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Two Generation Approach  

Poverty 
Adverse childhood 
Experiences  

Violence 

Mental 
Illness 

Substance 
Abuse 

Stress 

Changing Outcomes For Children Facing Adversity 

Strengthening 
foundational 
skills for 
wellbeing, 
parenting, 
employability, 
and 
responsible 
citizenship 

Requires Transforming the Lives of Adults  
Who Care for Them 

 

Courtesy of Jack Shonkoff, Adapted by MVS  
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    child symptoms 4
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Serve & Return Builds Brains and Skills 

 

Serve and Return  

Courtesy: Harvard Center on the Developing Child   

Presenter
Presentation Notes
Young children naturally reach out for interaction through  babbling, facial expressions, and gestures, and adults respond in kind. 

These “serve and return" �interactions are essential for the development of healthy brain circuits. 

Therefore, systems that support the quality of relationships in early care settings, communities, and homes also support the development of sturdy brain architecture.



What the science tells us is that brain architecture is built over time, from the bottom up, like a house. Our genes provide the basic blueprint, and our experiences shape how the actual structure is built. This process begins before birth and continues throughout life, but the brain is optimally flexible in the earliest years of life. That means that experiences exert the most influence on our developing brain circuitry in the first few years of development, for better or for worse. They create either a strong or a weak foundation for all the learning, behavior, and health that will follow in our lives.

One of the most essential experiences in shaping the architecture of the developing brain is "serve and return" interaction between children and significant adults in their lives, which is illustrated in this 90-second video.

Key points: Young children naturally reach out for interaction through babbling, facial expressions, and gestures, and adults respond with the same kind of vocalizing and gesturing back at them. This back-and-forth process is fundamental to the wiring of the brain, especially in the earliest years. 
The video uses language and literacy development as one example of how serve and return interaction supports all kinds development, from simple skills to more complex skills
Source: The Science of Early Childhood Development. (2007)
National Scientific Council on the Developing Child. http://www.developingchild.net


https://youtu.be/m_5u8-QSh6A
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The Absence of Serve & Return  
Activates the Stress Response  

Source: Tronick, E. (2007) 
Disruption of serve and return  

Presenter
Presentation Notes
This video shows what happens when Serve & Return is disrupted. It shows an experiment conducted by Dr. Ed Tronick of Childrens Hospital Boston.

Early (0-2 years) maternal sensitivity predicts social and academic competence across childhood and adolescence (Fraley et al. 2013; Raby, Roisman, Fraley and Simpson, 2015), as well as moderates the influence of mothers’ reported depressive symptoms and child development at 36-months (NICHD, 1999). 


Pearson et al. (2012) hypothesized that the association between antenatal depression and negative child outcomes may be explained by the disruption of the development of this early maternal responsiveness. However, results linking maternal depressive symptoms and maternal responsive behaviors have been mixed.
	The NICHD Early Childcare Research Network study (1999) assessed depressive symptoms in the mother with CES-D at 1, 6, 15 and 36 months postpartum and found that the chronically depressed group of mothers was the least sensitive one.  Similarly, Laurent et al. (2011) identified that sustained exposure to chronic low levels of maternal depressive symptoms negatively impact infants’ stress biology. At a behavioral level, Tronick and Reck (2009) observed that infants of depressed mothers developed negative affective states that biased their interactions with others. They also identified differences among depressed mothers, with some interacting with their infants in an intrusive way, and others being disengaged or withdrawn, with these forms of interactions having different impacts on the babies. According to their observations, depressed dyads had lower degrees of interactive coordination and reparation rates of going from mismatch states to positive matches than healthy dyads, reflecting poor mutual regulation and fragile self-regulatory competencies.
 What about temporality here?  Did depressive symptoms predict sensitivity longitudinally?  

Central to attachment theory. Positive prenatal psychobiological transactions between the mother and her baby and later appropriate sensitive and responsive interactions provide the infant with the security needed to explore the surrounding world and derive appropriate stimulation from the environment. Early attachment experiences and parental responses influence infant’s right brain development and, consequently, his or her affect regulation capacity and stress coping mechanisms (Schore, 2002). These effects of early maternal sensitivity are not transient and have been shown to have a consistent impact on children’s social and academic competences across childhood, adolescence and adulthood (Raby, Fraley, Roisman, & Simpson).



