.1% 154 5% 1 * 
Plymouth 3 0.1% 120 3% 1 * 
Pomfret 9 0.2% 47 19% -7  
Portland 7 0.1% 104 7% -2  
Preston 4 0.1% 42 10% -3  
Prospect 6 0.1% 100 6% -5  
Putnam 60 1.1% 92 65% -46  
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MUNICIPALITY 

Number 
of HS 

Clients 

% of all 
program 

clients 
that 

reside in 
town 

# of 
births, 
2005 

% of births 
that 

participated 
in HS 

# poverty births 
minus Healthy 

Start cases 
Redding 1 0.0% 78 1% 1 * 
Ridgefield 0 0.0% 248 0% 5 * 
Rocky Hill 9 0.2% 197 5% -3  
Roxbury 0 0.0% 15 0% 1 * 
Salem 3 0.1% 44 7% -3  
Salisbury 1 0.0% 24 4% 2 * 
Scotland 1 0.0% 20 5% 0  
Seymour 16 0.3% 167 10% -6  
Sharon 5 0.1% 19 26% -3  
Shelton 31 0.5% 348 9% -21  
Sherman 0 0.0% 28 0% 1 * 
Simsbury 2 0.0% 196 1% 2 * 
Somers 0 0.0% 98 0% 4 * 
South Windsor 0 0.0% 211 0% 2 * 
Southbury 4 0.1% 130 3% 0  
Southington 6 0.1% 425 1% 7 * 
Sprague 5 0.1% 36 14% -3  
Stafford 1 0.0% 132 1% 10 * 
Stamford 689 12.1% 1,809 38% -526  
Sterling 10 0.2% 45 22% -8  
Stonington 21 0.4% 147 14% -12  
Stratford 26 0.5% 549 5% 7 * 
Suffield 0 0.0% 114 0% 3 * 
Thomaston 10 0.2% 85 12% -5  
Thompson 29 0.5% 104 28% -22  
Tolland 0 0.0% 144 0% 3 * 
Torrington 101 1.8% 402 25% -65  
Trumbull 8 0.1% 351 2% -1  
Union 0 0.0% 7 0% 0  
Vernon 4 0.1% 384 1% 31 ** 
Voluntown 2 0.0% 23 9% -1  
Wallingford 51 0.9% 482 11% -27  
Warren 0 0.0% 17 0% 1  
Washington 2 0.0% 26 8% -1  
Waterbury 446 7.9% 1647 27% -51  
Waterford 19 0.3% 166 11% -9  
Watertown 13 0.2% 196 7% -11  
West Hartford 6 0.1% 58 10% -21  
West Haven 190 3.3% 692 27% 29 ** 
Westbrook 23 0.4% 737 3% -102  
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MUNICIPALITY 

Number 
of HS 

Clients 

% of all 
program 

clients 
that 

reside in 
town 

# of 
births, 
2005 

% of births 
that 

participated 
in HS 

# poverty births 
minus Healthy 

Start cases 
Weston 0 0.0% 105 0% 2 * 
Westport 3 0.1% 265 1% 5 * 
Wethersfield 7 0.1% 245 3% 5 * 
Willington 6 0.1% 45 13% -4  
Wilton 1 0.0% 178 1% 3 * 
Winchester 27 0.5% 104 26% -16  
Windham 200 3.5% 317 63% -124  
Windsor 15 0.3% 318 5% -2  
Windsor Locks 2 0.0% 114 2% 4 * 
Wolcott 7 0.1% 133 5% -3  
Woodbridge 3 0.1% 54 6% -1  
Woodbury 6 0.1% 75 8% -2  
Woodstock 9 0.2% 64 14% -5  
 5675 100.0% 41,722 14% -663  

 
 

 Those areas that have a high degree of unmet need in terms of the greatest positive 
residual between the number of poverty births and the number of Healthy Start mother clients, 
are as follows (with the difference in parentheses):   
 Hartford (340); 
 Bridgeport (269); 
 New Britain (235); 
 Danbury (95); 
 East Hartford (77); 
 Manchester (64); 
 Bristol (34); 
 Vernon (31); 
 West Haven (29); 
 Greenwich (21); 
 Enfield (15); and  
 Fairfield (11).   
In addition, there are a number of suburban and rural areas that also show unmet need, including 
Bridgewater, Cromwell, Lisbon, and Plainfield.  One concern that policymakers have when 
providing services where there is a critical mass of need is that needy people who live in areas 
with a relatively low level of need tend to be underserved by programs.   
 One should not interpret these figures literally-- the estimates are not refined enough for a 
strict interpretation.  But apparently, the areas above have a critical number of women who could 
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be participants in the program.  In Bridgeport, in 2005 10% of all births were low birth weight 
(CT Department of Public Health, Vital Statistics Report, Table 4).  Perhaps that figure could 
have been lowered if Healthy Start reached all eligible women in Bridgeport.  
 

c.  Mothers by Top City/Town by Project 

 The top city/town residences reported by clients were served primarily by one Healthy 
Start project site/contractor.  Exceptions included Hartford, where most clients were served by 
Hartford HSSD, but a significant percentage (26%) of mothers were served by the Hispanic 
Health Council.  

Women Served by Site 
 

AREA Site Total 
New Haven New Haven Health Department  1187 

 Community Health Center 667 
 New Haven Total 1854 

Stamford-Bridgeport-Norwalk Stamford Hospital, Stamford 707 
 Bridgeport Dept of Social Services, Bridgeport 349 
 Family & Children’s Agency, Norwalk 220 
 Stamford-Bridgeport-Norwalk Total 1276 

Norwich Generations Family Health Center 294 
 Day Kimball Hospital & Women’s Health Center 293 
 United Comm. & Family Services 266 
 L & M Hospital, New London 

Unknown site 
179 

2 
 Norwich Total 1034 

Hartford Hartford Health & Social Svs. Dept 499 
 Hispanic Health Council 197 
 Bristol Community Agency 48 
 Hartford Total 744 

Waterbury Staywell Health Center 639 
 Family Strides, NVHD 172 
 Naugatuck Valley Health Department 57 
 Waterbury Total 868 
 Grand Total 5776 
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E.  Pregnancy Outcomes 
 Because the program cannot link clients in the enrollee file to cases in the infant file, one 
cannot directly analyze the relationship between the Healthy Start intervention and the birth 
outcomes.  However, data in the birth outcome files are useful in describing the population of 
babies born to women who were enrolled in the Healthy Start program at some time during the 
pregnancy and in describing the woman’s circumstances at the time of giving birth.     
 After removing duplicate cases from the file, there were 2,271 outcome records available 
for analysis:  225 from the Bridgeport-Stamford-Norwalk area, 479 from the Hartford area, 882 
from the New Haven area, 612 from the Norwich area, and 629 from the Waterbury area.  
Because these records may not represent the state’s program at large, one should use care when 
extrapolating findings from this analysis to the state’s program overall.  However, there is no 
reason to suspect that prenatal care and birth outcomes were correlated (either positively or 
negatively) with a site’s propensity to collect data that could be analyzed.  For example, it is 
known that records of births whose mothers received Healthy Start services at Stamford Hospital 
were not available for this analysis due to logistical issues.  (The program suspects that this 
affected the omission of approximately 700 infants.)  There is no reason to suspect that infants 
whose mothers’ participated in the Healthy Start program through Stamford Hospital would have 
systematically worse birth outcomes than other infants whose mothers participated in the 
program.   
 

