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Project Overview
In the Healthy Babies—Healthy Relationships Project (HBHR), the Center for
Policy Research (CPR) experimented with the delivery of information about
Executive
paternity and child support to expectant and new parents in two settings that
Summary
serve low-income and never-married parents: (1) CenteringPregnancy (Centering)
Programs, which replace conventional, individual, prenatal care with a groupcentered model that integrates health assessment, education, and support into a
10- to 12-session curriculum; and (2) nutrition classes associated with the Special Supplemental Nutrition
Program for Women, Infants, and Children (WIC), which attempts to increase the well-being of children by
offering low-income pregnant and new mothers monthly vouchers to purchase foods high in essential
nutrients.
It was difficult to identify and engage willing sites to add material on paternity and child support to their
programs because of a variety of staff concerns, including the lack of time available to add new material, the
possibility of frightening immigrant clients with a discussion of legal issues, and the need to train program
staff on new material and present it to clients in an engaging manner. CPR ultimately partnered with two
Centering sites for HBHR: the Teen Pregnancy Center (TPC) at Barnes Jewish Medical Hospital in St. Louis,
Missouri, and Peak Vista Community Health Center in Colorado Springs, Colorado. It also partnered with al
Roseland Community Hospital in Chicago, Illinois, which houses a Women, Infant and Children (WIC) site.
At each site, CPR conducted a training program for staff and placed a project assistant to help recruit clients
to participate in the project and to collect relevant pre- and post-program data. The presented material on
paternity and child support was drawn from the Texas Parenting and Paternity Awareness (p.a.p.a.)
curriculum that teaches adolescents about parenting. The intervention consisted of approximately 40 minutes
of material on paternity and facts and fictions about child support. Due to time constraints, discussions about
relationships were not pursued. The following table summarizes the populations targeted for participation in
the HBHR treatment and comparison groups at each project site, recruitment timeframes, and the numbers
of parents that were enrolled.
Populations Targeted and Recruitment Timeframes for
HBHR Treatment and Comparison Groups at Each Project Site
Targeted Population Project Treatment Treatment Group Recruitment Comparison Group

Site
Teen Parent Clinic  Pregnant female
 Added
Barnes Jewish
teens ages 15-19
paternity and
Hospital,
child support
 Enrolled in
St. Louis, MO
CenteringPregnancy material to 12session
 Their male
Centering
counterparts in the
Teen Dads program curriculum
Peak Vista
 Pregnant women of  Added
Community Health
all ages who
paternity and
Center, Colorado
enrolled in
child support
Springs, CO
CenteringPregnancy material to 10and their male
session
partners
Centering
curriculum
during Sessions
4&8

 129 pregnant females
 41 of their male partners
participating in the Teen
Dads Program
 Recruitment from October
2007 to November 2010

 None

 617 pregnant women
 144 male partners
 Participated in Centering
from March 2008 to
November 2010

 140 Peak Vista
females and 13
males who wanted
to participate in
Centering but did
not due to
transportation and
scheduling issues
 September 2010
to January 2011
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Site
Roseland
Community
Hospital,
Chicago, IL

Populations Targeted and Recruitment Timeframes for
HBHR Treatment and Comparison Groups at Each Project Site
Targeted Population Project Treatment Treatment Group Recruitment Comparison Group
 Pregnant and
 Added
breastfeeding
paternity and
women and mothers
child support
of infants under
material to a
age 1 year
nutrition class

 1,057 pregnant and
 535 pregnant and
breastfeeding women and
breastfeeding
mothers of infants under
women and
age 1 year
mothers of infants
under age 1 year
 186 male partners
 16 of their male
 Participated in WIC
partners
nutrition classes from March
2009 to December 2009  Attended WIC
nutrition classes
from January
2010 to March
2010

The evaluation involved the collection and analysis of data obtained from a variety of sources at a number of
time points. They included pre- and post-program assessments completed by project participants, telephone
interviews with project participants conducted by professional telephone researchers, and a manual review of
child support records for project participants performed by experienced child support personnel. CPR also
conducted interviews and focus groups with staff at the participating project sites and administered closeended questionnaires to a larger, national group of WIC and CenteringPregnancy personnel.
Key Findings

 Participants at the three project sites had different age, demographic, and relationship characteristics,
ranging from teen parents living with their parents at the TPC, to predominantly Hispanic parents in a
married or marriage-like relationship at Peak Vista, to African American women with two or more prior
children at the WIC site, only half of whom reported being in a committed relationship.

 Most Peak Vista (83%) and TPC clients (93%) entered the HBHR program wanting to put the father’s
name on the baby’s birth certificate, but this was the case for only 51 percent of WIC clients. Not getting
along with the baby’s father and not seeing the point of having him on the birth certificate were the biggest
barriers to placement.

 Despite the fact that few TPC and WIC clients reported receiving full financial support from their baby’s
father, only 15 to 19 percent of women at any site were interested in pursuing formal child support. Most
participants felt that the help they were getting was sufficient and/or that the baby’s father could not afford
to pay child support.
 Immediately following HBHR, nearly all Peak Vista (94%) and TPC (85%) participants recalled getting
information on how to put the father’s name on the birth certificate and 82 to 87 percent said it was “very
helpful.” They also remembered getting useful information on visitation rights (88%), the cost of raising
children (86%), formal child support (89%), and what to do if the father does not pay support (89%).
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 Two-thirds of 1,050 WIC clients exposed to an HBHR session on paternity and child support rated the
session as “excellent,” and 12 percent said that they planned to establish paternity at the WIC clinic at the
conclusion of the program. Most WIC participants (82%) rated the topics on putting father’s name on the
birth certificate and getting and enforcing child support as “very helpful.”
 Although a majority (51% to 55%) of WIC respondents said that the HBHR session had not changed their
plans to pursue various actions pertaining to child support and co-parenting, a substantial proportion
reported heightened interest in establishing paternity (42%), getting more financial help from the other
parent (38%), and even establishing a formal child support order (27%).
 Three months after the birth of their babies (or enrollment in HBHR), client ratings of the program
continued to be strong, with 75 to 93 percent of women at every site reporting that the material was
“mostly new” to them and that the program had taught them about child support, father’s rights and
responsibilities, and addressed their misconceptions about child support.
 In follow-up telephone interviews, treatment group members were significantly more apt than their
counterparts in the comparison group to view paternity and child support as important. They were also
decidedly more knowledgeable and scored better on questions about various child support policies and
practices.
 Reported rates of hospital-based paternity establishment were equivalent for members of the treatment and
comparison groups at Peak Vista Community Health Center (76% versus 74%) but statistically higher for
WIC clients in the treatment group (46% versus 37%), suggesting that class exposure might have prompted
some pregnant participants to pursue it.
 The incidence of formal support reported by women in the treatment group was 17, 15, and 8 percent for
TPC, WIC, and Peak Vista clients, respectively. Rates of interest in formal child support, however, were
higher during the follow-up telephone interviews than they had been at project enrollment. Just over a
third (34%) of TPC clients and a quarter (27%) of WIC clients said they were “definitely” or “somewhat
interested” in setting up an order during their follow-up interview, as compared to 17 and 19 percent of
TPC and WIC clients, respectively, being interested in establishing formal child support at enrollment.
 Fifty-four percent of TPC clients and 75 percent of WIC clients were found in a search of Vital Records in
Missouri and Illinois. The father’s name appeared on the youngest child’s birth certificate in over half of
the cases for members of the treatment group (54% TPC and 53% WIC), but only 45 percent for members
of the WIC comparison group. WIC clients in the treatment group were significantly more likely than
members of the comparison group to establish paternity when their baby was one year old or younger.
 Approximately half (49%) of TPC and three-quarters (73% to 78%) of WIC clients had a case in the child
support system. This was true for only 7 percent of Peak Vista clients. As previously noted, Peak Vista
clients were dramatically more likely to be married and/or in a romantic relationship with the other parent.
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 Nearly all project participants who had a case in the child support system were at the earliest stages and had
not established a financial order.
 Among the few clients in HBHR with a child support order, rates of payment were very low, with TPC
parents paying an average of 25 percent of what they owed and WIC clients paying 49 percent (as
compared to 36% before they enrolled in HBHR). The payment rate for the 19 members of the WIC
comparison group with pre- and post-program payment history was 64 percent at both points in time, a
finding that may reflect the younger age of these cases.
 A total of 371 men attended the paternity and child support sessions at the Centering and WIC sites. They
resembled their female counterparts with respect to ethnicity and age but differed in rates of full-time
employment, which were 78, 34, and 22 percent for fathers at Peak Vista, WIC, and TPC, respectively.
Nearly all Peak Vista (97%) and TPC (98%) fathers wanted to put their name on their baby’s birth
certificate, as compared to 56 percent of WIC fathers, many of whom claimed that it would make it harder
for the mother to receive TANF. Few fathers (8% WIC, 12% TPC, 34% Peak Vista) were interested in
paying formal, court-ordered child support, with half to two-thirds of the uninterested men at every site
reporting that they were providing sufficient levels of support. As with female participants, at least 75
percent of responding men recalled attending sessions that dealt with the financial and legal side of
childbirth and these were rated as “very helpful” by one-half to three-quarters of Peak Vista men and 88
percent of TPC fathers.
 Surveys completed by 307 WIC professionals and 120 members of the professional association for
CenteringPregnancy (Centering Health Institute) throughout the United States indicate that most approve
of exposing their clients to paternity and child support issues and feel that their programs are appropriate
settings for these discussions to occur, with WIC and Centering professionals rating it a 6 and 7,
respectively on a scale of 1 to 10.
 Both professional groups cite the need for staff training as the chief barrier to incorporating paternity and
child support in their programs. Other barriers are the lack of class time, staff discomfort with legal and
financial issues, lack of funding, and lack of a simple curriculum.
 Centering staff fear that immigrant populations might be frightened by a discussion of legal issues and
avoid prenatal care.
 Two-thirds (65%) of WIC professional respondents feel it would require funding to get WIC sites to add
paternity and child support information to classes, and 45 percent say it would take a mandate from the
federal government.
 Both professional groups favor handouts (65%) and group discussions or one-on-one conversations
(55%). Few feel that videos or printed material alone will be effective.
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 Over time, staff at the TPC, Peak Vista, and WIC sites that participated in HBHR moved from feeling
hesitant about incorporating paternity and child support information into their programs and classes to
viewing the new material as a “natural fit” for their program and “invaluable” to clients who typically know
little about the financial and legal realities of parenting.
 The curriculum created for HBHR was praised by staff for being concise and easy to understand; its
interactive format led to many good discussions.
 According to staff, the impact of the program is limited by the deep beliefs that many parents hold about
paternity and child support, and the limited receptivity of parents to the information during the
“honeymoon” of pregnancy and birth. Nevertheless, staff members feel that the program plants “seeds”
of information and helps parents begin to understand the cost of raising a child and the importance of
financial support.
 Following the conclusion of the HBHR project, the paternity and child support curriculum continued to be
offered at the CenteringPregnancy sites at the TPC and Peak Vista, but was dropped at the Roseland
Community Hospital WIC site.
Conclusions
 Outreaching to clients about paternity and child support in WIC and Centering settings is a way to reach
large numbers of expectant and new parents with a wide range of demographic, relationship, and family
characteristics.
 Most pregnant and new parents enter outreach projects with extremely positive views about their
relationships, paternal participation, and the benefits of paternity establishment, leaving little room for
improvement.
 Parents credit the outreach effort with providing them with information about paternity and child support
that is new to them and viewed as helpful. Over time, parents continue to express high levels of satisfaction
with the program and regard it as beneficial.
 Parents who are exposed to programs on paternity and child support view these topics as more important
than their unexposed counterparts and are significantly more knowledgeable about policies and practices.
 WIC clients who are exposed to programs on paternity and child support have a higher rate of voluntary
paternity acknowledgement than their unexposed counterparts during the first year of their baby’s life and
express heightened interest in paternity, the financial participation of the other parent, and formal child
support.
 At program entry and in subsequent assessments, most expectant and new parents reject the notion of
pursuing formal child support and rates of expected and actual application for child support are low. Many
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parents say they are satisfied with the level of financial support they are getting from the baby’s father
and/or feel he cannot afford to pay.
 Patterns of attitude change and formal child support usage observed in HBHR are consistent with those
observed in other outreach projects, notably the New Parent Outreach and the Strong Start—Stable
Families Projects. In all three projects, unmarried parents entered the programs with strong pro-social
attitudes, behaviors, and expectations, and little interest in formal child support. These views did not
change over the life of the studies.
 Program staff expect interest in child support to pick up as the “honeymoon” of pregnancy and birth fades,
and hope that the provided information will help parents at a later date.
 Despite initial resistance, staff members at the sites that ultimately agreed to participate in HBHR were
extremely pleased with the addition of information on paternity and child support. They and their national
colleagues view it as a “natural fit” for their programs and valuable for their clients.
 There are formidable barriers to incorporating material on paternity and child support in programs on a
routine basis. Minimally, it would be necessary to train program staff in the 10,000 WIC clinics and 300
Centering programs around the nation so that they are comfortable presenting it to clients and answering
their questions. Another key requirement is developing and disseminating an “off-the-shelf” curriculum
that is concise and easy to understand.
 Routine outreach may also require new legislation and appropriations. Two-thirds of surveyed WIC
professionals say that getting staff to deliver material on paternity and child support would require new
funding, and nearly half feel it would take a federal mandate. This tracks with prior national experience.
Previous major inroads on hospital-based paternity establishment were ultimately due to federal legislation
that put pressure on states to make voluntary acknowledgement programs available on a more routine and
expanded basis. In many states, hospitals also receive payments to defray costs associated with generating
voluntary paternity acknowledgements. More recently, it took legislation (HB 2176, 2007) to get a program
dealing with paternity and child support, the parenting and paternity awareness program (p.a.p.a.), to be
offered to all high school students in Texas.
 Outreaching to pregnant and new parents in WIC and CenteringPregnancy programs is an effective way to
educate new parents about paternity and child support topics that are new to them and viewed as useful.
Initiating these programs and sustaining them, however, takes considerable time, energy, and resources. It is
recommended that the child support agency begin to pursue the collaborations with WIC and
CenteringPregnancy programs needed—from bottom to top—to make this happen.
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Chapter 1
Introduction

This is a final report for Healthy Babies—Healthy Relationships (HBHR), a
Special Improvement Project grant (90FI0085) designed to reach to expectant and
new parents and communicate with them about paternity, child support, and
healthy relationships. HBHR was funded in August 2006 and ended in August
2011.

Messaging to Expectant and New Parents
The child support community has long recognized the importance of reaching unmarried parents during
pregnancy and around the birth of their babies to communicate important messages about relationships,
paternity, and child support. In recent decades, there has been a tremendous increase in the number of
children living apart from their fathers. In June 2011, the Census Bureau estimated that 44.8 million of
American’s 70.1 million fathers were not part of a married household with children. The number of children
living apart from their fathers has more than doubled since 1960, rising from 11 percent in 1960 to 27 percent
in 2010 (Livingston & Parker, 2011). Although divorce is a contributing factor, the trend largely reflects the
tremendous growth in births to unwed parents.
Recent data from the National Vital Statistics System indicate that in 2007 there were 52.9 births per 1,000
unmarried women aged 15 to 44 years. This figure is 80 percent higher than the comparable rate for 1980.
Nonmarital birth rates for Hispanic and black women were 106 births and 72 births per 1,000 women,
respectively. For non-Hispanic white women, the figure was 32 per 1,000 women (Ventura, 2009). Looked
at slightly differently, since 1970 the number of families with a mother who is divorced has tripled, while the
number with a mother who was never-married has increased 15-fold.1
There is an extensive body of literature showing that the children of unwed couples are at greater risk of
living in poverty and developing a variety of social, behavioral, and academic problems (Amato & Gilbreth,
1999). Child support plays an important role in helping children to avoid poverty (Sorensen, 2010; Wheaton
& Tashi, 2008) and experience better outcomes including gains in children’s academic achievement and
declines in behavioral problems (Grene & Moore, 2000; Koball & Principe, 2002; Amato & Gilbreth, 1999;
Knox & Bane, 1994).
The social risks and problems are even more acute for teenage parents. Teenagers with a non marital birth
are often less likely to graduate from high school, less likely to achieve a college degree, more likely to have a
large family, and more apt to head single-parent households (Maynard, 1997). Children who are born to
mothers between the ages of 15 to 17 are at a greater disadvantage than children who are born to older
mothers because they are more likely to experience less supportive home environments, decreased cognitive
development, greater levels of poverty, an increased number of behavioral problems, and higher chances of
incarceration or teenage childbearing (Maynard, 1997). Teenage births are estimated to cost taxpayers about

Almanac of Policy Issues.
Enforcement Program.”
1

Excerpted from the 2000 House Ways and Means Green Book “Child Support
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$9 billion in lost tax revenues, public assistance, health care for children, child welfare, and the criminal justice
system (Hoffman, 2006).
Although the Fragile Families and Child Wellbeing Study shows that most unmarried parents say that that
they are in a romantic relationship at the time of their baby’s birth (82%), are provided support during
pregnancy (80%), established paternity in the year following their child’s birth (71%), and thought their
chances of marrying the other parent were better than 50-50 (76%), the picture quickly changed when the
babies were born. One year after birth, only 58 percent of unmarried parents were still romantically
connected, only 9 percent were married, and only 12 percent had a legal child support order (McLanahan &
Garfinkel, 2002). Clearly, the “magic moment” of birth is not sufficient to hold families together. Among
couples in a cohabiting relationship who had an unplanned pregnancy resulting in a birth, one-third split up
within two years of the birth (Mincieli et al., 2007).
Getting the message out about child support enforcement may be effective in deterring unwanted pregnancy
and nonmarital births. Studies have shown that women who live in states with strong child support
enforcement systems (high paternity establishment rates and child support collections) have lower rates of
teen pregnancy and nonmarital births (Garfinkel et al., 2003). Using the 1995 cohort of the National Survey
of Male Adolescents, researchers found that male adolescents who anticipated a high probability that they
would be required to pay child support as a nonresident father and male adolescents who had a family
member who had paid child support were both less likely to have had two or more female partners and more
likely to use contraceptives (Huang & Han, 2004). Men were less likely to report having an unwanted
pregnancy in states with higher child support expenditures and performance patterns (e.g., percentage of
mothers with a child support payment) (Huang, 2005). Finally, an analysis of sexual activity reported by 4,272
never-married male adolescents between the ages of 15 and 19 showed that while strong child support
enforcement did not restrain sexual activity, it did reduce some risky behavior. In particular, sexually active
adolescents who lived in states with strong child support enforcement had fewer sexual partners and were
more apt to use contraception (Huang & Han, 2007).
Fragile families need more information, outreach, and services on a sustained basis. The challenge is to find
ways to reach teen and young adult audiences in underserved, urban, and ethnic communities who are
typically missed in traditional outreach efforts. The short amount of time that most parents spend at a
hospital or birthing center makes it hard to capitalize on the “magic moment” of birth for effective education
and outreach. Nor does the traditional model of prenatal care consisting of brief, one-on-one visits with a
provider to assess the risk status of the patient and the fetus lend itself to an educational intervention.
The purpose of the Healthy Babies—Healthy Relationships Project (HBHR) was to experiment with the
delivery of information about paternity, child support, and relationships to pregnant and new parents in two
settings that are uniquely suited for educational interventions with the population typically served by the child
support agency, namely low-income and never married parents. The two settings are CenteringPregnancy
Programs and Women, Infant and Children (WIC) Nutrition Classes.
Outreach Through CenteringPregnancy Programs
CenteringPregnancy (“Centering”) replaces conventional, individual, prenatal care with a group-centered
model that integrates health assessment, education, and support into a cohesive unit (Rising, 1998; Rising et.
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al., 2004). Developed more than a decade ago, Centering is currently offered at more than 300 sites in the
United States and Canada. Enrollment varies at each site but a conservative estimate of 50 women per year at
each of the estimated 300 sites in the United States and Canada would lead to an estimate of approximately
15,000 patients per year.
CenteringPregnancy groups together low-risk pregnant women with similar delivery dates who enter the
program at the beginning of their second trimester. The format integrates prenatal medical checks with
group support and a formal curriculum dealing with pregnancy and birth that is delivered in 10 or 12 sessions
spaced several weeks apart. The groups are facilitated by Certified Nurse Midwives (CNM) or nurse
practitioners and co-facilitated by clinicians or others who are trained in group process and use formal,
interactive curriculum dealing with pregnancy and birth.
CenteringPregnancy provides opportunities for peer support, cohesion, and sustained education without the
limitations of time and competing interests endemic to hospitals and birthing centers (Klima, 2003). Research
on CenteringPregnancy conducted at hospital-based clinics in Atlanta, Georgia and New Haven, Connecticut
found that babies born to participants have higher birth weights and are less apt to be born prematurely than
are babies of mothers who receive individual care (Ickovics et al., 2003). The study’s authors speculate that
by providing intensive prenatal care in a group setting, the program helps the mothers understand the
“physiology of a healthy pregnancy” and encourages them to avoid health-damaging behaviors. An
evaluation of 124 teens who participated in CenteringPregnancy at the Teen Pregnancy Center in St. Louis
found a lower no-show rate (19%) for prenatal care sessions compared with all women who received
traditional prenatal care at the Barnes Jewish Hospital in 1998 (28%). Additionally, 87 percent of the mothers
in Centering groups returned for a postpartum visit within eight weeks of delivery, and 90 percent returned
for well-women follow-up care. Women in the CenteringPregnancy program had a statistically significant
lower incidence of preterm births (10.5%) compared to the 2001 and 1998 groups (25.7% and 23.2%) and
fewer lower birth weight infants (8.87%, compared to 22.9% and 18.3% respectively) (Grady & Bloom,
2004).
Outreach Through WIC Nutrition Classes
Established in 1972, the Special Supplemental Nutrition Program for Women, Infants, and Children (WIC)
attempts to increase the nutrition levels and general well-being of children. The U.S. Department of
Agriculture (USDA) provides states with federal grants that comprise 62 percent of the program’s budget
with state contributions comprising the other 38 percent. The money is used for supplemental foods, referrals
to health care and social services providers, and nutrition education targeted toward low income, pregnant,
and postpartum women, infants, and children up to the age of five years who are at nutritional risk. In
addition, participants must have incomes at or below 185 percent of the poverty level. The program is
administered by 90 WIC state agencies in 10,000 clinic sites throughout the nation. WIC serves 45 percent of
all infants born in the United States (Devaney, 2003).
WIC participants receive monthly vouchers to purchase foods high in the essential nutrients that are often
lacking in the diets of low-income families, including infant formula and cereal. In response to a
recommendation by the Institute of Medicine, WIC food packages were amended in 2009 to include more
fruits and vegetables. WIC’s public health works screen all immunization records of infants and children
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under age two and provide referrals to immunization services. WIC also conducts regular nutrition education
sessions that focus on healthy eating. WIC participants are required to attend two nutrition education
sessions in each six-month certification period, although they cannot be denied food coupons for failure to
attend (Children’s HealthWatch, 2009).
Research on the effects of WIC participation on children finds that the program’s promotion of
supplementation during pregnancy is linked to more positive birth outcomes. Indeed, a 2002 study that
controlled for biases that may have been introduced by program selection and participation factors revealed a
significant positive association between WIC participation and birth weight (Kowalski-Jones & Duncan,
2002). Several studies have found that prenatal WIC participants were more likely than non-participants to
initiate prenatal care earlier and to receive adequate levels of prenatal care and less likely to receive no care or
care in the third trimester. Finally, low-income children enrolled in WIC are linked to the health-care system
and are much more likely to be receiving preventive and curative care (Devaney, 2003).
WIC programs are attractive settings for collaborations with child support for several reasons. Like Centering,
WIC has the potential to reach low-income expectant and new parents in a trusted setting that has a
commitment to education. Although the program focuses on nutrition and food supplementation, one of its
core objectives is to provide referrals for health care and social services, the latter of which might be
construed to cover child support agencies. A further connection between USDA and child support is the fact
that the USDA prepares estimates of annual expenditures on children from birth through age 17 that are
widely used by states in setting child support guidelines. Finally, both WIC and the child support program
enjoy strong cost-benefit ratings. A recent study of WIC by the U.S. Government Accounting Office found
that every $1.00 spent on WIC resulted in savings of between $1.77 and $3.13 in health-care costs in the first
60 days after an infant’s birth. Like child support, the program has the highest rating possible from the U.S.
Office of Management and Budget’s program Assessment Rating Tool (Children’s HealthWatch, 2009).
Past Research on Outreach to Expectant and New Parents
The Office of Child Support Enforcement (OCSE) has supported a few experiments to reach expectant and
new parents and educate them about paternity and child support. One such study was the New Parent
Outreach Project that was conducted by the Texas Office of the Attorney General (OAG) at hospital sites
mostly in Austin but also in Dallas, and evaluated by the Center for Social Work Research at the University of
Texas at Austin (Lein et al., 2008). It compared new, unmarried parents who were exposed to three
treatments on a random basis: 370 parents who received regular outreach by hospital workers on paternity;
238 parents who received written information prepared by the OAG on parenting, paternity, and child
support that was handed out to parents at the time of birth; and 377 parents who participated in one-on-one
educational counseling about parenting rights and responsibilities, child support, and the importance of
acknowledging paternity, which was conducted in the hospital within a few days of the birth of a baby.
Parents in all three conditions were surveyed at the time of their baby’s birth. Parents who received the
OAG’s written materials and those who were exposed to in-person educational sessions were surveyed again
three months later. The OAG provided the evaluator with administrative data documenting the number of
paternity acknowledgements and child support cases from the sample.
An analysis of questionnaires and administrative data for the three groups found that parent education
outreach had no statistically significant impact on new parents’ attitudes toward and knowledge of their legal
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responsibilities and child support enforcement tools, paternity, and child support case establishment, and
their attitudes and plans regarding marriage. Approximately half to two-thirds of each group filed an
Acknowledgement for Paternity and an identical 6 percent opened a child support case. The evaluators
suggest that the lack of a significant impact of parent education outreach may be due to the brief nature of
the intervention; the busy hospital setting in which it was conducted; and the strong support the parents gave
to the importance of financial support, paternity, and marriage when they entered the hospital and were
recruited for the project (Lein et al., 2008).
A second outreach project was Strong Families—Stable Start. Funded by OCSE under a Section 1115
research and demonstration grant to the Texas Office of the Attorney General (OAG) in collaboration with
the Teen Health Clinics of Baylor College of Medicine in Harris County, Strong Start—Stable Families
involved the development of a CenteringPregnancy program for pregnant adolescents and their partners and
its enhancement with information on paternity, child support, and marriage.
To the regular
CenteringPregnancy curriculum, which consisted of 12, two-hour sessions offered at two-week intervals that
combined physical assessments with educational material on pregnancy, childbirth, and infant care in an
interactive group setting, Teen Clinic staff added material on paternity, child support, and healthy
relationships drawn from both the OAG curriculum Parenting and Paternity Awareness (p.a.p.a.) and OCSE
resources Parenting Two-gether, Maps for New Dads, and The Power of Two that teaches adolescents about
the rights and responsibilities of parenting, paternity establishment, and healthy relationships.
At the conclusion of the three year project, 211 pregnant adolescents and 126 male partners had attended
group classes on pregnancy and childbirth and been exposed to material on paternity, child support, and
relationships. Questionnaires administered to project participants before and after their attendance at
CenteringPregnancy classes and three months following the birth of their babies revealed little change in their
relationships and attitudes. Participants were extremely positive and supportive of father involvement and
financial support and all episodes of data collection. Although both male and female parents valued the
information they received on child support and visitation, it was rated less favorably than sessions that dealt
with nutrition, baby care, childbirth, and parenting. Statistically equivalent proportions of parents exposed to
material on paternity and those in a comparison group reported that they had acknowledged paternity for
their baby, and only a slim proportion (2% to 5%) of project participants in any treatment group could be
found in the child support system. Although most male participants maintained that a formal, court-ordered
child support arrangement was unnecessary, some men credited the program with helping them stay in a
relationship with the baby’s mother and acting appropriately during pregnancy. A few said the program
strengthened their resolve to provide support (Pearson & Davis, 2009).
To date, it has clearly been difficult to demonstrate that outreach programs yield improvements in attitudes
and expected behaviors since most new, unmarried parents have strong pro-social views about paternity
establishment, financial support, and marriage. Simply put, there is little room for improvement. They also
have high hopes and positive expectations about their future.
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Conducting the Healthy Babies—Healthy Relationships Project (HBHR) required
identifying CenteringPregnancy and WIC sites that were willing to add new
Barriers to
material on paternity, child support, and healthy relationships to their traditional
Site Selection
curricula. In addition, since the Healthy Babies—Health Relationships Project
involved the collection of data about project participants, it was necessary to
obtain permission from the programs and the larger agencies or hospitals in
which they are housed. This section of the report discusses barriers to gaining access to programs that serve
pregnant and new parents.

