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CHAPTER 1:

Maternal, Infant  
and Child Health
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I N T RO D U C T I O N 
 
 

The health and well-being of mothers, infants, and children are important  
indicators of community and state health, and are critical for our nation’s  
future health, well-being, and prosperity. Although residents of Connecticut  
report good health status overall relative to the U.S. as a whole, large health  
disparities exist between non-Hispanic White and the non-Hispanic Black/
African American and Hispanic populations. Disparities among the indicators 
presented in this chapter are significant and persistent. Addressing racial and 
ethnic disparities in the state is a priority. Reducing disparities in maternal 
and child health indicators remains one of the major challenges facing the 
public health community, requiring coordinated and simultaneously executed 
multi-ecological strategies. 

The data described below indicate that major improvements in the health of 
mothers, infants, and children in Connecticut have been made; most notably, 
declines in infant mortality and teen birth rates. However, much remains to  
be done to achieve optimal outcomes for all Connecticut mothers, infants,  
and children. The lifelong effects of race, racism, social class, poverty, stress,  
environmental influences, health policy, and other social determinants of  
health are reflected in the elevated rates of adverse outcomes and persistent  
disparities. The continuation of evidenced-based programs, coupled with 
 efforts to increase health equity and address social determinants of health,  
is essential to achieving improved birth outcomes and reducing/eliminating  
disparities. While we continue to strive to reduce health inequities, these  
challenges also are apparent at the national level and are not unique  
to Connecticut.
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Pregnancy Intention and Planning 
Pregnancy intention refers to whether a pregnancy is wanted  
or expected. Circumstances that might make a pregnancy 
unintended include desire (i.e., did not desire pregnancy then 
or at any time in the future) or timing (i.e., the pregnancy 
occurred earlier than desired). Unintended pregnancy can lead 
to increased health risks for both the woman and baby; if the 
pregnancy is unintended, a woman’s health status might not be 
optimal for childbearing and prenatal care might be delayed.2 
Unintended pregnancy also can limit a woman’s opportunities 
for higher education, employment, and income stability.3  
Additionally, unintended pregnancy can be costly to federal  
and state governments due to expenditures related to births, 
abortions, and miscarriages. In 2010, it was estimated that  
public spending for unintended pregnancies in Connecticut  
totaled $209 million, with $80.1 million paid for by the state. 

Strategies to reduce unintended pregnancies include, increasing 
access to contraception (specifically more effective and longer 
acting reversible forms of contraception) and increasing correct 
and consistent use of contraceptive methods overall.2 Data on 
unintended pregnancies can be used to help assess the unmet 
need for contraception and family planning services.   

U N I N T E N D E D P R EG N A N C I ES
Data on unintended pregnancies can be used to help assess the 
unmet need for contraception and family planning services.2 
Among women who gave birth to a live born infant in Connecticut 
(i.e. excludes abortions and fetal loss), approximately 25%  
of deliveries were reportedly unintended pregnancies, meeting 
the state’s goal of no more than 25.7% of pregnancies being 
unintended. The percent of unintended pregnancies in Connecticut  
has declined over the past five years. Although unintended  
pregnancies have decreased overall, women of color were more 
likely to have an unintended pregnancy than non-Hispanic  
White women (Figure 1.1).

P R ECO N C E PT I O N A N D P R EG N A N C Y 
Health begins in the womb, and the health of a woman before and throughout her pregnancy 
can profoundly influence the lifelong health of her fetus.1 The conditions and exposures that  
babies encounter in utero and resulting health outcomes can be optimized through family  
planning efforts that improve pregnancy intention, planning, and prenatal care that prevents  
adverse birth outcomes. 

FIGURE 1.1: Percentage of unintended pregnancies among women having a live birth by maternal race/ethnicity, CT, 2016
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T E E N P R EG N A N C Y A N D B I RT H S
Teens (defined as ages 15–19) from families of low socioeconomic 
status (i.e. low educational attainment or low income) or teens  
in the child welfare system (i.e. in foster care) are at higher risk 
of teen pregnancy and birth than other teens.4

Teens who become pregnant or give birth have lower educational 
attainment and income. Compared to their peers, teen parents 
are less likely to graduate from high school or college or be fully 
employed as adults. Also, they are more likely to experience  

an intergenerational cycle of teen parenting. Children of teen 
mothers are more likely to experience adverse outcomes that 
increase public sector costs, such as higher rates of dependence 
on public healthcare and welfare. As adolescents, children  
of teen mothers have higher incarceration rates and lower  
earnings.4;5;6;7

In our state over the last decade, teen births declined three-fold 
overall and declined among teens of all races/ethnicities. These 
declines mirror national trends. In 2017, the national teen birth 
rate was 7.9 births per 1,000 for females aged 15–17 and 35.1 
births per 1,000 for females aged 18–19, lower than the national 
Healthy People 2020 targets of 36.2 births per 1,000 for females 
aged 15–17 and 104.6 births per 1,000 for females aged 18–19.8;9

Despite the decrease in rates, disparities between racial/ethnic 
groups remain stable, with Hispanic teens 10 times more likely 
and Black teens 5.6 times more likely than White teens to have a 
teen birth in 2018 (Figure 1.2).

Short Interpregnancy Intervals
For women experiencing multiple pregnancies throughout her 
lifetime, sufficient spacing between pregnancies is important for 
a healthy birth outcome. The infants of women who have short 
interpregnancy intervals, defined here as pregnancies resulting 
in live births conceived within 18 months of a previous live birth, 
are at an increased risk of adverse outcomes such as preterm 
birth, low birthweight, and small for gestational age, and infant 
death.10 The Healthy People 2020 goal for the percentage of  
all pregnancies with short interpregnancy intervals is 29.8% for all 
pregnancies, including those that result in pregnancy loss.11

Among Connecticut mothers who delivered a live birth in 2016, 
26.6% of mothers conceived that child (singletons only) within 
18 months of a previous live birth. This percentage was lower 
than national percentage of 29.3% for that same year. When 
comparing subgroups of women, different patterns emerge. 
Non-Hispanic White residents in Connecticut are most likely 
to have a short interpregnancy interval among all racial/ethnic 
groups, regardless of age group (Figure 1.3). Women ages  
15–19 years are the most likely age group to have a short inter-
pregnancy interval consistently across all race/ethnicity groups 
— with three out of five women (61.5%) conceiving again within 
18 months. The likelihood of a short interpregnancy interval  
declines with increasing maternal age in Connecticut (Figure 1.3). 
Among all deliveries between 2016 and 2018, the percentage 
of women with private insurance who had short interpregnancy 
intervals (28.8%) was higher than that for women with Medicaid 
(23.2%). However, for non-Hispanic Black, Hispanic, and teen 
populations, the percentages with short pregnancy intervals do 
not differ between private insurance and Medicaid.

 

Across all 50 states, teen pregnancy  
and childbearing are at historic lows.  
In our state:

•	� The teen birth rate has declined  
across all racial/ethnic groups,  
however disparities are still present.

•	� Most teen births are to older teens 
(ages 18–19).

•	� The teen birth rate decline in 2015  
resulted in public savings of  
$39 million.