1.  Prenatal Visits  

On average each birth where 
this field was completed was 
associated with 10.7 prenatal visits.  
However, this field was blank for 711 
records (26% of the cases).  Areas 
may have handled cases with zero 
visits differently, as Bridgeport-
Stamford-Norwalk area lacked any 
actual zero values, while other areas 
did report such values (a total of 53 non-blank zero values were reported).   But, more likely, this 
could reflect that all women who enrolled in Healthy Start in the Bridgeport area had at least one 
prenatal visit.   

Area Min. Avg Max Std. Dev. 

Bridgeport-Stamford-Norwalk 1.00 11.57 18 2.38 

Hartford 0.00 9.98 25 4.39 

New Haven 0.00 10.91 27 4.65 

Norwich 0.00 10.60 40 3.41 

Waterbury 0.00 10.88 29 5.41 

Grand Total 0.00 10.68 40 4.22 
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 The following table and charts repeats the analysis, limited to live births.  Not surprisingly, 
the table shows slightly higher averages, and less variation for the number of visits.   

 

Area Minimum Average Maximum 
Standard 
Deviation 

Bridgeport-Stamford-Norwalk 1 11.62 18 2.31 
Hartford 0 10.03 25 4.36 
New Haven 0 12.09 27 3.47 
Norwich 0 10.78 40 3.19 
Waterbury 0 12.01 29 4.51 
Grand Total 0 11.17 40 3.75 

 

2.   Support Services 

The program collects data of the type of support services women received, but 886 of the 
records listed no code for support services (this is not a “required field’).  The interpretation of 
this result is uncertain.  Of the cases with valid data, 580 involved case management, 1114 care 
coordination, and 142 application assistance (but only Waterbury and Norwich reported 
application assistance). Patterns of support provided vary by site.  Waterbury and New Haven 
areas both had high ratios of blank values. 

 

Service Area 

Type of service provided 

Bridgeport-
Stamford-

Norwalk Hartford 
New 

Haven Norwich Waterbury Total 
Blank or missing 2 89 361 104 330 886 
Case Management (1) 82 352 87 20 40 581 
Care Coordination (2) 140 38 433 311 192 1114 
Application Assistance (3) 0 0 0 81 61 142 
Total  224 479 881 516 623 2723 
PERCENTAGES 
Blank or missing  1% 19% 41% 20% 53% 33% 
Case Management (1)  37% 73% 10% 4% 6% 21% 
Care Coordination (2)  63% 8% 49% 60% 31% 41% 
Application Assistance (3)  0% 0% 0% 16% 10% 5% 
Grand Total  100% 100% 100% 100% 100% 100% 

 88



3.    Live Births by Hospital 
Hospital N % 
(blank) 

 Of the live births in the data, 681 (29%) did 
not have a hospital description code.  Because infants 
whose mothers received Healthy Start services 
through Stamford Hospital are not included in this 
data set, one should be wary in interpreting these 
results However, of the infants included in the data 
set, the most popular reported hospital of birth was 
Yale-New Haven, reflecting that the site most 
represented in the data set is New Haven.   

681 28.9% 
Yale-New Haven 299 12.7% 
Hartford 230 9.7% 
Day Kimball 209 8.9% 
St. Francis 177 7.5% 
Bridgeport  114 4.8% 
St. Mary 113 4.8% 
Backus 102 4.3% 
Waterbury 77 3.3% 
Lawrence & 
Memorial 

76 3.2% 

St. Vincent’s 
 Hospital reporting varied by area. The 
proportion of live births included in the data set with 
no hospital recorded by site are as follows:  
Bridgeport-Stamford-Norwalk with 2% unknown; 
Hartford with 13% unknown; New Haven with 56% 
unknown; Norwich with 20% unknown; and 
Waterbury with 19% unknown. One should note that 
Stamford Hospital is represented by 5 births--  those 
were presumably births that occurred in Stamford 
Hospital but whose mothers received services from a 
site other than Stamford Hospital.       

76 3.2% 
St. Raphael 60 2.5% 
Other CT Hospital 55 2.3% 
Norwalk 35 1.5% 
Griffin 23 1.0% 
Windham 16 0.7% 
Stamford 5 0.2% 
New Britain 4 0.2% 
Charlotte 
Hungerford 

2 0.1% 

Danbury 2 0.1% 
Milford 2 0.1% 
Unknown   2 0.1% 
Grand Total 2360 100% 4.  Weeks Gestation at Birth 

 Births by weeks of gestation for live births are shown in the graph below.  Several very 
early live births are recorded, which may be the result of data errors.  But even with these births 
included, the data show that 7.8% of all Healthy Start births can be considered “preterm” -- 
they occurred before 37 weeks of gestation.  This compares favorably with figures for 
Connecticut, where 10.1% of all births are preterm.  (National Center for Health Statistics 
2006).  The difference in the rates of prematurity between the Healthy Start population and the 
population of Connecticut shows statistical significance at the p<.01 level.  In fact, gestation 
amongst infants whose mothers received Healthy Start services for whom data were available 
averaged 39 weeks. 
 A National Academy of Sciences panel has estimated that preterm births cost on average 
$51,600 apiece. Two-thirds of the expense of a preterm birth is accounted for by increased health 
costs, whereas the remainder is accounted for by costs in other supportive services that those 
born pre-term often require.  That panel, though, also recommended for further research to 
investigate the long-term cost of preterm births, suggesting that it is likely that the true cost per 
preterm infant exceeds the $51,600 estimate (National Academies of Sciences 2006).   Such 
long-term effects could include decreased income over a premature person’s life course due to 
the learning disabilities caused by the prematurity.   
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5.  Birth Weight 

Because the data set included three separate measures of birth weight the data needed to 
be cleaned.  Any value at 10 or below (over 500 records) was assumed to be in pounds and was 
converted into grams by multiplying by 453.592.  Values between 481 and 5,330 were assumed 
to be in grams.  An unknown third unit of analysis, used in only 36 outcome records, seems to 
have been used and there was no documentation or institutional memory of the interpretation of 
the units.  Thus, those records were suppressed from the analysis.  Limiting data to live births, 
basic statistics for birth weight (in grams) are shown below. 

Live Healthy Start Births by Birthweight and Hospital 

Area [n] Minimum Average Maximum 
Standard 
Deviation 

Bridgeport-Stamford-Norwalk 221 1,360 3,137 5,170 480 
Hartford 449 878 3,224 5,046 543 
New Haven 804 567 3,269 5,330 590 
Norwich 438 970 3,257 4,807 551 
Waterbury 332 454 3,057 4,536 613 
Grand Total 2,244 454 3,213 5,330 571 
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The table below separates out live births into low (<2500 g) and very low (<1500 g) 
birthweights.  Approximately 8% of all live births in the Healthy Start program were under 2,500 
grams, with only 1.4% under 1,500 grams.   The Healthy Start infants have an average 
birthweight of 3,213 grams (7 pounds, 1 ounce).  Differences in the proportion of infants born 
with a low birthweight exist by site, but differences may partially be due to the differences in 
demographics of clientele that exist or alternatively, the rate at which families stay in touch with 
sites to report outcomes.   

  

Area 
Number of 

births 

Low birthweight 
(<2500 g) 

Very low birthweight 
(< 1500 grams) 

[n] % [n] % 

Bridgeport-Stamford-
Norwalk 221 16 7.2% 2 0.9% 
Hartford 449 33 7.3% 4 0.9% 

New Haven 804 57 7.1% 11 1.4% 

Norwich 438 30 6.8% 5 1.1% 

Waterbury 332 43 13.0% 9 2.7% 

Grand Total 2244 179 8.0% 31 1.4% 

 
The birthweight of Healthy Start infants compares very favorably to statistics on births in 

Connecticut.  In all of Connecticut, 8% of all infants had a low birthweight (similar to what was 
found amongst Healthy Start infants).   