Defined as the mother’s ability to accurately perceive and respond to her infant’s signals (Ainsworth, Bell, & Stayton, 1971). 


One of the most evaluated outcomes of attachment-based interventions in parenting (Lindhiem, Bernard, & Dozier, 2010).


https://youtu.be/apzXGEbZht0


S L I D E  5 

Toxic 
Prolonged activation of stress response systems  

in the absence of protective relationships. 

Tolerable 
Serious, temporary stress responses,  
buffered by supportive relationships. 

Positive 
Brief increases in heart rate,  

mild elevations in stress hormone levels. 

The Biology of Adversity: 
Three Levels of Stress 

Adapted from the National Scientific Council of the Developing Child  

Presenter
Presentation Notes
So clearly neglect can trigger the stress response system. But we also saw that the stress caused by a small amount of unresponsiveness was quickly calmed by restoring the relationship. That’s a great example of the fact that not all stress is bad. Learning how to cope with stress is an important part of a child’s healthy development, whether it’s the stress of meeting new people, learning to walk, or dealing with problems. When stress occurs to a young child within an environment of supportive relationships with adults, these physiological effects are buffered and brought back down to baseline. The result is a healthy stress response system. 
For larger stressors -- such as the death or serious illness of a loved one, a frightening injury, acrimonious divorce, or a natural disaster -- physiological responses are sustained for a longer period of time. But the buffering effects of supportive adult relationships allow the brain to recover from what might otherwise be damaging effects. 
When situations of extreme stress are prolonged and unrelenting, in the absence of supportive adults, a child may be affected by toxic stress. Toxic stress can be caused by extreme poverty, physical or emotional abuse, chronic neglect, severe maternal depression, substance abuse, or family violence. Without the support of caring adults, toxic stress can disrupt brain architecture and lead to stress management systems set permanently on “high alert”, thereby increasing the risk of stress-related physical and mental illness.
Source: Shonkoff, Boyce & McEwen (2009). “Neuroscience, Molecular Biology, and the Childhood Roots of Health Disparities: Building a New Framework for Health Promotion and Disease Prevention” (JAMA, June 3, 2009)
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Source: Finkelhor et al. (2005) 

Neglect & Maltreatment Postpartum Depression 

Sources of Toxic Stress in Young Children  
 

13%  

Source: O-Hara & Swain (1996) 

7.5% 

14% 

Parental Substance Abuse 
Source: SAMHSA (2009) 

Adapted from the National Scientific Council of the Developing Child  

Presenter
Presentation Notes
The definition of maltreatment includes several types: neglect, physical abuse, sexual assault, psychological abuse, and parental custodial interference. It excludes spanking/conventional corporal punishment
Finkelhor includes Physical abuse by caregiver; Psychological or emotional abuse; Neglect; Custodial interference or family abduction; or any maltreatment victimization.
SAMSHA data pertains to children ages 3-5 living with one or more parents with past year substance abuse or dependence, 2002-2007.
O’Hara: The average prevalence rate of non-psychotic postpartum depression based on the results of a large number of studies is 13%. 
Sources:
1) David Finkelhor, Richard Ormrod, Heather Turner and Sherry L. Hamby (2005) The Victimization of Children and Youth: A Comprehensive, National Survey. Child Maltreatment 2005; 10; 5
2) 2002-20076 SAMHSA National Surveys on Drug Use and Health.
3) O’Hara M.W. & Swain, A.M. (1996). Rates and risk of postpartum depression – a meta-analysis. International Review of Psychiatry, 8, 37-54.
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Maternal Mental Health: Overview of 
the Epidemiology  
• 20.6 million children live with an adult with a mental 

illness.1,2 
 

• Children of depressed as compared to non-depressed 
parents are more likely to develop psychiatric 
illnesses, and are at greater risk for social, cognitive, 
and medical difficulties.2 
 