Source: Power to Decide. Connecticut Data.  
https://powertodecide.org/what-we-do/information/ 
national-state-data/connecticut

CONNECTICUT RANKS  
3RD LOWEST FOR TEEN  
BIRTH RATE IN THE US

https://powertodecide.org/what-we-do/information/national-state-data/connecticut
https://powertodecide.org/what-we-do/information/national-state-data/connecticut
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FIGURE 1.2: Birth rate among teens ages 15–19 by race/ethnicity, CT, 2000–2017
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Source: CT DPH Office of Vital Records and Surveillance Analysis and Reporting Unit, Birth Registry. 2000–2017 and provisional 2018 data.
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FIGURE 1.3: Percentage of live births with short interpregnancy interval by maternal age group and race/ethnicity, CT, 2016–2018

Births Registry, Connecticut Department of Public Health Office of Vital Records and Surveillance Analysis and Reporting Unit,  
2016–2017 and provisional 2018 data. 
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•  �Goal: Increase the expertise and self-efficacy 
of health care workers to implement  
routine pregnancy intention screening and 
appropriate care, education, and services to 
ultimately improve birth spacing and increase 
pregnancy intentionality and discussions 
around health before and between conceptions.

•  �326 providers from 39 cities/towns and 9  
statewide programs have been involved.

•  �Collaborative members receive access to  
implement One Key Question screening in  
their respective sites and programs, by  
asking women, “Would you like to become 
pregnant in the next year?”

•  �The screening tool is used by community- 
based teams of clinicians and partners in 
communities with high volume/burden  
of poor birth outcomes who demonstrate 
readiness for this program.

•  �Connecticut Department of Public Health is  
incorporating One Key Question screening  
into several Department of Mental Health and 
Addiction Services sponsored programs that  
provide “whole person care” to women and 
men of childbearing ages who are suffering 
from mental health illness, substance use 
disorders, and other chronic comorbidities 
within a behavioral health medical home 
framework.

PA R T N E R S H I P  S P O T L I G H T:  E V E R Y  W O M A N  C O N N E C T I C U T 
L E A R N I N G  C O L L A B O R AT I V E

For more information, see: www.everywomanct.org
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Preconception care and family planning efforts — such as  
educational efforts around the potential risks of short  
interpregnancy interval — are essential to making sure that  
a woman is healthy and ready for pregnancy before she  
conceives.12 Previous research has found approximately 55%  
of live births with short interpregnancy intervals were  
unintended.13 Increased access to and use of long-acting reversible  
contraceptives (LARCs) has been shown to reduce the rate of 
women with short interpregnancy intervals.14 Older women  
trying to conceive a second time may often have to consider  
the risk of adverse birth outcomes associated with advanced 
maternal age with those of short interpregnancy intervals  
when planning to get pregnant.15 Research supports lower  
rates of pregnancy unintention among pregnancies with short  
interpregnancy intervals for women that are older, college 
graduates, and using a primary payer other than Medicaid for 
delivery.13 Further understanding of the dynamics of pregnancy 
intention and family planning, race/ethnicity, and socioeconomic 
status as it relates to short interpregnancy intervals in  
Connecticut is needed, particularly among teenage mothers  
for whom the risk is highest. 

Care during Pregnancy 
To assure optimal health outcomes for a pregnant woman and 
her child, preventive care is critical. Early and continuous  
prenatal care, including oral health care, throughout a woman’s 
pregnancy helps medical providers identify and treat health 
problems early. Doing so can support the health of the mother 
and provide unborn babies with as healthy of a start to life  
as possible. 

P R E N ATA L C A R E
Beginning prenatal care in the first trimester of pregnancy and 
following the prescribed visit schedule improves the likelihood  
of positive health outcomes for mother and baby.16 Infants 
whose mothers do not receive prenatal care are three times 
more likely to be born low birthweight and five times more likely 
to die compared to infants born to mothers who receive prenatal 
care.17 Early and regular prenatal care is protective against  
maternal and infant adverse outcomes, including infant mortality, 
low birthweight, and maternal complications. By receiving early 
and continuous care, early diagnosis, treatment, and prevention 
of health problems is more likely and doctors can also discuss 
topics such as breastfeeding, infant safe sleep environment,  
and depression to help promote health and well-being in the 
postpartum period.

Healthy People aims for 77.9% of women to have early prenatal  
care. Connecticut has exceeded that goal for the past three 

years (84% for 2016–2018) and fares better than the U.S. as well 
(77% in 2016 and 2017).18,8 Percentages of women receiving 
early prenatal care also appear to have been higher than the 
Healthy People 2020 goal of 77.9% for years before 2016, with 
the minimum percentage of 85.4% occurring in 2001. However, 
caution in comparing rates before and after 2016 is warranted 
due to changes in collection methods.  Due to shifts in rates 
between 2015 and 2016, reporting of long term trends for timing 
of prenatal care initiation is limited to the years prior to 2016.19 
In 2016, Connecticut adopted the 2003 Revision of the US Birth 
Certificate which included changes to how timing of prenatal 
care initiation was collected. Specifically, the 2003 Revision 
collects the date of the first prenatal care visit rather than the 
month of pregnancy during which prenatal care began. Due 
to these changes, rates based on prenatal care timing are not 
directly comparable between Revisions. Internal review by DPH 
suggests that reporting of date of prenatal care initiation, rather 
than month, yields more accurate estimates of timing of prenatal 
care initiation and thus rates for 2016 and later are considered  
to have slightly higher validity than those released prior to 2016.  

Rates of early prenatal care utilization for the entire population 
of Connecticut were stable from 2000 to 2015. Many subgroups 
of women have shown no appreciable change in rates of early 
prenatal care. For the period 2000–2015, percentages of early  
prenatal care initiation were stable for non-Hispanic Asian 
(88.2%) women, mothers aged 25 years and older (Figure 1.4), 
and mothers with private insurance (92.6%). Among women 
with Medicaid as payer, rates declined between 2000 and 2006, 
but held stable (72.5%) between 2006 and 2015. Improvement 
did occur among women under 25 years of age (Figure 1.4) and 
among Hispanic women (76.5% to 83.1%). Improvement also 
occurred in non-Hispanic Black populations beginning in 2006 
and through 2015 (74.7% to 81.8%). Non-Hispanic White women 
showed a modest decline from 93.5% to 91.0% between 2000 
and 2013.

While the earlier data provides information on changes over 
time, analysis of newer data on rates of prenatal care for the  
period 2016–2018 reveals current disparities by race/ethnicity, 
maternal age group, and primary payer at delivery. Across all 
payer types, non-Hispanic Black and Hispanic women have the 
lowest rates of early prenatal care initiation with a rates that 
were 8–10 percentage points lower than non-Hispanic White 
women (Figure 1.4). When comparing age groups, the percentage  
of women aged 15–24 years with early prenatal care is 10 
percentage points lower than mothers 25 years and older. The 
largest gaps in early prenatal care occurred between payer types. 
Across all races and ethnicities, women with Medicaid insurance 
were less likely to have early prenatal care compared with private 
insurance (Figure 1.5), a difference of 12 percentage points.
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FIGURE 1.4: Percentage of pregnant women who received early prenatal care by maternal age group, CT, 2000–2018
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Source: CT DPH Office of Vital Records and Surveillance Analysis and Reporting Unit, Birth Registry. 2000–2017, and provisional 2018 data.
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FIGURE 1.5: Percentage of pregnant women who received early prenatal care by race/ethnicity and delivery payer, CT, 2016–2018

Births Registry, Connecticut Department of Public Health Office of Vital Records and Surveillance Analysis and Reporting Unit,  
2016–2017 and provisional 2018 data. 
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DPH strives to improve access to prenatal care by supporting 
primary care sites and providing free pregnancy testing at family 
planning clinics. At these sites, patients are referred for early 
prenatal care, in keeping with established protocols. Outreach 
services in Hartford and New Britain through the federal Family 
Wellness Healthy Start program help encourage pregnant  
women to utilize early and regular prenatal care. Additionally, 
changes in 2015 in the state’s public insurance policies, such as 
expanding eligibility for pregnant women with incomes up  
to 263% of the federal poverty level (FPL) and presumptive  
eligibility for pregnant women,20 could continue to encourage 
early entry into prenatal care.