Chapter 2

CenteringPregnancy Site Selection
It proved to be difficult to identify CenteringPregnancy programs that were willing to engage in the project
and amend their curriculum to include material on paternity, child support, and healthy relationships. Indeed,
several programs in California that agreed to participate in the project at the proposal-writing stage withdrew
support once the grant was approved. One of these was based in a hospital that was sold to a new health
corporation, making it unclear whether new administrators would retain the CenteringPregnancy Program.
Another site dropped out because the part-time administrator of the CenteringPregnancy program was too
overburdened with regular program duties to supervise a demonstration project involving an extension into
new subject matter.
Directors of other Centering programs had reservations about adding material on paternity and child support
to their programs, although there was agreement that the low-income parents who are traditionally served in
Centering programs could benefit from exposure to such information. One challenge they cited was finding
enough time in the ambitious CenteringPregnancy curriculum to add material on paternity and child support
and give it adequate attention. The standard 10-session program focuses on obvious issues of pregnancy,
childbirth, nutrition, and infant care, but also covers domestic abuse, contraception, communication with
partners, and social supports. Although paternity and child support messages are compatible with the rest of
the CenteringPregnancy curriculum, there is stiff competition for program time. Program directors receive
regular requests to add information on other social and health programming initiatives and must turn down
good proposals for lack of time.
Another challenge was to present material on paternity and child support in an interactive, participatory
manner and avoid didactic approaches that conflict with the program’s philosophy. Information on paternity
and child support is necessarily legalistic and frequently complicated. Centering programs are committed to a
group process where staff serve as facilitators rather than leaders or educators and did not want to convert
the group sessions to classes. While some programs welcome outside “presenters” such as child support
personnel, others prefer to maintain privacy and group cohesiveness by using program facilitators for all
instructional elements.
Some CenteringPregnancy staff members worried that discussions about paternity and child support would
frighten undocumented clients and discourage them from obtaining prenatal care. Even though parents do
not have to provide information about residency or immigration status to establish paternity or obtain child
support services, the dramatic increase in the publicized arrests of undocumented immigrants at workplaces
along with new legislation about illegal immigrants has had a “chilling effect” on the use of food stamps and
health-care and other public benefits, even for citizen children of immigrants who are eligible to receive them.
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CenteringPregnancy staff are understandably worried that non-citizen immigrants will skip prenatal care if
they wrongly believe that the program is connected to child support enforcement and that their immigration
status might be jeopardized by attending.
Another challenge to recruiting sites for participation in the project was the differing role of fathers in
CenteringPregnancy programs. Every program develops its own policy regarding the attendance of male
partners. While some welcome fathers in all sessions, other programs include them in some sessions but not
others dealing with sensitive topics such as conflict and domestic violence, and still other programs restrict
the sessions exclusively to pregnant women. Protective of their patients, some staff members viewed
unmarried fathers as potentially dangerous to mothers and newborns. Those who worked with adolescents
often felt that their interests were best served by living with their parents and going to school and did not
want to expose them to information that might discourage them from pursuing that path.
Finally, it was challenging to gain entry to Centering programs and conduct a large-scale pilot project in
multiple settings because the program remains a small one that is not routinely available in most traditional
medical settings. As a locally administered program that is only loosely connected with a national
professional association that aims to promote the group care model (the Centering Healthcare Institute,
formerly known as the CenteringPregnancy and Parenting Association), it was necessary to develop all
collaborations and program access at the local level.
The Center for Policy Research (CPR) ultimately partnered with two CenteringPregnancy sites for HBHR,
the Teen Pregnancy Center (TPC) at Barnes Jewish Medical Hospital in St. Louis, Missouri and Peak Vista
Community Health Center in Colorado Springs, Colorado.
WIC Program Site Selection
It also was challenging to gain access to WIC sites and to obtain consent to incorporate material on paternity
and child support in educational programs. The most effective venue for information dissemination are
nutrition classes for pregnant and breastfeeding women and mothers of newborns and infants. WIC clients
are required to attend a class once every six months in order to obtain access to food benefits.
As with CenteringPregnancy programs, a number of WIC program administrators rejected the request. One
reason they gave was the difficulty of incorporating new material on paternity and child support within the
brief time period allotted for nutrition classes. More to the point, at some WIC sites, the nutrition class has
become pro forma and clients have come to expect that they can dash into the WIC site to process their
recertification and obtain their coupons and food supplements without having to do more than look at a fiveor ten-minute video about nutrition. Some WIC program administrators thought that parents would object
to a “lengthy” session on paternity and child support, estimated to require at least 30 minutes. They worried
that a longer class on paternity and child support might create backlogs since nutrition classes were often
scheduled at brief intervals necessitating that clients move through the class sessions at a rapid pace. Still
others preferred to use the limited time to communicate with their vulnerable populations about nutrition
and/or partner with domestic violence services or other social or health programs. Another barrier to
participation at WIC sites was the limited relevance of material on paternity and child support to the client
population served in many settings. For example, although CPR gained permission to conduct classes at a
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WIC site administered by a community services agency that was located within Cook County but outside of
Chicago, it was determined that most WIC clients were married and living in intact households. As a result, it
was not a suitable setting for the project that targets unmarried, low-income parents, although CPR did
conduct a training program on child support for agency staff members at the request of administrators.
A final consideration in delivering services at WIC sites was the need to provide personnel to conduct the
classes on paternity and child support. While CenteringPregnancy staff assumed the job of presenting
information on paternity and child support on their own, WIC sites requested that the sessions be facilitated
by outside personnel. To accommodate this, CPR retained presenters both to conduct sessions on paternity
and child support at WIC nutrition classes and to facilitate client recruitment and enrollment and the
administration of incentives to participants following their completion of project data collection forms.
In the end, CPR worked with the Roseland Community Hospital in Chicago, Illinois, which houses a Women,
Infant and Children (WIC) site that is administered by Catholic Charities.
Obtaining Approval from the Institutional Review Board
Since the Healthy Relationships—Healthy Projects involved a research component, it was necessary for it to
be reviewed and approved by the institutional review board for Washington University, the institutional home
of the Teen Parent Clinic of Barnes Jewish Hospital, which conducted one of the CenteringPregnancy
programs that participated in HBHR. Obtaining Institutional Review Board (IRB) approval from the Human
Research Protection Office involved submitting an application and an extensive set of documents. The
process was complicated by the fact that the research involved pregnant minors who were patients of the
Teen Pregnancy Clinic. Accordingly, special attention was given to the application to ensure that this
vulnerable population was accorded sufficient protection. Ultimately, the review process required more than
six months to complete.
As part of the application process, CPR needed to explain the rationale for the project; the research questions
that would be addressed; methods that would be used to recruit project participants; and all instrumentation
including measures of demographics, relationship history, attitudes toward relationships, paternity and child
support, and outcomes. In addition, CPR’s application discussed all recruitment, remuneration, informed
consent and confidentiality procedures. Finally, CPR needed to assess the risks and benefits of the project
for participants. The risks that were identified included the accidental release of confidential information and
the potential discomfort some subjects might experience answering some intake or post-test questions about
relationships with their baby’s father and anticipated plans regarding paternity, child support, and marriage.
The benefits of project participation for clients included the opportunity to receive important information
about paternity and child support that might influence them to establish better financial support for their
child. Participants could also receive up to $60 in gift cards for completing data collection forms administered
at intake, immediately following the CenteringPregnancy program and three months following program
completion. On a broader level, it was anticipated that the demonstration project might result in more lasting
changes to the CenteringPregnancy curriculum nationally.
Ultimately, the HRPO decided the project met the criteria for research that was exempt from federal
regulations protecting human subjects in research and that the project was not subject to the requirement for
continuing review or documentation of informed consent as long as CPR adhered to the research procedures
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described in the application. However, CPR was required to obtain IRB approval for any revisions or
modifications to the original project description prior to implementation of those changes. It was also
necessary for CRP to report any unanticipated events involving risk to research participants.
Summary
The challenges CPR experienced in implementing programs to reach expectant and new parents in hospital
and postpartum settings are not unique to the Health Babies—Healthy Relationships Project. Indeed, project
organizers encountered similar, formidable challenges to conducting the New Parent Outreach Project, which
used hospital staff to conduct one-on-one counseling sessions on parenting rights and responsibilities within
a few days of the birth of a baby. Begun in three Texas hospitals, the project was ultimately conducted in
only one. One hospital dropped out because of unexpected lost of staff and competing, time-consuming
commitments to making a transition to electronic health records. At a second hospital site, the project was
hampered by human subject review board protocols and lack of hospital staff availability due to scheduling
difficulties, changes in staff role assignments, and resource allocation. The evaluators concluded that it was
not feasible to conduct outreach with existing hospital human resources and that any expanded efforts to
reach parents at the hospital with a broader parenting and paternity message would require resources and staff
from additional community or government partners (Lein et al., 2008).
Previous major inroads on hospital based paternity establishment were ultimately due to federal legislation
that put pressure on states to make voluntary acknowledgement programs available on a more routine and
expanded basis and payments to vital records agencies for assisting patients with the voluntary
acknowledgement process. Getting WIC clinics to disseminate information about paternity and child support
to interested clients may well take analogous federal mandates and incentives.
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Chapter 3
Project
Procedures

Healthy Babies—Healthy Relationships aimed to examine methods of
outreaching to pregnant and new parents about paternity and child support and
the impact of outreach treatments on their attitudes and behavior. The project
involved partnering with agencies and entities that serve the targeted population,
recruiting parents to participate in the project, training agency staff, and delivering
information sessions in an effective manner. This chapter describes the steps that
CPR took to implement the project in greater detail.

Collaborating Partners and Responsibilities: The Center for Policy Research (CPR) ultimately partnered
with The Teen Pregnancy Center (TPC) at Barnes Jewish Medical Hospital in St. Louis, Missouri; Peak Vista
Community Health Center in Colorado Springs, Colorado; and Roseland Community Hospital in Chicago,
Illinois, which houses a Women, Infant and Children (WIC) food site that is administered by Catholic
Charities. CPR developed Memoranda of Understanding with administrators at each project site and outlined
agency commitments and terms.
CPR Responsibilities: At each project site, CPR retained a project assistant to work on client enrollment,
data collection, and the distribution of incentives to project participants. At the WIC site, the project assistant
was responsible for the delivery of curricular material on paternity and child support in certain nutrition
classes for pregnant women and parents of infants. At the CenteringPregnancy sites, the project assistant
helped regular staff during the sessions that included material on paternity and child support, but regular
Centering staff were responsible for facilitating the sessions. Both TPC and Peak Vista followed the staffing
arrangement proscribed by the Centering Healthcare Institute, which calls for prenatal groups to be cofacilitated by a Certified Nurse Midwife (CNM) and a social worker/case manager who receive formal
training on the curriculum and the facilitation process. CPR also made small financial contributions to
Roseland Community Hospital and Peak Vista Community Health Center to offset the staff costs associated
with participant recruitment, which involved making in-person and telephone mention of the opportunity to
participate to clients who enrolled in CenteringPregnancy and/or appeared for WIC nutrition classes.
Site Responsibilities: CenteringPregnancy and WIC programs that participated in the project agreed to
provide various forms of support including making its staff available for a half-day training session on the
project format and on the issues of paternity and child support. CenteringPregnancy and WIC sites also
agreed to promote the project by allowing the CPR project assistant to “pitch” the project at an introductory
meeting or class session for new clients, discuss the project with new clients on a one-on-one basis, and by
distributing a flier about the project to clients who appeared for nutrition classes and/or prenatal care
services. CPR project assistants were granted access to WIC and clinic waiting rooms and classrooms in order
to engage in recruitment and data collection activities, and to explain the evaluation and the incentives
associated with participation. The project sites agreed to provide project assistants with up-to-date contact
information for clients who signed a consent form authorizing the release of contact information in order to
conduct follow up telephone interviews. Finally, the programs agreed to work with CPR to develop and
revise project procedures to maximize project and evaluation operations including the delivery of information
on paternity and child support in a suitable setting, the collection of evaluation information, and the
generation of a non-treatment comparison group (where feasible).
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Target Population Recruitment and Service Delivery: Recruitment and service delivery occurred on a
different timeframe at each project site. There were also site-specific differences in the population that was
targeted for project treatments and the approaches that were adopted to recruit and enroll project participants
and to generate a non-treatment comparison group.
Teen Pregnancy Center (TPC) at Barnes Jewish Medical Hospital in St. Louis: Project enrollment was
restricted to pregnant adolescents between the ages of 15 and 19 who were in non-state care who came to the
Teen Pregnancy Center for prenatal care services and were enrolled in CenteringPregnancy. The Teen
Pregnancy Center was established at Barnes Jewish Hospital in February 1999 to provide comprehensive
prenatal medical and education services for pregnant teens in St. Louis. TPC’s CenteringPregnancy
intervention involves 12 sessions, allowing patients to be seen every other week during their pregnancy and
weekly after 36 weeks. Like other CenteringPregnancy programs, the sessions involve both health
assessments and an education/support group. The pregnancy and education classes include information on
pregnancy anatomy and development, pregnancy complaints and relief measures, contraceptive health care
and planned parenthood, tips on baby care, breastfeeding and other infant feeding options, labor and
delivery, nutrition support, a tour of the Labor and Delivery floor, domestic and dating violence, relationships
and support systems, safe sleep, infant development and parenting skills. Patients receive children’s books
for attending clinic sessions and can earn points for participation that can be redeemed for baby care items
and car seats. TPC also conducts a Teen Dads Program to promote male involvement during pregnancy and
to extend educational and support services to young fathers. These men were invited to enroll and participate
in the CPR project
TPC serves approximately 100 pregnant teens per year. Since nearly all pregnant adolescents at Barnes Jewish
Hospital are served with the CenteringPregnancy approach, with only a small number of high risk, adolescent
pregnancies being treated using conventional prenatal care formats, it was impossible to generate a nontreatment comparison group at Barnes Jewish Hospital.
The curricular material on paternity and child support was integrated into two CenteringPregnancy sessions.
To Session 4, which typically covers the topics of infant feeding and domestic and dating violence, TPC
administrators added a module on the three roles that men can play in their child’s life: biological father, legal
father, and dad. Another purpose of the discussion was to make the point that a child born to unmarried
parents does not have a legal father. To Session 8, which typically covers relationships and support systems,
program administrators added material on pathways to paternity establishment and myths and facts about
child support. Male participants of the Teen Dads Program were invited to attend this session along with
their female partners. A child support agency representative often helped to facilitate part of the session to
answer questions and provide one-on-one assistance.
From October 2007 to November 2010, a total of 129 TPC female patients and 41 of their male partners
were recruited to participate in the project.
Peak Vista Community Health Center in Colorado Springs, Colorado: Peak Vista provides primary care
services low-income, uninsured, and underinsured working families (as well as others with access
barriers) within the Pikes Peak Region through 19 outpatient centers. Begun in 1971 as the Free Clinic of
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Colorado Springs, Peak Vista operated with volunteer staff until 1975 and received its first federal grant
through the Bureau of Primary Health Care in 1976. Its Women’s Health Center provides services to women
of all ages through OB/GYN physicians, certified nurse midwives, and other dedicated health-care
professionals committed to women’s health and well-being. Peak Vista was the first center in Colorado to
offer the CenteringPregnancy program and remains one of a handful to do so.
Pregnant patients who receive services at Peak Vista are offered the option of conventional prenatal care and
CenteringPregnancy. Peak Vista begins two CenteringPregnancy groups per month and serves approximately
300 women per year in that format. The opportunity to enroll in the CPR project was extended to all women
who enrolled in CenteringPregnancy from March 20, 2008, to November 30, 2010. Since CenteringPregnancy
groups serve pregnant women of all ages and are conducted in both Spanish and English, there were no
project exclusions based on age or language. However, since Peak Vista serves low-income families with all
marital statuses, the Centering Program, and consequently those enrolled in the CPR project, included many
married patients for whom paternity and child support information was of less immediate relevance.
From September 2010 to January 2011, a small group of Peak Vista patients who were interested in
participating in Centering but were unable to do so due to scheduling conflicts or transportation issues were
recruited to be in the comparison group. Although they participated in conventional prenatal care programs,
they were considered to be equivalent to the Centering population because of their initial interest in
Centering. It was believed that patients who began Centering but dropped out and/or those who elected to
pursue conventional prenatal care would be less comparable to those who opted for Centering, and for this
reason they were not recruited to participate in the comparison group.
Fathers are welcome to attend Centering sessions at Peak Vista but only a few do since they are held on
weekdays during regular business hours. Accordingly, only a small number of Peak Vista fathers enrolled in
the CPR project.
Peak Vista follows the conventional CenteringPregnancy curriculum, which consists of 10 sessions that deal
with nutrition, pregnancy, contraception, labor and delivery, breastfeeding, new baby care, postpartum issues,
emotional adjustment, and support systems. Centering personnel at Peak Vista chose to integrate material on
paternity and child support during two Centering sessions. To Session 4, which typically deals with birth
control, material on paternity was added. To Session 8, which deals with emotional adjustment and support
systems following delivery, staff added information on child support.
A total of 617 Peak Vista female patients and 144 of their male partners were recruited to participate in the
project from March 2008 to November 2010. A comparison group consisting of 140 female patients and 13
males were recruited to participate during the months of September 2010 to January 2011.
WIC Program at Roseland Community Hospital in Chicago, Illinois: The Special Supplemental
Nutrition Program for Women, Infants and Children (WIC) is a USDA food and nutrition program
administered by the Illinois Department of Human Services (IDHS) and operated by Catholic Charities at 16
centers, one of which is Roseland Community Hospital. Located on the south side of Chicago, the WIC
program at Roseland Community Hospital provides WIC-approved foods for a large, impoverished
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population that is predominantly unmarried. Approximately 120 pregnant and new mothers (and some male
partners) are seen each week.
During March 1, 2009, to December 31, 2009, CPR project assistants were allowed to conduct information
sessions on paternity and child support during seven nutrition classes conducted each week for pregnant and
breastfeeding women and mother of infants under the age of one. All parents who were scheduled to attend
these classes were polled at the start of the class to determine whether they were interested in staying beyond
the brief presentation on nutrition to learn about paternity and child support and participate in the
demonstration project. If so, they signed a consent form and completed a pre-workshop assessment. Those
who were not interested were dismissed after the brief orientation about nutrition given by the WIC dietician.
CPR assistants presented the material on paternity and child support in a single session lasting approximately
45 minutes. Male partners of female participants were invited to participate in classes and earn an incentive if
they enrolled in the project and completed the required data collection instruments.
A total of 1,057 WIC clients agreed to participate in the project from March 2009 to December 2009. A total
of 186 male partners participated in the project as well. To avoid confusion among WIC staff and clients, the
generation of a non-treatment comparison group was deferred until a sufficient number of clients had been
enrolled in the project’s experimental group. Thus, to generate a non-treatment comparison group, CPR
assistants recruited women who were scheduled to attend the same nutrition classes for pregnant,
breastfeeding, and new parents during the months of January 2010 to March 2010. All potential members of
the comparison group were checked against a master list of members of the treatment group to ensure that
they were not previously enrolled to participate in the project. They attended conventional programs dealing
with nutrition, were assessed for research purposes only, and had no exposure to material on paternity or
child support. The comparison group generated at the Roseland Hospital WIC site consisted of 535 females
and 16 males.
Table 3-1 on the next page shows the different populations targeted for HBHR at the three different sites and
the recruitment timeframes.
Staff Training
A key start-up activity was to conduct a training program for staff at each CenteringPregnancy and WIC
program site. The program at Barnes Jewish Hospital in St. Louis was conducted on January 26, 2007. The
program at Peak Vista Community Health Center was conducted in March 2008. The program at Roseland
Community Hospital was conducted on June 11, 2009.
The half-day, in-person session at each site covered project-specific information as well as an overview of
child support. CPR encouraged a wide number of agency personnel to attend the training session and did not
restrict it to those who would have direct responsibility for facilitating sessions dealing with paternity and
child support. Thus, at the TPC, attendees included hospital social workers, nurses, parent educators and
neonatal intensive care personnel. At the WIC site, the training audience included WIC dieticians who
conduct nutrition classes as well as clerical and intake personnel, supervisory staff, and administrators. CPR
provided lunch and refreshments to make the training opportunity more attractive to staff and promote
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attendance. Site administrators coordinated the training program with regularly scheduled staff meetings and
training events to avoid conflicts with patient care and to maximize participation.
Table 3-1. Populations Targeted and Recruitment Timeframes for
HBHR Treatment and Comparison Groups at Each Project Site
Targeted Population Project Treatment Treatment Group Recruitment Comparison Group

Site
Teen Parent Clinic  Pregnant female
 Added
Barnes Jewish
teens ages 15-19
paternity and
Hospital,
child support
 Enrolled in
St. Louis, MO
CenteringPregnancy material to 12session
 Their male
Centering
counterparts in the
Teen Dads program curriculum
Peak Vista
 Pregnant women of  Adding
Community Health
all ages who
paternity and
Center, Colorado
enrolled in
child support
Springs, CO
CenteringPregnancy material to 10session
and their male
Centering
partners
curriculum
during Sessions
4&8
Roseland
Community
Hospital,
Chicago, IL

 Pregnant and
 Added
breastfeeding
paternity and
women and mothers
child support
of infants under
material to a
age 1 year
nutrition class

 129 pregnant females
 41 of their male partners
participating in the Teen
Dads Program
 Recruitment from October
2007 to November 2010

 None

 617 pregnant women
 144 male partners
 Participated in Centering
from March 2008 to
November 2010

 140 Peak Vista
females and 13
males who wanted
to participate in
Centering but did
not due to
transportation and
scheduling issues
 September 2010
to January 2011

 1,057 pregnant and
 535 pregnant and
breastfeeding women and
breastfeeding
mothers of infants under
women and
age 1 year
mothers of infants
under age 1 year
 186 male partners
 16 of their male
 Participated in WIC
partners
nutrition classes from March
2009 to December 2009  Attended WIC
nutrition classes
from January
2010 to March
2010

The content of the training program covered project procedures as well as basics about child support. With
respect to the Health Babies—Healthy Relationships project, CPR developed a presentation that described
the project, its objective, and procedures. Next, CPR reviewed the curriculum on paternity and child support
that would be presented to pregnant and new parents. CPR also shared with staff the pre- and post-program
instruments that would be used to collect information on project participants and a project flier that staff
would distribute to attract participants.
The purpose of the child support overview was to familiarize staff with basics about the child support
program, including its purpose, its key activities pertaining to paternity and order establishment, the remedies
available to the agency to enforce orders, and range of services available to parents through the agency. CPR
prepared a 25-slide PowerPoint presentation that covered these major topics. Among the issues that were
addressed were the child support guideline in use in every project setting; wage withholding orders and other
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methods of obtaining support; how the agency tries to locate noncustodial parents; the concept and rationale
for paternity establishment; and enforcement remedies available to child support agencies, including new hire
reporting, tax intercepts, license suspensions, and asset seizure. In the training session, there was discussion
about child support and immigration, child support and domestic violence, child support and incarceration,
child support and unemployment, child support and public assistance, and child support and visitation.
The session closed with the identification of key misconceptions that parents have about child support and
the most important things parents need to do in order to avoid problems at a later date.
At every project site, the training session was co-facilitated by CPR staff and the local child support agency.
In addition to participating in the training program, a local child support representative agreed to serve as
liaison at every project site and be available to meet with clients, answer staff questions, and assist with
presentations on paternity and child support to parents in WIC nutrition classes and CenteringPregnancy
sessions.
A copy of the staff training materials on child support developed for use in the Healthy Relationships—
Healthy Parents project appears in Appendix A.
Curriculum on Paternity and Child Support
Project recruitment began at the Teen Pregnancy Clinic in October 2007, at Peak Vista Community Health
Center in March 2008, and at the WIC Clinic at Roseland Community Hospital in March 2009. All attendees
of CenteringPregnancy classes and WIC nutrition classes were exposed to comparable information about
paternity and child support. CPR developed curricular materials and activities that could be used within the
limited time allotted for presentation at Centering sessions and WIC classes. Another goal was to make sure
the new material was stylistically consistent with the format of CenteringPregnancy classes and accessible to
the WIC population.
The material on paternity and child support that CPR added to the CenteringPregnancy curriculum and
presented at WIC nutrition classes was drawn from the Texas Parenting and Paternity Awareness (p.a.p.a.)
curriculum that teaches adolescents about the rights and responsibilities of parenting, paternity establishment,
and healthy relationships. Developed by the Texas Office of the Attorney General (OAG), the p.a.p.a.
curriculum was mandated by the Texas legislature to be taught to all Texas students in their health courses
beginning in the fall of 2008 (HB 2176). In its entirety, the curriculum is comprised of 14 stand-alone units
that can be taught in various intervals over the course of an academic semester, ranging from 14 school days
to 14 weeks. The selected material on paternity and child support is interactive and deals the difference
between biological and legal parentage, the voluntary acknowledgement process, the benefits of paternity
establishment, and facts and fictions about the child support system. The topics that were discussed included
the legal requirement of both parents to support their child(ren), the relationship between paternity and child
support, how child support order levels are determined, the assignment of child support rights to the state in
public assistance cases, enforcement remedies including suspension of driver’s and recreational licenses, the
difference between formal and informal support, the relationship between child support and visitation rights,
and the consequences of failing to respond to a legal notice or summons about paternity or child support.
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The p.a.p.a. curriculum also includes units that deal with healthy relationships and marriage, but these topics
were dropped by the CenteringPregnancy and WIC sites because of lack of time. A copy of the curricular
materials on paternity and child support used at CenteringPregnancy and WIC sites appear in Appendix B.
In addition to presenting the curricular materials on paternity and child support, all sites had access to a
representative of the local child support agency to answer specific questions about child support and to assist
project participants on an individual basis. At the TPC, a child support worker from the Family Support
Division of the Missouri Department of Social Services attended the CenteringPregnancy session during
which paternity and child support was discussed with every cohort. At the other project sites, the child
support representative was available on an as-needed basis.