• 69.7 percent of depressed low-income mothers with 
young children have a condition classified as severe 
or very severe—to a degree that disrupts home, 
social, or work life.3 
 
 

 

 
 

  
1 Prince M. Lancet 370: 859-877,  2007. Kessler RC.  2005 JAMA 
2 National Academies of Science, 2010   
3 National Survey of Drug Use and Health (NSDUH), 2008– 
2010,  
 
  
 

Presenter
Presentation Notes
More than half of poor families live with a mother experiencing severe depressive symptoms
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Maternal Depression: Central Role in Development  
wellbeing over a lifetime  

8 

Outcome Impact of Depression on Children 

Adverse Birth 
Outcomes 

Premature delivery: 3.4x more likely  
Low birth weight baby: 4x more likely 

Developmental 
Milestones 

Height-for-age at age 5:  
40% increased odds of being ≤10th percentile 

Emergency  Dept. 
Visits - Child 

Asthma: 2-3x more likely to have visit in the 
past year 

School Readiness 
& Performance  

30% less likely to be Kindergarten ready 
 

IQs:  4.5 points lower 

Poor Adult Health Smoking: 1.8 – 2.8x more likely 
 
Poor general or mental health: 1.3 – 2.3x more 
likely  
 
Limited activity: 1.8-3x more likely 

Presenter
Presentation Notes
Inasmuch as ACEs affect the health and well-being of the workforce, they are a hidden drain on profitability for corporate America. The human and economic costs of the long-term effects of adverse childhood experiences on the workforce are likely major and merit attention by the business community in concert with the modern practice of medicine and public health. Recent studies estimated annual costs as high as $28 billion for chronic back pain for US businesses,58 $30-$44 billion for depression and related absenteeism, reduced productivity, and medical expenses,59 and $246 billion for chemical dependency in the workforce.60 These massive losses occur despite safety programs and the most expensive medical care system in the world.61 If these areas are indeed related to the performance of the workforce, profitability of businesses and even national productivity are likely to be affected as well. 
Absenteeism, financial problems, and self-reported problems on the job are all indicators of impaired productivity that are expensive and are also indicators of ACE related problems such as alcohol abuse, chronic pain, mental health disorders, and others. Figure 9 displays the relationship of ACEs to these indicators of reduced worker productivity.10 
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Public Sector Systems Affected by Maternal 
Depression  

Maternal 
Depression  

Public 
Assistance  

Education  

Health Care 
System  

Early 
Intervention  

Child Welfare  

Adapted from Sontag-Padilla, RAND 
2013 

Presenter
Presentation Notes
TANF, WIC, SNAP—disproportionate amounts of mothers with depressive symptoms and unable to meet work requirements.  Some WIC programs as high as 80%
Early Intervention—1 in 3 children have mothers with substantial levels of depressive symptoms that suggest clinical diagnosis. 
Child Welfare—depression increased risk for neglect—not to pathologize.  Also fear of engagement in mental health care for fear of removal of children 

Education system—but what we know anecdotally is that children who are tardy, chonrically absent have others often have parents with mental health burden 
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Depressed Mothers are the “Hardest to Reach” but 
Most Necessary to Engage in  Two-Gen Approach 

• Between 28 and 61 percent of mothers in home visiting 
programs screened positive for depression.1 

– Program effects suggest largest effect for mother’s 
with moderate to high depressive symtpoms.2,3 

– But these mothers usually drop out early or never 
enter programs.4  

 

• 10,367 participants 66 implementation sites: 
mothers who had the highest dropout rate were: 
–  younger 
–  unmarried  
–  African American 
– depressed  

 
 

 
 

1Ammerman, RT. Aggression and Violent Behavior 15. 2010.  
2Rahman, A. PLOS Medicine 10 (5) e1001442, 2013.  
3Duggan, AK. J Consult Clin Psychol. 77(4):788–799, 2009.  
4O’Brien, RA  Prev Sci. Jun;13(3):219-28. 2012 
 

Presenter
Presentation Notes

Participant “drop out” is a major influence on the effectiveness of any evidence-based intervention  10,367 participants 66 implementation sites mothers who were younger, unmarrief african american had highest rates of attrition. �


Participant attrition is a major influence on the effectiveness of evidence-based interventions

Understanding could help to increase engagement 

10,367 participants at 66 implementation sites

Mothers who were younger, unmarried, African American  had highest rates of attrition

Nurses in high retention sites adapted the program to their clients' needs, were less directive, and more collaborative with them.