D E N TA L V I S I TS D U R I N G P R EG N A N C Y
Maintaining oral health during pregnancy is critical to promote 
both the health of the mother and her unborn child or children. 
Gum disease in pregnant women is linked to preterm births,  
and mothers with high rates of tooth decay and without good 
preventive dental care are more likely to have children who  
develop cavities and are less likely to seek preventive dental  
care for their children.21

Just over half of Connecticut women delivering a live born infant 
reported having a dental cleaning during their most recent  
pregnancy (Figure 1.6). Compared to non-Hispanic White women,  
women of other racial and ethnic groups were less likely to  
report receiving a dental cleaning during their most recent  
pregnancy. Non-Hispanic women of races other than black or 
white were the least likely to report receiving a dental cleaning 
during pregnancy, followed by Hispanic and non-Hispanic  
Black women.

The likelihood of having a dental cleaning during pregnancy 
increased with maternal age. Women in their 20s were less likely 
to have a dental cleaning, whereas three out of five women  
ages 30 and over had a dental cleaning. Women with private 
insurance were most likely to receive a dental cleaning during 
their most recent pregnancy, compared to women on Medicaid 
and those who were uninsured.

Total Population NH White Hispanic NH Black
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FIGURE 1.6: Percentage of women who had a dental cleaning during their most recent pregnancy by maternal race/ethnicity,  
CT, 2017
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•  �The MCH Coalition has over 100 members  
representing all aspects of maternal and  
child health.

•  �The Coalition examines state data related  
to preterm births, low birthweight, infant 
mortality, and associated racial/ethnic health 
disparities, and has deep understanding of 
related policies and programs in Connecticut 
and other states.

•  �A State Plan to Improve Birth Outcomes  
was developed to reduce perinatal health  
disparities and improve the health of women 
and infants across the life course.

For more information, see:  
www.everywomanct.org/about-the-pibo

PA R T N E R S H I P  S P O T L I G H T:  
M AT E R N A L  A N D  C H I L D  H E A LT H  ( M C H ) C O A L I T I O N
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Preterm and Low  
Birthweight Births
Preterm and low birthweight births, referring to infants born 
before 37 completed weeks gestation and infants weighing  
less than 5 lbs. 8 oz., respectively, are standard measures of  
perinatal health globally. Both indicators are important for  
predicting infant survival, child development, and well-being.26 
They also frequently occur together as the majority of births  
that are preterm are also low birthweight. Preterm birth and  
low birthweight are among the leading causes of infant  
deaths in Connecticut as well as nationally.27;28 Infants born 

preterm and/or low birthweight are at risk for serious health 
consequences, such as respiratory problems, intellectual  
and developmental disabilities, vision and hearing loss, and  
cerebral palsy.29;30 It is estimated that preterm birth costs the  
US at least $26.2 billion annually.31 

P R E T E R M B I RT H
Major risk factors for preterm birth include pre-eclampsia or  
eclampsia, previous preterm birth, periodontal disease, low 
body-mass index of the mother, and the experience of being a 
black woman in the United States. Mothers carrying multiples 
are also at an increased risk for preterm birth.32 Since preterm 
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FIGURE 1.7: Trends in preterm birth (all pluralities) by race/ethnicity, CT, 2007–2018
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Source: CT DPH Office of Vital Records and Surveillance Analysis and Reporting Unit, Birth Registry. 2000–2017 and provisional 2018 data.
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B I RT H O U TCO M ES
The perinatal period refers to the period immediately before and after birth. The World Health 
Organization defines the perinatal period as beginning at 22 completed weeks of gestation  
and ending seven completed days after birth.22 The health of the mother and child during this 
period are closely intertwined and indicators during the perinatal period provide an indication  
of the quality of health care before, during, and after pregnancy.24;25 Specifically, perinatal  
health is linked to birth outcomes including preterm and low birthweight births and infant and 
maternal mortality. 
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delivery is more common among multiples, rates of preterm 
birth are often reported separately for all births and for single 
infant births (singletons). Rates of multiple births also vary  
between population subgroups. Providing rates for singletons 
only removes the influence that varying rates of multiple births 
may have on overall preterm rates. 

The national rate of preterm births among all multiples rose over 
the period 1980–2006. Major drivers behind the upward trend 
were increases in non-medically indicated inductions, cesarean 
deliveries, and use of assisted reproductive technology, such as 
in vitro fertilization which often results in multiple births.33 Since 
2007, national rates of preterm birth declined. This decline has 
primarily been attributed to reductions in the number of births 
to women <25 who are more likely to have preterm births as 
well as reduced rates of preterm birth across all maternal age 
groups.34 These reduced rates across all maternal age groups 
have been attributed to fewer multiple births, state-level smoking 
bans, and interventions including use of hormonal interventions 
in women at high risk for preterm birth.35 However, declining 
preterm birth rates hit a low of 9.6% in 2014 have increased 
annually through 2017.36;37

Connecticut had a lower rate of preterm birth in 2017 compared  
to U.S. as a whole (9.5% versus 9.9%, respectively).23 The Healthy 
People 2020 target aims to reduce preterm birth to no more 
than 9.4% of all live births. Connecticut reached the Healthy 
People 2020 preterm birth rate goal of 9.4% in 2013 after  
declining from a peak in preterm birth rates of 10.4% in 2005 
(Figure 1.7). However, the preterm birth rate has not consistently 

stayed below the HP2020 goal since 2013. In 2016 and 2017, the 
state rate for preterm birth among all pluralities was 9.4% and 
9.5%, respectively. Preliminary data for 2018 suggest that rates 
were similar to those in 2017. In Connecticut, the long-term 
declines in preterm birth rates appear to have slowed or possibly 
ceased altogether during the period of 2014–2018. These rate 
changes are similar to trend changes at the national level.36;37

Within Connecticut, disparities by race/ethnicity, primary  
payer, and age persist. As with many adverse birth outcomes, 
non-Hispanic Black women consistently have the highest  
percentage of preterm births but their rates have shown continual, 
yet modest, improvement since 2006. Rates among non-Hispanic  
White mothers are trending lower as well. In contrast, rates  
of preterm births among Hispanic women, which are higher  
than the rates among non-Hispanic white women, have slightly 
worsened since 2000. Preterm births among non-Hispanic  
Asian women are more variable from year to year and have not 
shown evidence of rate changes over time.