Number of Healthy Start Births by Birthweight (in grams) 
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The propensity of infants born with low birthweight rises considerably for minority 

groups.  Nationwide, nearly 13% of non-Hispanic black infants have low birthweights, as do 
8.5% of Hispanic infants, rates considerably higher than the 6.7% rate found amongst non-
Hispanic white infants (National Center for Health Statistics, Table A). 

In Connecticut, similar birthweight disparities exist between non-Hispanic white and 
minority infants.  According to the Connecticut Department of Public Health, in 2005 the 
proportion of infants born with a low birth weight was 13.7% for non-Hispanic black infants, 
8.3% for Hispanic infants, and 6.8% for non-Hispanic white infants.   

To compare populations with differing demographic compositions, demographers use a 
tool called “standardization.”  One can ask the question of “What would Connecticut’s low 
birthweight rate have been if infants born in the state had a racial/ethnic demographic 
composition similar to the Healthy Start population?”  To carry out this standardization exercise, 
the evaluators start with data provided by the Connecticut Department of Public Health. The 
table below shows that the demographics of infants in Connecticut differ considerably from the 
demographics of infants in the Healthy Start program.  In Connecticut, 62% of infants born are 
non-Hispanic white, 11% are non-Hispanic black, and 19% are Hispanic. In contrast, in the 
Healthy Start program, 36% of infants are non-Hispanic white, 16% are non-Hispanic black, and 
45% are Hispanic. 

   

Race/Ethnicity 
according to state 
categories 

State of Connecticut Live 
Births 

 
Race/Ethnicity 
According to HS 
categories 

 
% of 

total in 
HS 

program 
[c] 

% LBW in 
Connecticut* 

[d] 

Imposing the 
demographics of 

Healthy Start infants on 
the state’s infants and 

multiplying by the LBW 
rate found in state of the 

race/ethnic group= 
[c]*[d] 

Number of live 
births in state, 

2005* 
[a] 

% of 
total 
[b] 

Non-Hisp White 25,923 62.1% Non-Hisp  White 36% 6.8% 2.45% 
Non-Hisp Black 4,759 11.4% Non-Hisp Black 16% 13.7% 2.19% 
Non-Hisp Other 2,689 6.4% Other 2.3% 9.5% 0.22% 
Unknown 380 0.9% 
Hispanic 7,971 19.1% Hispanic 45% 8.3% 3.74% 
Total 41,722 100% Total 100% 8.0% Sum of column = 8.6% 
 
*Source:  Department of Public Health, State of CT, Vital Statistics tables.  
http://www.ct.gov/dph/cwp/view.asp?a=3132&q=394598&dphNav_GID=1601&dphPNavCtr=|#46987, Table 3.  Accessed 5/15/08.  

 

The table above details the standardization exercise that was performed where the 
Healthy Start population’s demographics and the state’s low birthweight rates by race/ethnicity 
were used as the standard.  Based on this, one can conclude that if the rate of low birthweight 
found in the state within race/ethnic categories remained the same but if the state infants had 
the race/ethnic demographics of Healthy Start infants, then the state would have had a low 
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birthweight rate of 8.6%, rather than the 8% rate it experienced.  This standardization exercise 
does not control for income although low-income correlates with known risk factors for adverse 
birth outcomes and Healthy Start targets a low-income population.  Thus, one can conclude that 
infants in the Healthy Start program are being born with higher birthweights than their 
demographics would have predicted. Their demographics would have predicted a rate of at 
least 8.6% rather than the 8% rate observed in the program.    
  Another comparison population is births to pregnant women enrolled in the HUSKY A, 
Connecticut’s Medicaid managed care program, where 9.5% of the infants had low birthweights, 
or births to all women enrolled in the Medicaid program, where 9.1% of births had low 
birthweights (CT Voices for Children, 2007).   When using these populations as a comparison, 
one needs to worry about overstating the impact of the Healthy Start program because it is likely 
that women in the Healthy Start program are a select group from other low-income women with 
respect to their interest in having a healthy birth.   
 The difference in the proportion born with a low birthweight between the Healthy Start 
newborns and newborns in the State of Connecticut (unstandardized) is not statistically 
significant at the p <.05 level.  However, the difference with the standardized state rate is 
significant at the p<.05 level.  Further, the difference in the proportion between the Healthy 
Start population and the HUSKY A population is statistically significant at the p<.05 level.   
   

6. Gender of infants 

The results of data show that of the 2,222 births with recorded gender information, 50.6% 
were male.  This gender composition yields a sex ratio at birth of 102.6  (males/females * 100)  
within an acceptable range for a U.S. population but low.   
 

F.  Discussion 
 Based upon the data that the program collects on clients upon intake, the following 
statements can be made about the program: 
• The program serves women from across the state.  Women from every county in the state 

utilize the program.  However, there are areas in the state that seem underserved by the 
program.  Those areas include Hartford, Bridgeport, New Britain, Danbury, East Hartford, 
Manchester, Bristol, Vernon, West Haven, Greenwich, Enfield, and Fairfield.   

• The program reaches its targeted population.  Women participating in the program are 
disproportionately young, non-white, and Hispanic. 

• Either the program relies on word of mouth for women to become aware of the program, or 
clients believe that they have learned about the program through word of mouth.  According 
to program staff, funding for outreach was reduced some years ago.   

• For many fields, data regarding clients could not be fully interpreted because of differences 
between sites in the interpretation of the field, a lack of documentation of how data were 
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entered, and a lack of data entry standards within some sites and across all sites.  This finding 
applies to some of the most basic data on the program, including the type of intervention 
women received in the program. 

• The program population has statistically significantly better birth outcomes than would 
have been predicted.  Babies born to mothers enrolled in the Healthy Start program have 
higher birthweights than their demographic composition would predict.  
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Table 4A-1 
Number of Women by Hispanic Ethnicity by Site 

 
Site Ethnicity [N] 
Hartford Health & Social 
Svs. Dept 

Not Hispanic or Latino 
Other unspecified Hispanic & Unknown  
Puerto Rican   
Mexican 

258 
5 

227 
9 

New Haven Health 
Department  

Not Hispanic or Latino 
Other unspecified Hispanic & Unknown  
Central/ South American 
Puerto Rican   
Hispanic or Latino 
Mexican 

480 
52 

226 
58 
42 

329 

Staywell Health Center Not Hispanic or Latino 
Other unspecified Hispanic & Unknown  
Central/ South American 
Puerto Rican   
Mexican 
(Missing) 
Ethnicity not reported 

95 
322 
78 

105 
37 
55 

2 

Hispanic Health Council Not Hispanic or Latino 
Other unspecified Hispanic & Unknown  
Central/ South American 
Puerto Rican   
Mexican 

26 
4 

69 
70 
28 

Stamford Hospital, 
Stamford 

Not Hispanic or Latino 
Other unspecified Hispanic & Unknown  
Central/ South American 
Puerto Rican   
Hispanic or Latino 
Ethnicity not reported 
Unknown-site unique 
Mexican 

156 
2 

246 
12 

231 
15 

2 
43 

Bridgeport Dept of Social 
Services, Bridgeport 

Not Hispanic or Latino 
Other unspecified Hispanic & Unknown  
Central/ South American 
Puerto Rican   
Hispanic or Latino 
Ethnicity not reported 
Unknown-site unique 
Mexican 
Cuban 