Page 16

Center for POLICY RESEARCH

The evaluation involved the collection and analysis of data obtained from a
variety of sources at a number of time points. They included pre- and postChapter 4
program assessments completed by project participants, telephone interviews
Evaluation
with project participants conducted by professional telephone researchers, and a
Methodology
manual review of child support records for project participants performed by
experienced child support personnel. CPR also conducted interviews and focus
groups with staff at the participating project sites and administered close-ended
questionnaires to a larger, national group of WIC and CenteringPregnancy personnel.
Information at Intake
Each female and male participant at every project site who was exposed to material on paternity and child
support completed a pre-program assessment. It was administered by the CPR project assistant when the
mother came to the clinic to enroll in CenteringPregnancy or at the first program session. It gathered
information on the participant’s background; employment; the baby’s father; expectations about the future;
and attitudes on a variety of topics including paternal involvement, marriage, paternity, and formal child
support. An abbreviated intake form was developed for use at the WIC site. Members of the comparison
groups generated at Peak Vista and the WIC program completed a very brief intake form, making possible
only limited comparisons between treatment and comparison groups about pre-program characteristics and
views.
Information at Program Completion
Each female and male participant at every project site who was exposed to material on paternity and child
support completed a post-program assessment. It was administered by the CPR project assistant at the last
CenteringPregnancy session or by telephone at the conclusion of the sessions. The Post-Workshop survey
gathered immediate reactions to the program and the utility of sessions dealing with various topics. It
repeated questions about father participation, attitudes toward paternity establishment, interest in formal child
support, and plans regarding marriage. Since the Peak Vista comparison group was comprised of pregnant
mothers who pursued conventional care arrangements, no post-program assessment was administered. Due
to time constraints and the abbreviated nature of the intervention at WIC, participants at Roseland
Community Hospital completed a brief, one-page assessment of the paternity and child support class
immediately following its conclusion. Members of the comparison group were not assessed following their
completion of a conventional nutrition class since they were not exposed to material on paternity and child
support.
Follow-up Telephone Interviews
All male and female participants at every site in the treatment and comparison groups were eligible to
participate in a telephone interview. For CenteringPregnancy clients, the interviews were scheduled to occur
approximately three months following the birth of their babies. For WIC clients, the interviews were timed to
happen about three months after the WIC class session dealing with paternity and child support and/or the
birth of their babies. The interviews were conducted by Northern Illinois University’s Public Opinion
Laboratory (POL). To improve the response rate, CPR project assistants checked CenteringPregnancy and
WIC records to obtain updated contact information prior to the interview attempt. Next, parents were mailed
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pre-notification postcards at their last known address. They were also offered an incentive payment of $25 to
encourage participation and were invited to phone POL’s 1-800 telephone number to initiate the interview.
The interview questions focused on parents’ perceptions of the quality of the CenteringPregnancy program
and/or the WIC session dealing with paternity and child support. It included questions on the extent to
which parents valued the information and services on various topics that they received. It explored whether
parents had undergone changes in their knowledge and attitudes on co-parenting, marriage, and healthy
relationships as a result of their exposure to paternity and child support classes. The interview also gathered
information on the parents’ knowledge of paternity; the child support system; and the actions taken by the
parents in the months following the birth of their babies, including paternity establishment, formal child
support arrangements, marriage, and family formation. Finally, the interviews included questions on the
quality of the parents’ relationship at the time of the interview and the participation of the father in the life of
the child.
Interviews conducted between November 2009 and June 2011. The comparison group sample was called
beginning in June 2010 and ending in May 2011. CPR and POL made great effort to ensure potential
respondents were appropriate to be interviewed and to improve the response rate. After ensuring a potential
respondents eligibility and required release of information was in place, CPR mailed a pre-notification
postcard to the prospective respondent’s last known mailing address. The postcard reminded participants of
the potential interview, the gift card incentive for completing an interview, and gave the POL’s 1-800 number
for the respondent to call if they chose to initiate the interview.
CPR routinely sent POL Excel files containing potential respondent’s name, address, and multiple telephone
numbers. Additionally, the file contained secondary contact information for friends or relatives of the
respondents in case the POL was unable to reach him or her at the provided telephone number(s). CPR also
provided POL with the site, treatment group, respondent’s date of enrollment in the HBHR classes, and date
of birth/due date of the target child on the case. These efforts allowed POL to reach the more difficult and
highly mobile participants in this population.
In all, POL placed a total of 10,765 calls to experimental group participants and 3,786 calls to comparison
group participants. On average, a working telephone number was attempted 4.1 times to complete an
interview. Twenty-two percent of the completed surveys were done on the first call attempt. The overall
response rate was 42.6 percent. Broken down by group, the response rate for treatment group participants
was 44.0 percent and it stood at 38.6 percent for the comparison group. The interviews occurred
approximately three months after a pregnant HBHR’s participant’s due date or three months after the class
for participants in Chicago who were eligible for and enrolled in HBHR with a young child.
A total of 995 interviews were completed with female participants in Healthy Babies—Healthy Relationships.
Seven hundred fifty interviews were completed with female treatment group participants: 49 at Barnes Jewish,
348 at Peak Vista Community Health Center, and 353 from the WIC site at Roseland Community Hospital.
Two hundred forty-five interviews were completed with female comparison group participants: 50 at Peak
Vista Community Health Center and 195 from the WIC site at Roseland Community Hospital. There was no
comparison group for Barnes Jewish Hospital. Completed interviews averaged 24.2 minutes with Peak Vista
comparison group participants, up to 27.0 minutes with treatment group participants at Peak Vista. The
Page 18

Center for POLICY RESEARCH

average number of call attempts per completed interview was around four across all sites and groups, with the
low being 3.1 attempts with the Peak Vista comparison group and a high of 5.1 attempts per completed
interview with the Barnes Jewish Hospital Treatment group participants.
Child Support Records Review
Child support personnel in the participating sites (Missouri, Colorado, and Illinois) searched automated child
support records for evidence of agency activity for all men and women who enrolled in the Healthy Babies—
Healthy Relationships project, as well as members of the comparison group. The search aimed to determine
whether the project participant was known to the agency; his or her status; whether paternity had been
established for the baby whose birth was the cause for project participation; and whether a child support case
was opened with the agency, an order was established, and payment on the order was made.
Attendance Records Maintained by Staff
Staff members at the CenteringPregnancy sites maintained attendance information for project participants
and conveyed this information to CPR for data analysis. The session-by-session records allowed CPR to
determine whether CenteringPregnancy clients had attended the specific sessions at which material on
paternity and child support was presented.
Interviews and Focus Groups with Project Staff
From June 2010 to November 2010, CPR staff conducted interviews and focus groups with staff at the
participating project sites. The interviews dealt with the challenges and opportunities associated with reaching
expectant and new parents in CenteringPregnancy and WIC settings and engaging them in classes that
addressed the issues of paternity, child support, relationships, and marriage. Staff members assessed client
reactions to the material and their level of engagement. They also discussed plans to continue with these
presentations after the termination of the Healthy Babies—Healthy Relationships Project.
National Survey of WIC and CenteringPregnancy Personnel
To better understand the sources of resistance and support for program enhancements dealing with paternity
and child support, CPR conducted paper and pencil and online surveys with national WIC and
CenteringPregnancy personnel. WIC respondents were recruited at the 2010 National WIC Association
Biennial Nutrition Education and Breastfeeding Conference, at which CPR and a staff member from
Roseland Community Hospital conducted a roundtable discussion with interested members of the WIC
community. CPR organized an exhibitor booth with a poster explaining the project and preliminary
outcomes. CPR also distributed handouts about child support, and information about the project curriculum
on paternity and child support. CPR’s short, two-page survey asked WIC staff members to identify the
barriers and benefits to adding information about paternity and child support into WIC nutrition and
breastfeeding classes. By distributing the survey to conference attendees, CPR obtained 307 completed
surveys.
With the assistance of the Centering Healthcare Institute, CPR distributed a survey to CenteringPregnancy
programs throughout the United States in April 2011 using the web-based survey tool, Survey Monkey. As
with the survey of WIC personnel, the survey aimed to learn whether CenteringPregnancy programs address
paternity and child support in their curriculum, the barriers to incorporating this into Centering programs, the
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type of additional resources it would require to introduce this type of material, the best ways to educate new
parents about paternity and child support, and the overall likelihood of CenteringPregnancy programs adding
this information. A total of 120 surveys were completed by CenteringPregnancy staff members in 39 different
states.
Table 4-1 summarizes the data collection activities attempted with project participants in the treatment and
comparison groups at every project site.
Table 4-1. Data Collection Activities Attempted with Project Participants at CenteringPregnancy and WIC Sites
CenteringPregnancy
Peak Vista Community
Health Center

CenteringPregnancy
Teen Parent Center
Barnes Jewish Hospital

WIC Program
Roseland Community
Hospital

Experimental Experimental Experimental Comparison Experimental Comparison
Group
Group
Group
Group
Group
Group
Abbreviated intake

No

No

No

None

No

Yes

Pre-program assessment

Yes

Yes

Yes

None

Yes

No

Post-program assessment

Yes

Yes

Yes

None

Yes

No

Telephone follow-up

Yes

Yes

Yes

None

Yes

Yes

Attendance logs

Yes

Yes

Yes

None

No

No

Child Support Record check

Yes

Yes

Yes

None

Yes

Yes

Research Questions
The project aimed to assess the effectiveness of different outreach strategies in changing the knowledge level,
attitudes, and behavior of low income, expectant and new parents. The evaluation aimed to answer the
following research questions:
 What are the barriers and opportunities associated with reaching and conducting outreach sessions on
paternity and child support with low-income, expectant and new parents?
 What are the demographic, familial, and attitudinal characteristics of parents who participate in group
prenatal care services and WIC programs?
 How do parents in these programs respond to a group prenatal care program and WIC educational
sessions that include information on paternity establishment and child support?
 What is the impact of outreach about paternity and child support on parental attitudes and behaviors
regarding their legal responsibilities, paternal participation, formal child support, and marriage?
 Among those who are in the child support system, what effect does the program have on paternity
establishment, child support case establishment, and child support payment?
 What is the effect of the program on reported levels of paternal participation, co-parenting, visitation and
other paternal involvement measures?
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 Compared with their counterparts who are not exposed to material on paternity and child support, does inperson education affect parental attitudes and behaviors dealing with paternal participation, marriage,
paternity establishment, and child support?
 According to prenatal care and WIC staff, what are effective methods of reaching and serving low-income,
expectant and new parents and educating them about paternity, the child support system, and healthy
relationships?
 What is the anticipated future role of CenteringPregnancy and WIC program in delivering information
sessions on paternity and child support and how can it be optimized?
Preliminary Products
During the course of the project, CPR published three articles on outreach and the challenges associated with
reaching and serving new parents, young men, and immigrants. All three were inspired by the difficult process
of obtaining CenteringPregnancy and WIC research sites for the Healthy Babies—Healthy Relationships
Project and engaging parents in educational sessions. The project-inspired publications are listed below. A
copy of each article appears in Appendix C to this report.
 “Outreaching to Expectant and New Parents about Paternity and Child Support: Opportunities and
Challenges.” Child Support Quarterly, Volume 62, No. 35, Summer 2010.
 “Recent Immigration Legislation and its Possible Implications for Child Support.” Child Support
Quarterly, Volume 56, No. 28, Spring 2008.
 “Where to Find Young Men.” Child Support Quarterly, Volume 61, No. 34, 4th Quarter 2009.
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Chapter 5
Profile of Project
Cases

The Healthy Babies—Healthy Relationships (HBHR) Project served clients
drawn from the following sites:
 Low-income, unmarried, pregnant teens in St. Louis at the Barnes Jewish
Hospital Teen Parent Clinic (TPC) who enrolled in the CenteringPregnancy
program;

 Low-income, unmarried, pregnant women and men in Colorado Springs who enrolled in the
CenteringPregnancy program at the Peak Vista Community Health Center Women’s Clinic; and
 Low-income, unmarried women and men who were either expecting or had recently had a young child
(under the age of four) and attended one of the Roseland Community Hospital WIC Program classes on
breastfeeding or nutrition.
Table 5-1 summarizes the demographic characteristics of women who enrolled in the treatment group.
 Age: The average age of women at Peak Vista and WIC was 25, with a range of 14 to 47 and 62,
respectively (some WIC participants were grandparents). Project participants drawn from the Barnes Teen
Parent Clinic were younger, ranging in age from 15 to 18, with an average of 17.
 Race/Ethnicity: Reflecting the demographic composition of their communities, project participants in
St. Louis and Chicago were overwhelmingly African American (91% and 92%, respectively) while twothirds of female, project participants in Colorado Springs were Hispanic and one-quarter were white.
 Language and County of Birth: Forty-six percent of Peak Vista women said that they were born in the
United States, 46 percent reported being born in Mexico, and 9 percent reported being born in another
county. Half reported speaking Spanish in the home (49%), and just under half (45%) spoke English.
 Education: Teen participants in the Barnes program were most apt to still be in school (90%) and report
less than a high school diploma (62%). Women at Peak and WIC had fairly comparable levels of
educational attainment, although with its heavily immigrant population, Peak Vista had a higher proportion
that lacked a high school degree (32% versus 21%) and a lower proportion with post-secondary education
(38% versus 34%).
 Living Arrangements: More than three-quarters (78%) of TPC participants reported living with a parent
and another 19 percent lived with another relative when they enrolled in the project. In contrast, 32
percent of WIC participants reported living with a parent and another 16 percent with another relative.
Nearly half (44%) of CenteringPregnancy participants at Peak Vista lived with a spouse, and another 22
percent lived with a boyfriend. This was the case for only 5 percent of TPC participants and 16 percent of
WIC clients. A quarter of WIC clients reported living alone.
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Table 5-1. Demographic Characteristics of Female Participants, by Site
Peak Vista Community
Health Center (n=617)

Barnes Jewish
Hospital (n=129)

Roseland Community
Hospital WIC (n=1057)

25 years
24 years
14 to 47 years

17 years
17 years
15 to 18 years

25 years
23 years
14 to 62 years

African-American
Latina/Hispanic
White
Other

5%
62%
25%
9%

91%
0%
6%
4%

92%
4%
1%
4%


English
Spanish
Other

45%
49%
6%

100%
0%
0%

Age
Mean
Median
Range
Race

Language

County of birth


United States
Other

46%
55%

100%
0%

Education
Less than a high school degree
32%
62%
High school degree or GED
40%
38%
Associate’s degree or some college
23%
0%
Bachelor’s degree or more
5%
0%
Currently in school
20%
90%
Currently live with
Parents or foster parents
17%
78%
Other relatives
4%
19%
Brothers or sisters
7%
13%
Boyfriend
22%
5%
Spouse
44%
0%
Relatives of your partner
7%
0%
Friend
4%
0%
Live alone
6%
1%
Other
10%
0%
 Questions not asked on forms used at the Roseland Community Hospital WIC Center in Chicago.
May exceed 100 percent if living with multiple people.

21%
45%
26%
8%
18%
32%
16%
7%
8%
8%
5%
3%
24%
5%
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More than 60 percent of women at every site were unemployed when they enrolled in HBHR. Peak Vista
women reported the highest rate of employment with 17 percent employed full-time and part-time,
respectively. An identical 13 percent of WIC clients were employed full and part-time, respectively. Only 3
percent of adolescents at the TPC at Barnes were employed full-time, and 16 percent were employed parttime.
Based on earning information supplied on the more comprehensive intake forms project participants
completed at CenteringPregnancy sites, Peak Vista women worked an average of 27 hours per week and
earned an average of $8.30 per hour, while TPC women at Barnes worked an average of 21 hours per week
and earned $6.68 per hour. See Table 5-2.
Table5-2. Economic Profile of HBHR Female Treatment Group Participants, by Site
Peak Vista Community
Health Center (n=617)

Barnes Jewish
Hospital (n=129)

Roseland Community
Hospital WIC (n=1057)

Employed full time

17%

3%

16%

Employed part time

17%

16%

16%

Self-employed

3%

2%



Work at odd jobs on and off

2%

0%

2%

Not employed

61%

80%

66%

27

21



Current employment situation

Average number of hours work per week



Hourly wage
Mean

$8.30

$6.68

Median

$8.00

$7.00

Range

$2.19 to $50.00

$3.75 to $8.50

(161)

(23)

Number
 Not collected at all sites

The hourly wages included in the analysis may be lower than minimum wage because these wages include those who may be working in the
service industry, working under the table, or working odd jobs.

Table 5-3 shows the responses of project participants to questions about their receipt of various public
benefits at project enrollment. Across the sites, Medicaid was the most commonly received benefit, although
the incidence was lower among CenteringPregnancy participants at Peak Vista (45, 77, and 79 percent). Food
stamps was the second most common benefit, with its receipt reported by 70, 32, and 11 percent of WIC,
Peak Vista and Barnes clients, respectively. A quarter of WIC clients (24%) were TANF recipients, 13 percent
of Barnes participants reported being recipients of SSI, and 12 percent of Peak Vista clients reported
receiving unemployment compensation benefits.
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Table 5-3. Benefit Receipt Reported by Female HBHR Treatment Group Participants, by Site
Peak Vista
Community Health
Center (n=563)

Barnes Jewish
Hospital
(n=127)

Roseland
Community
Hospital WIC
(n=1057)

Food stamps

32%

11%

70%

Benefits received by participant
and/or participants family in
past 12 months:
TANF

4%

2%

24%

Unemployment benefits

6%

1%

12%

Worker’s compensation

1%

0%

2%

Veteran’s benefits

1%

0%



Medicaid

45%

77%

79%

SSI

2%

13%

9%

Section 8/public housing

2%

0%

9%

Substance abuse treatment

1%

0%

1%

Other benefits

9%

2%

2%

 Not collected at all sites.

As shown in Table 5-4, nearly all (91%) Peak Vista women had had at least one child prior to their current
pregnancy, with 14 percent reporting two or more children. In most cases (85%), all prior children shared the
same father. To contrast, nearly all TPC clients at Barnes (96%) were pregnant with their first child. Half
(51%) of the WIC clients reported having two or more children, with the range going from zero to 12.
Table 5-4. Characteristics of Healthy Babies—Healthy Relationships Female Treatment Group
Participants’ Families, by Site
Peak Vista
Community Health
Center (n=617)

Barnes Jewish
Hospital
(n=129)

Roseland
Community
Hospital WIC
(n=1057)

None

9%

96%

5%

One

78%

4%

44%

Two or more

14%

0%

51%

Range

0 to 5

0 to 1

0 to 12





Number of children not including
current pregnancy

If one or more children, number
of fathers these children have
One

85%

Two or more

15%

 Not collected at all sites.
 Too few participants from Barnes Jewish Hospital answered this question to include it in the analysis.

Page 25

Center for POLICY RESEARCH

Participant Relationships
As previously noted, 44 percent of Peak Vista participants reported living with a spouse and 65 percent
reported either being married to or living with the father of their baby. More than half (57%) rated their
relationship with the baby’s father as “excellent.” Although only 6 percent of pregnant adolescents at Barnes
reported living with or being married to the baby’s father, 73 percent reported being in a committed, one-onone, or steady relationship with the baby’s father and having either an excellent or good relationship with the
him (81%) at the time of project enrollment. Approximately one-quarter of WIC participants reported living
with and/or being married to their baby’s father, with 48 percent claiming to be in a committed, one-on-one,
or steady relationship with the baby’s father. Sixty-two percent of these women rated their relationships with
the baby’s father as either excellent or good.
Table 5-5. Relationship Profile Between Parents of Baby of HBHR Participants as Reported by
the Female High Treatment Group Participants, by Site
Peak Vista
Barnes Jewish Roseland Community
Community Health
Hospital
Hospital WIC
Center (n=602)
(n=126)
(n=999)
Currently living with her spouse
44%
0%
8%
Married to or living with the baby’s father
65%
6%
22%
If not married, mother’s description of relationship
with the baby’s father
Committed, one-on-one, or steady relationship
77%
73%
48%
On-again, off-again or a casual relationship
10%
16%
15%
No romantic relationship
12%
11%
38%
How good is your relationship with the baby’s father
Excellent
57%
37%
30%
Good
29%
44%
32%
Fair or Poor
13%
14%
38%
No relationship
0%
4%
0%

Characteristics of the Baby’s Father
Information on the baby’s father comes from data supplied from women in CenteringPregnancy programs at
Peak Vista and Barnes. On average, Peak Vista fathers were 27 years old, while Barnes fathers were 18. Like
their female counterparts, most Peak Vista men lived with their wives (41%) or girlfriends (19%), while most
Barnes fathers lived with their parents (71%) or other relatives (14%).
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Table 5-6. Description of Baby’s Father by Female HBHR Treatment Group Participants, by Site
Barnes Jewish
Roseland Community
Peak Vista Community
Hospital WIC
Health Center (n=608) Hospital (n=127)
Age of baby’s father

Mean
27
18
Median
26
18
Range
15 to 58 years
14 to 29 years

Baby’s father lives with
Parents or foster parents
14%
71%
Other relatives
6%
15%
Girlfriend
19%
9%
Spouse
41%
0%
Mother’s relatives
5%
1%
Friend
4%
0%
Live alone
6%
5%
Other
17%
2%
 Not collected at all sites.
May exceed 100 percent if living with multiple people.

Peak Vista fathers tended to be educated to the high school level or higher (57%) and employed (72%).
Barnes fathers were most apt to be in school (51%), with only 39 percent being employed. On average,
employed fathers at the two sites worked 34 to 37 hours per week and earned $9.27 to $10.31 per hour. Table
5-7 gives more information about the economic profile of the babies’ fathers.
Table 5-7. Economic Profile of Baby’s Father Reported by Female HBHR Treatment Group Participants, by Site
Roseland Community
Barnes Jewish
Peak Vista Community
Hospital WIC
Health Center (n=608) Hospital (n=127)
Not collected at this site

Baby’s father currently in school
If not in school, highest level of education
completed
Less than a high school degree
High school degree or GED
Education past high school
Don’t know
Current employment situation
Employed
Not employed
Mother does not know
Average number of hours work per week
Hourly wage
Mean
Median
Range

9%

51%

29%
37%
20%
14%

33%
62%
2%
3%

72%
20%
8%
37

39%
58%
2%
34

$10.31
$9.75
$4.00 to $25.00

$9.27
$9.00
$7.00 to $23.00
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Support During Pregnancy
Figures 5-1 and 5-2 show that project participants at Peak Vista and Barnes both reported high levels of
support during pregnancy. For example, more than three-quarters of Peak Vista women said that they had
family that they could count on to answer questions about pregnancy and caring for the baby and give them a
place to live. Fewer stated that they or their partner definitely (59%) or somewhat (31%) had family that
would lend them money. Barnes participants reported similar patterns, with 90 percent saying that they had
family they could count on for various forms of help, and smaller proportions saying that family would
definitely (74%) be able to lend them money.

Figure 5-1. Do you or your partner have family you can count on to …
Peak Vista Female Treatment Group Participants (n=600):

74%

Help you take care of your baby

80%

Answer questions about caring for your baby

Somewhat

No

10%
16%

0%

20%

6%

21%

73%

Drive you where you need to go

4%

31%
78%

Give you a place to live

4%

18%

59%

Loan you money

4%

21%

78%

Hang out

6%

16%

75%

Answer questions about pregnancy

Definitely

20%

40%

60%

6%

80%

100%

Figure 5-2. Do you or your partner have family you can count on to …
Barnes Jewish Female Treatment Group Participants (n=100):

88%

Help you take care of your baby

91%

Answer questions about caring for your baby

86%

Answer questions about pregnancy

Drive you where you need to go
Definitely

Somewhat

No

16%
91%

Give you a place to live

20%

40%

3%
5%
2%

10%

9%

75%
0%

6%

8%

74%

Loan you money

2%

9%

90%

Hang out

10%

20%
60%

80%

5%

100%
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Nearly all of the Peak Vista (96%) and Barnes Jewish (93%) females felt that their families were very or
somewhat supportive of their pregnancy. Their partner’s families were also perceived to be supportive, with
three-quarters of the Peak Vista and Barnes Jewish females saying that the baby’s father’s family was very or
somewhat supportive. Three percent of the Peak Vita and 4 percent of the Barnes Jewish females reported
that their partners’ families were unaware of the pregnancy.
Attitudes Toward the Baby’s Father
The majority of the females (over 72%) at all three sites felt that their baby’s father could be trusted to take
care of the baby, be a good role model, help out with child care and other expenses, and give the baby love
and affection. When asked if they thought it was important for their child to stay with the baby’s father, 91
percent of the Peak Vista, 79 percent of the Barnes Jewish, and 65 percent of the Roseland Community
Hospital treatment group females said that was very or somewhat true.
Table 5-8. Attitudes Toward the Baby’s Father Reported by Female Treatment Group HBHR Participants, by Site
Peak Vista
Roseland
Barnes Jewish
Community
Percentage of mothers reporting the following statements are “very” Community
Hospital
or “somewhat true”
Health Center
Hospital WIC
(n=125)
(n=1,007)
(n=565)
I trust the baby’s father to look after the child when I’m not around
94%
93%
85%
The father will be a good role model for my child
92%
87%
78%
I can count on the father to help me with child care
92%
89%
72%
I can count on the father to give the baby love and affection
95%
95%
84%
I can count on the father to help with food, clothes, and expenses
93%
95%
75%
It is important for our child to stay together
91%
79%
65%

Attitudes Toward Marriage
Just over half of the Peak Vista participants were familiar with marriage and reported having many married
friends and family members. Marriage was relatively unfamiliar for 48 percent. While many Peak Vista
women (84%) agree that marriage is beneficial for children, an almost equal percentage (81%) feel that a
single mother can raise her child alone as well as a married couple. Marriage was less familiar to Barnes
participants, with only 24 percent saying that they had many married family members and friends. While a
majority of Barnes participants (70%) said that it is better for children if their parents are married, 87 percent
felt that a single mother could raise her child as well as a married couple.
Table 5-9. Exposure to and Attitudes Toward Marriage of Female Treatment Group HBHR Participants, by Site
Roseland
Peak Vista
Barnes Jewish
Community
Community
Hospital
Hospital WIC
Health Center
(n=127)
Not collected at this
(n=594)
site
Percentage reporting many family/friends are married
Percentage reporting few or no family and friends are married
Percentage who “definitely” or “somewhat agree” with the following:
Is it better for children if their parents are married
A single mom can raise her child as well as a married couple

51%
48%

24%
76%

84%
81%

70%
87%
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Many of the Peak Vista participants held optimistic views about marriage and saw it as conferring financial
and emotional benefits. Over one-third of these women (37%) thought that marriage improved one’s
financial situation, and more than half felt that it made women (55%) and men (52%) happier. Most of the
Barnes Jewish teens thought that marriage did not change one’s financial or emotional situation for better or
worse. Perhaps due to their young age, about 20 percent were unsure of the likely effect of marriage on one’s
financial or emotional state.
Table 5-10. Exposure to and Attitudes Toward Marriage of Female Treatment Group HBHR Participants, by Site
Roseland Community
Percentage who think marriage usually makes the Peak Vista Community
Barnes Jewish
WIC
following better:
Health Center (n=553) Hospital (n=127) NotHospital
collected at this site
Having enough money

37%

35%

Making women happy

55%

28%

Making men happy

52%

24%

Women at the three project sites responded differently when asked about their marriage plans with respect to
their unborn child (or among WIC clients, their youngest child) As shown in Table 5-11, about half of the
women at Peak Vista stated that they wanted to marry the baby’s father and that the baby’s father was also
interested in getting married. Twenty-nine percent said that they might be interested in marrying the baby’s
father later, and 16 percent were not interested or not sure. Most of the pregnant adolescents at Barnes
(45%) said that they might be interested in marrying the baby’s father at a later date, with only 29 percent
wanting to marry when they enrolled. Over one-third of these females (37%) thought that the father of their
child wanted to marry and 32 percent thought that he would eventually like to marry. WIC clients were the
least interested in marrying the father of their youngest child, with 27 percent expressing and immediate
interest in marrying, 29 percent wanting to marry at a later date, and 38 percent not wanting to marry at all.
Thirty-six percent of these women said that the baby’s father wanted to marry them at the time of intake, and
21 percent said that he might be interested in marriage at a later date.
Table 5-11 shows that money was the biggest reason Peak Vista women gave for wanting to wait to get
married, followed by wanting to complete more school. School and age considerations were the chief reasons
adolescents at Barnes gave for not wanting to marry. At both sites, the least commonly cited reason for not
marrying was reluctance to being tied down to one person, with 7 and 34 percent of the Peak Vista and
Barnes females, respectively, saying that this was the case.

Table 5-11. Marriage Plans Reported by Female Treatment Group HBHR Participants Who Are Not Married, by Site
Barnes Jewish
Roseland Community
Peak Vista Community
Health Center (n=327) Hospital (n=100) Hospital WIC (n=894)
How you feel about marrying the baby’s father
I would like to marry him

48%

29%

27%

I might be interested later, but not now

29%

45%

29%

I’m not interested or not sure

16%

24%

38%

Other

7%

2%

6%
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Table 5-11. Marriage Plans Reported by Female Treatment Group HBHR Participants Who Are Not Married, by Site
Barnes Jewish
Roseland Community
Peak Vista Community
Health Center (n=327) Hospital (n=100) Hospital WIC (n=894)
How do you think the baby’s father feels about
marrying you
He would like to marry me

53%

37%

36%

He might be interested later, but not now

22%

32%

21%

He’s not interested or not sure

11%

12%

22%

I don’t know how he feels

10%

15%

17%

Other

5%

4%

4%

Percentage responding “True” to the following
statements about marriage



I think I am too young to get married now

26%

82%

I want to finish more school before I get married

44%

90%

I think the other parent is too young to get married
now

20%

68%

We have not saved enough money to get married

51%

79%

We cannot afford the kind of wedding we want

43%

73%

I do not want to be tied down to one person

7%

34%

 Not collected at all sites.

Attitudes Toward Paternity and Child Support
Nearly all pregnant women at Peak Vista (83%) and Barnes (93%) definitely wanted to have the father’s name
on their child’s birth certificate. The most common reasons why Peak Vista women did not want the father
on the birth certificate were because they were not getting along or because they did not see the point. For
the nine Barnes Jewish respondents, 88 percent did not see the point of having him on and 63 percent who
were uninterested said that it would make it harder for them to get TANF or other benefits.
WIC clients gave more nuanced responses to questions about paternity. While 51 percent definitely would
want to put the father’s name on their child’s birth certificate, 12 percent said they probably would, 15
percent were unsure, and 23 percent were probably or definitely uninterested. WIC clients gave a variety of
reasons for being uninterested: not seeing the point (51%), not getting along (33%), being a bad father (33%),
not wanting child support to go after him (23%), and making it harder for her to get TANF and other
benefits (14%). A fifth (21%) said that the father questioned whether the baby was his, 9 percent were afraid
of a custody fight, and 5 percent feared immigration action.
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Table 5-12. Attitudes Toward Paternity Reported by Female Treatment Group HBHR Participants, by Site
Peak Vista Community
Health Center

Barnes Jewish
Hospital

Roseland Community
Hospital WIC

(n=507)

(n=127)

(n=452)

Definitely would

83%

92%

51%

Probably would

7%

1%

12%

Not sure

5%

3%

15%

Probably would not

2%

1%

9%

Definitely would not

2%

4%

14%

(n=47)

(n=9)

(n=161)

I don’t see the point of having him on

48%

88%

51%

We are not getting along

54%

38%

33%

He would be a bad father

30%

50%

33%

Because then he would want visits

24%

50%

17%

Would you like to have the father’s name on the
birth certificate?