While race and ethnicity are key to understanding differences in 
risk of preterm birth in Connecticut mothers, insurance status is 
also a strong predictor of risk. For both Hispanic and non-Hispanic 
White women, the rate of singleton preterm birth is significantly 
lower for women with private insurance versus Medicaid  
as the delivery payer (Figure 1.8). However, both Hispanic and 
non-Hispanic White women on Medicaid have lower rates  
of singleton preterm birth than non-Hispanic Black women  
with private insurance in Connecticut. 
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FIGURE 1.8: Singleton preterm birth rate by race/ethnicity and delivery payer, CT, 2014–2018
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Singleton preterm birth rates in Connecticut differ among  
maternal age groups. When comparing women across 5-year age 
groups, singleton preterm births were highest among women 
ages 40 years and older (9.7%), higher among teens aged 15–19 
years (9.3%) and lowest among women for 30–34 years of age 
(6.9%) for the combined years of 2014–2018. Thus, women at 
both ends of the age spectrum are at highest risk for preterm 
birth in Connecticut which is consistent with national data. While 
teenage and older mothers often share risk factors for preterm 
birth, such as low socioeconomic status, smoking, and body  
mass extremes, physiological immaturity is a primary risk factor 
specific to teenage mothers and preexisting chronic disease  
conditions is a primary risk factor specific to mothers over  
40 years of age.34

LOW B I RT H W E I G H T
The risk factors involved in preterm birth are multiple and 
complex. Low birth weight in an infant is associated with two 
underlying risks: a preterm delivery in which case the infant had 
less time to grow or a full-term delivery in which case the infant 
did not grow as large as expected based on population rates 
(a condition known as small-for-gestational-age). Infants who 
are born with low birthweight are often preterm and therefore 
share many of the same risk factors and outcomes discussed 
in the Preterm Births section. Infants who are born small for 
their gestational age (SGA) have been associated with maternal 
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FIGURE 1.9: Trends in low birthweight (all pluralities) by race/ethnicity, CT, 2000–2018
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pre-pregnancy underweight or inadequate gestational weight 
gain, substance use during pregnancy, hypertensive conditions, 
short stature, and multiple births.38

Rates of low birthweight in Connecticut (8.1%) were not different  
than the national rate (8.2%) in 2017.23 Healthy People 2020 
aims for low birthweight rates to be reduced to 7.8%. Connecticut 
surpassed that goal in 2014 as part of a declining trend in the 
rate of in low birthweight between 2006 and 2014 (Figure 1.9) but 
recent years have ticked back up with the rates of low birthweight  
in 2015, 2016, 2017, and 2018 (preliminary data) being 7.9%, 
7.8%, 8.1%, and 7.6%, respectively. These recent shifts in 
rates are consistent with the trend changes for preterm births 
described in the previous section and are similar to national 
trends.37 Reasons for lack of continued decline in both preterm 
and low birthweight births since 2015 warrants further research 
(Figure 1.9). 

Disparities by race/ethnicity and trends over time by race/ethnicity  
of low birth weight rate are also similar to those for preterm 
birth rate. Non-Hispanic Black women have the highest rate of 
low birth weight over the period 2000–2018 but show a decline 
from 2006 to 2018 (Figure 1.9). Rates in non-Hispanic White  
women are lowest compared to other race/ethnicities and 
have also been declining since 2006. Low birthweight rates for 
Hispanic and non-Hispanic Asian women have remained steady 
between 2000–2018. 
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Non-Hispanic White and Hispanic women on Medicaid were 
more likely to have a low birthweight singleton baby when  
compared to women with private insurance coverage, but there 
was no evidence to suggest such a difference for non-Hispanic  
Black and non-Hispanic Asian women, a pattern similar to those 
for rates of preterm birth (Figure 1.10). Trends in singleton 
low birthweight for women on Medicaid have improved from 
10.0% to 7.9% between 2001 and 2014 but have since stabilized 
at an average of 7.7% in recent years. Rates of singleton low 
birthweight for women with private insurance remained stable 
around an average of 4.6% for the period 2001–2018.

Much like preterm birth, the likelihood of low birthweight  
increases toward both the younger and older ends of the  
maternal age spectrum. Similar to preterm birth rates, women 
ages 30–34 are the least likely to have a low birthweight baby  
in Connecticut (Figure 1.11).

While preterm and low birthweight rates have similar patterns 
overall and among subgroups of women, differences between 
the two outcomes exist when comparing maternal age groups 
over time. Singleton preterm birth rates across maternal age 
groups (teenagers, 20–34 year olds, and 35–54 year olds) have 
shown steady declines over the period 2000–2018. In contrast, 
overall rates of singleton low birthweight have remained steady 
over that same period and have increased among both the 
lowest risk age group (20–34 year olds) and the intermediate risk 
age group (35 years and older, Figure 1.12). Reasons behind an 
apparent rise in the rate of singleton low birthweight in mothers 
outside of the teenage age group warrants further investigation 
and monitoring in Connecticut. 

Infant Mortality 
Infant mortality rate (IMR), which is the number of infant deaths 
within the first year of life per 1,000 live births, is an indicator  
of the overall health and well-being of a population.28 The IMR in 
the United States is higher than that of other developed nations.39 
The leading cause of infant mortality in the United States is 
congenital malformations, followed by short gestation and low 
birthweight, Sudden Infant Death Syndrome (SIDS), maternal 
complications, and unintentional injuries.40 

Over the past decade the overall IMR for the U.S. as a whole has 
declined to 5.8 deaths per 1,000 live births in 2017 from a 6.8 
deaths per 1,000 live births in 2007.41;28  Declines in the national 
IMR have been attributed to declining counts of infants born  
at younger gestational ages and improved survival of infants 
regardless of gestational age at birth.42 Connecticut’s infant  
mortality rate was 4.6 deaths per 1,000 live births in 2017 down 
from 5.9 deaths per 1,000 live births in 2005 — a decrease of 
about 2.4% each year (Figure 1.13). Our IMR has consistently 
remained well below both the US rate and the Healthy People 
2020 target of 6 deaths per 1,000 live births since 2010.43 

Reductions in the state IMR are driven by declines across many 
subgroups. Declines were observed among all race and ethnicity 
subgroups (except non-Hispanic Asian infants for which counts 
were too small for analysis) and were strongest among our 
highest risk group, non-Hispanic Black residents, who showed 
an average decrease of 2.8% annually (Figure 1.13). Since 2005, 
IMRs among infants to mothers with private insurance have  
declined at about 3.5% each year (Figure 1.14). IMRs for babies  
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FIGURE 1.13: Infant mortality rate by race/ethnicity, CT, 2005–2017

FIGURE 1.14: Infant mortality rate by delivery payer, CT, 2005–2017
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with mothers on Medicaid declined quite markedly from 
2005–2011 at about 6.8% annually but then plateaued from 
2011–2017 (Figure 1.14). Among infants born to mothers aged 
25–39 years, IMRs declined from 2005–2017 while infants born 
to women under 25 years and over 40 years did not have any 
long-term trend changes during those years.