173 
18 
39 
66 

3 
16 

2 
31 

1 

Family & Children’s 
Agency, Norwalk 

Not Hispanic or Latino 
Other unspecified Hispanic & Unknown  
Central/ South American 
Puerto Rican   
Hispanic or Latino 
Ethnicity not reported 
Mexican 

51 
5 

63 
9 

47 
6 

39 
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Bristol Community 
Agency 

Not Hispanic or Latino 
Hispanic or Latino 
Unknown 
Unknown-site unique 

2 
30 

5 
11 

Community Health 
Center 

Not Hispanic or Latino 
Other unspecified Hispanic & Unknown  
Central/ South American 
Puerto Rican   
Ethnicity not reported 
Mexican 

91 
5 

26 
41 

474 
30 

Generations Family 
Health Center 

Not Hispanic or Latino 
Other unspecified Hispanic & Unknown  
Central/ South American 
Mexican 
Puerto Rican   
Hispanic or Latino 
Ethnicity not reported 
Unknown-site unique 
 

142 
12 
10 
53 
47 
26 

2 
1 
 

L & M Hospital, New 
London 

Not Hispanic or Latino 
Other unspecified Hispanic & Unknown  
Central/ South American 
Puerto Rican   
Hispanic or Latino 
Unknown-site unique 

114 
1 
1 

18 
41 

4 

United Comm. & Family 
Services 

Not Hispanic or Latino 
Other unspecified Hispanic & Unknown  
Hispanic or Latino 
Ethnicity not reported 

241 
1 

23 
1 

Family Strides, NVHD Other unspecified Hispanic & Unknown  
Central/ South American 
Puerto Rican   
Ethnicity not reported 

139 
21 

4 
8 

Day Kimball Hospital & 
Women’s Health Center 

Not Hispanic or Latino 
Other unspecified Hispanic & Unknown  
Central/ South American 
Puerto Rican   
Hispanic or Latino 

282 
5 
3 
2 
1 

Naugatuck Valley Health 
District 

Not Hispanic or Latino 
Central/ South American 
Puerto Rican 
Other Unspecified Hispanic & Unknown 

45 
3 
5 
4 

Grand Total  5580 
  



Referral_Desc

Bridgeport 
Dept of 
Social 

Services, 
Bridgeport

Bristol 
Community 

Agency

Community 
Health 
Center

Day Kimball 
Hospital & 
Women’s 

Health 
Center

Family & 
Children’s 
Agency, 
Norwalk

Family 
Strides, 
NVHD

Generations 
Family 
Health 
Center

Hartford 
Health & 

Social Svs. 
Dept

Word of mouth / Personal 13.75% 25.00% 0.00% 7.67% 0.45% 37.28% 19.60% 26.45%
Hospital 1.43% 4.17% 0.00% 48.08% 1.36% 1.18% 34.49% 0.00%
Community health center 0.86% 12.50% 0.00% 0.35% 94.55% 0.00% 24.07% 0.00%
Other 0.00% 0.00% 70.46% 0.00% 0.00% 0.00% 0.00% 0.20%
Medical Care Provider 28.65% 2.08% 0.00% 21.60% 0.91% 13.02% 5.96% 32.87%

0.00% 0.00% 29.54% 0.00% 0.00% 10.06% 0.00% 0.00%
Presentations 1.15% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 35.07%
Family Planning Program 0.86% 2.08% 0.00% 21.25% 0.00% 21.89% 6.70% 0.00%
DCF, DSS 43.27% 0.00% 0.00% 0.00% 0.00% 0.00% 0.50% 1.00%
Local Health Department 1.15% 4.17% 0.00% 0.00% 0.00% 0.00% 0.25% 0.40%
WIC 6.30% 8.33% 0.00% 0.35% 0.00% 16.57% 5.46% 1.00%
Community Based Organization/Soc Services Orgz. 0.57% 6.25% 0.00% 0.00% 1.36% 0.00% 1.49% 2.61%
InfoLine 1.72% 33.33% 0.00% 0.00% 1.36% 0.00% 0.99% 0.00%
School 0.29% 0.00% 0.00% 0.35% 0.00% 0.00% 0.50% 0.20%
Mass Media, TV, Radio 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%
Child Care 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%
Faith Based Organization 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%
Court System 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.20%
MCO 0.00% 0.00% 0.00% 0.35% 0.00% 0.00% 0.00% 0.00%
Public Events 0.00% 2.08% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%
Grand Total 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%

Referral_Desc

Hispanic 
Health 
Council

L & M 
Hospital, 

New London

Naugatuck 
Valley 
Health 
District

New Haven 
Health 

Department 

Stamford 
Hospital, 
Stamford

Staywell 
Health 
Center

United 
Comm & 
Family 

Services Grand Total
Word of mouth / Personal 57.87% 5.06% 28.57% 20.81% 93.64% 21.75% 0.00% 26.49%
Hospital 11.17% 66.85% 42.86% 58.80% 1.41% 0.75% 0.00% 20.50%
Community health center 2.03% 0.00% 0.00% 1.43% 1.98% 41.00% 97.33% 13.78%
Other 1.52% 0.00% 0.00% 8.00% 0.00% 0.00% 0.00% 10.20%
Medical Care Provider 1.02% 10.11% 0.00% 1.10% 0.85% 6.50% 0.76% 7.92%

0.00% 0.00% 0.00% 0.00% 0.00% 27.00% 0.00% 5.77%
Presentations 0.00% 0.00% 0.00% 0.00% 0.14% 0.50% 0.00% 3.26%
Family Planning Program 0.51% 6.74% 28.57% 1.26% 0.57% 1.75% 1.91% 3.14%
DCF, DSS 0.00% 0.00% 0.00% 0.17% 0.00% 0.00% 0.00% 2.87%
Local Health Department 12.69% 0.00% 0.00% 5.73% 0.14% 0.25% 0.00% 1.86%
WIC 0.00% 0.00% 0.00% 0.08% 0.14% 0.25% 0.00% 1.52%
Community Based Organization/Soc Services Orgz. 11.68% 3.37% 0.00% 0.67% 0.99% 0.00% 0.00% 1.27%
InfoLine 1.02% 7.87% 0.00% 1.35% 0.00% 0.25% 0.00% 1.11%
School 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.09%
Mass Media, TV, Radio 0.51% 0.00% 0.00% 0.34% 0.00% 0.00% 0.00% 0.09%
Child Care 0.00% 0.00% 0.00% 0.17% 0.00% 0.00% 0.00% 0.04%
Faith Based Organization 0.00% 0.00% 0.00% 0.08% 0.14% 0.00% 0.00% 0.04%
Court System 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.02%
MCO 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.02%
Public Events 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.02%
Grand Total 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%
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Chapter 5   Findings and Recommendations 
This chapter reviews the findings of the previous chapters and makes recommendations about 
how the program should proceed in order to better serve Connecticut’s pregnant women and 
other program stakeholders. 
 
A.  Findings on the Overall Program 
 

•  Programmatically, the sites seem to be providing a consistent service between sites 
and a theoretically useful service to pregnant women who feel that they are in need 
of services.  One risk in evaluating the effectiveness of any multi-site program is that 
they do not necessarily have a consistent view of the program or provide a consistent 
array of services to clients.  At all Healthy Start sites, program administrators expressed 
nearly the same programmatic view of the program, assuring that women in Connecticut 
are receiving a relatively consistent set of services. This is a tribute to the state’s 
programmatic coordination efforts.  