If the mother does not want or is unsure about
putting the father’s name on the birth certificate,
percentage saying the following are very or
somewhat true:

I don’t want child support going after him

17%

38%

23%

It would make it harder for me to get TANF or
other benefits

19%

63%

14%

He doesn’t think it’s his baby

32%

13%

21%

My mother or my relatives don’t want him on

32%

38%

10%

I don’t want him to go after custody

36%

0%

9%

I don’t want immigration to know about him

2%

0%

5%

Over three-quarters of the pregnant participants at Peak Vista said that they were receiving financial
assistance from the father of their baby, with 21 percent reporting partial support and 57 percent reporting
full support. Sixteen percent reported receiving the father gave them some of the money or things that they
need for the baby, and 57 percent said the father gave them all of the money or things that they need for the
baby. Nearly a quarter (23%) reported little to no financial support. Thirty percent of project participants at
Barnes said that the father of their child provided full financial support. At the other end of the spectrum, 30
percent reported receiving little or no money. WIC clients reported the worst patterns of financial support.
Although 29 percent said they received full financial support, 50 percent reported receiving little to no
support. This was twice the level of non-support reported by pregnant women at Peak Vista. Asked if they
were supposed to receive child support for any of their children, one quarter of the WIC clients responded
affirmatively, 61 percent said no, and 14 percent were not sure.
Women at all three project sites gave similar responses to question about their interest in establishing a formal
child support order. Most (69%) were uninterested, 13 to 16 percent were unsure, and 15 to 19 percent were
interested. Most of the women at every site (50, 59, and 7 percent of WIC, Peak Vista, and Barnes Jewish,
respectively) who were uninterested or unsure about formal child support said that the support the father was
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providing was fine. While no other reasons for rejecting formal child support were commonly cited, 16
percent of WIC respondents (and 4% to 5% of clients at the other sites) said that the father could not afford
it and about 6 percent of Peak Vista and WIC participants agreed that they did not “want him in my life.”
Table 5-13. Attitudes Toward Child Support Reported by Female Treatment Group HBHR Participants, by Site
Peak Vista Community
Barnes Jewish
Roseland Community
Health Center
Hospital
Hospital WIC
How much financial support did the father provide
(n=426)
(n=127)
(n=452)
during pregnancy or since the birth of the
youngest child:
None
16%
27%
26%
Very little
7%
3%
14%
Some
21%
40%
31%
Fully supported
57%
30%
29%
Are you interested in receiving formal, court(n=47)
(n=127)
(n=779)
ordered child support from him
Yes
15%
17%
19%
No
69%
69%
69%
Don’t know
16%
13%
13%
If the mother does not want to establish child
support or is unsure about it, percentage saying
(n=324)
(n=105)
(n=634)
the following are reasons why:
The financial support he’s providing is fine
59%
72%
50%
I just don’t want him in my life
6%
1%
7%
He would be angry about having to pay
2%
1%
3%
He can’t afford it
4%
5%
16%
I’m on TANF and child support wouldn’t help me
1%
0%
3%
I’m leaving the country soon
3%
0%
1%
Other
13%
20%
11%

With respect to their children, the vast majority of the participants at all three project sites anticipate that they
“probably” will be raising their child with the baby’s father. Indeed, this was the response given by 89
percent of Peak Vista, 91 percent of Barnes, and 75 percent of WIC clients. While about half of the Peak
Vista participants planned on bring at home with their children on a full-time basis in two years, this was the
case for only 7 percent of Barnes clients.
Table 5-14. Future Plans Reported by Female Treatment Group HBHR Participants, by Site
Percentage who think they “probably will” be
Peak Vista Community
Barnes Jewish
Roseland Community
doing the following two years from now …
Health Center (n=528) Hospital (n=127) Hospital WIC (n=918)
Raising your child with the baby’s father
88%
91%
75%
Raising your child alone
18%
7%
37%
Having another baby
19%
5%
14%
At home with their children full-time
49%
7%

 Not collected at all sites.
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When questioned further about their relationship plans, 66 percent of participants from Peak Vista foresaw
themselves as married to their baby’s father in the future. Only 21 percent of participants from Barnes Jewish
reported the same plans; however, 52 percent of these participants did say that they planned to see their
baby’s father regularly in the future.
Table 5-15. Future Relationship Plans Reported by Female Treatment Group HBHR Participants, by Site
Percentage who think they “probably will” be
Peak Vista Community
Barnes Jewish
Roseland Community
doing the following two years from now …
Health Center (n=554) Hospital (n=126)
Hospital WIC 
Married to the baby’s father
66%
21%
Not married to the baby’s father,
9%
52%
but seeing him regularly
Not married to the baby’s father,
3%
4%
and seeing him occasionally
Not seeing the baby’s father at all
3%
6%
No idea
20%
17%
 Not collected at all sites.

Service Needs and Interests
The final set of questions asked of project participants dealt with their service needs and interest. Table 5-16
shows that 49 percent of Peak Vista respondents were most interested in receiving help with health care and
health insurance and 41 percent wanted help with education. Younger, pregnant adolescents at Barnes wanted
many forms of assistance including help with health insurance (76%), child care (76%), job training (72%),
housing (71%), and education (64%).
Table 5-16. Interest in a Variety of Services by Female Treatment Group HBHR Participants, by Site
Percent who are interested in the following
Peak Vista Community
Barnes Jewish
Roseland Community
services …
Health Center (n=525) Hospital (n=127)
Hospital WIC 
Help working out a schedule of when the father
13%
23%
will see the baby
Help setting up supervised visits for the father
9%
12%
Help with job training or job placement
27%
72%
Help with health care/health insurance
49%
76%
Help with education services
41%
64%
Help with family services
27%
41%
Housing help
25%
71%
Help with child care/parenting
36%
76%
Help with substance abuse services
6%
5%
Help establishing paternity
12%
41%
Help with child support
18%
23%
Other kinds of help
5%
2%
 Not collected at all sites.
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Information About the Comparison Group Females
At the Peak Vista Community Health Center and Roseland Community Hospital WIC, project staff members
attempted to enroll women who did not observe the paternity and child support presentations into a
comparison group. The Peak Vista comparison group was made up of expectant mother who came into the
clinic from September 2010 to January 2011 and were unable to do participate in Centering due to scheduling
conflicts or transportation issues. The comparison group from the WIC clinic consisted of women who were
scheduled to attend the same nutrition classes for pregnant, breastfeeding, and new parents during the
months of January 2010 to March 2010, after the HBHR presentations at that site had ended. When these
women enrolled in HBHR, they were asked to complete an abbreviated intake form that gathered some basic
demographic information.
Table 5-17 compares the demographic information of the 617 treatment group women and the 129
comparison group women participating in HBHR at Peak Vista. As shown in the table:
 The comparison group women were slightly older, more likely to be Caucasian, and less likely to identify
as Latina or Hispanic than the treatment group women.
 There were statistically significant differences between the groups in terms of language and number of
children; the comparison group females were also more likely to use English as their primary language
(70% versus 50%).
 While about half of the treatment group females had one or more children at the time of project intake,
this was true for 86 percent of the comparison group females. It seems possible that many of the women
in the comparison group may have not participated in Centering because they already had children in the
home.
Table 5-17. Selected Demographic Characteristics of Peak Vista HBHR Female Participants, by Treatment Group
Treatment Group
(n=617)
25.3

Comparison Group
(n=129)
26.0

None
1
2 or 3
4 or more

47%
23%
28%
3%

14%
35%
41%
10%

African American
Latina/Hispanic
White
Other

5%
61%
25%
9%

6%
52%
32%
10%

English
Spanish

50%
50%

70%
30%

Average age
Number of children at intake excluding current pregnancy

Race

Primary language

 Chi square is significant at .001 or less.
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Table 5-18 displays these findings for the 1,057 treatment group and 535 comparison group females
participating in HBHR at the Roseland Community Hospital WIC clinic. While the average ages of the
women and the number of children that they had at intake were similar, there was a statistically significant
difference in the racial composition of the two groups. There were more women who identified as African
Americans in the treatment group (91%) than the comparison group (84%), and fewer women in the
treatment group identified as “other” (5% in the treatment versus 12% in the comparison group).
Table 5-18. Selected Demographic Characteristics of WIC HBHR Female Participants, by Treatment Group
Treatment Group
(n=1,057)

Comparison Group
(n=535)

25.5

24.9

None

5%

9%

1

45%

42%

2 or 3

40%

39%

4 or more

11%

11%

African American

91%

84%

Latina/Hispanic

4%

2%

White

1%

2%

Other

5%

12%

Average age
Number of children at intake excluding current pregnancy

 Race

 Chi square is significant at .001 or less.
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Chapter 6

Attendance Patterns for CenteringPregnancy Program Participants
Teens who participated in Health Babies—Healthy Relationships (HBHR) at the
Program
Participation and Barnes Jewish Hospital Teen Center were urged to attend a 12-session,
interactive program on pregnancy and childbirth that had been amended to
Immediate
include material on paternity and child support. At the Peak Vista Community
Reactions
Health Center in Colorado Springs, the CenteringPregnancy program only
involved 10 sessions. Staff members at both sites tracked the females’ attendance at all of the sessions.
Table 6-1 presents attendance patterns for the 617 and 127 females who enrolled in the HBHR project at
Peak Vista and Barnes Jewish, respectively. It shows that the participants at both sites attended an average of
7.6 sessions and that half attended fewer than eight sessions. At Peak Vista, where the CenteringPregnancy
curriculum lasted 10 sessions, about one-quarter of the participants attended nine or 10 sessions. Seven
percent of these females only attended the intake session where they completed a survey, then did not attend
any more sessions. At Barnes Jewish Hospital, staff members use an enhanced CenteringPregnancy
curriculum that includes 12 sessions. Nearly 20 percent of these females attended 11 or 12 of the sessions.
Only 2 percent of the Barnes Jewish Hospital females attended only the intake and then no other sessions.
Table 6-1. Female HBHR Treatment Group Participant Attendance for Individuals Attending
CenteringPregnancy Orientation and Group Sessions
Peak Vista Community
Health Center
(n=617)

Barnes Jewish
Hospital
(n=127)

Percentage attending only intake and no other sessions

7%

2%

Percentage attending 1 to 2 sessions

2%

9%

Percentage attending 3 to 5 sessions

5%

13%

Percentage attending 6 to 8 sessions

59%

35%

Percentage attending 9 or 10 sessions

27%

24%

Percentage attending 11 or 12 sessions

N/A

19%

Mean number of sessions attended (for those attending at least one)

7.6

7.6

Median number of sessions attended(for those attending at least one)

8

8

At Barnes Jewish Hospital, the curricular material on paternity and child support was integrated into Sessions
4 and 8. Session 4 discussed the different roles that men can play in their child’s life—biological father, legal
father, and dad. Another purpose of the discussion was to make the point that a child born to unmarried
parents does not have a legal father. Session 8 covered the pathways to paternity establishment and myths and
facts about child support.
Centering personnel at Peak Vista also chose to integrate material on paternity and child support into
Sessions 4 and 8 of the curriculum. Session 4 included the information on paternity, including the different
roles that men can play in their child’s life and the pathways to paternity establishment. Staff members
presented the information about child support during Session 8.
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Figure 6-1 shows attendance of the female treatment group participants at the 12 Centering session at Barnes
Jewish and the 10 Centering sessions at Peak Vista. At Barnes Jewish Hospital, attendance remained fairly
consistent during the first seven sessions, with approximately 75 percent of the females attending each of
these sessions. Attendance fell slightly during Sessions 8 and 9, with 69 and 61 percent of the females
attending these sessions, respectively. In the subsequent sessions, attendance fell even more with 47, 38, and
17 percent of the females attending the last three sessions, respectively. Session 4, which included the
information about fatherhood, enjoyed the highest rate of attendance out of all of the Barnes Jewish
Centering sessions, with 79 percent of the females attending this session. Sixty-nine percent of these females
attended Session 8, which covered paternity establishment and child support.
At Peak Vista, over 90 percent of the female treatment group participants attended Sessions 2 through 7.
Sessions 1 and 8 were also well attended, with 81 and 72 percent, respectively, of the females attending these
sessions. Attendance fell to 39 percent during Session 9, and decreased even more to 9 percent for the final
session at this site. The paternity and child support sessions were attended by 93 and 72 percent of the
females, respectively.

Figure 6-1. Attendance by Session:
Barnes Jewish and Peak Vista Female Treatment Group Participants
72%

Session 1

81%

76%

Session 2

93%

75%

Session 3

93%

79%

Session 4

76%

Session 5

94%
92%

Session 6

77%

Session 7

77%

92%
93%

69%
72%

Session 8
Session 9

61%

39%

Session 10

47%

9%
38%

Session 11
17%

Session 12
0%

20%

40%
Peak Vista (n=574)

60%

80%
Barnes Jewish (n=125)

100%
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About half of the Peak Vista females attended at least one of the Centering sessions with a support person,
typically the baby’s father. Others reported attending at least one session with a different support person,
such as a mother, sister, or friend. Eighty-four percent of the Barnes Jewish Hospital teens reported
attending at least one Centering session with a support person. In half of these cases, this person was the
baby’s father; in 40 percent of these cases, the teen reported attending with someone other than the baby’s
father; and in the remaining 10 percent of these cases, the teen attended some sessions with the baby’s father
and some sessions with someone else.
Table 6-2. Support Person Attendance at HBHR CenteringPregnancy Sessions
Reported by Participating Treatment Group Females
Peak Vista Community
Health Center
(n=470)

Barnes Jewish
Hospital
(n=86)

48%

84%

Baby’s father

87%

50%

Someone else (mother, sister, friend)

11%

40%

Some sessions with baby’s father, some sessions with someone else

2%

10%

Percentage of cases where attendee had support person attend
at least one session with them
Of those with support person at session, who support was:

Program Ratings by Participants at Barnes Jewish and Peak Vista
Upon completion of the CenteringPregnancy curriculum and the HBHR intervention, project staff members
asked the female treatment group participants to complete an exit survey. Depending on how the project
staff members could collect the information, some of these surveys were completed as interviews over the
phone, while others were done as an in-person survey. These surveys were similar to the intake forms
completed by the females prior to program participation and also included the opportunity for the females to
rate the CenteringPregnancy program and curriculum. Upon completion of the exit survey, the females were
given a $20 gift card as a thank you. A total of 476 Peak Vista and 85 Barnes Jewish Hospital female
treatment group participants completed the exit survey.
Females at both sites gave high overall
ratings to the Centering program. As
shown in Table 6-3, 79 and 72 percent
of the Peak Vista and Barnes Jewish
females, respectively, rated the program
sessions as excellent. Fewer than 2
percent of the participants at either site
rated the sessions as fair or poor.

Table 6-3. Overall Rating of CenteringPregnancy Program Classes
Reported by Participating Treatment Group Females
Peak Vista Community
Barnes Jewish
Health Center
Hospital
(n=476)
(n=85)
Excellent
79%
72%
Good
20%
26%
Fair
1%
2%
Poor
<0.5%
0%

Tables 6-4 and 6-5 review the array of topics covered in the CenteringPregnancy class sessions and provide
participant ratings on their usefulness. The Peak Vista participants were most likely to remember facilitators
covering health and nutrition, pregnancy and childbirth, child care, birth control, healthy relationships, and
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getting the father’s name on the birth certificate. Indeed, at least 92 percent of the participants remembered
hearing about these topics. Fewer participants remembered the facilitators covering much of the information
added into the core Centering curriculum for the HBHR project, including visitation rights (88%), the cost of
raising children (86%), getting formal child support (89%), what to do if the father does not pay child support
(88%), and how child support and TANF work (82%). However, the majority of respondents (over 82%)
still remember hearing the facilitators cover these topics.
The topics that the Peak Vista women were most likely to remember being covered were also rated the most
helpful by these women. More than three-quarters of the women stated that hearing about nutrition,
exercise, substance abuse, how to be healthy during pregnancy, childbirth, dealing with stress, breastfeeding
versus bottles, how to take care of infants and babies, sexuality and birth control, healthy relationships, and
getting the father’s name on the birth certificate was “very helpful.”
Table 6-4. Class Topics and Level of Helpfulness of Topic Reported by Peak Vista Female Treatment Group Participants
Topic was Covered in
Percentage Reporting
Centering Sessions
Topic Was
(n=451)
“Very” Helpful (n=404)
Health and nutrition
Nutrition
97%
87%
Exercise
97%
79%
Substance abuse
92%
76%
Pregnancy and childbirth
How to be healthy during pregnancy
97%
88%
Pregnancy comfort issues
98%
84%
Childbirth
97%
88%
Dealing with stress
97%
86%
Child care
Breastfeeding versus bottle
96%
84%
How to take care of infants and babies
94%
82%
Relationship issues
Dealing with family
86%
62%
Sexuality and birth control
96%
88%
Relationship issues and healthy relationships
93%
78%
Abuse by a partner
89%
71%
How to deal with disagreements and fights with your partner
84%
66%
How to really talk to your partner
84%
67%
Money problems and relationships
80%
63%
Paternity and child support
Getting the father’s name on the birth certificate (paternity)
94%
82%
Visitation rights
88%
73%
The cost of raising children
86%
67%
Getting formal child support
89%
71%
What to do if the father does not pay child support
88%
72%
How child support and TANF work
82%
65%
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Table 6-5. Class Topics and Level of Helpfulness of Topic Reported by
Barnes Jewish Hospital Female Treatment Group Participants
Topic was
Percentage
Covered in
Reporting Topic
Centering
Was “Very” Helpful
Sessions
(n=85)
(n=86)
Health and nutrition
Nutrition
94%
83%
Exercise
85%
60%
Substance abuse
87%
81%
Pregnancy and childbirth
How to be healthy during pregnancy
100%
88%
Pregnancy comfort issues
98%
89%
Childbirth
99%
91%
Dealing with stress
90%
65%
Child care
Breastfeeding versus bottle
99%
85%
How to take care of infants and babies
84%
90%
Relationship issues
Dealing with family
60%
57%
Sexuality and birth control
83%
75%
Relationship issues and healthy
98%
85%
relationships
Abuse by a partner
91%
81%
How to deal with disagreements and fights
81%
69%
with your partner
How to really talk to your partner
78%
69%
Money problems and relationships
78%
63%
Paternity and child support
Getting the father’s name on the birth
85%
87%
certificate (paternity)
Visitation rights
88%
78%
The cost of raising children
87%
75%
Getting formal child support
86%
82%
What to do if the father does not pay
80%
77%
child support
How child support and TANF work
81%
75%

The topics remembered by most
(between 90 and 100%) of the
Barnes Jewish Hospital females
included:
 Nutrition;
 How to be healthy during
pregnancy;
 Childbirth;
 Dealing with stress;
 Breastfeeding versus bottles;
 Healthy relationships; and
 Abuse by a partner.
Between 80 and 88 percent of
these females remembered the
facilitators
covering
the
information added to the core
Centering curriculum for the
Healthy
Babies—Healthy
Relationships study, including:
 Getting the father’s name on
the birth certificate (85%);
 Visitation rights (88%);
 The cost of raising children
(87%);
 Getting formal child support
(86%);
 What to do if the father does
not pay child support (80%);
and
 How

child

support

and

TANF work (81%).
The topics rated as the most helpful to hear about by the Barnes Jewish Hospital female participants (i.e.,
rated as “very helpful” by at least 75% of respondents) generally included the health and nutrition topics, the
information about pregnancy and childbirth, child care, sexuality, birth control, healthy relationships, as well

Page 41

Center for POLICY RESEARCH

as the various child support and paternity topics. At least 75 percent of the females from Barnes Jewish
Hospital said it was “very helpful” to hear about getting the father’s name on the birth certificate (87%),
visitation rights (78%), the cost of raising children (75%), getting formal child support (82%), what to do if
the father does not pay child support (77%), and how child support and TANF work (75%).
The female treatment group participants were also asked whether their outlook on pregnancy, their
relationship with the baby’s father, and their future had improved, stayed the same, or worsened following
their participation in the HBHR immediately after they exited the program (see Figure 6-2). As shown in
Figure 6-2, nearly all of the Peak Vista women reported that they felt better about the knowledge they have
about pregnancy and childbirth (91%); how they eat, exercise, and take care of themselves (86%); and their
chances of having a healthy baby (86%). These females were least likely to feel better about marriage (49%),
their chances of having a good relationship with a man (57%), and their relationship with their baby’s father
(57%).
Female participants from the Barnes Jewish Hospital were most likely to feel better about the knowledge they
have about pregnancy and childbirth (94%); how they feel about becoming a mother (82%); how they eat,
exercise, and take care of themselves (82%); and their chances of having a healthy baby (89%). Participation
in HBHR did little to make these teens feel better about marriage—only 19 percent of the respondents
reported feeling better about marriage following the program.

Figure 6-2. Centering Female Treatment Group Report on Outlook of Pregnancy, Relationship, and
the Future Following Participation in HBHR
52%
53%

The amount of stress I feel
The help and support I get from other people

47%

The help and support I get from the baby's father

73%
63%
61%

The knowledge I have about pregnancy and childbirth
82%
83%

How I feel about becoming a mother
49%

My relationship with the father of my baby

57%

How I eat, exercise, and take care of myself

82%
86%
79%
73%
69%

68%

My confidence
My feelings about life and the future
The way I feel about marriage

19%

49%
51%
57%

Chances of having a good relationship with a man

86%
89%

Chances of having a healthy baby
0%

94%
91%

20%

40%

60%

80%

100%

Percentage Responding Issue is "Better"
Barnes Jewish (n=85)

Peak Vista (n=470)
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Changes in Relationships Following Program Participation
To determine whether program participants view their relationships with the other parent differently
following participant Healthy Babies—Healthy Relationships, questions about the relationship status and
rating of the relationship were included on both the intake form and the exit survey that participants
completed following the conclusion of the Centering sessions.
As shown in Table 6-6, virtually equal percentages of Peak Vista females stated that they were in a committed
or steady relationship with the baby’s father (about 75%); a casual or on-again, off-again relationship (10%);
or were not in a romantic relationship with the baby’s father (about 15%) before and after the
CenteringPregnancy sessions. Despite the similar percentages, this relationship is statistically significant,
showing that some of the women’s description of their relationships changed before and after the program.
There was also a statistically significant relationship between how good the participants rated their
relationships with the baby’s father before and after Centering. There was a decrease over time in the
percentage of Peak Vista females saying that their relationship was excellent or good (from 88% to 82%), and
an increase in the percentage of females saying that they had no relationship with the father of their baby,
with none of the females saying this was the case prior to the program and 9 percent of females saying this
was the case after the program.
Table 6-6. Relationship with Other Parent Reported by Peak Vista Female Treatment Group Participants
Prior to and Following Program Participation
Pre-Assessment

Post-Assessment

Committed, one-on-one, or a steady relationship

75%

74%

On-again, off-again or a casual relationship

10%

10%

Not in a romantic relationship with the baby’s father

15%

16%

(n=230)

(n=230)

Excellent or Good

88%

82%

Fair or Poor

12%

10%

No relationship

0%

9%

(n=424)

(n=424)

 If not married, description of relationship with the baby’s other parent

Number
 How good is the relationship with the baby’s other parent

Number
 Chi square is significant pre- and post- at .001 or less.

Table 6-7 shows these results for the Barnes Jewish Hospital female treatment group participants. There was
a statistically significant difference in both the description and ratings of the relationships with the baby’s
father reported by these females. The percentage of females stating that they were in a committed or steady
relationship with the baby’s father dropped from 75 percent to 68 percent; the percentage in an on-again, offagain or casual relationship also decreased over time, from 12 to 7 percent; while the percentage reporting no
romantic relationship with the baby’s father increased from 13 to 25 percent. The Barnes Jewish females’
ratings of their relationships also deteriorated over time; while 84 percent stated their relationship with the
baby’s father was excellent or good before Centering, only 65 percent of the females said this was the case
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after the CenteringPregnancy program. The percentage of females saying that they had no relationship with
the baby’s father increased from 5 to 23 percent prior to and following the Centering program, respectively.
Table 6-7. Relationship with Other Parent Reported by Barnes Jewish Female Treatment Group Participants
Prior to and Following Program Participation
Pre-Assessment
(n=84)

Post-Assessment
(n=84)

Committed, one-on-one or a steady relationship

75%

68%

On-again, off-again or a casual relationship

12%

7%

Not in a romantic relationship with the baby’s father

13%

25%

Excellent or Good

84%

65%

Fair or Poor

11%

12%

No relationship

5%

23%

 If not married, description of relationship with the baby’s other parent

 How good is the relationship with the baby’s other parent

 Chi square is significant pre- and post- at .003 or less.

Program participation appeared to do little to change the views of the Peak Vista female participants about
marriage and its benefits. At both points in time, most women simultaneously believed that marriage was
better for children but that a single mother could bring up a child as well as a married couple. A similar
percentage of the Peak Vista females before and after the program felt that marriage was preferable to
cohabitation. However, there was a decrease in the percentage of females saying that marriages tend to be
unhappy, with 71 percent saying this was the case prior to the program and 58 percent saying this was the
case after participating in the program.
Table 6-8. Female Perception of Marriage Before and Following Participation in HBHR by
Peak Vista Female Treatment Group Participants
Pre-Assessment Post-Assessment
Percentage who “definitely” or “somewhat” agree with the following statements
(n=426)
(n=426)
It is better for children if their parents are married
85%
83%
There are very few people who have good and happy marriages
71%
58%
A single mom can bring up her child as well as a married couple
80%
79%
It is better for a couple to get married than to live together
66%
62%

As shown in Table 6-9, similar percentages or Barnes Jewish females reported that marriage is beneficial for
children and that it is better for a couple to get married than cohabite prior to and following program
participation. For these females there was a decrease in the percentage of females saying that marriages tend
to be unhappy. Before Centering, nearly three-quarters of the respondents said that marriages tend to be
unhappy; however, following Centering, 60 percent of the females held this belief. Interestingly, a greater
percentage of females felt that a single mother could raise her child as well as a married couple following the
CenteringPregnancy program. Perhaps this is evidence of the increased confidence these females had after
participating in the CenteringPregnancy program.
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Table 6-9. Female Perception of Marriage Before and Following Participation in HBHR by
Barnes Jewish Female Treatment Group Participants
Percentage who “definitely” or “somewhat” agree with the following
Pre-Assessment Post-Assessment
statements
(n=84)
(n=84)
It is better for children if their parents are married
74%
69%
There are very few people who have good and happy marriages
74%
60%
A single mom can bring up her child as well as a married couple
82%
93%
It is better for a couple to get married than to live together
55%
54%

Program participants at Peak Vista and Barnes were asked after the program how they felt about establishing
paterntiy. Almost 90 percent wanted the father’s name on the birth certificate, and another 4 to 5 percent
were pretty certain that they did.
The Peak Vista respondents who were unsure about or did not want to establish paternity were asked why
this was the case. Over half stated that they did not see the point in putting the father’s name on the birth
certificate. Other commonly cited reasons for not wanting to or being unsure about establishing paternity
included that the mother is not getting along with the father (40%), the mother’s relatives do not want the
father on the birth certificate (40%), he would not be a good father (35%), and he does not believe that it is
his baby (33%).
Nearly two-thirds (60%) of the Peak Vista respondents felt that the father of their baby had fully supported
them financially during the pregnancy, but 22 percent reported receiving little or no financial support. At the
same time, most of the Peak Vista females were uninterested in or uncertain about receiving formal, courtordered child support, with 70 percent disavowing and 17 percent being uncertain about this type of
arrangement. When asked why they were uninterested or uncertain about establishing child support, about
half said it was because the financial support he was providing was sufficient. Twenty-two percent of the
females gave “other” reasons for being uninterested or uncertain about child support; over half of the other
reasons given involved living with or being in a committed relationship with the father.
Twenty-four percent of the Barnes Jewish Hospitals females stated that the baby’s father had fully supported
them during the pregnancy, while 23 percent said that the father provided them with no financial support.
About half of the females stated that the baby’s father provided them with some financial support. This
could be partly due to the age of both the mothers and the fathers. Many of the females lived with family
members who probably provided them with some support, and many of the males were young and probably
not earning much money. When asked whether they were interested in establishing formal child support,
nearly three-quarters of the Barnes Jewish females were uninterested and 12 percent were uncertain. The
most commonly cited reasons for not wanting to or not knowing whether they wanted to establish child
support were that the financial support being provided by the father was fine (73%) and other reasons (20%).
Some of the other reasons given by the teens included that they wanted to wait to see how the father would
act after the baby was born and that the mother was certain that the father would be there and financially
support the baby without establishing a formal child support order.
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Table 6-10. Attitudes Toward Paternity and Child Support Reported by Unmarried Female Treatment Group
HBHR Participants Following the HBHR Intervention, by Site
Peak Vista Community Barnes Jewish
Would like to have the father’s name on the birth certificate
Health Center
Hospital
Definitely would
85%
87%
Probably would
4%
5%
Not sure
5%
2%
Definitely or probably would not
6%
6%
(n=475)
(n=86)
If mother does not want or is unsure about putting the father’s name on the
birth certificate, percentage saying the following are very or somewhat true:
Don’t see the point
56%
We are not getting along
40%
He would not be a good father
35%
Too few participants
Then he would want visits
20%
from Barnes Jewish
Hospital answered
I don’t want the child support agency going after him
27%
this question to
include it in the
It would make it harder for me to get TANF or other benefits
16%
analysis.
He doesn’t believe it’s his baby
33%
My mother or relatives don’t want him on
40%
I’m afraid he’ll go after custody
27%
I don’t want immigration to know about him
5%
(n=47)
How much financial support did the father provide during pregnancy
None
14%
23%
Very little
8%
6%
Some support
19%
47%
Fully supported me
60%
24%
(n=360)
(n=83)
Mother interested in receiving formal, court-ordered child support
Yes
13%
16%
No
70%
72%
Don’t know
17%
12%
(n=376)
(n=83)
If the mother does not want to establish child support or is unsure about it,
percentage saying the following are reasons why:
Father cannot afford it
5%
10%
Financial support he is providing is fine
48%
73%
Just don’t want him in my life
6%
6%
He would be angry about having to pay
1%
5%
I’m on TANF and child support won’t help me
1%
3%
I’m planning on leaving the country soon
2%
3%
Other
22%
20%
(n=302)
(n=69)
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WIC Participants: Immediate Reactions
The women who attended the Roseland Community Hospital WIC Program breastfeeding or nutrition
classes and stayed for the Healthy Babies—Healthy Relationships (HBHR) paternity and child support
presentation were asked to complete a short exit survey immediately following the HBHR presentation.
HBHR project staff members gave these respondents a $20 gift card as an incentive for completing the exit
survey. Similar to the intake forms, the exit surveys completed by the WIC project participants were shorter
than those completed by the CenteringPregnancy
project participants. A total of 1,050 women at Table 6-11. Female WIC Treatment Group Participants’ Rating
of the HBHR Paternity and Child Support Classes Immediately
the WIC clinic completed and returned the exit
Following the Class (n=1,050)
surveys.
Excellent
66%
Good
Fair
Poor

31%
3%
0%

Participants gave the presentation on paternity
and child support at the Roseland Community
Hospital WIC clinic high ratings. Two-thirds of the respondents said that the presentation was excellent, and
31 percent rated the presentation as good. None of these females said that the presentation was poor.
One of the benefits of providing information about paternity and child support at the Roseland Community
Hospital WIC clinic was that a client could establish paternity at the Catholic Charities office, which shares
the building with the WIC Clinic. After explaining the process of and benefits to establishing paternity, the
HBHR facilitators offered to assist any of the presentation attendees in completing an Acknowledgement of
Paternity form that they would then submit it
Table 6-12. Whether the Female WIC Treatment Group
with the clients to Catholic Charities. Twelve
Participants’ Planned on Establishing Paternity at the WIC
percent of the women completing exit interviews
Office Immediately Following the Class (n=1,036)
said that they planned on establishing paternity at
Yes
12%
the WIC clinic immediately following the HBHR
No
88%
presentation.
The exit surveys also asked participants how helpful it was to hear about the various paternity and child
support topics covered during the HBHR presentation. Given that the overall presentation received high
ratings, it is not surprising that the individual topics also received high ratings of helpfulness. As shown in
Table 6-13, 82 percent of the females attending the HBHR presentation said that it was very helpful to hear
about getting the father’s name on the birth certificate, getting formal child support, what happens if the
noncustodial parent (NCP) does not pay child support, and the difference between formal and informal child
support. Seventy-nine percent of the females stated that it was very helpful to hear about visitation.
Table 6-13. Female WIC Treatment Group Participants’ Ratings of the Various Topics Covered in the HBHR Paternity and
Child Support Class Immediately Following the Class (n=1,036)
Percentage saying that the it was “very helpful” hearing about the following:
Getting the father’s name on the birth certificate
82%
Visitation
79%
Getting formal child support
82%
What happens if the NCP does not pay child support
82%
The difference between formal and informal child support
82%
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The exit surveys also asked the WIC participants whether their interest in various aspects of paternity and
child support had increased, decreased, or stayed the same after hearing the HBHR presentation. Table 33
shows these results. The presentation was most likely to pique the participants’ interest in establishing
paternity: 42 percent of the females said that they were more interested in establishing paternity after HBHR.
Following the presentation, about one-third of the participants stated being more interested in the help and
support that they get from the other parent (38%) and their relationship with the other parent (32%). About
28 percent of the females were more interested in setting up a formal child support or visitation with the
father and child after HBHR. Just over one-half of the respondents said that the presentation did little to
change their interest in paternity, child support, and visitation; their relationship with the other parent; and
the help and support that the other parent is providing.
Table 6-14. Female WIC Treatment Group Participants’ Interest in Various Aspects of Paternity and Child Support
Immediately Following the HBHR Class (n=1,028)
Establishing paternity:
More interested
42%
About the same level of interest
51%
Less interested
7%
Establishing a formal child support order:
More interested
27%
About the same level of interest
55%
Less interested
18%
Visitation between the father and the child:
More interested
29%
About the same level of interest
56%
Less interested
15%
Relationship with the other parent:
More interested
32%
About the same level of interest
55%
Less interested
13%
The help and support you received from the other parent:
More interested
38%
About the same level of interest
51%
Less interested
11%
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Chapter 7
Longer-Term
Reactions

Telephone Interviews with Female Program Participants
To gauge the reactions of mother’s to the Healthy Babies Healthy Relationships
curriculum and the effect of the added material on paternity and child support,
telephone interviews were conducted with program participants from all three
sites and to determine differences between those receiving the added information
and those that did not. Interviews were conducted with those in the comparison
group as well.