Progress is being made in reducing Connecticut’s IMR and in  
reducing the disparity between black and white infants. Our 
state was recently cited as ranking eighth among all states for 
reducing the black-white infant mortality gap over the period  
1999–2013.44 Nonetheless, there is still work to be done. 
Non-Hispanic Black infants were more than three times as likely 
to die and Hispanic infants were 1.5 times more likely to die  
than non-Hispanic White infants in Connecticut in 2017  
(Figure 1.13). Infants born to mothers under 25 years of age  
were almost twice as likely to die as babies born to mothers 
35–39 years old (2013–2017 births). 

Maternal Mortality
Many chronic conditions and diseases are associated with  
pregnancy complications. Rising rates of chronic disease such  
as obesity, hypertension and cardiovascular disease have  
contributed to the rise in maternal deaths.45,46 Research shows 
that 40% of deaths from pregnancy-related complications are 
potentially preventable through improvements to health before 
pregnancy and improved quality of medical care.47 To prevent 
maternal mortality, the following are important to promote:

•  �Preconception health. A healthy pregnancy begins before 
conception. Improving women’s health across the lifespan and 
preventing chronic disease results in healthier pregnancies 
with fewer complications.48;49 Treatment of cardiovascular 
disease prior to conception may help prevent maternal deaths 
caused by cardiovascular complications.45

•  �Prenatal care. Having prenatal care is associated with healthy 
pregnancy outcomes, especially during the first trimester.50 
Management of chronic conditions during pregnancy is  
key to preventing complications throughout pregnancy and 
delivery.48 To promote access to prenatal care, the 2010  
Affordable Care Act requires insurance plans to cover  
antenatal and maternal care.

•  �Medical care improvement. Improvements to hospital  
protocol and patient safety tools have been found to be 
effective strategies to reduce maternal mortality. In one study, 
severe maternal morbidity from hemorrhage was reduced 

by 20 percent through a collaborative quality improvement 
program.51 Systems to detect early warning signs can prevent 
delays in diagnosing and treating conditions that lead to  
maternal death.52 Quality improvement toolkits, maternal early 
warning systems and other resources are available to support 
and guide quality improvement efforts in health facilities.

In the US, maternal mortality has been on the rise, increasing 
26.6% from 2000 to 2014.53 Compared with other high-income 
countries in North America and Western Europe, the United 
States has the highest rate of maternal mortality despite a global 
trend of decreasing maternal deaths.54

There are substantial and persistent disparities in maternal 
deaths by race and ethnicity. Specifically: 

•  �For Black women, the rate of maternal mortality has been 
three to four times that of White women for over a century.49 

•  �47.2 maternal deaths per 100,000 live births occurred up to 
42 days postpartum among non-Hispanic Black women, 2.6 
times the maternal death rate of non-Hispanic White women 
(18.1 deaths per 100,000 live births), and 4 times higher than 
the rate among Asian/Pacific Islander women (11.6 deaths 
per 100,000 live births) and Hispanic women (12.2 deaths per 
100,000 live births).55

In addition, women at greater risk of maternal  
mortality include:

•  �Women aged 40 or older, with 31.9 percent of maternal 
deaths from 2013–2014 occurring in this population.56

•  Women who are obese.57

•  �Uninsured women, who are three to four times more likely 
to die of pregnancy-related complications than their insured 
counterparts.50

In 2018, Connecticut passed legislation establishing a maternal 
mortality review program to review medical records and data 
related to each maternal death case in the state. The legislation 
also established a maternal mortality review committee within 
CT DPH to conduct a comprehensive, multidisciplinary review of 
cases in order to identify factors associated with maternal  
mortality and make recommendations to reduce the incidence  
of maternal deaths. Through the work of this committee, CT 
identifies and characterizes these maternal deaths as Pregnancy- 
Related or Pregnancy-Associated maternal deaths, which are 
approximately 8–10 maternal deaths per year. 
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Breastfeeding
Breastfeeding has been shown to promote the health and  
development of infants, as well as their immunity to disease. It 
also confers a number of maternal health benefits, such  
as a decreased risk of breast and ovarian cancers and other 
chronic conditions, including cardiovascular disease.

National trends demonstrate that while breastfeeding rates  
are rising, 87.6% of women who gave birth to a live born infant  
in 2017 reported initiating breastfeeding,58 infants born to 
households living in poverty, or to parents who are younger, 
unmarried, receiving WIC benefits, or with low educational  
attainment are less likely to be breastfed.59 While overall most  
infants in Connecticut are breastfed, babies of non-Hispanic 
Black women were the least likely to be breastfed, however this 
is not statistically significant (Figure 1.15).

Ways to support a woman’s decision to breastfeed include: 
ensuring access to lactation support, including breast pumps, 
consistent with the Women’s Health Provisions of the Affordable 
Care Act; increase employee and employer awareness and  

understanding of their ‘rights and responsibilities’ under State 
and Federal breastfeeding laws; provide targeted technical  
assistance and support to breastfeeding friendly work places, 
schools, hospitals, and medical offices to ensure compliance  
with State and Federal workplace lactation accommodation 
laws; and engage and plan with established community support 
networks to promote health equity in breastfeeding initiation, 
exclusivity and duration. 

Neonatal Abstinence Syndrome
Neonatal Abstinence Syndrome (NAS) refers to a group of  
conditions caused when a neonate (i.e., a newborn less than 28 
days of age) withdraws from certain drugs to which the infant 
was exposed in the womb before birth.60 Most commonly,  
NAS is caused by maternal chronic opioid exposure. All opioids 
can cause withdrawal symptoms, including methadone and  
buprenorphine which can be used for opioid treatment, as well 
as short-acting agents such as oxycodone, heroin and fentanyl. 
NAS is characterized by behavioral dysregulation that occurs 
within 2–3 days of birth. Signs and symptoms include altered 

EA R LY L I F E
The health of a baby can be maximized during the first year of life through breastfeeding  
promotion and a healthy and safe home environment.

NH Other

95.4

NH Black

88.3

Hispanic

92.2

NH White

90.6

FIGURE 1.15: Percentage of infants who are ever breastfed by maternal race/ethnicity, CT, 2017
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sleep, high muscle tone (muscles feel tight or rigid), tremors, 
irritability, poor feeding, vomiting and diarrhea, sweating,  
abnormally rapid breathing, fevers and other autonomic nervous 
system disturbances. Several studies indicate that NAS has  
long-term effects on children which include neurodevelopmental 
problems, learning disabilities and behavioral problems.61;62

Nationally, one baby is born with signs of NAS every 15 minutes.63 
From 2004 to 2014, the incidence of NAS in the United States 
increased 433%, from 1.5 to 8.0 per 1,000 hospital births.

In our state, the number of hospital discharges for infants born 
with NAS in 2017 was three times higher than the number in 
2003 (Figure 1.16). This increase in infants born with NAS follows 
the increasing prevalence of opioid use in pregnancy in our  
state. As a note, the number of discharges before 2015 cannot 
be directly compared to discharges from 2016 onwards due  
to a change in data classification that started in October 2015. 
While we do not have multiple years of trend data following this 
data classification transition, we do see a slight decrease in the 
number of hospital discharges for infants born with NAS from 
2016 to 2017. As we gather additional years of data, we will be 
able to see if this trend continues.