  
• Across sites, the program staff and agencies are committed to the program to the 

extent that they make in-kind contributions to the program.  At many sites, personnel 
expressed that they were devoting more time to the program than program resources paid 
for.  Often, supervisory services at agencies for the program were not fully covered by 
the state.  Further, the agencies at most sites were making in-kind contributions of 
overhead services and space.  As the program is currently operating, the program relies 
on in-kind contribution.  Reliance on in-kind contributions makes the program and 
its future at sites inherently unstable.  
 In fact, a factor in closing the site in Danbury was that the host organization had 
been unable to make the in-kind contributions of management and information 
technology needed for a site to be effective.   
 

•  That all sites provide a consistent array of services to their clients and view the 
program nearly identically suggests that coordination between sites occurs.   
 

•  The evaluation is somewhat limited because of the lack of data of a high enough 
quality upon which to rely.  The evaluators made every effort to work with the data 
available to them and cleaned the data to the extent that reason would allow.   
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B.  Findings on the Program’s Target Population 
 

  The program attracts its target population of women at risk of having negative 
birth outcomes.  The program’s ability to attract a disproportionately young, minority 
population is evidence that it reaches appropriate women.   

  Outreach efforts seem to be having a limited impact.  The budget for outreach has 
decreased, and with the exception of women in New Haven (which benefits from 
having received a federal grant that supplements the state program, particularly in 
the area of outreach), most women learn of the program through “word of mouth.”  
While other large Connecticut cities appeared on the list of communities with unmet need 
for the program, New Haven does not.  The New Haven experience suggests that 
additional funding for outreach would expand the reach of the program.  However, 
currently the program seems to operate at capacity.  If outreach were to increase, 
the capacity of the program should also increase.   

 
  There seems to be a considerable amount of unmet need for the program.  The 

geographic analysis suggests that Hartford, Bridgeport, New Britain, Danbury, East 
Harford, and Manchester are the communities that have the largest potential 
numbers of program eligible nonparticipants.     

 
C.  Findings on Program Outcomes6 
 

1.   Women who participate in the program give birth to fewer low birthweight babies 
than would be expected given the demographics of the population that the program 
serves.   This finding suggests that the program’s most proximate impact – improving the 
health of infants at birth -- is being accomplished. Research shows that a decrease in low 
birth weight infants in a population is associated with a decreased need for medical and 
education services later in life.   

 
2.  Women in the program have a decreased propensity to give birth to pre-term 

infants.  The data show that 8% of all Healthy Start births could be considered 
“preterm”-- they occurred before 37 weeks of gestation.  This compares favorably 
with figures for Connecticut, where 10.1% of all births are preterm.  (National 
Center for Health Statistics 2006).  A National Academy of Sciences panel has estimated 

 
6  The following comparisons use women in the State of Connecticut as a “control” group.  In many ways, though, 
this is an inappropriate group.  Since the program targets low-income women, those who enroll in the program are 
likely to be of lower income than women in the state at large, and also be at greater risk of adverse birth outcomes.  
On the other hand, the program is voluntary and open to all pregnant women in the state.  It is likely that to some 
unknown degree, those who enroll in the program represent those who are most interested in giving birth to healthy 
babies and be the most motivated.  How these two factors balance out is unknown.   



that preterm births cost on average $51,600 apiece. Two-thirds of the expense of a pre-
term birth is accounted for by increased health costs, whereas the remainder is 
accounted for by costs in other supportive services that those born pre-term often 
require.  That panel, though, also recommended for further research to investigate 
the long-term cost of pre-term births, suggesting that it is likely that the true cost per 
infant exceeds the $51,600 estimate.  (National Academies of Sciences 2006).   
 
3.  The Healthy Start program saves the state millions of dollars.  For every 100 
women in the Healthy Start program whose pregnancy results in a live birth, it is 
likely that at least $103,000 is being saved in health care costs because of the lower 
propensity for pre-term births.7  Rather than experiencing the 10.1% pre-term rate 
that the State of Connecticut experiences, only 7.8% of babies born in the Healthy 
Start program are pre-term.    
 In the period considered, the program saved the state substantial sums of 
money, ranging from a low estimate of $1.8 million to a high estimate of $5.2 million.   
The range results from uncertainty in the number of Healthy Start mothers whose 
pregnancies actually resulted in a live birth. While the mother client file contains 
approximately 5,700 women, the birth outcome file contains approximately 2,200 infants 
(but it is thought that approximately 700 infants were excluded from the file because they 
were served by the Stamford Hospital site).  If every mother participant had in fact a live 
birth, then one would have expected 567 pre-term infants if the clients had the same rate 
of pre-term as is found in the entire state of Connecticut, as opposed to the 456 pre-term 
infants expected given the program’s pre-term rate of 7.8%.  Thus, 131 pre-term births 
would have been averted at a savings of approximately $6.8 million.   
 However, not all pregnancies result in a live birth and it is not clear how much of 
the 3,500 difference in the number of cases between the mother and infant file should be 
adjudicated between factors of incompleteness of the birth outcome file, spontaneous 
abortion, and induced abortion.  Approximately 700 live births from Stamford Hospital 
were not included in the birth outcome file, suggesting that there was a minimum of 
2,900 babies born to mother participants.  Given a minimum figure of 2,900 live births, if 
those births had experienced the same pre-term rate as Connecticut experienced then 292 
pre-term births would have occurred rather than the estimated 226 that occurred under the 
assumption of a pre-term rate of 7.8%, yielding 67 pre-term births averted at a minimum 
savings of $3.4 million.   
 Thus, gross program savings range from $3.4 million to $6.8 million.  However, 
subtracting from this estimate the $1.6 million cost of the program (which excludes the 
value of in-kind contributions), then the net savings to society ranges from $1.8 million to 
$5.2 million.  These estimates are very conservative because the Healthy Start program 

                                                 
7 This figure is based on approximately 2 preterm births averted per hundred live births in the program multiplied by 
the saving of $51,600 per preterm birth averted.   
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reaches a demographic mix of women with a generally higher propensity of poor birth 
outcomes.  In fact, standardizing Connecticut’s births to have the race/ethnic 
composition of the Healthy Start program results in a pre-term rate of 10.6% of 
births rather than the 10.1% experienced by the state, or a rate that exceeds that of 
Healthy Start infants by 2.8 percentage points.  Taking account of the demographics 
that the Healthy Start program serves suggests that the program averts nearly 3 
pre-term births per hundred live births born to program participants.     
 Yet another way of looking at the financial benefit of the program is to consider 
that the program serves approximately 5,700 women at a cost of $1.6 million, or 
approximately $280 per woman (excluding in-kind contributions).  Every 100 women 
served costs the state $28,000.  For every 100 babies born, the program averts 2.3 to 2.8 
live births, saving between $119,000 to $144,000 in averted excess short-term costs of a 
pre-term infant.  That implies that for every dollar spent on the program, society reaps 
a benefit of $3.23 to $4.16 in averted costs.  Much of the savings to society would be 
savings to the state since much of the cost of pre-term births amongst the Healthy 
Start population would ultimately be borne by the state.  