Treatment group participants were asked about their experiences in the classes attended as part of the
Healthy Babies—Healthy Relationships Program. Participants at Barnes Jewish Hospital and Peak Vista
Community Health Center were asked to rate the usefulness of selected aspects of the curriculum. Over 90
percent of participants at both sites said getting information about putting the father’s name on the birth
certificate, custody and visitation rights, and how child support and TANF work as “very” or “somewhat
useful.” Over 80 percent of participants at both sites rated information received about getting formal child
support, what to do if the father does not pay, and ways the child support agency can help the mother as
“very” or “somewhat useful.”
Table 7-1. Percentage of Treatment Group Responding “Very” or “Somewhat Useful” To Selected Aspects of Topics Covered
in Class for Female Treatment Group CenteringPregnancy Participants
Peak Vista Community Health
Barnes Jewish Hospital
Center (n=198)
(n=49)
Getting the father’s name on the birth certificate
93%
96%
(paternity establishment)
Custody and visitation rights
90%
92%
Getting formal child support
87%
86%
What to do if the father does not pay
88%
86%
child support
How child support and TANF work
88%
92%
Ways the child support agency can help me
86%
81%
Ways the child support agency can help
76%
65%
my baby’s father

In addition, participants appeared to have learned a good deal from the session on paternity and child
support.
 Over 90 percent of participants reported learning information about child support and the father’s rights
and responsibilities.
 Over 90 percent of respondents across the three sites reportedly had their questions about child support
answered and misconceptions about child support and raising children cleared up.
 Some respondents, ranging from 15 percent at the WIC site to 23 percent at the Peak Vista site, reported
the information was complicated; 12 percent at Barnes Jewish and 23 percent at Peak Vista said the session
was too rushed.
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Table 7-2. Session Information for Female Treatment Group HBHR Participants, by Site
Roseland
Peak Vista
Community
Barnes Jewish
Community
“Definitely or Somewhat Agreeing” to the following
Health Center Hospital (n=49) Hospital WIC
statements:
(n=353)
(n=348)
The information was mostly new to me
93%
86%
79%
The session helped me to understand the father’s rights and
responsibilities
99%
98%
96%
The session answered some questions I had
99%
94%
93%
The session corrected some things I had heard about child
support that weren’t true
92%
76%
83%
The session got me thinking about the costs of raising a child
95%
92%
84%
The information was complicated
23%
18%
15%
The session was too rushed
26%
12%
13%

Treatment group participants at each site were asked if their feelings about paternity establishment and child
support had changed as a result of participation in the class. Generally, the program did not change the way
they felt about paternity and child support, but the overwhelming majority of participants at each site said it
made them feel better about the child support agency (94% to 99%), and reinforced existing attitudes about
the importance of paternity and child support. See Table 7-3.
Table 7-3. Feelings About Paternity and Child Support Following Session for
Female HBHR Treatment Group Participants, by Site
Peak Vista
Barnes Jewish
Community
Health Center Hospital (n=49)
(n=344)
Session on paternity and child support changed the way I
feel about the child support agency:
Yes
43%
33%
No
57%
67%
If yes, how it made me feel about the agency:
Better
99%
94%
Worse
1%
6%
Class changed the way I feel about having the father’s
name on the birth certificate:
Yes
44%
41%
No
56%
59%
If yes, how it made me feel about having the father’s name
on the birth certificate:
95%
Good
94%
5%
5%
Bad
0%
1%
Good for one/Bad for other
Overall rating of paternity and child support class
69%
Excellent
61%
25%
35%
Good
6%
5%
Fair
0%
0.3%
Poor
Chi square between groups is significant at .05 or less.

Roseland
Community
Hospital WIC
(n=353)

30%
70%
97%
3%
33%
67%
97%
2%
2%
53%
38%
9%
1%
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Paternity and Child Support Information
Educating young women about the importance of paternity and child support was a major goal of the HBHR
project. A majority of respondents in both the treatment and comparison group do not routinely receive
information on paternity or child support from any source. Less than half of those responding to the survey
(with the exception of the WIC comparison group participants) reported having previously received
information on these two important topics.
For those who reported having received previous information on paternity and child support, the pattern
shows:
 The most common source of information was from family and friends. Treatment group participants at
Barnes Jewish Hospital (89%), Peak Vista (64%), and Roseland WIC site (69%) reported family and friends
as their primary source for information on paternity and child support.
 The next most common source of information on paternity and child support reported by treatment group
participants was from the hospital, with 61 percent of treatment group participants at Barnes Jewish
Hospital, 60 percent at Peak Vista, and 66 percent at WIC reporting this.
 At Roseland Community Hospital WIC site, the source of information varied significantly between
treatment and comparison group participants. Treatment group participants were significantly more likely
to report having received information on paternity and child support from the hospital (66% versus 54%)
and from family and friends (69% versus 47%) than their comparison group counterparts.
Table 7-4. Previous Experience with Paternity and Child Support, by Site and Group
Peak Vista Community
Barnes Jewish
Roseland Community Hospital
Health Center
Hospital
WIC
Treatment Comparison
Treatment
Treatment Comparison
Percentage having ever received
33%
40%
38%
63%
information about paternity and
40%
child support
Of those, source of information
Hospital
60%
65%
61%
66%
54%
Child support office
54%
47%
56%
43%
49%
Family and friends
64%
47%
89%
69%
47%
Number
(112)
(20)
(18)
(140)
(121)
Chi square between treatment and comparison group by site is significant at .04 or less.

At the follow-up interview, over 90 percent of respondents in the treatment and comparison group rated the
importance of establishing paternity, custody and visitation rights, and getting formal child support as “very”
or “somewhat important.” The data also show:

 Comparisons between the treatment and comparison group at both Peak Vista and the WIC site reveal
treatment group participants place a significantly higher importance on paternity, custody and visitation,
and child support than comparison group participants.
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 Comparison group participants are more likely to say that paternity establishment, custody and visitation
rights, and getting formal child support are not at all important, compared with their treatment group
counterparts exposed to the HBHR class session on these topics.
Table 7-5. Female Respondents Rating of Importance of Receiving
Paternity and Child Support Information, by Site and Group
Peak Vista Community
Barnes Jewish
Roseland Community
Percentage of parents responding it is
Health Center
Hospital
Hospital WIC
“very or somewhat important” for parents
Treatment
Comparison
Treatment
Treatment
Comparison
to receive information on the following:
(n=348)
(n=50)
(n=49)
(n=353)
(n=195)
Getting the father’s name on the birth
92%
96%
97%
94%
97%
certificate/establishing paternity
Custody and visitation rights 99%
94%
98%
99%
97%
Getting formal child support 99%
94%
92%
99%
93%
Chi square between treatment and comparison group by site is significant at .05 or less.

Based on comparisons between the comparison and treatment group respondents, the class on paternity and
child support helped to dispel some common myths respondents have about child support and how it works.
Respondents in both groups were asked how true a series of statements were about how child support works.
While not every misconception was cleared up, significant differences were found between those in the
control and treatment group.
 Treatment group women were significantly more likely than comparison group women to understand that
if a woman applies for welfare, she will have to help in establishing child support.
 Treatment group women were also somewhat more likely to understand that child support and child access
are separate and independent issues in the child support system.
Table 7-6. Female Respondents Understanding of Child Support by Site and Group
Peak Vista Community
Barnes Jewish
Roseland Community
Percentage of females responding
Health Center
Hospital
Hospital WIC
“True” to the following statements
Treatment
Comparison
Treatment
Treatment
Comparison
If you apply for welfare, you don’t
40%
10%
13%
22%
9%
have to deal with child support
A man cannot be told to pay child
65%
65%
60%
69%
support until paternity
60%
has been established
Paying child support regularly gives
55%
63%
41%
58%
45%
a parent a legal right to see the child
Chi square between treatment and comparison group by site is significant at .08 or less.

Information on Children and Fathers
Respondents were asked about their relationship with the father of the youngest child. The results show:
 There were no significant differences between the treatment and comparison groups with regards to the
nature of this relationship.
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 The majority of participants had never been married to this father. Not one respondent had ever been
married to the child’s father at Barnes Jewish Hospital, not surprising given the average age of the
participants is 16. Peak Vista had the highest rates of marriage, with 47 percent of the treatment group and
44 percent of the comparison group reportedly married to the father of their youngest child.
 Most respondents reported being in a committed and/or a steady relationship with the youngest child’s
father. This ranges from a high of 65 percent in the treatment group at Peak Vista to 46 percent in the
comparison group at the same site.
 Relatively few respondents report they do not get along with the child’s father, ranging from 2 percent at
Barnes Jewish to 7 percent of comparison group respondents at Peak Vista.
 Over half of all respondents rate their relationship with the youngest child’s father as “excellent” or
“good.”
Table 7-7. Information on Children and Father on Target Case, by Site and Group
Peak Vista Community
Barnes Jewish Roseland Community Hospital
Health Center
Hospital
WIC
Treatment Comparison
Treatment
Treatment
Comparison
Married to the father of youngest child
Yes
47%
44%
0%
13%
7%
53%
56%
100%
87%
93%
No
Live with father of youngest child
24%
25%
22%
74%
75%
Yes
76%
75%
78%
26%
25%
No
If not married, description of
relationship with youngest child’s father:
42%
37%
47%
39%
63%
Committed one on one relationship
7%
13%
6%
7%
2%
Steady relationship, but one or both of
9%
8%
16%
7%
3%
us date other people
8%
4%
2%
11%
8%
On-again, off-again relationship
17%
16%
16%
14%
9%
Casual relationship
14%
17%
10%
14%
10%
Really just friends
3%
5%
2%
7%
4%
Do not get along
Rating of the relationship with the
youngest child’s father:
33%
31%
27%
52%
51%
Excellent
27%
28%
43%
30%
31%
Good
21%
22%
10%
12%
10%
Fair
18%
19%
20%
6%
8%
Poor or no relationship

Paternal Participation, Paternity Establishment, and Child Support
Another major goal of the HBHR project was to encourage couples to establish paternity for their child and
educate them about how child support works. According to responses from the treatment and comparison
group participants, it appears the classes succeeded in those goals.
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 Over half of the participants at Barnes Jewish established paternity at the hospital (51%), and a statistically
equivalent 76 percent and 74 percent of respondents from Peak Vista established paternity at the hospital,
according to the mother.
 The information received by treatment group participants at the WIC site perhaps lead them to establish
paternity at a statistically higher rate than their comparison group counterparts (46 percent, compared to 37
percent).
 Similarly, WIC treatment group participants were significantly less likely to apply for public assistance
benefits and significantly more likely to talk with the father about child support, following their attendance
at the paternity and child support class.
 At Peak Vista, treatment group participants were significantly more likely to talk with the father about how
he could contribute to the cost of raising the child (65%) following participation in the classes, compared
with only 44 percent of comparison group respondents.
 Exposure to information about paternity and child support at Barnes Jewish Hospital lead to a majority of
participants establishing paternity (51%), applying for public assistance (67%), talking with the father about
paternity (57%) and child support (55%), and discussing how he can contribute to the cost of raising the
child (80%).
Table 7-8. Description of Actions Taken Regarding Benefits, Paternity and Child Support
Since Having Youngest Child by Site and Group
Peak Vista Community Barnes Jewish
Roseland Community
Health Center
Hospital
Hospital WIC
Treatment Comparison
Treatment
Treatment
Comparison
(n=198)
(n=27)
(n=49)
(n=319)
(n=195)
Established paternity at the hospital
76%
74%
51%
37%
46%
Established paternity at WIC, the child
28%
14%
29%
27%
22%
support office, or somewhere else
Talked to a child support worker
19%
15%
45%
31%
32%
Applied for child support services
16%
11%
31%
30%
26%
Applied for public assistance
48%
63%
67%
74%
50%
Talked with the father about paternity
58%
67%
57%
46%
41%
Talked with the father about visitation
44%
33%
49%
40%
40%
Talked with the father about child support
37%
37%
55%
38%
48%
Talked with the father about how he could
44%
80%
76%
76%
65%
contribute to the cost of raising the child
Chi square between treatment and comparison group by site is significant at .04 or less.

Rates of father attendance at the paternity and child support classes varied significantly by site. Not
surprisingly, given the setting, WIC site participants had the lowest rates of father attendance, with 20 percent
of fathers reportedly attending the session on paternity and child support, compared with 39 and 40 percent
of fathers attending from Barnes Jewish Hospital and Peak Vista Community Health Center. Reasons why
the father could not attend varied by site; however, the most common reason cited by the mothers was that
the time the class was offered was not convenient. This was reported by 63 percent of WIC site participants,
71 percent at Barnes Jewish Hospital, and 81 percent at Peak Vista Community Health Center. Another
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common reason why the father did not attend the session was that he was too busy (43% to 68%) or the
mother did not tell him about it (27% to 47%).
Table 7-9. Father’s Involvement with HBHR Class Sessions Reported by Female Treatment Group Participants by Site
Treatment Group
Treatment Group
Treatment Group
Roseland Community
Barnes Jewish
Peak Vista
Hospital WIC
Hospital
Community Health
(n=352)
(n=49)
Center (n=198)
*Father of youngest child attended session on
paternity and child support
Yes
40%
39%
20%
60%
61%
80%
No
If no, reason why did not attend
*Could not attend at the time it was offered
81%
71%
63%
*He was too busy
68%
52%
43%
No transportation
14%
19%
12%
*He was not comfortable attending the class
22%
10%
7%
He did not know he could attend
20%
10%
22%
*He was not interested
32%
33%
19%
*Did not tell him about it
27%
30%
47%
Number
(206)
(30)
(281)
* Chi square is significant between sites at .05 or less.

HBHR sought to encourage father’s participation in the lives of their children. The follow-up telephone
interviews with mothers who attended the classes on paternity and child support sought to determine if these
classes had any impact on the participation of fathers with the child’s birth experience. Interviewers asked
mothers in both treatment and comparison groups if the father attended the birth of the child. The results
show:
 Rates of attendance were high in both treatment and comparison groups, with three-fourths of fathers at
Barnes Jewish Hospital attending the birth of their youngest child, 84 and 86 percent of treatment and
comparison group participants at Peak Vista Community Health Center attending the birth, and a
statistically equivalent 67 and 72 percent of WIC respondents in both groups reporting father attendance at
the youngest child’s birth.
 For the small percentage of fathers who did not attend the birth, mothers reported three main reasons why
the father could not attend the birth. Reasons cited by Barnes Jewish Hospital mothers ranged from “he
could not get there in time” (23%), “we were not getting along” (39%), and some “other” reason (46%).
Peak Vista treatment group respondents also reported “he could not get there in time” (42%) and “the
parents were not getting along” (40%). Similarly, the top three reasons WIC site participants in both
groups reported the fathers lack of attendance at the birth was that he could not be there in time (39% and
37%), they were not getting along (29% and 31%), and some “other” reason (33% and 34%). See Table 710.
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Table 7-10. Father’s Involvement with Youngest Child’s Birth Reported by Female Participants by Site
Peak Vista Community
Barnes Jewish Roseland Community Hospital
Health Center
Hospital
WIC
Treatment
Comparison
Treatment
Treatment
Comparison
(n=198)
(n=27)
(n=49)
(n=319)
(n=195)
Father of youngest child attended birth:
Yes
84%
86%
74%
72%
67%
No
16%
14%
26%
28%
33%
If no, reason why he did not attend birth
(55)
(16)
(13)
(97)
(65)
He could not get there in time
42%
33%
23%
39%
37%
Parents were not getting along
40%
14%
39%
29%
31%
Mother’s family did not want him there
18%
0%
0%
4%
8%
He was not in the country
*29%
*0%
0%
4%
5%
He was in jail or prison
13%
0%
15%
21%
22%
Mother did not want him there
26%
0%
8%
12%
19%
Other
33%
33%
33%
33%
34%
*Chi square between treatment and comparison group by site is significant at .09 or less.

The follow-up interviews sought to determine what effect, if any, the classes had on rates of paternity
establishment, compared with their counterparts in the comparison group. With regards to paternity
establishment:
 The rate at which father’s reportedly acknowledged paternity was consistently high across the treatment
and comparison groups, with a majority of mothers reporting the father’s name was on the youngest
child’s birth certificate.
 Higher rates of establishment were seen at Peak Vista, with 89 percent of treatment group respondents
and 92 percent of comparison group respondents indicating the father established paternity for the
youngest child.
 A similar proportion of respondents from Barnes Jewish and both groups at the WIC site reported the
father established paternity for the youngest child (60% and 61%).
In those cases where the father did not establish paternity, the mothers reported a variety of reasons why she
thought the father had not established paternity; many reflected their own attitudes about the situation while
some clearly reflected exposure to the material they received from the paternity and child support class. It is
difficult to make a comparison between the treatment and comparison groups due to the small sample size
and lack of responses at the Peak Vista site. Nevertheless, the primary reasons reported by the treatment
group participants from Barnes Jewish Hospital were the mother did not want the child support agency
coming after him (21%) and the father made it clear he did not think the child was his (21%).
Peak Vista respondents reported the fathers name was not on the birth certificate because the mother did not
see the point of having him on it (43%), they were not getting along (40%), and he did not think he was the
father of the baby (40%). Similarly, WIC participants from both groups reported his name was not on the
birth certificate primarily because she did not see the point of having him on it (20% and 27%), followed by
the fact that the father made it clear he did not think he was the father of the baby (21% and 14%).
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Table 7-11. Paternity Outcomes According to Female Participants, By Site and Group
Peak Vista Community Barnes Jewish
Roseland Community
Health Center
Hospital
Hospital WIC
Treatment Comparison
Treatment
Treatment Comparison
(n=348)
(n=50)
(n=49)
(n=353)
(n=195)
Father’s name on youngest child’s birth
certificate (established paternity)
Yes
89%
92%
61%
61%
60%
No
11%
8%
39%
39%
40%
If no, reasons he did not put name on birth
certificate:
I did not see the point of having him on
43%
N/A
16%
20%
27%
I did not want him on the birth certificate,
we are not getting along
40%
N/A
11%
15%
11%
I did not want him on because he would
not be a good father
30%
N/A
17%
12%
13%
I did not want him on because he would
want visits
25%
N/A
5%
3%
4%
I did not want the child support agency
20%
21%
12%
11%
coming after him
N/A
I think it would make it harder for me to
20%
11%
8%
4%
get TANF or other benefits
N/A
He made it clear he doesn’t believe it is
N/A
his baby
40%
21%
21%
14%
My mother or relatives didn’t want him on
15%
N/A
5%
4%
4%
I did not want him on because I’m afraid
he will go after custody
35%
N/A
0%
5%
4%
I did not want immigration to know about
him
8%
N/A
0%
0%
1%
Number
(40)
(4)
(19)
(138)
(79)

For those fathers who did establish paternity, the mothers were asked their thoughts on his motivation.
 Over three-fourths of the mother’s from Barnes Jewish who attended classes on paternity and child
support responded “definitely” or “somewhat agree” to the following reasons why she feels the father put
his name on the birth certificate: the baby should know his or her father (93%), it would be important if I
ever needed child support (80%), and because he is the father and I felt it was important (80%).
 Comparisons between the treatment and comparison groups at Peak Vista reveal significant differences
between mother’s attitudes about reasons why the father put his name on the birth certificate: a
significantly higher proportion of mothers in the treatment group felt it was important that the baby have
his father’s name (94% versus 91%), the baby should know his father (98% versus 94%), and it would be
important if I ever needed child support (88% versus 74%).
 A significantly higher percent of WIC site treatment group participants felt that the baby should know his
father (99% versus 94%) compared with the comparison group, although most felt this way. Overall, the
vast majority of respondents at all sites and across both treatment and comparison groups felt it was
important to have the father’s name on the birth certificate simply because he is the father.
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Table 7-12. Reasons Father Put His Name On Birth Certificate According to Female Participants, By Site
Peak Vista Community Barnes Jewish Roseland Community
Health Center
Hospital
Hospital WIC
Percentage responding “definitely” or
Treatment Comparison
Treatment Treatment Comparison
“somewhat agree”:
(n=308)
(n=45)
(n=30)
(n=214)
(n=116)
Will make him feel more connected to the baby 82%
78%
60%
66%
60%
The baby should have his name 94%
91%
57%
88%
81%
The baby should know his or her father 98%
94%
93%
99%
94%
It would be important if I ever needed child
support 88%
74%
80%
78%
70%
Because he is the father and I felt it was
100%
80%
94%
95%
important 91%
Because he and respondent are in a
87%
60%
81%
77%
relationship/married 90%
Chi square between treatment and comparison group by site is significant at .01 or less.

Overall, the overwhelming majority of mothers responding to the telephone survey across all sites and groups
felt they could trust the father to be a good caretaker, role model, and influence on the child.
 Over 90 percent of participants at Barnes Jewish Hospital and Peak Vista Community Health Center
responded they could count on him to give the child love and affection (90% to 96%).
 Over 80 percent of respondents across all sites and in both groups said they could trust the father to look
after the child when she was not around (84% to 91%).
 Treatment group participants at Peak Vista felt they could count on the father to provide assistance in the
form of food, clothes, and other expenses at a significantly higher rate (89%) than those in the comparison
group (86%).
 A significantly higher percentage of WIC site respondents thought the father would be a good role model
for their child (80%), compared with the comparison group respondents (76%).
Table 7-13. Mother’s Opinion About Father’s Ability To Care For Baby, by Site and Group
Barnes
Roseland Community
Peak Vista Community
Jewish
Hospital WIC
Health Center
Hospital
Percentage of Mothers Who “Definitely” or
Treatment Comparison Treatment Treatment Comparison
“Somewhat Agree“ with the following:
(n=348)
(n=50)
(n=49
(n=351)
(n=195)
I trust him to look after the child when I am not around 91%
90%
84%
89%
86%
I think he is a good role model for his child 89%
92%
76%
80%
76%
I can count on him to help me with child care 89%
84%
77%
76%
74%
I can count on him to give the child love and affection 93%
96%
90%
89%
90%
I can count on him to help with food, clothes,
86%
74%
78%
77%
and other expenses 89%
Chi square between treatment and comparison group by site is significant at .03 or less.

The follow-up interview also asked mothers to assess the extent to which fathers provided financial support
following the birth of their child, their level of satisfaction with the support received, rates of child support
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order establishment, regularity of payment, and interest in setting up an order if not already established. The
mothers’ reports showed:
 Just under half of all mothers, with the exception of the Peak Vista treatment group respondents, report
the father has given her “a lot” of money or items needed for the baby since birth.
 Peak Vista treatment group mothers are significantly more likely to report fathers meeting her and the
baby’s financial needs (58%) compared with the comparison group (43%).
 Level of satisfaction with the amount of financial support provided by the father was much higher at Peak
Vista (61% and 50% report being “very satisfied”), while one-third of Barnes Jewish Hospital and WIC
treatment group respondents reported being “very satisfied” with the amount of financial support received
from the father.
Table 7-14. Mother’s Feelings and Perceptions About Child Support, by Group
Peak Vista Community Barnes Jewish Roseland Community
Health Center
Hospital
Hospital WIC
Treatment Comparison Treatment Treatment Comparison
(n=204)
(n=28)
(n=49)
(n=319)
(n=185)
Financial support provided by father since birth:

He has not given any money
11%
20%
23%
22%
19%
He has give me very little money
33%
34%
31%
46%
23%
He has given me a lot of the money or things I need
for the baby
47%
43%
47%
43%
58%
Level of satisfaction with the amount of financial
support from father of youngest child
37%
33%
33%
50%
Very satisfied
61%
23%
25%
25%
25%
16%
Somewhat satisfied
15%
14%
14%
11%
5%
Somewhat dissatisfied
25%
28%
28%
14%
18%
Very dissatisfied
Father ordered to pay child support by the court:
Yes
8%
4%
17%
15%
12%
92%
96%
83%
85%
88%
No
If yes, how regularly has he paid child support
Very regularly
13%
0%
4%
9%
Somewhat regularly
6%
0%
15%
9%
Not very regularly
6%
0%
11%
5%
N/A
Not at all
25%
50%
26%
18%
Too soon to tell, child support order just started
50%
50%
45%
59%
Number
(16)
(8)
(47)
(22)
If not ordered to pay child support, mother’s level

of interest in setting up child support:
Definitely interested
7%
22%
24%
18%
17%
Somewhat interested
6%
0%
10%
9%
9%
Unsure
22%
26%
12%
25%
17%
Probably not interested
5%
0%
7%
12%
10%
Definitely not interested
60%
52%
46%
36%
46%
Number
(176)
(27)
(41)
(270)
(162)
Chi square between treatment and comparison group by site is significant at .05 or less.
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Relationship with the Baby’s Father and Attitudes Toward Visitation
Mothers at each site were asked how often the father has seen the child over the past few months, for those
fathers who do not live with the child, their opinion on how often she would like him to see the child and a
few questions about the father’s school and employment status. These questions sought to determine the
effect of the classes on levels of visitation, compared with the comparison group not exposed to the
information from the class. The results show:

 Visitation rates varied by site but not between treatment and comparison groups. In some sites this may
reflect the small comparison group sample sizes. For example, 29 percent of Peak Vista treatment group
respondents report the father sees the child usually daily, while only 8 percent of comparison group
respondents report this.

 Barnes Jewish Hospital treatment group respondents reported very high rates of visitation between the
father and child, with over half the mothers (53%) reporting that the father usually sees the child daily.

 A statistically equivalent 40 percent and 38 percent of respondents from both WIC groups report the
father usually sees the child daily.

 Less than 20 percent of respondents from Barnes Jewish and the WIC sites report the father “never” sees
the child, while a much higher proportion of respondents from both groups at Peak Vista (37% and 46%,
respectively) report the father “never” see the child.
Table 7-15. Relationship with and Description of Father According to Female Participants, by Site and Group
Peak Vista Community
Barnes Jewish
Roseland Community
Health Center
Hospital
Hospital WIC
Treatment
Comparison
Treatment
Treatment
Comparison
(n=87)
(n=13)
(n=38)
(n=265)
(n=149)
How often father has seen child in the
past few months (if he does not live
with child)
38%
40%
53%
8%
29%
Daily
22%
20%
13%
15%
18%
At least once per week
9%
7%
8%
8%
3%
Every couple of weeks
5%
6%
3%
15%
5%
At least once per month
9%
9%
8%
8%
7%
Every couple of months
17%
17%
16%
46%
37%
Never
Chi square between treatment and comparison group by site is significant at .08 or less.

Mother’s Current Situation and Feelings about the Future
The mothers were asked to describe her and her child’s current living situation and receipt of public benefits,
three months following the birth of the child. Living arrangements reflect the demographics of the
populations served at the unique sites:

 Not surprising given the average age of participants, 92 percent of the Barnes Jewish mothers report that
she and the child live with the mother’s parents or other family. Another quarter of Barnes Jewish
participant’s report that she and the child live with the family of the baby’s father.
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 Living arrangements at Peak Vista contrast sharply with Barnes Jewish and the WIC site to some extent.
Only one-quarter of treatment group participants and 16 percent of comparison group participants report
living with her parents, and just 10 percent in both treatment groups report living with the child’s father’s
family.