The rate of Connecticut infants born with NAS also increased 
between 2003 and 2017, though again rates before 2015  
cannot be directly compared to rates after 2016 due to the data 
classification changes (Figure 1.17).
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FIGURE 1.16: Number of hospital discharges for infants born with Neonatal Abstinence Syndrome (NAS), CT, 2003–2017
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PROGRAM SPOTLIGHT: COLLABORATING TO ADDRESS NEONATAL 
ABSTINENCE SYNDROME

Understanding prenatal substance exposure 
and its effects and educating communities 
about teratogenic (i.e. causing malformation of 
an embryo) effects of drugs during pregnancy 
will help reduce NAS incidence in our state. 
Populations of focus for these efforts include: 
young women, medical providers, social  
services and treatment providers, schools,  
higher education programs, child welfare  
staff, and foster/adoptive parents. A universal  
protocol that defines screening procedures  
for maternal substance misuse and substance  
use disorder needs to be developed and  
executed to implement comprehensive  
treatment for infants at risk or showing  
withdrawal symptoms. 

To achieve this aim, collaborative partnerships 
have formed in our state between non- 
governmental professional organizations,  
multiple state agencies, and public/private  
professional organizations.  

Partners include:

•  �Connecticut Department of Public  
Health (DPH),

•  �Connecticut Special Supplemental Nutrition 
Program for Women, Infants, and Children

•  �Connecticut Perinatal Quality Collaborative 
(CPQC),

•  �Neonatal Abstinence Syndrome:  
Comprehensive Education and Needs  
Training (NASCENT) Project,

•  �Connecticut Substance Exposed Infants- 
Fetal Alcohol Syndrome Disorder (SEI-FASD) 
Collaborative,

•  �The Connecticut Alcohol and Drug  
Policy Council,

•  �The Women’s Services Practice Improvement 
Collaborative (WSPIC). 

Connecticut Department of Public Health 
efforts specifically include:

•  �Participating in the statewide NAS  
collaborative: Connecticut Perinatal Quality 
Collaborative;

•  �Analyzing hospital discharge datasets to 
identify the number of infants with NAS and 
sharing data with partners proactively;

•  �Tracking Fetal Alcohol Syndrome, starting in 
early 2019.

•  �Strengthening bio-surveillance by  
conducting ongoing surveillance of the  
opioid crisis statewide.

•  �Adding substance use and withdrawal  
symptom fields to the Connecticut Newborn 
Screening System and prompting a new set  
of questions when NAS is present.

•  �Improving near real-time surveillance of the 
incidence of NAS statewide in order to inform 
prevention, treatment, and recovery services 
and resources across the state.

•  �Planning to implement the opioid  
supplement in the Pregnancy Risk  
Assessment Monitoring (PRAMS)  
Questionnaire starting in April 2019.
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C H I L D R E N W I T H S P EC I A L H EA LT H C A R E N E E D S
Children with special health care needs have or are at increased risk for chronic, physical,  
developmental, behavioral, or emotional conditions. In addition, they often require more 
health-related services beyond what is required by children generally.64 To support their  
complex health needs and achieve optimal health outcomes, it is essential to create an  
effective system of care that focuses on:

•  Community-based services,	 •  Early continuous screening,
•  Access to a medical home,	 •	  Transition to adulthood, and
•  Adequate insurance,	 •  Families as partners.

FiGURE 18: Systems of Care for Children with Special Health Care Needs
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Health Insurance Coverage for Children
There is a well-documented benefit for children in having health 
insurance. Research has shown that children who acquire  
health insurance are more likely to have access to a usual source 
of care, receive well child care and immunizations, to have  
developmental milestones monitored, and receive prescriptions 
drugs, appropriate care for asthma, and basic dental services.  
Serious childhood problems are more likely to be identified early 
in children with insurance, and insured children with special 
health care needs are more likely to have access to specialists. 
Insured children not only receive more timely diagnoses of 
serious health care conditions, but they also experience fewer 
avoidable hospitalizations, improved asthma outcomes and  
fewer missed school days.65

Children and youth with special needs and their families face 
additional challenges in navigating complex healthcare systems. 
Although children and youth with special health care needs are 
more likely to be insured compared to the general population 
of children and youth, nearly 4% did not have health insurance 
in 2016. Similar to all children and youth, this group has seen a 
shift toward public insurance coverage and away from private 

insurance over the last 15 years. In 2001, nearly three-quarters 
of children and youth with special health care needs had private 
insurance (73%) and less than one-third had public insurance 
(30%). However, in 2016, the proportion of children and youth 
with special health care needs who had either private or public 
insurance was split relatively evenly (54% and 48%, respectively).

Almost one in four American children with continuous insurance 
coverage are not adequately insured. Inadequately insured 
children are more likely to have delayed or forgone care, lack a 
medical home, be less likely to receive needed referrals and  
care coordination, and receive family-centered care. The major 
problems cited were cost-sharing requirements that are too  
high, benefit limitations, and inadequate coverage of needed 
services.66 (Figure 1.19). 

Health insurance access that is both continuous and adequate 
is important to the health of children, especially children with 
special health care needs. While Connecticut children age birth 
to 17 overall have better insurance coverage than their national 
counterparts, there are still barriers to receiving adequate and 
continuous coverage (Figure 1.20).
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FIGURE 1.19: Percentage of children ages 0–17 who are  
continuously and adequately insured by race/ethnicity,  
CT, 2016–2017

FIGURE 1.20: Percentage of Children ages 0–17 who are  
continuously and adequately insured by Federal Poverty Level 
(FPL), US and CT, 2016–2017
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Supporting Children with Special 
Health Care Needs through the  
Medical Home
The American Academy of Pediatrics (AAP) believes that the 
medical care of infants, children, and adolescents ideally should:

•  �Be accessible, continuous, comprehensive, family centered, 
coordinated, compassionate, and culturally effective;

•  �Be delivered or directed by well-trained providers who provide 
primary care; 

•  �Help to manage and facilitate essentially all aspects of  
pediatric care;

•  �Be supported by a provider who is known to the child and 
family and who can develop a partnership of mutual  
responsibility and trust with them.67 

These characteristics define the patient-centered medical home, 
from which all children and adolescents can benefit. In particular, 
children and youth with special health care needs (CSHCN)  
benefit from having a medical home, as they and their families 
often need services from multiple systems — healthcare, public 
health, education, mental health, and social services. CSHCN 

are young people who “have or are at increased risk for chronic 
physical, developmental, behavioral or emotional conditions  
and who also require health and related services of a type or 
amount beyond that required by children generally.”68 

Medical home implementation for CSHCN is supported by a 
national resource center, the National Center for Medical Home 
Implementation. The center focuses on improving access to a 
regular, ongoing source of health care in the community with 
appropriate sources of routine and specialty health care and 
integrated with the requisite community services for all children 
and youth, particularly for those with special health care needs. 
This center is supported through a cooperative agreement 
between the Maternal Child Health Bureau and the American 
Academy of Pediatrics.