O’Brien, RA  Prev Sci. 2012 Jun;13(3):219-28
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Current Intervention Approaches Can Be 
Strengthened 
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Smith MV et al.  “Success of mental health referral among pregnant and postpartum women with psychiatric 
distress.”  General Hospital Psychiatry, 31(2): 155-162, 2009.   

 

26% 18% 19% 
only 30% 

are treated 

N=366 

Presenter
Presentation Notes
Promote publc participation and enagegemnt of diverse communities as staretgies to enhance relevane and address disparities 

Need as determined by prevelance or perceived or expressed nedd 
Appropriate care – faith based vs. medical based 
Consumer demand is creater involvement of consumers in the development and testing of interventions they want to use—marketing and sales and product development—the pharmecutical industry does this well 
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Nationally, Low-income Mothers do not Receive 
Depression Treatment 

 
• National estimates from the Medical Expenditure 

Panel Survey showed nearly 40 percent of 
mothers with depression had not received 
treatment, and only 35 percent of those treated 
had received adequate treatment1 

 
• Low-income women, the uninsured, African 

American women, and Hispanic women are at 
even greater risk of receiving no or inadequate 
treatment2,3,4 

1Witt, et al. 2009. “Journal of Behavioral Health Services & Research 38(2): 191 204. 
2 Kristofco, Robert E., 2007. Journal of Continuing Education in the Health Professions 27(S1): S18–25. 
3 Miranda, Jeanne,. 2008. “Mental Health in the Context of Health Disparities.” American Journal of Psychiatry 165(9): 1102–08. 
4   Santiago, Catherine DeCarlo, Journal of Clinical Psychology 69(2): 115–26. 
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Yvonne and Carmen  
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Tips for You (parent with mental illness) to reduce 
your child's risk of depression and anxiety 

• Establish and maintain a good relationship with your 
child. 

 
 
•  Support increasing  autonomy of your toddler.  
 
 
• Minimize conflict in the home.  
 
 
• Help your child to deal with anxiety. 
  
  

Presenter
Presentation Notes
Journal of Affective Disorders
Volume 156, 2014, Pages 67-75


Parenting strategies for reducing the risk of adolescent depression and anxiety disorders: A Delphi consensus study
Yap, M.B.H.ab
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A profile of Yvonne and Carmen  

• Average income =  $12,500/ year 
 

• High school graduates, fifth grade reading level 
 

• Interpersonal violence 
 
• Transient---average of five moves in the last year 

 
• Food insecurity 
 
• Diabetes 
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Meta-Analysis:  
Treatment of Mother = Improvement in Child 

• Of the six studies that examined 
children's psychosocial outcomes, five 
found that mothers' treatment was 
associated with child improvements.  

 
• Treatment of maternal depression was 

predictive of improvement in child 
academic functioning and mother-child 
relationships and interactions. 

Gunlichs & Weissman, 2008 JAACP, 47 (4) 
 

Presenter
Presentation Notes
No strong evidence supporting the hypothesis that interventions involving parents and children were more beneficial than interventions aimed at parents only (meta-regression, p = .09 for internalizing symptoms and p = .11 for externalizing symptoms). 

None of the studies examined mediators that explain how improvements in parental depression lead to improvements in child outcomes or moderators that influence the extent to which or whether improvements in parental depression lead to improvements in child outcomes.[28] Many mediators have been proposed including, but not limited to, parents' cognitive style, displays of affect, parenting behaviors, and exposure to environmental stressors such as martial and family conflict.[29] Moderators, such as the timing, chronicity, and severity of parental depression; availability and psychological functioning of other family members; and offspring sex, temperament, and intellectual and social-cognitive skills, have also been proposed.[29] Future studies that examine mediators or moderators will need to recruit large samples to have sufficient power to detect significant effects.