 Just over half of WIC site respondents from both groups report living with her family while just 6 and 8
percent of both groups report that she and the baby live with the father’s family. Public benefit receipt
also tends to reflect what one would expect, given the demographics of the populations served at each
site. Over half of participants in both treatment and comparison groups report receiving Food Stamps,
WIC benefits, and Medicaid.
Table 7-16. Mother’s Description of Her Current Situation, by Site and Group
Peak Vista Community Health Barnes Jewish
Roseland Community
Center
Hospital
Hospital WIC
Treatment
Comparison
Treatment
Treatment Comparison
(n=348)
(n=50)
(n=49
(n=353)
(n=195)
Mother and children live with her
25%
16%
92%
54%
57%
parents or other family
Mother and children live with family of
10%
10%
25%
6%
8%
youngest child’s father
Benefits received in the past 12 months
79%
75%
58%
50%
55%
Food stamps
96%
97%
96%
86%
90%
WIC benefits
28%
26%
33%
6%
9%
TANF
19%
15%
6%
10%
4%
Unemployment insurance benefits
2%
1%
0%
0%
1%
Worker’s compensation benefits
0.5%
0.3%
0%
2%
1%
Veteran’s benefits
77%
75%
76%
86%
81%
Medical assistance/Medicaid
*12%
*7%
12%
*4%
*1%
SSI
12%
8%
6%
0%
1%
Section 8 housing or public housing
0%
1%
0%
0%
1%
Substance abuse treatment
4%
2%
0%
2%
2%
Other benefits
*Chi square between treatment and comparison group by site is significant at .08 or less.

Finally, the follow-up interview asked participants about their thoughts on what the future holds for
themselves and their child. The project architects hoped to instill a sense of goals and hopefulness about the
future in designing the classes. While the majority of respondents across all sites and groups said the baby’s
father will “probably” be helping her to raise the baby two years from now, a similar but slightly smaller
majority said she would be raising the baby with help from relatives. Peak Vista treatment group respondents
said they “probably” would have another child in two years, compared with a significantly smaller proportion
of those in the comparison group (14%). WIC treatment group participants were more optimistic than their
comparison group counterparts about the receipt of TANF benefits. While only 14 percent of WIC
treatment group participants said they “probably” would be receiving TANF benefits two years from now, a
significantly larger proportion of comparison group respondents (22%) said the same about TANF receipt.

Page 61

Center for POLICY RESEARCH

Table 7-17. Mother’s Feelings About the Future, by Group and Site
Peak Vista Community Health Barnes Jewish
Roseland Community
Two years from now, mother thinks the
Center
Hospital
Hospital WIC
following “probably will” be
Treatment
Comparison
Treatment
Treatment
Comparison
happening:
(n=348)
(n=50)
(n=49)
(n=353)
(n=195)
Baby’s father will be helping her to
82%
82%
89%
79%
81%
raise the baby
Mother will be receiving TANF benefits
13%
14%
25%
*14%
* 22%
Mother will have another baby
* 26%
* 14%
6%
10%
10%
Mother will be raising baby with help
61%
52%
82%
68%
72%
from relatives
*Chi square between treatment and comparison group by site is significant at .08 or less.
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In an effort to gauge the effectiveness of the paternity and child support
curriculum presented at all sites, CPR performed a search of the vital records
Paternity and
database of all participants at Barnes Jewish Hospital and both treatment and
comparison group participants at Roseland Community Hospital WIC site to
Child Support
determine rates of paternity establishment among participants. CPR was not able
to access vital records information in Colorado. The intent of the search was to
determine: (1) if the participant could be located in the vital records database; (2) if a birth certificate could be
located for a child of the participant; (3) if paternity was established for the child; (4) whose name was on the
birth certificate as the child and father; (5) dates of birth for the child and parents; and (6) and information on
paternity establishment.

Chapter 8

Of the Barnes Jewish Hospital participants, a total of 134 treatment group participants were subject to a vital
records database search. Of those participants searched, 54 percent or 72 individuals were located. Paternity
establishment rates according to vital records indicated:
 Over half of the birth certificates located in vital records showed the father’s name on the youngest
child’s birth certificate (54%). In half the cases, the father and child shared the same last name. Onequarter of mothers shared the same last name as their child (24%), 3 percent had a combination of the
mother’s and father’s name on the birth certificate, and 24 percent were unable to be determined. See
Table 8-1.
 For those who established paternity, nearly half (46%) voluntarily acknowledged paternity, 19 percent
established by court order, and the method of establishment was unknown or done prior to case opening
in 35 percent of cases.
The majority of parents at Roseland Community Hospital WIC clinic were able to be identified in a vital
records search. Three-fourths of the treatment group (75%) and 78 percent in the comparison group were
identified in vital records.
 Over half the parents in the treatment group (53%) identified in the vital records search had established
paternity, while the same was true for just under half of those in the comparison group (45%). This was
indicated by the appearance of the father’s name on the birth certificate.
 The method of paternity establishment at the WIC site did not differ significantly between the two groups.
Paternity was primarily established through the voluntary acknowledgement of paternity (VAP) (79% and
81%, respectively).
 Differences between the control and treatment group at the WIC site were found with the father’s name
on the birth certificate. Treatment group cases were more likely to have the father’s name on the birth
certificate (53%), compared to 45 percent of comparison group cases.
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 Another significant difference is the age of the child at paternity establishment. Treatment group cases
were significantly more likely to have paternity established at the birth of the child (79%), while
comparison group cases tend to establish after the birth of the child (71%). The comparison group cases
at the WIC site indicate 21 percent establish paternity after the child turned two years of age, compared
with 14 percent of treatment group cases. See Table 8-1.
Table 8-1. Paternity Acknowledgement Status of Cases Found in Vital Records Search
Barnes Jewish Hospital
Roseland Community Hospital WIC
Treatment Group
Treatment Group
Comparison Group
(n=134)
(n=1,172)
(n=533)
Identified in vital records search
54%
75%
78%
Number
(72)
(873)
(417)
Method of paternity establishment
4%
9%
Marriage
81%
79%
46%
VAP
14%
13%
19%
Court order
0.0%
0.0%
35%
Established prior to case opening/unknown
(160)
(423)
(35)
Number
Father’s name on youngest child’s
birth certificate

45%
54%
Yes
53%
55%
38%
47%
No
(373)
8%
(648)
Unknown
Youngest child’s last name on
birth certificate, same as
33%
28%
Mother’s last name
24%
61%
67%
50%
Father’s last name
6%
6%
3%
Both/Combination of both
(305)
(652)
24%
Other/Unknown
Age of child at paternity establishment

Birth (less than one week old)
71%
79%
1 year old or less
8%
7%
N/A
(not within first week of birth)
2-5 years old
6%
2%
6 years old or older
15%
12%
Number
(160)
(449)
Average age of mother at youngest child’s
birth
16.6 years old
23.7 years old
23.8 years old
Average age of father at youngest child’s
birth
18.9 years
26.1 years old
26.3 years old
 Chi square between groups is significant at .08 or less.

Locating Project Participants in the Child Support System
Another source of outcome information used to determine program effectiveness was by obtaining
information from child support records. CPR attempted to locate project participants and comparison group
cases in each site to determine level of involvement with the child support system. If a child support case was
located in the system, number of cases and case status, case characteristics, and current support amounts due
and paid were recorded.
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Locating participants in the child support system varied greatly by each site. Nearly half (49%) of the Barnes
Jewish Hospital participants were located as a custodial parent (CP) or NCP on the target child support case
in the child support system. At Peak Vista Community Health Center in Colorado Springs, Colorado only 7
percent of both the treatment and comparison group cases were located in the child support system. The
demographics of this site may explain why so few cases were ultimately located in the child support system.
The participants at Peak Vista were primarily Hispanic and may have immigration issues that preclude the
participants from establishing a child support case. Meanwhile, a majority of participants at the Roseland
Community Hospital WIC site were located in the child support system as a CP or NCP on the target case:
73 percent of the treatment group cases and 78 percent of the comparison group cases. The comparison
group cases were more likely to be located in the child support system, compared with the treatment group
cases. On average, participants had one child support case located in the system.
Table 8-2. Status of Child Support System Look Up and Number of Cases Found in Child Support System
for Female Participants by Group
Roseland Community
Peak Vista Community Health
Barnes Jewish
Hospital WIC
Center
Treatment
Comparison
Treatment
Treatment Comparison
(n=596)
(n=113)
(n=134)
(n=1,172)
(n=533)
Case found in the child support system:

Located as CP or NCP on target case
78%
7%
7%
73%
49%
Located as CP or NCP on another case
4%
5%
1%
3%
3%
Found as a dependant on anther case
10%
12%
9%
5%
34%
No case located in child support system
8%
17%
16%
79%
80%
Number of cases participant has in child
support system
1.5
1.4
1.1
1.3
Mean
1.2
1.0
1.0
1.0
1.0
1.0
Median
1-5
1-7
1-2
1-2
1-4
Range
(274)
(549)
(61)
(8)
(42)
Number
 Chi square between groups is significant at .08 or less.

Order Establishment and Child Support Case Description (Target Case Information)
Public benefit receipt was analyzed across the sites and groups. Barnes Jewish Hospital reported the highest
rates of benefit receipt on the target child support case across all sites and groups. Eighty-five percent of the
custodial parents located in the child support system at Barnes Jewish Hospital are enrolled in Medicaid.
Eighty-two percent have a corresponding child enrolled in Medicaid, and 59 percent are currently receiving
TANF.
Benefit receipt on the target child support case is presented for both the treatment and comparison group
cases at Peak Vista Community Health Center; however, comparisons between the two groups should be
viewed with caution due to the small number of participants with a child support case in the comparison
group. One-third of the Peak Vista treatment group cases report the custodial parent is enrolled in Medicaid,
with 12 percent having applied. In 44 percent of these cases, the target child is enrolled in Medicaid on the
child support case, with 10 percent having applied and 28 percent are active TANF recipients.
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Differences were seen between the treatment and comparison group cases at Roseland Community Hospital
WIC site. The treatment group has a significantly higher proportion of custodial parents enrolled in Medicaid
(62%), and child receipt of Medicaid (59%) on the target child support case. Meanwhile, the comparison
group has a significantly higher proportion of cases in the child support system receiving TANF (33%),
compared to the treatment group (21%). See Table 8-3.
Table 8-3. Benefit Receipt Based on Target Case Found in Child Support System
Peak Vista Community Health
Barnes Jewish Roseland Community Hospital
Center
Hospital
WIC
Treatment
Comparison
Treatment
Treatment
Comparison
(n=42)
(n=8)
(n=66)
(n=853)
(n=417)
Custodial parent receipt of
Medicaid

0%
0%
0%
0%
12%
Applied
55%
62%
85%
38%
33%
Enrolled
45%
15%
38%
63%
55%
No
Target child receipt of Medicaid
0%
0%
10%
Applied

82%
43%
44%
53%
59%
Enrolled
47%
18%
41%
57%
46%
No
TANF status

Never
42%
22%
56%
63%
42%
Active
33%
59%
21%
25%
28%
Inactive
25%
20%
23%
12%
30%
Chi square between groups is significant at .08 or less.

The vast majority of cases across all groups and sites show the custodial parent as the parent participating in
the child support program, although 7 percent of participants in the treatment group at Roseland Community
Hospital WIC were noncustodial parents. Those cases that could be located in the system were newer, with
over half of all groups at the pre-order phase. On average, at Barnes Jewish Hospital the cases were 19.1
months, and 17 months old at Peak Vista. Child support cases at the WIC site were much newer, with an
average age of nine months for the treatment group participants and six months old for the comparison
group cases, a significant difference. See Table 8-4.

Table 8-4. Child Support Case Information for Target Case Found in Child Support System
Peak Vista Community Health Barnes Jewish Roseland Community Hospital
Center
Hospital
WIC
Treatment
Comparison
Treatment
Treatment
Comparison
(n=42)
(n=8)
(n=66)
(n=853)
(n=417)
Parent status on target case


Custodial parent
96%
88%
100%
93%
100%
Noncustodial Parent
4%
12%
7%
0%
0%
NCP and CP marital status on case

Never married
98%
N/A
94%
75%
72%
Married
1%
0%
19%
3%
Could not determine
0%
3%
25%
9%
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Table 8-4. Child Support Case Information for Target Case Found in Child Support System
Peak Vista Community Health Barnes Jewish Roseland Community Hospital
Center
Hospital
WIC
Treatment
Comparison
Treatment
Treatment
Comparison
(n=42)
(n=8)
(n=66)
(n=853)
(n=417)
Case status at data collection
Pre-order
49%
50%
60%
85%
89%
Post-order
51%
50%
40%
15%
11%
Stage of case processing
16%
13%
26%
25%
21%
Father located paternity not established
32%
36%
57%
50%
48%
Father located, paternity established
0%
1%
9%
12%
29%
Father named, not located
31%
30%
8%
13%
2%
Father unknown
22%
21%
0%
0%
0%
CP did not appear for first interview
Case establishment method
0%
0%
0%
25%
5%
Stipulation
18%
14%
74%
0%
14%
Default
82%
85%
0%
75%
71%
Court
0%
1%
26%
0%
10%
Other/Administrative
Age of case (months)

Mean
6.1
9.1
17.1
19.0

Median
6.3
9.1
16.2
18.6
Range
<1-12.8
<1-15.8
4-33
6.7-38.7
Number
(22)
(64)
(18)
(26)
 Chi square between groups is significant at .08 or less.
Too few participants answered this question to include it in the analysis.

For the small percentage of cases currently under order at the time of data collection, the following table
provides an overview of the target child support case by site and treatment group. It demonstrates that:
 At Barnes Jewish Hospital, treatment group cases have an average monthly support order of $133 and
owe an average of $294 in arrears. Barnes Jewish participant’s average 1.1 children on the target child
support order, with a median of one and range from one to three children.
 At Peak Vista, average monthly obligations are $361 in treatment group cases and $205 in comparison
group cases. As previously noted, a comparison between the control and treatment group at Peak Vista
Community Health Center should be viewed with caution due to the small number of cases under order in
the comparison group. The average arrears balance at Peak Vista for the treatment group cases is $3,989
and range from a low of $21 to a high of $29,017. Similar to the other sites, the average number of
children on the target case is 1.2, with a median of one and range from one to three.
 The monthly support order for cases at Roseland Community Hospital WIC site varies significantly
between the treatment and comparison group. Comparison group cases owe an average of $257 per
month, significantly more than the $184 owed by the treatment group participants. Both sites have a
statistically equivalent arrears balance, averaging $4,051 in the treatment group and $3,497 in the
comparison group and have an identical average number of children on the target case of 1.4. See Table
8-5.
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Table 8-5. Description of Child Support Order for Target Case Found in Child Support System
Peak Vista Community Health
Barnes Jewish
Roseland Community
Center
Hospital
Hospital WIC
Treatment
Comparison
Treatment
Treatment
Comparison
Monthly support order


Mean
$184
$257
$133
$205
$361
Median
$104
$86
$231
$186
$226
Range $50-$1,383
$10-$746 $50-$1,068
$11-$552
$50-$598
Number
(25)
(4)
(24)
(107)
(43)
Monthly arrears payment
$42
$39
$133
Mean
$44
$43
$44
N/A
Median
$10-$82
$3-$91
$10-$846
Range

(16)
(29)
(14)
Number
Arrears balance at data
collection
$294
$3,497
$4,051
$1,746
$3,989
Mean
$1,311
$1,427
$356
$1,618
$860
Median
$4-$542
$5-$38,701 $75-$20,740
$50-$3,697
Range $21-$29,017
(85)
(14)
(4)
(18)
Number
(39)
Number of children on target
case
1.4
1.4
1.1
1.1
1.2
Mean
Median
1.0
1.0
1.0
1.0
1.0
1-6
1-7
1-3
1-2
1-3
Range
(417)
(848)
(66)
(7)
(42)
Number
 Chi square between groups is significant at .08 or less.
 Too few participants answered this question to include it in the analysis.

Child Support Payment Rates (Target Case Information)
Barnes Jewish Hospital. Child support payment information was collected for the cases under order at
Barnes Jewish Hospital from enrollment, up to 24 months post-enrollment. The average amounts due and
paid, along with the percentage of current support paid that was due is presented in the table below. The
table below presents amounts broken down by total due and paid over a six-month period. The payment
data show:
 The average percentage of current support due that was actually paid (over the 24-month timeframe) rises
only slightly, from 25 percent to 28 percent;
 The median amount paid goes up from zero to 5 percent over the 24-month time period.
 Additionally, the percentage of those participants making no payment decreases from 58 percent at six
months paying nothing, down to 38 percent paying nothing at 24-months post-enrollment.
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Table 8-6. Child Support Payments On Target Case Up To 24 Months Post-Enrollment
Treatment Group
Barnes Jewish Hospital
6 Months Post
12 Months Post
24 Months Post
Amount of current support due up to 24
months post-enrollment
$10,343
$4,729
Mean
$2,222
$4,674
$3,445
$1,302
Median
$100-$84,460
$100-$40,788
$150-$16,686
Range
(24)
(24)
(24)
Number
Amount of current support paid up to 24
months post-enrollment
$1,815
$1,344
Mean
$983
$1,202
$996
$510
Median
$42-$6,551
$42-$4,334
$4-$2,932
Range
(15)
(12)
(10)
Number
Percentage of current support paid that was
due up to 24 months post-enrollment
28.0%
25.9%
Mean
25.0%
5.0%
1.5%
0.0%
Median
0-100%
0-100%
0-100%
Range
(24)
(24)
(24)
Number
Percentage paying nothing
58%
50%
38%

Peak Vista Community Hospital. Child support amounts due and paid for participants at Peak Vista
Community Hospital are not reported due to the small number of cases under order. Those cases that were
found in the system were relatively new, and few had any amounts due and paid. Because of the small
numbers recorded, CPR is not reporting these amounts or presenting any results of those payments on the
cases found in the child support system at Peak Vista Community Hospital.
Roseland Community Hospital WIC. Payment behavior on child support cases identified at the Roseland
Community Hospital WIC site are presented 12 months pre- and post-program enrollment by the treatment
and comparison group. Table 8-7 shows:
 The average amount of child support due did not vary significantly in the 12 months pre- and postprogram enrollment. In the 12 months prior to enrollment, cases in the treatment group owed an average
of $2,236, compared with $2,252 owed up to 12 months post-enrollment. Similarly cases in the
comparison group on average owed $3,150 12 months prior and $2,738 up to 12 months postenrollment—again not a statistically significant difference.
 Amounts paid in the treatment group were significantly greater post-enrollment compared with preenrollment figures. In the 12 months prior to enrollment, the treatment group paid an average of 35.9
percent of the child support that was due. Twelve months post-enrollment, treatment group cases paid an
average 48.9 percent of the child support that was due, a statistically significant increase.
 In the comparison group, amounts paid pre- and post-enrollment remained the same, with participants
paying an average of 64 percent of the child support that was due in the 12 months pre- and postenrollment.
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Table 8-7. Child Support Payment Rates for Target Case
Treatment Group
Comparison Group
Roseland Community Hospital
Roseland Community Hospital
WIC
WIC
Pre
Post
Pre
Post
Amount of current support due up to 12
months post-enrollment
$2,738
$3,150
$2,252
Mean
$2,236
$2,521
$2,556
$1,808
$1,749
Median
Range $45-$9,404 $100-$15,942 $50-$13,200 $200-$13,200
(27)
(89)
(50)
Number
(44)
Amount of current support paid up to 12
months post-enrollment
$2,761
$2,886
$1,871
Mean
$1,170
$1,617
$1,640
$1,313
$482
Median
$56-$12,104 $10-$14,541
$50-$7,593
Range $18-$5,128
(27)
(19)
(61)
(32)
Number
Percentage of current support paid that was
due up to 12 months post-enrollment

64.1%
63.6%
Mean
48.9%
35.9%
69.0%
78.0%
50.0%
Median
16.5%
2-100%
1-100%
12-100%
Range
0-100%
(27)
(19)
(89)
Number
(50)
 Paired t-test between pre and post groups is significant at .04.
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If a baby’s father attended the CenteringPregnancy or WIC sessions with the
mother, project staff attempted to enroll these men in the Healthy Babies—
Chapter 9
Healthy Relationships Project. At Peak Vista and Roseland Community Hospital,
Male Experience
these men attended Centering sessions, WIC breastfeeding, or WIC nutrition
with HBHR
classes, where they were exposed to material on paternity and child support that
was added to the Centering or WIC curriculum. At Barnes Jewish Hospital, the
fathers participated in the Teen Dads program that runs parallel to the
CenteringPregnancy program. These men could also attend some of the Centering sessions with the mother
of their child. Like the women in the program, men earned incentives for attending the classes on paternity
and child support and completing surveys throughout the HBHR project. Table 9-1 describes the
demographic data collected from male participants.
 Age: The mean ages of male participants from Peak Vista, Barnes Jewish, and Roseland, were 26, 19, and
28 years, respectively. At Peak Vista and Roseland, the ages of male participants varied greatly, ranging
from 15 to 45 years and 16 to 55 years, respectively. In the Barnes Jewish Teen Dads program, the span of
ages was narrower and participants were generally younger, ranging from 15 to 26 years. This likely reflects
the younger ages (15 to 19 years) of their female counterparts who were enrolled in the Barnes Jewish Teen
Clinic.
 Race/Ethnicity: At Peak Vista, over three-quarters of the fathers who participated in HBHR were
Hispanic/Latino (43%) or white (33%). Nearly all of the male participants from Barnes Jewish (93%) and
Roseland (86%) identified as African American.
 Education: Eighty-three percent of the Peak Vista males had completed at least a high school degree or
GED; 19 percent of these males were enrolled in school at intake. Men from the Roseland treatment
group had similar levels of education compared with male participants from Peak Vista. At Roseland, 81
percent of the males had received a high school degree or GED. Ten percent of these men were enrolled
in school at the time the study. As expected, given the younger ages of the participants from Barnes
Jewish, 42 percent of the male participants had not completed high school or a GED program, 58 percent
had either a high school diploma or GED, and none reported having any education past high school.
Sixty-four percent of participants were in school at the time that they completed their intake forms.
 Employment: The male employment information was taken from the follow-up telephone interviews with
HBHR male participants. Seventy-eight, 22, and 34 percent of the Peak Vista, Barnes Jewish, and WIC
males, respectively, were employed full-time at the time of their follow-up interviews.
 Language and County of Birth: Again, due to the higher rate of immigrants in Colorado Springs, male
participants, like their female counterparts, were asked what language they spoke in the home and what
country they were born in. Thirty percent of men enrolled in the HBHR study at Peak Vista in Colorado
Springs spoke Spanish at home, while 61 percent spoke English. Most of the Peak Vista male participants
(60%) said that they were born in the United States, while 29 percent reported being born in Mexico and
11 percent reported being born in another county.
 Living Arrangements: Two-thirds of the male participants from the Peak Vista treatment group reported
that they lived with their spouses (44%) or boyfriends (22%) when they entered the HBHR study. The
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next most frequently cited living arrangement by Peak Vista women was with parents or foster parents
(17%). More than three-quarters of the Barnes Jewish teen females (78%) stated that they lived with their
parents or foster parents when they enrolled in HB-HR, 19 percent lived with other relatives, and 13
percent lived with a brother or sister. Only 5 percent of Barnes Jewish teens stated that they lived with
their boyfriends. At Roseland, one-third of women participants cited living with parents or foster parents.
Twenty-four percent of the Roseland women reported living alone, and 16 percent reported living with
other relatives.
Table 9-1. Demographic Characteristics of Healthy Babies—Healthy Relationships Male Participants, by Site
Peak Vista Community
Health Center (n=144)

Barnes Jewish
Hospital (n=41)

Roseland Community
Hospital WIC (n=186)

26 years

19 years

28 years

Age
Mean
Median

25 years

18 years

26 years

Range

15 to 45 years

15 to 26 years

16 to 55 years

African-American

9%

93%

86%

Latino/Hispanic

43%

0%

9%

White

33%

5%

1%

Other

14%

2%

5%

Less than a high school degree

17%

42%

18%

High school degree or GED

53%

58%

57%

Associate’s degree or some college

19%

0%

19%

Bachelor’s degree or more

11%

0%

5%

Currently in school

17%

64%

10%

22%

78%

34%

(73)

(9)

(32)

English is primary language

61%

100%



Born in the United States

60%

100%



Parents or foster parents

14%

55%

26%

Other relatives

10%

33%

16%

Girlfriend

32%

21%

20%

Spouse

40%

0%

14%

Relatives of your partner

12%

7%

10%

Live alone

6%

5%

16%

Other

7%

2%

5%

Race

Education

Employed full-time
Number

Currently live with 

Questions not asked at all sites.
May exceed 100 percent if living with multiple people.
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Table 9-2. Selected Demographic Characteristics of Peak Vista HBHR Male
Participants, by Treatment Group
Treatment Group Comparison Group
(n=144)
(n=13)
Average age
26.5
25.7
Number of children at intake
excluding current pregnancy
None
56%
0%
1
22%
56%
2 or 3
21%
33%
4 or more
2%
11%
Race
African American
9%
15%
Latino/Hispanic
43%
23%
White
33%
39%
Other
14%
23%
Primary language
English
74%
92%
Spanish
26%
8%

Table
9-2
compares
the
demographic information of the
treatment and comparison group
males from Peak Vista. As shown
in the table, while over half of the
men Peak Vista’s treatment group
had no children when they enrolled
in HBHR, 100 percent of the males
in the comparison group have more
than one child. The men in the
treatment group were also much
more likely to identify as Latino or
Hispanic (43% compared to 23%)
and state that Spanish was their
primary language (26% compared to
8%). None of these differences are
statistically significant.

Table 9-3. Selected Demographic Characteristics of WIC HBHR Male
Participants, by Treatment Group
Treatment Group Comparison Group
(n=186)
(n=16)
Average age
28.3
28.7
Number of children at intake
excluding current pregnancy
None
8%
0%
1
42%
69%
2 or 3
38%
25%
4 or more
13%
6%
Race
African American
86%
94%
Latina/Hispanic
9%
0%
White
1%
6%
Other
5%
0%

The next table compares the WIC
males in the treatment and
comparison groups. As shown in
Table 9-3, both groups of men had
an average age of 28 at the time of
intake.
While not statistically
significant, more men in the
comparison group reported having
one child at the time of intake than
the treatment group members and
were more likely to self-identify as
African American or Caucasian than
the treatment group members.

Family Profile of Male Participants
Male participants were asked about the number of children they had fathered in addition to the current
pregnancy (see Table 9-4). At Peak Vista, 56 percent of participants reported not having any other children,
22 percent reported having one other child, and another 22 percent reported having two or more children, up
to as many as four children. At Barnes Jewish Hospital, the majority of participants (90%) reported not
having any other children and 10 percent reported having one other child. On the other hand, at Roseland,
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over half of the participants (51%) reported having two or more other children, with as many as up to 13
other children.
Table 9-4. Characteristics of Healthy Babies—Healthy Relationships Male Treatment Group Participants’ Families, by Site
Peak Vista Community
Health Center (n=135)

Barnes Jewish
Hospital (n=41)

Roseland Community
Hospital WIC (n=175)

None

56%

90%

8%

One

22%

10%

42%

Two or more

22%

0%

51%

Range

0 to 4

0 to 1

0 to 13

Number of children not including current
pregnancy

Attitudes toward Paternity and Child Support
Male participants from all three sites were asked whether they wanted to put their names on their child’s birth
certificate. Table 9-5 displays the results. The overwhelming majority of men at both Peak Vista Community
Health Center and Barnes Jewish Hospital said that they definitely would (97% and 98% respectively). Male
participants at Roseland Community Hospital WIC were less enthusiastic; however, the majority (56%) still
said that they wanted their names put on their baby’s birth certificate.
Those who did not want their names on the birth certificate or who were unsure about doing so were asked a
series of questions getting at the reason why. For the Roseland males, the most frequently cited reason was
that it would make it harder for the mother to receive TANF (47%). Thirty-nine percent of Roseland males
simply said that they “do not see the point” of having their name on the child’s birth certificate.
Table 9-5. Attitudes Toward Paternity Reported by Male Treatment Group HBHR Participants, by Site
Peak Vista Community
Health Center

Barnes Jewish
Hospital

Roseland Community
Hospital WIC

(n=122)

(n=41)

(n=52)

Definitely would

97%

98%

56%

Probably would

3%

0%

10%

Not sure

0%

2%

33%

Probably would not

0%

0%

0%

Definitely would not

0%

0%

2%

(n=0)

(n=1) 

(n=18)

Would you like to have your name on your
youngest child’s birth certificate?

If the father does not want the his name on the
birth certificate or is unsure about it, percentage
saying the following are very or somewhat true:
I don’t see the point of being on it

39%

We are not getting along

29%

I will probably be a bad father

24%

I don’t want child support coming after me

35%
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Table 9-5. Attitudes Toward Paternity Reported by Male Treatment Group HBHR Participants, by Site
Peak Vista Community
Health Center

Barnes Jewish
Hospital

Roseland Community
Hospital WIC

It would make it harder for the mother to get
TANF or other benefits

47%

I don’t think it’s my baby

0%

My mother or my relatives don’t want me on it

29%

I don’t want immigration to know about me

29%

Other

33%

Too few participants from Barnes Jewish Hospital answered this question to include it in the analysis.