In our state, children without special health care needs were 
more likely to receive care that met medical home criteria,  
compared to CSHCN (Figure 1.21). Specifically, among CSHCN 
ages 0 through 17, two in five received care that met medical 
home criteria, compared to three in five non-CSHCN. Some  
barriers to comprehensive care and care coordination include 
access to physical and behavioral health services, transportation,  
availability of care 24 hours per day and seven days a week, 
culturally-competent care provided in the language of choice, 
sufficient personnel, and a pediatrician’s belief that the  
medical home model encourages preventive service use.69,70 
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FIGURE 1.21: Percentage of children with Special Health Care 
Needs (CSHCN) ages 0–17 by quality of care, CT, 2017–2018

FIGURE 1.22: Percentage of children with Special Health Care 
Needs (CSHCN) ages 0–17 by insurance type, CT, 2016–2017
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White children are also still more likely to be diagnosed with  
autism than non-White children. However, like the gender gap, 
the racial/ethnic gap had narrowed since 2012, particularly  
between Black and White children. This appears to reflect 
increased awareness and screening in non-White communities. 
However, the diagnosis of autism among Hispanic children still 
lags significantly behind that of non-Hispanic children.

Reliable estimates of autism’s prevalence among adults are not 
available. Each year, an estimated 50,000 teens with autism age 
out of school-based services. 

Autism services cost the nation $236–262 billion, with costs 
over the lifespan estimated to be about $2.4 million for a person 
with an intellectual disability or $1.4 million for a person without 
an intellectual disability. A majority of these costs are in adult 
services (estimated at $175–196 billion), compared to $66 billion 
for children. The cost of lifelong care can be reduced by two 
thirds with early diagnosis and intervention.72 

Increasing awareness and the frequency and accuracy of ASD 
screening across gender, race/ethnicity, and ages are essential  
to advance health equity and reduce avoidable healthcare  
costs. Accurate data will allow for better planning related to the 
needs and services of residents with ASD — such as employment,  
housing, and social inclusion. 

In our state, the percent of children diagnosed with ASD is 
almost double the national percentage. This may speak to more 
awareness and screening of ASD among Connecticut residents 
when compared to the US overall. 

“�A big issue is discrepancy between what town  
you live in and what quantity and quality of  
services you get in the schools. We happen to be 
in a pretty good town but it’s all about money,  
so a lot of these families probably need services 
outside of school and insurance doesn’t cover a 
lot of things.”

— STATE HEALTH ASSESSMENT FOCUS GROUP,  
FAMILIES AFFECTED BY AUTISM

When looking at the CSHCN population, only approximately two 
percent are uninsured (Figure 1.22). Insurance access is essential 
to access to a medical home.

To advance medical home utilization in our state, DPH is:

•  �Conducting outreach to educate consumers about the benefits 
and availability of patient-centered medical homes;

•  �Partnering with community organizations and stakeholders  
engaged through the Medical Home Advisory Council to 
promote the benefits of medical homes to consumers and 
providers; and

•  �Partnering with the Department of Social Services Person  
Centered Medical Home program, Community Health  
Network, and others to support providers in pursuing NCQA 
recognition or Joint Commission Accreditation as patient  
centered medical homes.71

“�Have to fight tooth and nail to get services.  
Lived in [another state] don’t get a quarter of  
services I had [there]. Try this, try that, doesn’t 
work. Looking for things on your own but no  
information, don’t have services, don’t know 
where to access.”

— STATE HEALTH ASSESSMENT FOCUS GROUP,  
FAMILIES OF CHILDREN WITH SPECIAL HEALTHCARE NEEDS

Autism
Individuals with autism spectrum disorder (ASD) experience 
increased morbidity and decreased life expectancy compared to 
the general population, and these disparities are likely exacerbated  
for those individuals who are otherwise disadvantaged. 

Nationally, one in 59 children were diagnosed with ASD by age 
eight, a 15% increase over diagnoses in 2012. Boys overall are 
diagnosed with ASD more frequently than girls, however, the 
gender gap is narrowing. Boys were four times more frequently 
diagnosed with ASD compared to girls in 2014, while boys  
were 4.5 times more frequently diagnosed compared to girls in 
2012. This appears to reflect improved identification of autism 
in girls — many of whom do not fit the stereotypical picture of 
autism seen in boys.
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this, healthcare providers ask parents to complete a screening 
tool or instrument that covers a child’s development,  
communication, or social behaviors.

In our state, the percentage of children less than 3 years old 
who received a developmental screening (obtained from the CT 
Medicaid CPT code for developmental screening 96110) more 
than doubled, steadily increasing from 16% to 40% in recent 
years (Figure 1.23).

In addition, when compared to the nation, Connecticut children 
were more likely to have received a developmental screening 
using a parent-completed screening tool (Figure 1.24).

Common barriers to adopting new screening practices in 
pediatrics include a lack of time, long waits for children to be 
seen by mental health providers, and a lack of available mental 
health providers to refer children. Pediatricians have also raised 
concerns about the increasing number of mandates outlined in 
practice guidelines. Pediatricians and Family Care Practitioners 
need to balance the number of screenings and educational 

Well Child Care
During well child care visits, a medical provider examines a child 
and talks to the caregiver about their child’s development and 
behavior. Especially before the age of three, well child care visits 
take place multiple times a year.

D E V E LO P M E N TA L S C R E E N I N G
In the United States, about one in six children ages 3 to 17  
years have one or more developmental or behavioral disabilities,  
such as autism, a learning disability, or attention-deficit/ 
hyperactivity disorder. In addition, many children have delays 
in language or other areas that can affect how well they do in 
school. However, many children with developmental disabilities 
are not identified until they are in school, by which time  
significant delays might have occurred and opportunities for 
treatment might have been missed. 

The American Academy of Pediatrics recommends that all  
children be screened for developmental delays during their  
regular well-check visits at 9, 18, and 24 or 30 months. To do 

P R E V E N T I V E C A R E A N D W E L L N ES S P RO M OT I O N
From birth and throughout adulthood, a person should have regularly scheduled checkups with  
a primary care provider. For children, these visits are known as well child care and for adults, 
these visits are part of preventive care. These regular visits allow for a doctor to observe and  
assess a person’s general health, development, and behavior, administer immunizations, screen 
for the early detection of diseases, and refer out to other specialists as needed. 
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FIGURE 1.23: Percentage of children less than 3 years old who received a developmental screening, CT, 2012–2017

2012

40

30

20

10

0
2013 20162014 2015 2017

Source: Department of Social Services Claims Data.

16.2

19.6
22.7

27.6
32.9

39.8



The Health of Connecticut    |    Maternal, Infant, and Child Health

102

In our state, developmental screening is a  
priority area for the Connecticut DPH  
State Health Improvement Plan Advisory 
Council and the Maternal, Infant, and Child 
Health Workgroup. 

The Developmental Screening Workgroup  
Action Agenda contains three strategies:

•  �Project Launch media campaign. This  
education and awareness campaign educates 
families and communities on the importance 
of developmental screening, while focusing 
on strengthening families and relationships 
and building the five Strengthening Families 
Protective Factors (i.e., parental resilience,  
social connections, knowledge of parenting 
and child development, concrete support  
in times of need, and social and emotional 
competence of children).

•  �Training community and healthcare  
providers. Trainings will focus on improving 
screening rates and coordinating referrals  
and linkages to services within the state.