 
D.   Recommendations 

 
 Given that recent research shows that each preterm birth has a societal cost of 

$51,600, the program should be expanded to reach all high risk women.  All eligible 
women do not participate in the program.  If 35% of eligible women 18-34 are below 
185% of the poverty level as suggested by the U.S. Census Bureau (see 
http://pubdb3.census.gov/macro/032007/pov/new01_185_01.htm), then there are 
potentially 14,000 babies born a year in Connecticut whose mothers would have been 
eligible for the program.  However, not all women in Connecticut know about the 
program or feel that they need the program.  This analysis highlights that there are 
potentially thousands of women to whom the program could be beneficial.  Given that 
the program produces a net cost savings, the state should consider expanding the 
Healthy Start program so it can reach more women, by both expanding outreach for 
and increasing capacity of the program.  

 
 Currently, the program is funded at a level of $1.6 million annually.  Last year, the 

program’s existence saved society approximately somewhere between $1.8 million 
and $5.2 million dollars (the cost of preterm births averted minus the $1.6 million 
cost of the program).  However, data on how participants become aware of the program 
along with New Haven’s experience with its federal supplementary grant suggests that 
the program would have a broader reach if more time (and thus funds) were devoted to 
outreach efforts.     
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 New Haven has been in a fortunate position to be able to conduct grass-roots 
outreach due to a federal grant that supports these efforts.  Further, New Haven also has a 
social service infrastructure, including a community foundation (The Community 
Foundation of Greater New Haven) that actively supports the federal Healthy Start 
program.  New Haven’s success with its outreach shows that grass-roots outreach can be 
successful in expanding the reach of the program.  The state should consider providing 
supplementary funds for grass-roots outreach to either each of the sites or to each of 
the contractors (excepting New Haven).   
 However, were the program to have an influx of eligible women, it is likely 
that it would not be able to serve them well due to a capacity restraint.  It seems that 
the sites are already at capacity.  Thus, not only should funding for the program 
increase so that it can conduct grass-roots outreach, but funding should increase to 
expand the capacity of the program. 

 
 Agencies and the personnel at the sites seem to be making substantial in-kind 

contributions.   Funding for the program should increase so that program personnel 
are adequately paid for the time that they devote to the program and that sites are 
not contributing overhead services or resources to the program.  Continuing to rely 
on the goodwill of program personnel and agencies makes the program unstable.   

 
 The state should reconsider the role of data and evaluation in the program.   Site-

level staff who devote time to data collection and data input do not necessarily have 
the skills in creating a high quality data set.  Further, data collection and data input 
may not be a priority given the resources available to sites.   Informal interviews with 
staff revealed a high level of frustration with the state’s data demands.  This is not to say, 
though, that the state is unreasonable in what it demands from sites.  The state points to 
the fact that data requirements are an integral part of the contract that sites have entered 
into when agreeing to participate in the program.  Thus, the evaluation team recommends 
the following:   
 If the state is serious in its demand for high-quality data, then the state must 
provide more resources to sites so they can have the IT support that the program 
needs.  Otherwise, devoting resources to data issues will necessitate a decrease in 
resources available to sites for direct client services.    On a daily basis, sites’ efforts in 
data collection may be sacrificed in order to provide to their clients the best immediate 
services possible and there exists no evidence that they are not doing so within the 
constraints of the program.  If the state is to have a data set that social scientists can 
readily analyze, then the state must provide resources that allow sites to hire IT personnel 
directly or to contract out to get IT expertise that will regularly oversee that high quality 
data is input.    
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 Currently, the MIS efforts are not consistent across sites.  If the state wants a 
coherent data set to result from the site’s efforts, it must take control of the issue.  This 
includes issuing detailed code books on how data should be collected and checking at 
regular intervals that the fields are actually being collected consistently between sites.  
The analyses above show great variation in the meaning of fields between sites, to the 
extent that even an expert data analyst with the cooperation of the program was unable to 
fully decode the data set.  If adequate support for MIS is provided, this will yield higher 
quality data.  In the course of this evaluation, the state and sites made strides on this 
issue, and the work being done on it should continue.    

 
 Alternatively, the program should rely on its program theory, which is quite solid, 

and only demand from sites limited indicators.  The evaluation team recommends 
that only the following information be collected:   

 the client’s demographics,  
 the client’s income level at enrollment as related to the federal poverty 

level,  
 weeks gestation when women enter program, 
 weight of baby at birth,  
 weeks gestation of the infant,  
 number of prenatal visits, and  
 one summary measure on the type of services that have been provided 

to clients.   
 That is, the program should track only outputs that show that it is up and running.  
This approach would acknowledge that the data collection efforts to date have been weak, 
and rather than putting more emphasis on and funds into data collection efforts, the 
program would instead collect and analyze minimal data that would show only that the 
program provides services.   

 
E.  Conclusions 
 Program outcomes suggest that the program is very effective and coherent.  Clearly, the 
program’s reach should be expanded.  More funding should be provided for the program.  The 
evaluation team believes that the program is currently being run on a shoestring budget.  Given 
the long-term costs of poor birth outcomes, the state would be wise to buttress this program that 
seems to effectively produce positive birth outcomes.  The program should first be funded at a 
level so that it does not rely on in-kind contributions from sites.  Second, the program should be 
expanded so that it can conduct effective outreach and increase its capacity.  The program 
provides short-term and long-term savings to the state.  Those savings could be increased even 
further with expansion into areas that are currently not reached as well as they could be reached 
by the program.   
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 That is not to say that the evaluation proceeded as planned.  The evaluation plan was to 
fully evaluate the program.  Originally, the evaluation team was to first describe the program, 
which it did using Program Logic Models and Program Theory.  The team intended that the data 
analysis would reveal where the program could be strengthened and where it was already strong.  
The team hoped that the data analysis would reveal where sites were having success so that their 
procedures could be shared with other sites under a “best practices” model. 
 Unfortunately, rather than adhering to this plan, that data analysis activities revealed that 
to some extent, the program did not have data upon which it could rely.   In addition to resolving 
the questions having to do with data values, duplicates, and primary-outcome linking above, the 
evaluation team needed to assure itself of what each field was intended to represent.  At times, 
these issues were never fully resolved.   
 When considering the intersection of the demand for evaluation, accountability, and the 
role of high quality data, the State could use the Healthy Start Program as a role model and 
examine how it considers data in other social service programs.  Certainly, the role of data 
collection in the Healthy Start Program is that collection efforts have been burdensome to the 
sites, and there has been little support from the state to assure that the data collection efforts are 
meaningful.  Given the state of the collection efforts, data-driven decision making is not 
occurring.  One should question then what the purpose of the data collection efforts is, and how 
the process can be improved to either produce higher-quality data or to re-consider where data 
analysis fits into the service provision framework. 
 One should note, though, that data issues were present even in the piloted Healthy Start 
programs.  The issues are not unique to Connecticut’s Healthy Start program. Many programs 
and organizations are struggling with re-thinking how evaluation can help strengthen programs, 
and the role of data collection efforts. 
 In going forward, the program should think what procedures it needs to put in place to 
continuously improve.  An evaluative approach should be used.  Given the strength of the 
Healthy Start program’s theory and the strength of the findings in this summative evaluation of 
the program’s outcomes, perhaps in the future the emphasis should be put on assuring the 
processes are being followed and that the program is having the reach that it desires.  In practice, 
this would mean that the program engage an external evaluator to meet with the sites periodically 
and review basic data elements.   
  
 
 

 

 105



References 
Alexander, Duane, 1997, March 13. “Testimony provided for Healthy Start Program: 

Implementation Lessons and Impact Infant Mortality,” Hearing before the Subcommittee 
on Human Resources of the Committee on Government Reform and Oversight, House of 
Representatives. 