Skill building, 8-16 week


Study that did ont show difference was Forman 2007 Dev Psyhcopathology.  Domains: Infant emotionality (IBQ, observational assessment), maternal responsiveness (observational assessment), temperament (CBQ), attachment (ASQ), behavior problems (CBCL)
Informants: mothers, independent evaluators


Better reationships were attachment, reciprocity, etc 
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Ensuring the Emotional Health of Our City’s Families  
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The New Haven MOMS Partnership’s Mission  

The mission of the New Haven MOMS 
Partnership is to transform service delivery 
systems for mothers and children through 
community and neighborhood-based resources 
dedicated to wellness; thereby strengthening 
generations of families to flourish and succeed. 

 
 
 
 
 

 

Photo credit: Alyssa Thompson 

Presenter
Presentation Notes
The New Haven MOMS Partnership imagines a world where every
mother receives optimal mental health care, where her basic needs are
met and where the community is responsive to her needs.

We believe that family wellness first begins with mothers.

We believe that quality care is culturally responsive and gender 
	specific.

We believe that a mother includes all women who are either pregnant and/or parenting.

We believe family economic security is integral to family wellness.

We believe that systems transformation is essential to maternal and child emotional wellness.
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Our Target Population 

Low-income female caregivers with children 
under the age of 18.  
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Step 1: Formalize Partnerships 

• Clifford Beers Guidance Clinic 
• Housing Authority of New Haven 
• New Haven Health Department 
• New Haven Healthy Start 
• New Haven Public Schools 
• State of CT Department of Children & Families  
• State of CT Department of Social Services  
• The Diaper Bank 
• Yale School of Medicine 

Presenter
Presentation Notes
Data sharing agreements in place:  housing, school system, social services (child welfare in progress) 
Formalized MOUs, codified procedures and demonstration projects—housing vouchers for children at risk of removal 
Bundled payments with diapers 
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One Critical Reason to Formalize Participation of 
Caregivers 
 

• The “gulf” or “chasm” created between 
research and practice 1 

–On average 17 years elapse between 
publication and implementation 2,3 

 
 

 
 

 

 

 
 

 
 
 
 

 

1 Chambers, DA. Adm Policy & Health (2012)  
2 Balas, EA. Yearbook of Medical Informatics (2000) 
3 Van de Ven A.  Academy of Management Review (2006) 
 
 
 
  

Presenter
Presentation Notes
Disparities in mental health are growing 


Journal of the American Academy of Child & Adolescent Psychiatry
Volume 51, Issue 1, January 2012, Pages 8–17.e8
 <img alt="Cover image" src="http://ars.els-cdn.com/content/image/1-s2.0-S0890856711X00126-cov150h.gif" class="toprightlogo"/>
New research

Effect of Preventive Interventions in Mentally Ill Parents on the Mental Health of the Offspring: Systematic Review and Meta-Analysis
		Eliane Siegenthaler, 


prior to evaluating clinical effectiveness and cost-effectiveness via a randomised controlled trial (RCT). A substantial programme of pilot work is recommended to underpin the development of feasible and acceptable interventions for this population. Evaluations should incorporate validated, child-centred QoL outcome measures, high-quality cost data and nested, in-depth acceptability studies



Public health impact could b
Training to provide interactions under time pressure

Hierarchical structure of academic medicine

Medical research focus on controlled trials as standard of evidence1

e better achieved if scientific knowledge were generated with the involvement of stakeholders 
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• Outreach, engagement, brief intervention 
 
• “Task shifting” and “task sharing”  
 
 
 
 
 
• 10 CMHAs: significant changes in attitudes, behaviors, 

sense of competency over 6 months of employment   
 
• 43 CMHAs trained across the City of New Haven   

Step 2: Community Mental Health 
Ambassadors  

Smith MV, Kruse J Health Policy & Planning, 2014 

Presenter
Presentation Notes
cr
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Step 3: Assess “Goals”  

• Conduct “Environmental Scan”    
 
 

“When was the last time you did something for 
yourself?” 
 
“What is your goal for this week?”  For yourself?  
For your child(ren)?   
 