•  �Cross-system planning and coordination. 
Members of the Workgroup will join state- 
level groups to support communication 
among and coordination of statewide efforts 
around developmental screening and the 
promotion of healthy development including 
Project Launch’s State Level Young Child 
Wellness Council, the DPH State Level Care 
Coordination Collaborative, and the Help Me 
Grow Advisory Council.

 
Source: Center for the Study of Social Policy. Strengthening  
Families: Increasing positive outcomes for children and families. 
https://cssp.org/our-work/project/strengthening-families/

PA R T N E R S H I P  S P O T L I G H T:  
D E V E L O P M E N TA L  S C R E E N I N G  W O R KG R O U P 
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FIGURE 1.24: Percentage of children ages 9 through  
35 months who received a developmental screening using a 
parent-completed screening tool in the past year, US and  
CT, 2017–2018
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Parent completed developmental screening

messages with the amount of time they have to serve patients in 
their practice. Primary Care Providers (PCPs) face ever-shrinking 
time for health maintenance visits and must balance time versus 
reimbursement pressures. Pediatricians also report a lack of 
confidence in their training and ability to successfully manage 
children’s behavioral and emotional problems. This is seen in  
the ability to refer and link children to the diagnostic provider 
and for some, direct service providers.73

 
FACILITATOR:  
“�What are some of the biggest problems or con-
cerns in your community?” 

PARTICIPANTS:  
“ED issues, the lack of services potentially.” “And 
dental special needs care. It’s finding a doctor that 
will do the procedures that are needed.”

— STATE HEALTH ASSESSMENT FOCUS GROUP,  
FAMILIES OF CHILDREN WITH SPECIAL HEALTHCARE NEEDS

Parent did not completed developmental screening

 

The Centers for Disease Control and  
Prevention report that one in five American 
children ages 3 through 17 (about  
15 million) have a diagnosable mental,  
emotional, or behavioral disorder in a  
given year. Only 20% of these children  
are ever diagnosed and receive treatment; 
80%, or about 12 million, aren’t  
receiving treatment. 

The prevalence of mental/behavioral 
health conditions has been increasing 
among children and has been found to 
vary by geographic and sociodemographic 
factors. Further, the receipt of treatment 
 is also generally dependent on socio- 
demographic and health-related factors. 
Adequate insurance and access to a  
patient-centered medical home may  
improve mental health treatment.

In our state, a slightly higher proportion  
of non-Hispanic White children with a 
mental/behavioral condition received 
treatment or counseling, compared to  
Hispanic children with a mental/behavioral  
condition (71% and 66%, respectively). 
Conversely, 29% of non-Hispanic White 
children and 34% of Hispanic children with 
a mental/behavioral condition did not 
receive treatment or counseling.

Source: www.cdc.gov/childrensmentalhealth/data.html, 
www.ncbi.nlm.nih.gov/pubmed/22218014  
2016–2017 National Survey of Children’s Health

SERVICES SPOTLIGHT:  
CHILD BEHAVIORAL  
HEALTH COUNSELING 
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In our state, almost 86% of teenagers (ages 12–17) had a  
preventative medical visit, which is higher than the national rate 
of 79% (Figure 1.25). Within Connecticut, privately insured teens 
are more likely to get a preventative medical visit compared 
to their publicly insured counterparts, with a 20% difference 
between the two groups (Figure 1.26). This dynamic is consistent 
with national data, though the national gap is narrower between 
the two groups with only a 4.4% difference. Specifically, 82.7%  
of privately insured teens got a preventative medical visit,  
compared to 78.3% of their publicly insured counterparts.74 As 
public insurance can be associated with lower socioeconomic 
status, the possibility of stigma associated with public insurance 
may make teens less likely to go in for a preventative visit. 

Maternal and Women’s  
Preventive Care
The American College of Obstetrics and Gynecology recommends 
an annual well-woman exam to support the early diagnosis  
of diseases and promote positive health outcomes through  
prevention and screening.75 

In Connecticut, 71% of women ages 18 through 44 received a 
preventive medical visit (Figure 1.27). This slightly surpassed our 
goal of having 70% of women ages 18–44 receiving preventative 
medical care by 2017. Non-Hispanic White women were the 
least likely among all races/ethnicities to receive a preventive 
medical visit, with non-Hispanic Black women being the  
most likely, followed by Hispanic women and non-Hispanic  

Preventive Medical Visits
Preventive medical visits or check-ups occur when a child is not 
sick or injured. For teenagers, going to a preventative medical 
visit can be an important indicator of whether s/he is establishing 
good health practices at an early age. 

85.8%
78.7%

14.3% 21.3%

FIGURE 1.25: Percentage of adolescents ages 12 through 17 
years with a preventive medical visit in the past year, US and 
CT, 2016–2017
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FIGURE 1.26: Percentage of adolescents ages 12 through  
17 years with a preventive medical visit in the past year by 
insurance type, CT, 2016–2017
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FIGURE 1.27: Percentage of women ages 18–44 who received 
a preventive medical visit by race/ethnicity, CT, 2016–2017
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“other” women. One possible explanation for this difference 
could be that non-White women are more likely to have  
public medical insurance, which encourages annual exams. 

Postpartum Depression
Depression affects approximately 10% of women of childbearing 
age (18–44) in the United States.76 Symptoms can include  
sadness, loss of interest in activities once enjoyed, changes in 
weight (loss or gain) or sleeping (insomnia or oversleeping),  
feelings of worthlessness, loss of energy, and thoughts of death 
or suicide.77 In addition to the negative effect of these symptoms 
on a woman’s health, they can also impact a new mother’s ability 
to care for her infant. Screening and treatment for depression 
and other mood disorders is critical to reducing adverse health 
outcomes across the life course.

In 2016, one in ten women reported postpartum depressive 
symptoms within the first nine months following delivery of a  
live birth. Other race, non-Hispanic women were the most  
likely to report having these symptoms, followed by Hispanic 
women, and then non-Hispanic Black women. Non-Hispanic 
White women were the least likely to report these symptoms 
(Figure 1.28).

To improve postpartum depression outcomes, the following  
is recommended:78;79;80;81;82

•  �Screen women for depression in a variety of health care  
settings, including OB/GYN, primary care, and pediatric offices, 
at all points across the life course.

•  �Ensure close monitoring, evaluation, and assessment of  
pregnant women with current depression or anxiety, a history 
of perinatal mood disorders, or risk factors for perinatal  
mood disorders. 

•  �Provide education and support to clinicians about screening, 
treatment, referral, and follow-up.

•  �Develop culturally and linguistically competent educational 
materials about the signs of depression and ways to seek  
medical advice and treatment. 

•  �Advance efforts to achieve a culturally and linguistically  
competent mental health system that incorporates skills, 
attitudes, and policies to ensure that it is effectively addressing 
the needs of consumers and families with diverse values,  
beliefs, and sexual orientations, in addition to backgrounds 
that vary by race, ethnicity, religion, and language.

•  �Identify strategies to address social determinants of mental 
health, (adequate housing, safe neighborhoods, equitable jobs 
and wages, quality education, and equity in access to quality 
health care).

Hispanic

11.6

NH Black

11.0

NH Other

17.7

NH White

8.5

Total Population

10.5

FIGURE 1.28: Percentage of women who reported postpartum depressive symptoms in the nine months following delivery  
of a live birth by maternal race/ethnicity, CT, 2016
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