 
Baltay, M., McCormick, M., & Wise, P. (1999) Implementation of Fetal and Infant Mortality 

Review (FIMR): Experience from the national Healthy Start Program. Maternal and 
Child Health Journal. 3:3-141-150.  

 
Buckley, K. & Chapin, J. (1999) Fetal and Infant Mortality Review: An evolving process. 

Maternal and Child Health Journal. 3:3-173-176. 
 
CIA Factbook, (2006, July 11) downloaded from 

http://sportsforum.ws/sd/factbook/rankorder/2091rank.html on September 26, 2006 
 
Connecticut Department of Public Health, Office of Vital Records.  Registration Reports:  2005.  

http://www.ct.gov/dph/cwp/view.asp?a=3132&q=394598&dphNav_GID=1601&dphPNa
vCtr=|#46987.  Accessed April 9, 2008.   

 
Connecticut Voices for Children.  April 2007.  “Births to Mothers with Medicaid Coverage, 

2005.”  http://www.ctkidslink.org/pub_detail_363.html. 
 
Cooper, M. (1992, July 31. Infant Mortality, CQ Researcher 2;28-641-664. 
 
Daro, D. & Harding, K. (1990) Healthy” Families America: Using Research to Enhance 

Practice.” The Future of Children, Home Visiting, Recent Program Evaluations. 9;1:152-
173. 

 
Devaney, B. Howell, E, & McCormick, M., September 2001.  Case Management: At the Heart 

of Healthy Start.  Princeton: Mathematica Policy Research. 
 
Devaney, B., Howell, E., McCormick, M., Moreno, L. July 2000.  Reducing Infant Mortality, 

Lessons Learned from Healthy Start, Final Report. Princeton: Mathematica Policy 
Research 

 
Duggan, A., Fuddy, L., Burrell, L., Higman, S., McFarlane, E. Windham, A. & Sia, C.  2004.  

“Randomized trial of a state wide home visiting program to prevent child abuse: impact 
in reducing parental risk factors.”  Child Abuse & Neglect. 28; 6:623-643   

 
Duggan, A. McFarlane, E., Fuddy, L. Burrell, L. Higman, S Windham, A. Sia, C Randomized 

trial of a statewide home visiting program: impact in preventing child abuse and neglect. 
Child Abuse & Neglect 28: 6; 597-622 

 

 106

http://www.ct.gov/dph/cwp/view.asp?a=3132&q=394598&dphNav_GID=1601&dphPNavCtr=|#46987
http://www.ct.gov/dph/cwp/view.asp?a=3132&q=394598&dphNav_GID=1601&dphPNavCtr=|#46987
http://www.ctkidslink.org/pub_detail_363.html


Eisenberg, M. & Swanson, N. (1996) “Organizational Network Analysis as a Tool for Program 
Evaluation.” Evaluation and the Health Professions, 19; 4-488-507. 

 
 Fox, M, Hamilton, W and Lin, B. 2004.  Effects of Food Assistance and Nutrition Programs on 

Nutrition and Health, Volume 3. Literature Review.  Food Assistance and Nutrition 
Research Program, U.S. Department of Agriculture, Economic Research Service.  Food 
Assistance and Nutrition Research Report 19-3 

 
Garson, H.  & Misra, D. 1999. Assessment of Healthy Start Fetal and Infant Mortality 

Recommendations  Maternal and Child Health Journal 3:3-151-159. 
 
Government Accounting Office. September 1987.  “Prenatal Care: Medicaid recipients and 

uninsured women receive inadequate care.” 
 
Hollister, R. & Hill, J.  1995.  “Problems in the evaluation of community wide initiatives.” in 

Eds. C.  Eds.Connell, J., Kubish, A., Schorr, L. Weiss, C.  New approaches to evaluating 
community initiatives. Concepts, methods and contexts. 127-172. 

 
Howell, E., Devaney, B., McCormick, M., Raykovich, K. 1998. “Back to the Future: Community 

Involvement in the Healthy Start Program.” Journal of Health Politics, Policy and Law. 
23; 2-291-317. 

 
Jannson, B.  (2005)  The reluctant social welfare state-American social policies, past present 

and future. Belmont, CA: Brooks/Cole/Thompson Learning 4th edition.  
 
Kubish, A., Weiss, C., Schorr, L. & Connell, J. 1995. “Introduction.” in Eds. Connell, J. Kubish, 

A., Schorr, L., Weiss, C.  New Approaches to Evaluating Community Initiatives: 
Concepts, Methods, and Contexts. Washington, D.C. Aspen Institute 

 
Minkler, M., Thompson, M., Bell, J. & Rose, K. 2001. “Contributions of community 

involvement to organizational-level empowerment: The Federal Healthy Start 
experience.” Healthy Education and Behavior. 28; 6:783-807. 

 
Moreno, L., Devaney, B., Chu, Dexter & Seeley, M.  July 2000.  Effect of Healthy Start on Infant 

Mortality and Birth Outcomes. Princeton, N.J.: Mathematica Policy Research. 
 
Morton-Cooper, A. 2000. Action Research in Health Care. Oxford: Blackwell Science. 
 
National Academy of Sciences, Committee on Understand Premature Birth and Assuring 

Healthy Outcomes.  Behrman, Richard E., Adrienne Stith Butler, eds.  Preterm Birth: 
Causes, Consequences, and Prevention.   
“http://www8.nationalacademies.org/onpinews/newsitem.aspx?RecordID=11622 

 
National Academy of Sciences.  Preventing Low Birthweight. (1985) Washington, D.C.: 

National Academy Press 
 

 107



National Center for Health Statistics.  Martin JA, Hamilton BE, Sutton PD, et al. Births: Final 
data for 2004. National vital statistics reports; vol 55 no 1. Hyattsville, MD: National 
Center for Health Statistics. 2006.  

 
Nora, A.  March 13, 1997.  Testimony provided for Healthy Start Program: Implementation 

Lessons and Impact Infant Mortality, Hearing before the Subcommittee on Human 
Resources of the Committee on Government Reform and Oversight, House of 
Representatives. 

 
Pear, R. August 6, 1990. “Study Says U.S. Needs to Battle Infant Mortality.” New York Times. 
 
Pressman & Wildaysky, A. 1984. Implementation: how great expectations in Washington are 

dashed in Oakland; or, Why it's amazing that Federal programs work at all, this being a 
saga of the Economic Development Administration as told by two sympathetic observers 
who seek to build morals on a foundation of ruined hopes. University of California Press: 
Berkeley  

 
Raykovich, K.S.T., McCormick, M., Howell, E., & Devaney, B. (1996) Evaluating the Healthy 

Start Program, Design Development to Evaluative Assessment, Evaluation in the Health 
Professions, 19: 3, 342-362.   

 
Roberts, C., Algert, C., Mueller & Hadler, J. (1997) Trends in infant mortality in Connecticut, 

1981-1992. Public Health Manager Practice. 3:5-50-57. 
 
Schorr, L. (1989) Within Our Reach, Breaking the Cycle of Disadvantage. Doubleday: New 

York 
  
Skocpol, T. (1992)   Protecting soldiers and mothers: The political origins of social policy in the 

United States. Belknap Press of Harvard University: Cambridge, MS 
 
Sumaya, C. (1996, May) Testimony on Efforts to Reduce Mortality, Before the Senate 

Committee on Labor and Human Resources. 
 
Thompson, M., Minkler, M., Bell, J., Rose, K. & Butler, L. (2003) Facilitators of well-

functioning consortia: National Healthy Start program lessons. 28; 3:185-195. 
 