“Any one thing, service or person you depend on 
for support?  
 

Claydon, E, Kruse A, Smith, MV.  J Community Mental Health  

Presenter
Presentation Notes
Small number of items, concrete agenda, short sessions, few topics, routine feedback, summarize chunks of information 43% meet criteria for Axis 1 diagnosis (NCS-R)
1 published mental health intervention
In 2010, the total number of persons receiving low-income public housing assistance from HANH was 3,978.  Of these, 2,606 were families located in traditional public housing developments. 
The majority of families located in public housing in 2010 were self-designated as African American/Black (58%) or Hispanic/Latino (33%).  


Assess and measure substance use in perinatal women in public housing, develop interventions delivered in public housing to treat depression and SUD in group format
Learning derived from Secondary Project:  Implementation and evaluation of community-based interventions for co-occurring SUD and MDD in pregnant and parenting women

Treating maternal psychopathology may have positive impact by improving parent-child relationships, decreasing family stress, or increasing access to needed services.
Only 6 studies have randomly assigned parents to depression treatment in a controlled trial.
Studies have suggested children improve, but designs flawed:  lack untreated control group, differences in family behavior or environment could have preceded or even contributed to mother’s remission
Coiro (2012), prospectivem randomized, 12-month: treatment and medication reduced parent symptoms with no effect on child outcome (confounded by parent report); remittence has 6 and 12 month effect on behavior problems; 
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Goals of Mothers 

1.)  Securing stable employment 
 
 
2.) “Making my child proud”   
 
 
Support:  Food stamps, housing 
 
 
 
  

Presenter
Presentation Notes
82% of parenting women are currently receiving food stamps or have in the past


children are an inspiration for action 
self esteem and self care linked
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Barriers to Goal Attainment   

 

1.) Stress 
 
 
 
2.) Social Isolation  
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How Moms Talk About “Stress” 

• “Not having a full-time job and living paycheck to paycheck.” 
 
• “Working and getting paid small amounts of money” 
 
• “Being a single mom with three sons and not being able to give 

them everything they want” 
 
• “Not being able to provide for my family in a way that satisfies 

me” 
 
• “Feel unable to provide children with friends, experiences” 
 
• “Feeling so worried about where we will sleep that I cannot help 

but get angry at my children.” 
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Emotional Health Need (N=2,213) 



S L I D E  28 
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Preventing ACES: Operationalizing 
Poverty for Parents   
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Step 4: Universal Strategies for Two 
Generations Matched to Goals 

• Promote Family Economic Success = Workforce 
Effect size for increasing family household income 
$4K annually  (0.41) 
 
• Promote Maternal Mental Health = CBT 
Effect size for cognitive gains in children as a result 
of treating maternal depression (0.42) 
 
 
 

Smith MV. Under Review Psych Services 

Presenter
Presentation Notes
20.6 Million 
Low-Income �Children 0-10
15. 5 million parents 

Free up space SCIENCE 2013 
Basic needs such as diapers and personal hygiene products as incentives to engage and adhere to treatment


Fourth, specific to maternal mental health, diaper need was more likely to occur among mothers who also endorsed some form of mental health need. This may be due to three mechanisms:  (1) diaper need may be associated with other exposures related to mother’s psychological well-being (e.g. low-income, social isolation); (2) diaper need and maternal mental health may have common causes (e.g. children’s health/mental health status); and (3) diaper need may independently predict maternal psychological and behavioral well-being.    
While more research on this topic could help to elucidate the exact mechanisms whereby diaper need impacts maternal mental health we know maternal stress and depression are significant contributors to child development and mediate the relationship between poverty and child outcomes. 24, 28-31  An adequate supply of diapers may prove a tangible way of reducing parenting stress and increasing parenting sense of competency, enabling parents to be more sensitive with their children, and thereby improving parenting quality and overall child outcomes.
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Step 5: Universal Implementation of 
Interventions to Build Capacity 

• “MOMS Stress Management and Job Readiness 
Courses” 
 

• 8 and 12-week, skill-building cognitive behavioral 
therapy (CBT) 

 
• Co-delivered by clinicians and CMHAs 
 

Presenter
Presentation Notes
The focus of cognitive therapy was on aspects of cognition and problem-solving that relate most directly to parenting, where possible. This included how depression could cause problems in parenting: for instance, effects of irritability on children’s behaviour, and low mood leading to lack of confidence as a parent. There was a shift in focus as sessions progressed, with less time devoted to coping with depression and more to developing positive parenting skills (further information available from the author upon request).