Males at Roseland were also asked if they had paternity established for any of their children. Just under half
said that they did (48%), 29 percent stated that they did not have paternity established for any of their
children, and 23 percent were unsure. However, when this same group of males was asked if they had put
their name on their youngest child’s birth certificate, 71 percent said that they had. This illustrates that, prior
to the HBHR presentation, many of these men did not fully understand the concept of paternity.
The intake forms also asked the male participants from Roseland Community Hospital about their child
support obligations. Seventeen percent of participants said that they were currently supposed to be paying
child support for their children. Seventy-four percent said that they had no child support obligations, and 17
percent stated that they did have a child support obligation. The remaining 9 percent did not know whether
they had an obligation.
The majority of participants at Peak Vista (66%) and Roseland (55%) reported that they had given the mother
of the all of the money or things that she needed for the baby. Forty-nine percent of participants from Barnes
Jewish Hospital reported that they had given the mother some of the money or things that she needed for the
baby.
The majority of participants at all three sites (51% Peak Vista; 71% Barnes Jewish; 75% Roseland) were not
interested in paying formal, court-ordered child support. All of these participants were furthered question on
reasons why they were disinterested. The results show:
 Most felt that it was unnecessary to set-up formal child support orders because the support that they were
already providing was sufficient (67% Peak Vista; 69% Barnes Jewish; 54% Roseland).
 Three percent of participants from Peak Vista said that they “couldn’t afford it,” with 9 percent of
participants from Barnes Jewish and 22 percent from Roseland provided the same reasoning.
 Sixteen percent of participants from Peak Vista, 24 percent from Barnes Jewish, and 21 percent from
Roseland cited other reasons for why they did not want to pay formal child support.
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Table 9-6. Attitudes Toward Child Support Reported by Male Treatment Group HBHR Participants, by Site
Peak Vista Community
Health Center

Barnes Jewish
Hospital

Roseland Community
Hospital WIC

(n=99)

(n=41)

(n=132)

None

5%

10%

3%

Very little

7%

5%

8%

Some

22%

49%

34%

Fully supported

66%

37%

55%

(n=94)

(n=41)

(n=135)

Yes

34%

12%

8%

No

51%

71%

75%

Don’t know

15%

17%

17%

(n=58)

(n=36)

(n=96)

The financial support I’m providing is fine

67%

69%

54%

I can’t afford it

3%

9%

22%

She’s on TANF and child support wouldn’t help her

0%

0%

1%

I’m leaving the country soon

0%

0%

2%

Other

16%

24%

21%

Have you given the mother any financial support
since she became pregnant or (for Chicago males)
since the birth of your child?

Are you interested in paying formal, courtordered child support

If the father does not want to establish child
support or is unsure about it, percentage saying
the following are reasons why 

May exceed or be less than 100 percent if respondents gave more than one reason or no reasons.

Regarding their future plans, 80 percent of participants from Peak Vista believed that they would be married
to the baby’s mother within two years. Far fewer participants from Barnes Jewish (29%) believed that they
would be married to the baby’s mother. Instead, 66 percent of Barnes Jewish men believed that they would
still be seeing the mother regularly. The majority of participants from both sites projected that two years from
now they would be helping to raise their baby (99% Peak Vista; 100% Barnes Jewish). Table 9-7 gives more
information.
Table 9-7. Future Plans Reported by Male Treatment Group HBHR Participants, by Site
Peak Vista Community
Barnes Jewish Roseland Community
Two years from now, do you think you’ll be . . .
Health Center
Hospital WIC
Hospital (n=41)
Questions not asked
(n=132)
Married to the baby’s mother
80%
29%
Not married to the mother, but seeing her regularly
10%
66%
Not seeing the baby’s mother at all
0%
0%
Helping to raise the baby
99%
100%
The mother will be raising the baby alone
5%
0%
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Immediate Program Reactions Reported by Male Program Participants
As with the female participants, the
Table 9-8. Overall Rating of CenteringPregnancy Program Classes
male participants gave high overall
Reported by Participating Treatment Group Males
ratings to the CenteringPregnancy
Barnes Jewish
Peak Vista Community
program classes. Just over two-thirds of
Hospital
Health Center
(n=25)
(n=98)
all males completing an exit survey rated
Excellent
69%
68%
the program as excellent, and the
Good
31%
32%
remaining one-third rated the program
Fair or poor
0%
0%
as good. None of the males felt that the
program was fair or poor.
Changes in Relationships and Attitudes Following Project Participation
At the conclusion of the HBHR program, male participants were once again surveyed in order to assess
changes in their relationships and their plans regarding marriage and paternal participation. For the Peak Vista
men, the relationships with the mothers became more casual after program participation than they were when
the men enrolled in the project. At intake, nearly all of these men (97%) were in a committed or steady
relationship with the baby’s mother. By the time HBHR ended, 89 percent of the men were still in this type
of relationship with the baby’s mother. The change in relationship status over time is a statistically significant
one. Fewer respondents also reported that their relationships was excellent or good following HBHR—at
intake, this was reported by 98 percent of the men, as compared to 91 percent at program exit.
Table 9-9. Relationship with Other Parent Reported by Peak Vista Male Treatment Group Participants
Prior to and Following Program Participation
 If not married, description of relationship with the baby’s
Pre-Assessment
Post-Assessment
mother parent
Committed, one-on-one, or a steady relationship
97%
89%
On-again, off-again or a casual relationship
0%
4%
Not in a romantic relationship with the baby’s mother
2%
7%
Number
(n=46)
(n=46)
How good is the relationship with the baby’s other parent
Excellent or Good
98%
91%
Fair or Poor
2%
9%
Number
(n=91)
(n=91)
Chi square is significant pre- and post- at .001 or less.

Given that nearly all of the Barnes Jewish Hospital males entered the project reporting very strong
relationships with the mother of their baby, it is not surprising that there was little change in these areas
following participation in the project. At both points in time, an identical 100 percent characterized their
relationship with the baby’s mother as a committed, one-on-one, or steady relationship. There was a
statistically significant decrease in the percentage of these fathers reporting that their relationship was
excellent or good, with 96 percent saying this was the case at intake and 92 percent saying this was the case
following HBHR.
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Table 9-10. Relationship with Other Parent Reported by Barnes Jewish Male Treatment Group Participants
Prior to and Following Program Participation
Pre-Assessment
(n=24)

Post-Assessment
(n=24)

100%

100%

Excellent or Good

96%

92%

Fair or Poor

4%

8%

Reported being in a committed, one-on-one or a steady
relationship with the baby’s mother
 How good is the relationship with the baby’s other parent

Chi square is significant pre- and post- at .001 or less.
Table 9-11. Attitudes Toward Paternity and Child Support Reported by Unmarried Male
Treatment Group HBHR Participants Following the HBHR Intervention, by Site
Peak Vista
Barnes Jewish
Community
Hospital
Health Center
Would like to have the his name on the birth
certificate
Definitely would
99%
96%
Probably would
2%
0%
Not sure
0%
4%
Definitely or probably would not
0%
0%
(n=73)
(n=25)
How much financial support did the father provide
during pregnancy
None or very little
5%
0%
Some support
22%
56%
Fully supported baby’s mother
74%
44%
(n=68)
(n=25)
Father interested in paying formal, court-ordered
child support
Yes
13%
24%
No
73%
72%
Don’t know
14%
4%
(n=71)
(n=25)
If the mother does not want to establish child
support or is unsure about it, percentage saying
the following are reasons why:
I cannot afford it
2%
5%
Financial support I am providing is fine
60%
100%
She’s on TANF and child support won’t help her
0%
0%
I’m planning on leaving the country soon
2%
0%
Other
27%
0%
(n=55)
(n=19)

As shown in Table 9-11,
men who completed the
HBHR project at both sites
were
interested
in
acknowledging
paternity
and putting their name on
the baby’s birth certificate.
Three-quarters of the Peak
Vista maintained that they
fully supported the mother
of the baby financially
during her pregnancy. The
Peak Vista males held
similar views on child
support that their female
counterparts held. Only 13
percent of these males were
interested in establishing
child support (the same was
said by 13% of the females).
Also similar to the females
at their site, most of the
Peak Vista males stated that
they did not want to
establish child support
because the support they
were providing was fine
(60%) or for some other
reason (27%), usually being
that they were currently in a

romantic relationship with the baby’s mother.
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Only 44 percent of the Barnes Jewish males stated that they fully supported the mother financially during her
pregnancy, which is probably indicative of the younger ages of these participants. These males were more
likely to want to establish a formal child support order than the females at their site (24% of the males said
this was the case versus 16% of the females). All of the men who were uninterested or unsure about paying
child support stated that it was because the financial support they were providing was sufficient.
WIC Male Participants: Immediate Reactions
Similar to the females at their site, the men who attended one of the Roseland Community Hospital WIC
Program recertification classes and stayed for the Healthy Babies—Healthy Relationships (HBHR) paternity
and child support presentation were asked to complete a short exit survey immediately following the HBHR
presentation. A total of 185 males completed and submitted this exit survey.
Overall, the males gave high ratings to the HBHR paternity and child support class, with 67 percent saying it
was excellent and 28 percent saying it was good. Only 5 percent of the males rated the class as fair and,
similar to the females, none of the males rated the class as poor.

Table 9-12. Whether the Male WIC Treatment Group
Participants’ Planned on Establishing Paternity at the WIC
Office Immediately Following the Class (n=177)
Yes
38%
No
62%

The exit surveys asked the males if they were
planning on establishing paternity for any of their
children at the WIC Clinic immediately following
the HBHR presentation. Thirty-eight percent of
these men said that they did plan on establishing
paternity the day of the presentation.

Longer-Term Male Reactions to HBHR
A total of 129 men completed a follow-up telephone interview approximately three months after the birth of
their child (if their wife or girlfriend was pregnant when they attended the session) or approximately three
months after the date of the paternity and child support class. The successful interviewees included:


Nine males in the treatment group from Barnes Jewish Hospital.



A total of 79 males from Colorado Springs, 73 of whom were in the treatment and six of whom were in
the comparison group.



Forty-one males from Chicago, 32 from the treatment and nine from the comparison group.

Three months after they attended the HBHR session(s), the males still rated them highly. As shown in Table
9-13, about half of the men from the three sites rated the class as excellent, while 57 percent of the Barnes
Jewish, 40 percent of the Peak Vista, and 41 percent of the Roseland males rated the class as good. Only four
and 9 percent of the Peak Vista and Roseland, males, respectively, said that class was fair, and none of the
men rated the class as poor.
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Table 9-13. Overall Ratings of Paternity and Child Support Session(s) by HBHR
Males in the Treatment Group, by Site
Roseland Community
Peak Vista
Barnes Jewish
Hospital WIC
Community Health
Hospital (n=9)
(n=32)
Center (n=73)
Excellent
56%
44%
50%
Good
40%
57%
41%
Fair
4%
0%
9%

Topics Covered in Group Sessions
During the three month follow-ups, the interviewers asked males in the treatment group whether the child
support and paternity topics covered in the HBHR sessions were useful and how beneficial the session(s)
were that covered those topics. The Barnes Jewish men rated the sessions on paternity establishment,
custody and visitation, what happens if child support is not paid, and how child support and TANF work as
the most useful, with 100 percent of the respondents saying these topics were very or somewhat useful.
These men also rated the sessions positively. At least 89 percent of the Barnes Jewish males said that the
sessions helped them understand their rights and responsibilities as a father, the information was mostly new,
the sessions answered questions, and that the session got them thinking about the cost of raising a child.
Only 11 percent of these males felt that the sessions were too complicated or too rushed.
The Peak Vista men rated the sessions on paternity establishment and ways that the child support agency can
help them as the most useful. Over 93 percent of these males said that the sessions got them thinking about
their rights and responsibilities as a father and answered some questions that they had. Fourteen and 15
percent of these males, respectively, said that the sessions were too rushed or too complicated.
The males who attended the single session presentation about paternity and child support at the Roseland
Community Hospital WIC Clinic found the different topics covered in the session to be useful. The topics
rated as useful by the most men included custody and visitation rights (100%) and how child support and
TANF work (96%). All of these men said that the session helped them to understand their rights and
responsibilities as a father, and 97 percent said that the session answered some questions that they had.
Perhaps because of the short, single session format of the presentation at the WIC clinic, these men were
more likely than the males at the other sites to say that the session was too rushed (16%) and the information
was too complicated (25%).
Table 9-14. Rating of Topics and Sessions Covered in HBHR Groups by Interviewed Male Participants
Peak Vista Community Barnes Jewish Roseland Community
Percentage of male respondents saying:
Health Center (n=34) Hospital (n=6) Hospital WIC (n= 26)
The following topics were very or somewhat useful:
Paternity establishment/putting your name on the
88%
100%
92%
birth certificate
Custody and visitation rights
77%
100%
100%
Setting up formal child support
71%
83%
81%
What happens if child support is not paid
77%
100%
92%
How child support and TANF work
77%
100%
96%
Ways the child support agency can help me
79%
83%
92%
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Table 9-14. Rating of Topics and Sessions Covered in HBHR Groups by Interviewed Male Participants
Peak Vista Community Barnes Jewish Roseland Community
Percentage of male respondents saying:
Health Center (n=34) Hospital (n=6) Hospital WIC (n= 26)
Definitely or somewhat agree with the following
statements:
The information was mostly new to me
88%
89%
84%
The session helped me to understand the father’s
93%
100%
100%
rights and responsibilities
The session answered some questions I had
96%
89%
97%
The session corrected some things I had heard about
85%
67%
88%
child support that weren’t true
The session got me thinking about the costs of raising
88%
89%
78%
a child
The information was complicated
15%
11%
25%
The session was too rushed
14%
11%
16%

The interviewers asked the treatment group males whether and how their opinions on the child support
agency and paternity establishment changed after HBHR. Table 9-15 shows that the sessions changed twothirds of the interviewed Barnes Jewish males’ views on the child support agency, usually for the better, and
one-third of the Barnes Jewish males’ views on paternity.
The presentations were less likely to change the views of the Peak Vista and Roseland men. At both sites, the
presentations changed the way about 36 percent of the males felt about child support and the way onequarter of the men felt about paternity. The presentation made 74 percent of the Peak Vista men feel better
about the child support agency and 95 percent of the men feel better about establishing paternity. Ninetyone and 100 percent of the Roseland males felt better about the child support agency and paternity,
respectively, following the HBHR presentation.
Table 9-15. Male HBHR Treatment Group Participants’ Feelings About Paternity and Child Support Following Session, by Site
Roseland
Peak Vista
Community
Barnes Jewish
Community
Hospital WIC
Health Center Hospital (n=9)
(n=32)
(n=73)
Percentage reporting the session on paternity and child support
changed the way I feel about the child support agency:
Yes
37%
67%
34%
If yes, how it made me feel about the agency:
Better
74%
83%
91%
Worse
22%
0%
0%
Don’t know
4%
17%
9%
Class changed the way I feel about having my name on the birth
certificate:
Yes
26%
33%
25%
If yes, it made me feel having my name on birth certificate is:

Good idea
95%
100%
Bad idea
5%
0%
Too few participants answered this question to include it in the analysis.
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All of the Barnes Jewish males completing the follow-up interview established paternity for their youngest
child because they believed that they baby should know his or her father, the father thought it was important,
and the father was in a relationship with the baby’s mother.
All of the Peak Vista males in both the treatment and comparison groups also established paternity for their
youngest child. All of the comparison group males said they wanted the baby to have their last names, the
baby should know his or her father, the father felt it was important, and they were in relationships with the
baby’s mothers. The treatment group males also said they wanted the baby to have their last name, the baby
should know his or her father, the father felt it was important, and they were in relationships with the baby’s
mothers, although in lower percentages.
The Roseland males were the least likely to establish paternity. While 91 percent of the treatment group
males reported establishing paternity for their youngest child, the same was reported by 78 percent of the
comparison group members. These men were also likely to establish paternity because they wanted the baby
to have their last name, the baby should know his or her father, and the father felt it was important. One
difference between the groups is that 100 percent of the comparison group members stated that they wanted
to put their name on the youngest child’s birth certificate because they were in a relationship with the baby’s
mother, compared to 79 percent of the treatment group males from Roseland. Table 9-25 shows these
results.
When Table 9-16 is compared to Table 9-24, there is a disparity in the percentages of men reporting that they
established paternity versus the percentage of men who said that they put their name on their birth
certificates for males in both the control and treatment groups. This shows that there is still a gap in
knowledge as far as what establishing paternity actually means.
Table 9-16. Paternity Outcomes According to Male HBHR Participants, by Site and Group
Peak Vista Community Barnes Jewish
Roseland Community
Health Center
Hospital
Hospital WIC
Treatment Comparison
Treatment
Treatment
Comparison
(n=73)
(n=6)
(n=9)
(n=32)
(n=9)
Father put his name on youngest child’s birth
100%
100%
100%
91%
78%
certificate (established paternity)
If yes, reasons why he wanted his name on
birth certificate:
It would make me feel more connected to
84%
67%
56%
52%
57%
the baby
The baby should have my name
95%
100%
56%
93%
100%
The baby should know his/her father
99%
100%
100%
97%
100%
Because I am the father and I thought it was
95%
100%
100%
97%
100%
important
Because I am in a relationship with the
90%
100%
100%
79%
100%
baby’s mother
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When asked how much financial support they have provided their baby’s mother since the birth of the
youngest child, 88 and 83 percent of the Barnes Jewish and Peak Vista treatment group men, respectively,
reported giving the mother a lot of money. For the Roseland group males, only 33 percent of the
comparison group reported giving the mother a lot of money since the birth of the child, compared to 78
percent of the treatment group. This difference is statistically significant. There was also a statistically
significant difference between the Roseland treatment and comparison group males in terms of how satisfied
they were with the amount of financial support they were giving the baby’s mother. Table 9-26 gives more
details.
Table 9-17. Financial Support and Child Support Situation as Reported by HBHR Male Participants, by Site and Group
Peak Vista Community
Barnes Jewish
Roseland Community
Health Center
Hospital
Hospital WIC
Treatment
Comparison
Treatment
Treatment
Comparison
(n=73)
(n=3)
(n=9)
(n=32)
(n=7)
Since the child’s birth, how much financial


support have you given the baby’s mother:
Haven’t given baby’s mother any money
3%
13%
9%
17%
Have given her a little money
14%
0%
13%
50%
Have given her a lot of money
83%
88%
78%
33%
Rate the job you’ve been doing in providing


financial support for your child:
Doing the best I can
66%
67%
38%
43%
Doing a pretty good job
18%
22%
28%
0%
Could do a little better
10%
11%
25%
14%
Could do much better
7%
0%
9%
43%
 Too few participants answered this question to include it in the analysis.
 Chi square between groups is significant at .08 or less.

Page 83

Center for POLICY RESEARCH

Professionals Not Associated with the HBHR Project
WIC Professionals. A staff member from Center Policy Research (CPR)
Chapter 10
attended the 2010 WIC Annual Nutrition and Breastfeeding Conference, a
Stakeholder
conference that drew over 1,200 local, state, and national WIC agency staff
Reactions
members; representatives from WIC clinics; and outside vendors who provide
services to WIC. The CPR staff member distributed short, two-page surveys to
these professionals (see Appendix D) that the WIC professionals could complete
and return for a $10 Starbucks gift card.
A total of 307 surveys were returned. The respondents came from 37 different states and territories. Most of
the respondents worked for a local WIC agency (58%), a WIC clinic (28%), or a state or Inter-Tribal Council
WIC agency (13%). Other respondents worked for a federal agency, a WIC vendor, or another type of
organization.
According to these respondents, half of the local
WIC organizations and clinics do not currently
address child support and paternity, 6 percent of
respondents were unsure as to whether their
organization currently addresses child support,
and 44 percent of these organizations do currently
address paternity and child support. Of the 44
percent of respondents who said that their
organizations do currently address child support
and paternity, the WIC staff members said that
their agencies were doing the following:

Figure 10-1. Does your WIC
organization currently address
paternity and child support
No
50%

Don't Know
6%

Yes
44%

 One-third stated that they provide referrals to
the child support office.
 Nineteen percent said that their organization provides handouts, brochures, or other informational
materials about paternity and child support to their clients.
 The organizations were least likely to provide acknowledgement of paternity forms (4%), include
information about paternity and child support in WIC classes (4%), have a specialized staff person on-site
to deal with paternity and child support (3%), allow parents to file acknowledgement of paternity forms
on-site (1%), and provide assistance to parents with the acknowledgement of paternity forms (2%).
Of those who stated their organization does currently address paternity and child support, the majority (84%)
feel that these child support and paternity services benefit the families served at the WIC clinics. Only 1
percent of the respondents stated that these services do not benefit their clients.
When asked what the barriers are to incorporating child support and paternity into WIC classes, the most
commonly chosen barrier was that this would require training for WIC staff, with 65 percent of respondents
stating that this is a barrier. Other commonly selected barriers included:
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 Staff would not want to add to existing job duties (38%);
 There is not enough class time to include paternity and child support into existing WIC classes (45%);
 Staff would be uncomfortable teaching legal and financial information (36%);
 There is a lack of funding (30%); and
 There is no simple curriculum on paternity and child support that the WIC staff people could easily
incorporate and use (27%).
Fifteen percent or less of the respondents noted the following as barriers: child support and paternity do not
fit into WIC’s philosophy (15%); adding this information to classes would require new, specialized staff
(14%); and adding this information into classes would drive away clients (8%).
Two-thirds of respondents felt that it would take funding or training for existing staff to get WIC clinics to
put information about paternity and child support into WIC classes. Only 1 percent of the respondents said
that it is impossible to put this type of information into WIC classes. Table 10-1 gives more information
about what WIC staff felt it would require for them to put information about paternity and child support into
their classes.
Table 10-1. Percentage of Respondents Stating that the Following Items Are Needed to get WIC Centers to Add in
Paternity and Child Support Information into WIC Classes (n=307)
Funding
65%
Mandate from the federal government
45%
Off-the-shelf curriculum and procedures manual
21%
Client incentives to attend paternity and child support class
31%
Incentives for WIC clinics to disseminate information on paternity and child
36%
support
Training for existing staff
65%
New, dedicated staff member(s)
11%
Nothing, it is not possible
1%
Other
2%

More than half of the WIC staff respondents felt that the best ways to educate parents about paternity and
child support are through handouts (63%) and one-on-one conversations (55%). Just about one-quarter of
respondents felt that new classes at WIC clinics about paternity and child support (29%), videos (26%), and
adding information about paternity and child support into existing nutrition classes (24%) were the best ways
to teach WIC clients about these issues. The least popular options were adding this information into
breastfeeding classes (19%) or reaching out to clients through email or by phone (11%).
Nearly 70 percent of respondents felt WIC clients most needed to know how to apply for child support and
paternity. About 40 percent of respondents felt that clients should hear about the benefits of paternity and
child support establishment, as well as services that the child support agency can offer parents. Table 10-2
offers more responses to what WIC clients would most benefit from learning about.
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Table 10-2. The Type of Information on Paternity and Child Support
that WIC Staff Feel Would Benefit WIC Clients Most (n=307)
Percentage of respondents saying this would
be of most benefit to WIC clients
How to apply for paternity and child support
68%
Benefits of paternity and child support establishment
40%
Services that the child support agency can offer parents
42%
How the child support system works
38%
How child support enforcement works
31%
How monthly child support amounts are calculated
28%
Myths about the child support system
27%
How child support works with TANF
26%
How child support works with custody and visitation
26%
How child support works with incarcerated or released parents
17%
Healthy relationships between parents
23%

To gauge the respondents’ views on child support and paternity, the survey gave a variety of opinions on
paternity and child support and asked whether respondents strongly agreed, agreed, neither agreed nor
disagreed, disagreed, or strongly disagreed with the statements. Table 10-3 shows these results.
Table 10-3. How Strongly Do You Agree or Disagree with the Following Statements (n=299)

I feel comfortable answering parents’ questions about paternity and
child support
All unmarried parents should establish paternity and child support
It is important for families to learn about paternity and child support
Child support and paternity acknowledgement benefit children
Child support and paternity acknowledgement benefit mothers
Child support and paternity acknowledgement benefit the community
WIC centers are a good place for parents to learn about paternity
and child support

Strongly
Agree or
Agree

Neither
Agree Nor
Disagree

Strongly
Disagree or
Disagree

38%

17%

45%

64%
87%
91%
88%
81%

26%
12%
8%
10%
17%

10%
1%
1%
2%
2%

65%

23%

12%

As shown in Table 10-3 the majority (over 80%) of WIC staff members surveyed agreed that it is important
for families to learn about paternity and child support and that child support and paternity establishment
benefits children, mothers, and the community (which ties the issues of paternity and child support into
WIC’s philosophy and mission). Nearly two-thirds of respondents felt that WIC centers are a good place to
learn about paternity and child support and that all unmarried parents should establish paternity and child
support. Those surveyed are less comfortable answering parents’ questions about paternity and child
support—38 percent said they felt comfortable doing so.
Overall, survey respondents gave the possibility of adding information about paternity and child support into
WIC breastfeeding and nutrition classes a six on a scale of 1 to 10.
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CenteringPregnancy Professionals. CPR also surveyed CenteringPregnancy professionals to determine
how they felt about educating expectant participants about paternity and child support within the
CenteringPregnancy curriculum. These surveys were distributed in March of 2011 using the web-based
survey tool, Survey Monkey, with the help of the Centering Healthcare Institute, or CHI. CHI is a
membership association of healthcare providers who use the CenteringPregnancy model (in addition to the
Centering Parenting and Centering Lifestyle models). CPR sent the survey link to 222 Centering staff
members who were signed up for CHI’s email listserv and stated that they provide CenteringPregnancy
services. The survey can be found in Appendix D.
A total of 120 surveys were completed by CenteringPregnancy staff members from 39 different states and
territories. The respondents included CenteringPregnancy coordinators (42%), providers (36%), supervisors
(15%), and those who classified themselves as “other” (8%). The respondents who said that they were
something other than a coordinator, provider, or supervisor are excluded from the rest of this analysis
because they are not close to the Centering
Table 10-4. Amount of Time the Respondents have Worked with
model. This leaves 111 respondents for the
the CenteringPregnancy Model
remainder of the questions.
Less than 1 year
21%
More than 1 year
Number
If more than 1 year, how long?
1 to 2 years
3 to 4 years
5 to 9 years
10 or more years
Number
If more than 1 year, how long?
Mean
Median

79%
(n=107)
37%
34%
22%
7%
(n=73)
3.8 years
3 years

About 21 percent of the respondents had been
working with the CenteringPregnancy model
for less than one year. Of the 79 percent who
said that they had been working with
Centering for over a year, the average length
of time that they had worked with the model
was four years. (See Table 10-4.) Most of the
respondents stated that they were a provider
(58%), an administrator (25%), or a nurse
(11%) within their organization.

The staff members completing the surveys represented a very wide range of CenteringPregnancy programs.
Over three-quarters of the respondents worked at a hospital or birthing center (40%) or a community/public
health clinic (37%). A few respondents worked at a private OB/GYN practice (8%). The remainder of the
Centering staff members said that they worked at a different type of organization, including nonprofit
organizations, universities, or other academic residency settings. The organizations also varied greatly in the
number of CenteringPregnancy groups that their organizations run in a year; the range of Centering groups
started at the respondents’ organizations in 2010 ranged from zero all the way to 35. On average, the
respondents stated that their organizations ran eight CenteringPregnancy groups in 2010.
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In order to determine if the various
CenteringPregnancy
programs
served
audiences that would be appropriate for an
intervention similar to the one used in HBHR,
the surveys asked the program representatives
about the patients they generally serve in
CenteringPregnancy groups. As shown in
Table 10-5, the programs served mainly clients
who were eligible for Medicaid or low-income.
Two-thirds of the CenteringPregnancy staff
members said that their programs served
mostly unmarried patients. Because the child
support community has long recognized the
importance of reaching unmarried, lowincome parents around the birth of their child,
it would seem that the Centering programs
would be an ideal place to insert information
about paternity and child support. However,
one cautionary statistic given by these
programs was that an average of 34 percent of
clients were undocumented residents.
Messages about paternity and child support
may intimidate or scare away these women and
men.

Table 10-5. Profile of CenteringPregnancy Participants as
Reported by Centering Staff Members (n=100)
About what percentage of your parents are:
Eligible for Medicaid
Mean
68%
Median
80%
Low income, but not eligible for Medicaid
Mean
22%
Median
10%
Middle income
Mean
18%
Median
10%
High income
Mean
4%
Median
0%
Undocumented residents
Mean
34%
Median
30%
How would you generalize your patients’
relationships with the fathers of their babies?
Most or all are married
13%
Most are in committed relationships,
56%
but not married
Most or all are single and the babies’ fathers
11%
are not involved
Other
17%
Unknown
3%

Figure 10-2 displays the various Centering
programs policies on fathers attending Centering
sessions. As shown in the figure, the majority of
Centering programs (82%) allow fathers to attend
any of the sessions with the mothers. Other
programs ask each cohort to decide which sessions,
if any, fathers should be allowed to attend (7%) or
invite the fathers to some sessions, but not all of
them (7%). Only 4 percent of the programs do not
allow fathers to attend any of the sessions.
Of the programs who allow fathers to attend some
or all of the sessions with their mothers, 48 percent
estimated that less than one-quarter of the mothers
actually had a father attend the any of the sessions
with them. Only 16 percent of these respondents
representing programs said that more than half of

Figure 10-2. Organization's Policy About
Fathers Attending Sessions (n=101)
Some, not
all
7%

May
attend
any
session
82%

None
4%

Cohort
decides
7%
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Figure 10-3. Percentage of Fathers Attending
Centering Sessions with the Mothers (n=94)
76 to 100
percent
6%

Less than
25 percent
48%

51 to 75
percent
10%

the mothers have a father attend some or all
of the CenteringPregnancy sessions with
them. Therefore, while Centering programs
do provide access to low-income, unmarried
females, the programs have less access to the
male counterparts of these females.