U.S. Census Bureau. 2008.  “Age and Sex of All People, Family Members and Unrelated 

Individuals Iterated by Income-to-Poverty Ratio and Race:  2006. Below 185% of 
Poverty -- All Races.”  http://pubdb3.census.gov/macro/032007/pov/new01_185_01.htm.  
Accessed April 9, 2008.   

 
Van Dyck, P. (2006, July 27) Responsible resource management at the nation’s health access 

agency: the Healthy Start program. Testimony before the Senate, committee on 
Homeland Security and Governmental Affairs, Subcommittee on Federal Financial 
Management, Government Information and International Security. 

 

 108

http://palci.library.pitt.edu/ursa/newsearch.sh?L=4&R=8&IACTION=SR&CpsParcel_Stock=udTLYLnOngMWmg6XrATSgYpsIT8SZDETSJeeM2nRnTqSup6wJqTZ1plJnuF0RP6LJATeY7lsb2q0Rg6fuuQS1pyJbtqSmT6DJZTT1LyToWqamDrVu3TT18lPnFMSRgExSdeSg3pRIF8fZDExSdeSgppeIh8QZREySmeaM2&PAGE=1&Label=25200158
http://palci.library.pitt.edu/ursa/newsearch.sh?L=4&R=8&IACTION=SR&CpsParcel_Stock=udTLYLnOngMWmg6XrATSgYpsIT8SZDETSJeeM2nRnTqSup6wJqTZ1plJnuF0RP6LJATeY7lsb2q0Rg6fuuQS1pyJbtqSmT6DJZTT1LyToWqamDrVu3TT18lPnFMSRgExSdeSg3pRIF8fZDExSdeSgppeIh8QZREySmeaM2&PAGE=1&Label=25200158
http://palci.library.pitt.edu/ursa/newsearch.sh?L=4&R=8&IACTION=SR&CpsParcel_Stock=udTLYLnOngMWmg6XrATSgYpsIT8SZDETSJeeM2nRnTqSup6wJqTZ1plJnuF0RP6LJATeY7lsb2q0Rg6fuuQS1pyJbtqSmT6DJZTT1LyToWqamDrVu3TT18lPnFMSRgExSdeSg3pRIF8fZDExSdeSgppeIh8QZREySmeaM2&PAGE=1&Label=25200158
http://palci.library.pitt.edu/ursa/newsearch.sh?L=4&R=8&IACTION=SR&CpsParcel_Stock=udTLYLnOngMWmg6XrATSgYpsIT8SZDETSJeeM2nRnTqSup6wJqTZ1plJnuF0RP6LJATeY7lsb2q0Rg6fuuQS1pyJbtqSmT6DJZTT1LyToWqamDrVu3TT18lPnFMSRgExSdeSg3pRIF8fZDExSdeSgppeIh8QZREySmeaM2&PAGE=1&Label=25200158
http://palci.library.pitt.edu/ursa/newsearch.sh?L=4&R=8&IACTION=SR&CpsParcel_Stock=udTLYLnOngMWmg6XrATSgYpsIT8SZDETSJeeM2nRnTqSup6wJqTZ1plJnuF0RP6LJATeY7lsb2q0Rg6fuuQS1pyJbtqSmT6DJZTT1LyToWqamDrVu3TT18lPnFMSRgExSdeSg3pRIF8fZDExSdeSgppeIh8QZREySmeaM2&PAGE=1&Label=25200158
http://palci.library.pitt.edu/ursa/newsearch.sh?IACTION=S&STERMS=Protecting+soldiers+and+mothers+:+the+political+origins+of+social+policy+in+the+United+States+&STYPE=Title&MSTRAT=E-ZBorrow+Group+1&CpsParcel_Stock=udTLYLnOngMWmg6XrATSgYpsIT8SZDETSJeeM2nRnTqSup6wJqTZ1plJnuF0RP6LJATeY7lsb2q0Rg6fuuQS1pyJbtqSmT6DJZTT1LyToWqamDrVu3TT18lPnFMSRgExSdeSg3pRIF8fZDExSdeSgppeIh8QZREySmeaM2&Label=25200726
http://palci.library.pitt.edu/ursa/newsearch.sh?IACTION=S&STERMS=Protecting+soldiers+and+mothers+:+the+political+origins+of+social+policy+in+the+United+States+&STYPE=Title&MSTRAT=E-ZBorrow+Group+1&CpsParcel_Stock=udTLYLnOngMWmg6XrATSgYpsIT8SZDETSJeeM2nRnTqSup6wJqTZ1plJnuF0RP6LJATeY7lsb2q0Rg6fuuQS1pyJbtqSmT6DJZTT1LyToWqamDrVu3TT18lPnFMSRgExSdeSg3pRIF8fZDExSdeSgppeIh8QZREySmeaM2&Label=25200726
http://pubdb3.census.gov/macro/032007/pov/new01_185_01.htm


 109

Villeareal, L. (2005) California's healthy start: A solid platform for promoting youth 
development. New Directions for Youth Development 107-89-97. 

 
Weiss, C. (1995)  “Nothing as practical as good theory: Explaining Theory-based evaluation for 

comprehensive community initiatives for children and families” pp. 65-92 in 
Eds.Connell, J., Kubish, A., Schorr, L. Weiss, C. New approaches to evaluating 
community initiatives. Concepts, methods and contexts.  


	CHAPTER 1    Introduction
	CHAPTER 2   Description of Connecticut’s Healthy Start Program
	A.    State-Level Program Theory

	(Primary Contact: Leticia Marulanda)
	 Most of the major risk factors for infant death, the leading causes of which are Sudden Infant Death Syndrome (SIDS), low birthweight, and respiratory distress, are higher among poor and African-American women than among wealthier and non-Hispanic white women.  Low birthweight, prematurity, and respiratory distress are closely associated with poverty, a lack of high quality prenatal care, and maternal smoking.  Further, some researchers feel that deaths that are attributed to SIDS may actually be the result of child abuse or a lack of parenting skills (CQ Researcher, 1992). 
	C.  The Federal Healthy Start Initiative 
	1.  Pilot Projects
	 Preterm Rate.  Four project areas, Birmingham, New Orleans, Oakland and Philadelphia, had statistically significant declines in the percentage of infants born at less than 37 weeks gestation (Moreno, et.al. 2000). 
	 Low and very low birthweight.   Three project areas, Birmingham, Detroit and the District of Columbia had statistically significant reductions in the percentage of infants with birthweight at 2,500 grams.  Healthy Start was also associated with a statistically significant reduction in the percentage of infants born with birthweight less than 1,500 grams in three cities:  Birmingham, Boston and Pittsburgh (Moreno, et. al, 2000).
	 Enhancements of Clinical Services.  All sites funded a range of services. Across 14 of the 15 sites, 167 providers were funded to enhance existing services. Funds were used to hire additional staff, increase salaries, reduce waiting time, to provide health education and child care and/or build play areas in clinics (Devaney, et.al.2000).

	 System Change Interventions-- Consortia Development.   The design of the Healthy Start project focused on interventions determined locally through a consortia-based process.  Programs interpreted the meaning of consortia variably and the HRSA guidance left this open to interpretation.  About half the projects had consortia with 75 or more members and functioned more like “town meetings.” Others formed smaller consortia more suitable for decision-making.  Pittsburgh, one of only two projects in which infant mortality decreased to a statistically significant degree, formed an 18 member consortia and Pee Dee, South Carolina formed a 14 member regional council. Projects found that involving providers was much easier than involving community members and/or key political figures. 