Mothers are encouraged to shape aspects of their reality so as to reduce risk and severity of depressive episodes. 
	 (1) identification of specific thoughts (e.g., “I’m 	worthless”) and behaviors that worsen or improve 	mood, 
	(2) provision of skills to make conscious choices 	that minimize the impact of harmful thoughts and 	behaviors, such as engaging in pleasant activities, 
	(3) acquisition of skills for disputing harmful 	thoughts, using cognitive restructuring techniques, 	and 
	(4) development of a personal sense of meaning 	and fulfillment in life.
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Step 5 (cont): Innovation in Location 
– Integration of health in non health settings is 

essential to addressing chronic health needs 1 

 

– Supermarket, Public Housing Complexes, 
Churches, Laundromats--  “HUBS” 
 
 

 
 

 
 
 

 

1 IOM.  Living Well with Chronic Illness: A  
Call for Public Action.  2012 

Presenter
Presentation Notes
Key outcomes:
Maternal Mental Health (depression, trauma, substance abuse) (primary)
Parental Functioning (primary)
Executive Function  (primary)
Child welfare services referrals  
Employment
Food
Housing stability 
Healthcare utilization
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Using Technology to Enhance Social Capital  
 

NIMH #100456-01 
 

Presenter
Presentation Notes
We discovered on an assessment of over 2,000 mothers that 83% of low-income mothers in New Haven were utilizing a smartphone and even more pertinent, the top three reasons mothers used smartphones were:  (1) access online banking and bill pay ; (2) access information on child development and parenting and (3) social networking (Facebook, Snapchat).  

Thus utilizing smartphones held great possibility for enhancing social capital as a way to improve mental health and parenting and executive functioning. 

We created Momba, an app that targets pregnant and new mothers in a geographically-centralized network.  
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MoMba’s Goals 
• Connect new mothers to: 

• Other mothers 
• Infants (attachment) 
• Local resources/health services 

 
 

• Incentivize positive social networks and 
enhance social capital and skill building  
 
 
 

Presenter
Presentation Notes
Goals were to target social capital as a mediator of positive outcomes for families.  Currently measuring mental health outcomes, parental social support, stress, attachment and maternal sensitivity,  but planning build to track employment and income outcomes. 
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MoMba Impacts  
 

• On average, 21.8 chat messages were sent per participant 
over the full study period.  

 
• When adjusting for baseline technical literacy, the maternal 

sensitivity score is, on average, 0.52 units higher in the 
intervention group vs. control group (p=0.041).  

  
• The MoMba group had a significantly greater social capital 

score at 12 months compared to the control group 
(p=0.018).  

 
• The MoMba group had a significantly greater social network 

score (p=0.042). On average, for every one month from 
intake, there is a 0.40 unit increase in the social network 
score among those in the MoMba group. 

Presenter
Presentation Notes
Intervention group = (Momba, smartphone and data plan)
Control group  (smartphone and dataplan) group without Momba app
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Future Directions  
Linking MOMS Services to Intended Outcomes & the State Budget 

Additional 
Outcomes Evaluated 

MOMS 
Services 

Cognitive 
Behavior 

Therapy (CBT) 

Workforce 
Development 

Cost/Budget 
Linkages 

↑ Earnings, Taxes;  
↓ Unemployment 

Claims 

↓ Child Asthma 
Attacks and ED 

visits 

↑ Developmental 
Milestones 

↑ Use of Existing 
TANF & Medicaid 

Services 

↓ State 
Assistance 
Need, ↑Tax 
Revenues  

↓ ED Costs 

↓ Early 
Intervention 

Spending 

↑ TANF and 
Medicaid ROI 
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