Just under one-quarter (21%) of the
respondents said that the CenteringPregnancy
programs at their organizations currently
address child support and paternity. The
25 to 50
most common way that these programs did
percent
so was by providing parents with
36%
informational materials (such as handouts and
brochures) about child support and paternity
(68%). About 40 percent of the programs already include information about these topics in their sessions
(41%) and provide their clients with acknowledgement of paternity forms (36%). Other ways that the
programs addressed paternity and child support were by referring parents to the child support office (23%) or
having a specialized facilitator come in to help with paternity and child support sessions (5%).
As shown in Table 10-6, the Centering staff members felt that the biggest barrier to incorporating
information about paternity and child support into the existing sessions was that doing so would require
training for existing staff members (65%). At least one-quarter of the respondents felt that there is just not
enough time in the curriculum to discuss paternity and child support (37%), Centering session facilitators
would be uncomfortable discussing legal and financial information (27%), and the topics in the curriculum
would have to be rearranged to include this new information (26%).
Table 10-6. Percentage of Respondents Stating that the Following Items are Barriers to Adding Information about
Paternity and Child Support Information into CenteringPregnancy Sessions (n=98)
Would require training for existing staff
This would require that specialized, outside facilitators come in
There is not enough time to cover or discuss paternity and child support
Staff would be uncomfortable discussing legal and financial information
No simple curriculum on paternity and child support to use
Discussion of paternity and child support would be difficult to incorporate in the interactive
style of Centering sessions
The information is irrelevant for the Centering population
Including this information might drive away clients
We’d have to rearrange topics to include any new material
Other barriers
N/A, there are no barriers

65%
6%
37%
27%
22%
17%
10%
6%
26%
18%
14%
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Similar to the WIC national respondents, the Centering program respondents were most likely to feel that it
would take training for existing staff to insert information about paternity and child support into existing
Centering sessions. One-quarter of these respondents felt that an off-the-shelf curriculum and procedures
manual would also be necessary. Eight percent of the Centering respondents said that it is impossible to put
this type of information into existing Centering sessions. Table 10-7 gives more details.
Table 10-7. Percentage of Respondents Stating that the Following Items are Needed to get CenteringPregnancy Centers to
Add in Paternity and Child Support Information into CenteringPregnancy Sessions (n=98)
Mandate from the federal government
3%
Off-the-shelf curriculum and procedures manual
25%
Client incentives to attend paternity and child support class
15%
Incentives for CenteringPregnancy programs to discuss paternity and child support
20%
Training for existing staff
80%
New, dedicated staff member(s)
1%
Nothing, it is not appropriate for Centering programs
8%
Other
16%

The Centering staff survey respondents felt that the best ways to educate parents about paternity and child
support is through handouts about paternity and child support (79%) and brief group discussions about
paternity and child support (76%). Videos were seen as the least effective way, which is not surprising given
the interactive format that Centering programs use.
Table 10-8. Percentage Who Think This is a Good Way to Share Information
about Paternity and Child Support with Parents in CenteringPregnancy (n=98)
Handouts for expectant mothers and fathers
Brief group discussions about paternity and child support
Videos
Outside presenters to facilitate sessions on these topics
Send out a facilitator guide on how to incorporate and facilitate discussions on paternity
and child support
Make materials available online about how to incorporate and facilitate discussions on
paternity and child support
Other
Nothing, it is not important for parents in Centering programs

79%
76%
10%
26%
39%
36%
3%
6%

To gauge the Centering respondents’ views on child support and paternity, the survey gave a variety of
opinions on paternity and child support and asked whether respondents strongly agreed, agreed, neither
agreed nor disagreed, disagreed, or strongly disagreed with the statements. As shown in Table 10-9, nearly all
of the Centering survey respondents (95%) felt that it is important for families to learn about paternity and
child support. About three-quarters of respondents agreed that they would feel comfortable talking to
parents about these issues and that CenteringPregnancy programs are an appropriate place for parents to hear
about and discuss these issues.
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Table 10-9. How Strongly do You Agree or Disagree with the Following Statements (n=98)

I feel comfortable talking with parents about paternity and child
support
It is important for families to learn about paternity and child support
CenteringPregnancy programs are a good place for parents to hear
about and discuss paternity and child support

Strongly
Agree or
Agree

Neither
Agree Nor
Disagree

Strongly
Disagree or
Disagree

76%

12%

12%

95%

5%

0%

75%

14%

10%

On a scale of 1 to 10, with 1 being the least promising and 10 being the most promising, the Centering staff
survey respondents gave the possibility of adding information, discussion sessions, and activities about
paternity and child support into their Centering sessions an average rating of 7. The median response to this
question was an 8.
Stakeholders Working at the HBHR Sites
As part of the evaluation, CPR interviewed several staff members from the Roseland Community Hospital
WIC clinic, Barnes Jewish Hospital Teen Clinic, and the Peak Vista Community Health Center about the
HBHR project. Some of the issues discussed with these many staff members included:
 Initial reactions to hearing about the Healthy Babies—Healthy Relationships project.
 Whether this type of information fits in WIC classes and the CenteringPregnancy curriculum.
 What feedback they had about the curriculum from the client and staff member perspective.
 Advice that they would give a child support agency about approaching a WIC clinic or Centering program
to ask them to include this type of information in their classes.
 If this information should and will continue to be presented at the site.
Roseland Community Hospital WIC Professionals. According to the interviewed WIC staff members,
there was some hesitation about incorporating the information about paternity and child support into the
breastfeeding and nutrition classes. The biggest concerns were time constraints and added duties for staff
members. The nutrition and breastfeeding classes typically last about 20 to 45 minutes and occur twice a day.
The child support and paternity sessions added in 45 minutes to an hour to the end of these classes five to
seven times per week (depending on project staff availability). Because the nutrition and breastfeeding
educators stayed for the entire paternity and child support presentation, this means that these presentations
took these educators away from their other duties for three and a half to seven hours every week.
Besides the initial hesitation dealing with time and extra duties, the WIC staff members felt that putting
information about paternity and child support into the WIC classes made sense. According to one
interviewee, “We deal with children and families here. Child support and paternity also deal with children and
families. It is a natural fit. Plus, the parents are already here getting food. It is very convenient for them to
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be able to do everything at once. It made the clinic a nice one-stop shop.” They felt that the information
about paternity and child support especially fit in at their clinic. As previously mentioned, the Roseland WIC
clinic shares a building with Catholic Charities. Many of the WIC clients know that Catholic Charities
provides help with paternity establishment, relationships, and fatherhood issues.
The Roseland WIC clinic staff members praised the curriculum created for the Healthy Babies—Healthy
Relationships as being well-suited for the clientele and easy to use for staff members. The breastfeeding
educator, who watched the presentations occurring after her sessions, said that “the presentation was very
helpful. Frankly, I was surprised by how helpful it was. It was concise, which is necessary for people at these
classes, and easy-to-understand.” The interviewees all agreed that the presentations were interactive, and said
they would sometimes get heated. “It’s a hot-button issue. There were many good discussions. Many of the
guys were not shy about sharing their perspective. It was good to have someone there to answer their
questions and correct misconceptions.” The breastfeeding educator admitted that she would sometimes be a
little jealous about how popular the paternity and child support sessions were. “I definitely felt like they stole
my thunder! Everyone was very quiet during my presentation. Then, the room would come to life after
[project staff members] started talking about paternity and child support.”
The curriculum was also easy to use for the Roseland staff members. The interviewees who had observed
several of the HBHR presentations said that they would be confident conducting the presentations and
facilitating the discussions. Unfortunately, they stated that they would not have time to conduct the
presentations in addition to their regular duties.
When asked what advice they would offer if a child support agency were to approach another WIC clinic
about doing something similar to HBHR, the Roseland staff members suggested emphasizing the importance
of paternity and child support for the WIC population. “Tell them about the importance of paternity and
child support and why these classes benefit the WIC population. Make sure you stress the fact that getting
these families child support may help the mothers get off WIC benefits.” They also recommended discussing
the overlap of populations served by WIC and child support and that the missions of child support and WIC
are similar—helping children and families. Most importantly, they said to “talk about the natural fit. But,
make sure that you don’t make it look like it will be a lot of work or time for the WIC staff members!”
Barnes Jewish Hospital. When the project first began at this site, the CenteringPregnancy coordinator at
the teen clinic presented the idea of adding information about paternity and child support into the curriculum
to the entire Centering team. The team discussed the possibility of adding the information in, what they
would have to move around to get this information into the curriculum, and how to involve fathers in the
sessions (prior to the HBHR, no fathers were allowed to attend any of the sessions). To determine where
they could insert this information, the staff reviewed all of the sessions to see which ones were more content
heavy and less content heavy than the others. They were able to rearrange a few sessions and insert this
information without having to drop anything. In fact, according to the coordinator, the Barnes Jewish
Centering staff members were happy to have additional material to cover because “we are usually scrambling
for content by session 12  and rearranging the material actually made the curriculum flow better.” For
example, instead of having healthy relationships paired in a session with breastfeeding, they now have it
paired with positive male role models.
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Initially, staff said they were intimidated by the added information on paternity and child support. It was also
difficult because some of the staff had their own experiences with child support that were negative and they
did not feel comfortable referring mothers or fathers to the child support agency. Those concerns aside, the
staff “thought it was a perfect addition to the curriculum.” Especially at the teen clinic, where the “clients are
completely unaware of all of the legal issues that go along with having a baby, like custody, paternity, and
child support.” According to one staff member, “I thought it was a great concept. The girls have a lack of
knowledge about these topics, as do their parents. Many of our patients view child support as punitive, so it
is important for us to dispel these myths.” Another staff member added that “This information belongs in
the Centering curriculum. We focus on the parents and how they can care for their children, child support
and paternity fit in with that focus.”
The interviewees all felt that the curriculum developed through the HBHR project was very easy to use for
the staff members who facilitated the Centering groups. In fact, they received no training on the curriculum
and all felt comfortable with the information. That being said, they did have representatives from the child
support agency come in for the child support sessions. The Barnes Jewish staff people did do the paternity
presentations, though.
Even though the classes are fairly short—45 to 90 minutes—the Barnes Jewish staff feel that they are a good
introduction on paternity and child support for the teens. Asked if they should be longer, one facilitator said
“the session is a great introduction to paternity and child support. We serve adolescents, I don’t know if they
could handle anything more than an hour.”
According to the interviewees, another good reason to keep the sessions relatively short is that the sessions
on paternity and child support can be very overwhelming and emotionally draining for the participants and
the facilitators. Sometimes participants are angry and offended that they are automatically in the child
support system if they apply for TANF. The Centering facilitators try to tell them that this is because, as
parents, “we are all financially responsible for our children. That’s what it means to be a parent.” Other
parents are very interested in the material. According to one facilitator, “you can see them taking in all of the
information and see the wheels turning in their head.”
The expectant fathers are initially pretty quiet during the session on paternity and child support, but get more
vocal as the session progresses. One facilitator said you can see that “the girls are hesitant to ask questions.
They look around, and give sideways glances at their boyfriends to see how they are reacting. They don’t
want to make waves in their relationship. So, they end up just asking very general questions.” Despite this
hesitance by the girls, all of the facilitators believed that the fathers need to be included in the sessions with
the expectant mothers. As one put it, the “guys need to be there; they deserve the same opportunities as a
co-parent to hear about their rights.” Other facilitators made similar observations:
The sessions are almost more important for the dads than for the moms because he
needs to understand what he is signing and the full legal ramifications of acknowledging
paternity or not acknowledging paternity.
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The fathers in the classes are often surprised about their rights, or lack thereof. They
aren’t thinking of the future and the fact that they need to establish paternity so that they
can have input into their child’s life.
The staff members at the Barnes Jewish Hospital also feel that it is very important to dispel the myths that
these expecting parents have about child support:
The stories that these participants hear are the most sensational and extreme stories—
they never hear about a person paying child support their whole life. Every guy has
heard of another guy who has been arrested and every girl has heard of another girl who
didn’t establish paternity, broke up with her baby’s daddy, he got a new girlfriend, and
now he won’t pay and wants nothing to do with the child. It is great that the session
addresses the myths about child support and tells these parents what really happens.
The Barnes Jewish Centering staff members did note a couple of drawbacks to the HBHR curriculum. One
stated that she “is not sure if the class can make a real difference for our patients. We are up against a huge
force because they come in with personal beliefs about paternity and child support that have been with them
their whole lives.”
Another drawback is that the classes are offered prenatally. During the prenatal period, the teens are in “the
honeymoon phase  and the dads are still very involved. It’s not until after the baby is born that the teens
see what is actually going to happen and who is going to be there to give her continued support.” That being
said, the interviewees still feel “the introduction to these topics provided by the sessions is great. It plants the
seed in their minds.” Sometimes, they get mothers coming back with questions after the baby is born.
As far as what messages resonate with the patients, one Centering facilitator said that, for the fathers, it is
powerful to hear that if he does not acknowledge paternity, it will not matter how involved he is with the
child; he will have no legal rights to help make decisions if something ever happens to the mother. “We try
to get them to look to the future.” Another interview agreed. She says the fathers need to hear the
ramifications of not establishing paternity and the rights fathers are afforded when they do establish paternity.
When talking about child support, the Barnes Jewish facilitators find it best to talk about the cost of raising a
child, the types of support children and mothers need and who can provide the different types of support,
and the fact that financial support may be the most important type of support that a mother will need to raise
her child. They feel it is best to use a variety of messages because “if one thing doesn’t work for one person,
another message will.”
In general, the whole Centering team at Barnes Jewish Hospital was excited about this information and the
project:
These sessions are invaluable. I cannot state how valuable these sessions are.
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This is the most important content we’ve added since I’ve been working here.
These sessions are great for the teen population. For many of these patients, this is their
first baby. It is important to get them started on the right foot and teach them their legal
rights before they get to the point where they want to tear the other parent’s head off.
This information definitely fits into Centering. It opens the girls’ eyes to unhealthy
behaviors that they think are normal. It gives them food for thought. It is worth moving
things around to get this information into Centering.
As far as what advice they would give to a child support agency looking to approach a Centering program
about adding this information in, they suggested telling the Centering programs about the success at Barnes
Jewish Hospital. The coordinator said, “I am a doula and a midwife. It was intimidating to step outside the
box of what Centering traditionally looks likes to put in the curriculum. But it’s definitely worth it.” It also
may be necessary to have child support staff people participate in the child support sessions at first so that
they can back up the Centering facilitators. “In the beginning, you need a child support staff member there
to help out. You need access to their information and someone to call with questions as they arise. Besides
that, the nurse practitioners can definitely present this information on their own.”
The Barnes Jewish Hospital CenteringPregnancy team unanimously agreed that this information should stay
in the Centering curriculum. “We are definitely keeping this information in the curriculum.” Another staff
member added that “We all feel it is too valuable not to keep up.” Going forward, the sessions will look a
little different, though, as the child support staff people will no longer be attending. The Centering
coordinator feels it will be “better to talk to people about child support without having someone from the
system there.” They are also looking at doing some of this education during postnatal care and presenting the
information on paternity and child support at postpartum or new moms groups.
Peak Vista Community Health Center. When staff members at the Peak Vista Community Health Center
first heard about the possibility of adding information about paternity and child support into the
CenteringPregnancy curriculum, they were very hesitant. Peak Vista is located in Southern Colorado, where
there is a large immigrant population. Staff members were worried that talking about the legal issues of
paternity and child support may drive away undocumented immigrants. The Peak Vista staff members were
worried that non-citizen immigrants would skip prenatal care connected to child support enforcement.
Additionally, Peak Vista uses a 10-session version of the Centering curriculum. Unlike Barnes Jewish
Hospital where they are scrambling to find information to cover in all 12 sessions, the Centering facilitators at
Peak Vista find themselves rushing to cover all of the important aspects of the Centering curriculum in the 10
sessions. They ended up having to drop and rearrange some of the information to fit in the paternity and
child support information. Some of the staff members admitted that they initially thought that paternity and
child support sounded like “more information to jam into the sessions. Without [HBHR], Centering is
already jammed packed. It’s a struggle.” Before they added in the paternity and child support information,
they had an entire session dedicated to birth control and the infant care portion of the curriculum was longer.
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One facilitator admits “resenting that we had to cut these sessions. I miss the full sessions on birth control
and infant care.”
However, after incorporating the paternity and child support information into the curriculum, the paternity
and child support sessions became some of the more popular, and best attended, for the expectant parents.
The participants would have active discussions and share personal stories about these issues.
All in all, both the patients and staff members found the HBHR curriculum to be very educational. The
women and men were excited to hear about child support and the various services that the child support
office would offer them. The staff members said they learned new information about paternity and child
support that had the potential to benefit their own child support situations. Overall, the Peak Vista staff
members working with the Centering model and the added material “felt that the emotional issues of
‘paternity’ and ‘child support’ become normalized by discussing them in a group setting.”
The staff members now feel comfortable presenting the child support and paternity information. According
to one interview, “we have it down, are able to just breeze through the presentation and understand and
answer most of the patients’ questions. It’s more business as usual.”
After HBHR, the CenteringPregnancy curriculum at Peak Vista will continue to include the information
about paternity and child support. The staff members agreed that this information is relevant for the
population and should be discussed.
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Chapter 11
Summary and
Conclusions

The purpose of the Healthy Babies—Healthy Relationships Project (HBHR) was
to experiment with the delivery of information about paternity, child support, and
relationships to pregnant and new parents in two settings that serve low-income
and never married parents: CenteringPregnancy Programs and Women, Infant
and Children (WIC) Nutrition Classes.

 CenteringPregnancy (“Centering”) replaces conventional, individual, prenatal care with a group-centered
model that integrates health assessment, education, and support into a cohesive unit. Pregnant women
with similar delivery dates meet in groups for 10 to 12 sessions that combine prenatal medical checks with
a formal, interactive curriculum dealing with pregnancy and birth that is co-facilitated by personnel trained
in medicine and group process.
 The Special Supplemental Nutrition Program for Women, Infants, and Children (WIC) attempts to
increase the well-being of children by targeting low-income pregnant and new mothers and offering them
monthly vouchers to purchase foods high in essential nutrients. WIC participants are required to attend
two nutrition education sessions in each six-month certification period, although they cannot be denied
food coupons for failure to attend.
Although there was little disagreement that the low-income parents who are traditionally served in Centering
and WIC programs could benefit from exposure to material on paternity and child support, program staff had
a variety of reservations about adding these topics to their program and it was difficult to identify and engage
willing sites. Among the concerns expressed by staff in one or both program types were: finding the time to
add new material; presenting the new material in an engaging manner and avoiding didactic approaches;
frightening immigrant clients and discouraging them from obtaining prenatal care; involving fathers in
program sessions; training staff on the new material; and targeting relevant client populations, namely
pregnant and newly delivered parents who were unmarried. Due to time constraints, the new material
presented to clients as part of HBHR was restricted to paternity and child support and relationship
discussions were dropped from the project plan.
The Center for Policy Research (CPR) ultimately partnered with two CenteringPregnancy sites for HBHR:
the Teen Pregnancy Center (TPC) at Barnes Jewish Medical Hospital in St. Louis, Missouri and Peak Vista
Community Health Center in Colorado Springs, Colorado. It partnered with Roseland Community Hospital
Roseland Community Hospital in Chicago, Illinois, which houses a Women, Infant and Children (WIC) site
that is administered by Catholic Charities. At each site, CPR conducted a training program for staff and
placed a project assistant to help recruit clients to participate in the project and to collect relevant pre and
post-program data. Table 11-1 summarizes the populations targeted for participation in the HBHR treatment
and comparison groups at each project site, recruitment time frames, and the numbers of parents that were
enrolled.
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Table 11-1. Populations Targeted and Recruitment Timeframes for
HBHR Treatment and Comparison Groups at Each Project Site
Targeted Population Project Treatment Treatment Group Recruitment Comparison Group

Site
Teen Parent Clinic  Pregnant female
 Added
Barnes Jewish
teens ages 15-19
paternity and
Hospital,
child support
 Enrolled in
St. Louis, MO
CenteringPregnancy material to 12
session
 Their male
Centering
counterparts in the
Teen Dads program curriculum
Peak Vista
 Pregnant women of  Adding
Community Health
all ages who
paternity and
Center, Colorado
enrolled in
child support
Springs, CO
CenteringPregnancy material to 10
session
and their male
Centering
partners
curriculum
during sessions
4&8
Roseland
Community
Hospital,
Chicago, IL

 Pregnant and
 Added
breastfeeding
paternity and
women and mothers
child support
of infants under
material to a
age 1 year
nutrition class

 129 pregnant females
 41 of their male partners
participating in the Teen
Dads Program
 Recruitment from October
2007 to November 2010

 None

 617 pregnant women
 144 male partners
 Participated in Centering
from March 2008 to
November 2010

 140 Peak Vista
females and 13
males who wanted
to participate in
Centering but did
not due to
transportation and
scheduling issues
 September 2010
to January 2011

 1,057 pregnant and
 535 pregnant and
breastfeeding women and
breastfeeding
mothers of infants under
women and
age 1 year
mothers of infants
under age 1 year
 186 male partners
 16 of their male
 Participated in WIC
partners
nutrition classes from March
2009 to December 2009  Attended WIC
nutrition classes
from January
2010 to March
2010

The material on paternity and child support that CPR added to the CenteringPregnancy curriculum and
presented at WIC nutrition classes was drawn from the Texas Parenting and Paternity Awareness (p.a.p.a.)
curriculum that teaches adolescents about the rights and responsibilities of parenting, paternity establishment,
and healthy relationships. The selected material deals with the difference between biological and legal
parentage, the voluntary acknowledgement process, the benefits of paternity establishment, and facts and
fictions about the child support system. In addition, all sites had access to a representative of the local child
support agency to answer specific questions about child support and to assist project participants on an
individual basis.
The evaluation involved the collection and analysis of data obtained from a variety of sources at a number of
time points. They included pre- and post-program assessments completed by project participants, telephone
interviews with project participants conducted by professional telephone researchers, and a manual review of
child support records for project participants performed by experienced child support personnel. CPR also
conducted interviews and focus groups with staff at the participating project sites and administered closeended questionnaires to a larger, national group of WIC and CenteringPregnancy personnel. Table 11-1
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summarizes the data collection activities attempted with project participants in the treatment and comparison
groups at every project site.
Table 11-1. Data Collection Activities Attempted with Project Participants at CenteringPregnancy and WIC Sites
CenteringPregnancy
Peak Vista Community
Health Center

CenteringPregnancy
Teen Parent Center
Barnes Jewish Hospital

WIC Program
Roseland Community
Hospital

Experimental Comparison Experimental Comparison Experimental Comparison
Group
Group
Group
Group
Group
Group
Abbreviated intake

No

Yes

No

None

No

Yes

Pre-program assessment

Yes

No

Yes

None

Yes

No

Post-program assessment

Yes

No

Yes

None

Yes

No

Telephone follow-up

Yes

Yes

Yes

None

Yes

Yes

Attendance logs

Yes

No

Yes

None

No

No

Child Support Record check

Yes

Yes

Yes

None

Yes

Yes

Demographic and Relationship Characteristics of Participants and the Comparison Group

 Participants at the three project sites had different age and demographic characteristics. Teen Parent Clinic
(TPC) participants tended to be African American, young (average age 17), expecting their first child,
enrolled in school, and living with their parents. Peak Vista participants were predominantly Hispanic, 25
years old, had at least one prior child, and 65 percent were living with their baby’s father in a married or
marriage-like relationship. WIC clients were overwhelmingly African American, 25 years old, reported
having two or more prior children, and lived in a variety of settings including alone, with parents, and other
relatives. Most participants at every site were unemployed and were recipients of Medicaid. Many WIC
clients reported receiving Food Stamps (70%) and TANF (24%).

 Most Centering clients at the TPC (73%) and Peak Vista (78%) reported being in a committed relationship,
but this was the case for only about half (48%) of WIC participants. Most Centering clients at TPC (81%)
and Peak Vista (86%) rated their relationships as “excellent” or “good,” but this was the case for fewer
WIC clients (62%).

 Most participants at every site (72%) felt that the baby’s father could be trusted to help with the baby, but
Centering clients (79% to 91%) were more committed than WIC clients (65%) to staying together for the
sake of the children. Peak Vista clients were most apt to report being familiar with and positive about
marriage, with most unmarried women expressing interest in marrying as soon as they had enough money.
TPC clients viewed marriage positively too but were refraining until they were older and had completed
school. WIC clients were less familiar with marriage, viewed it less positively, and lacked plans to pursue it,
although a substantial proportion (73%) planned to raise their baby with its father. The strong verbal
support for marriage that women give does not diminish their view that a woman can raise a child as well
as a couple.
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 Although project assistants attempted to recruit identical participants for the treatment and comparison
groups, a review of selected characteristics for members of the two groups revealed some significant
differences. Overall, the comparison group at Peak Vista was more apt to be comprised of older,
Caucasian, English-speaking women with multiple children, while the comparison group at the WIC site
was significantly less likely to be comprised of African Americans and more likely to consist of women
who used the “other” category to classify their race and ethnicity. It was impossible to generate a
comparison group at the TPC at Barnes Jewish Hospital.
Baseline Attitudes on Paternity, Paternal Involvement, and Child Support

 Most Peak Vista (83%) and TPC clients (93%) wanted to put the father’s name on the baby’s birth
certificate, but this was the case for only 51% of WIC clients. Not getting along with the baby’s father and
not seeing the point of having him on were the biggest barriers to putting the father’s name on the birth
certificate. Other less commonly cited reasons were feeling that he would be a bad father, not wanting to
get child support involved, and fearing that paternity establishment would make it harder to get benefits.

 The vast majority of TPC (91%), Peak Vista (89%), and WIC (75%) clients anticipate that they will be
raising their child with the baby’s father.

 A majority (57%) of Peak Vista clients reported receiving “full” financial support from the baby’s father,
but this was the case for only 30 and 29 percent of TPC and WIC participants, respectively. The
proportion reporting receiving little or no financial support was 23, 30 and 50 percent for Peak Vista, TPC
and WIC participants, respectively.

 Despite the lack of financial help, 69 percent of participants across all project sites were uninterested in
obtaining formal child support and only 15 to 19 percent said that they wanted it. Most participants felt
that the help they were getting was sufficient and/or that the baby’s father could not afford to pay child
support. Most participants wanted help with health-care and education, and many wanted help with child
care, job training, and housing.
Program Participation and Immediate Reactions
 On average, participants attended an average of 7.6 CenteringPregnancy sessions, with half attending more
than eight sessions. The TPC offered a 12-session program while Peak Vista used a conventional 10session format.
 Both sites presented material on paternity during Session 4 and child support during Session 8. At TPC, 79
percent of participants attended the session on paternity, while 69 percent attended the one on child
support. At Peak Vista, the percentages attending the paternity and child support sessions were 93 and 72
percent, respectively.
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 Participants in the two programs were extremely pleased with 72 and 79 percent of TPC and Peak Vista
participants giving the programs an overall rating of “excellent,” respectively.
 Although Centering participants were more apt to recall the program covering the topics of nutrition,
exercise, childbirth, breastfeeding, infant care, and sexuality, over 82 percent recalled mention of paternity
and child support topics including visitation rights (88%), the cost of raising children (86%), getting formal
child support (89%) what to do if the father does not pay child support (88%), and how child support and
TANF work (82%).
 Nearly all (94%) Peak Vista participants recalled getting information on how to put the father’s name on
the birth certificate, and 82 percent said it was “very helpful.” Among TPC participants, 85 percent
recalled being exposed to paternity information and 87 percent rated it as “very helpful.”
 Women at both Centering sites continued to be strongly supportive of paternity establishment following
participation in the HBHR intervention. At the two sites, about 86 percent of the females definitely wanted
the father’s name on the birth certificate, and another 4 to 5 percent were pretty certain that they did. They
continued to be uninterested in receiving formal child support, mostly because they were in a committed
relationship and viewed the financial help they received as adequate.
 A total of 1,050 women at the WIC site completed a questionnaire immediately following the HBHR
session on paternity and child support. Two-thirds rated the session as “excellent,” and 12 percent said that
they planned to establish paternity at the WIC clinic at the conclusion of the program. Most (82%)
participants rated the following topics as “very helpful”: how to put the father’s name on the birth
certificate, how to get formal child support, what happens if someone does not pay court ordered child
support, and the difference between formal and informal support.
 Although a majority (51% to 55%) of WIC respondents said that the HBHR session had not changed their
plans to pursue various actions pertaining to child support and co-parenting, quite a few reported
heightened interest in certain actions. For example, following the HBHR session, the proportion reporting
more interest in establishing paternity was 42 percent, 38 percent were more interested in getting more
help and support from the other parent, and 32 percent were more interested in improving their
relationship with the other parent. Participants reported somewhat less interest in establishing a formal
child support order (27%) and developing formal visitation between the father and the child (29%).

Longer-Term Reactions and Impact
Telephone interviews were conducted with 995 project participants in the treatment and comparison groups
approximately three months after the birth of their babies for pregnant participants, and/or enrollment in
HBHR for non pregnant participants. The 25-minute interviews explored longer-term reactions to HBHR,
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the perceived utility of the paternity and child support information that was presented and reported changes
in attitude and behavior.
 Most (80%) members of the treatment group continued to view the information they received on paternity
and child support as “very” or “somewhat” useful. Relatively few (under 40%) reported receiving
information on these topics from any other source, so the material was viewed as “mostly new” by 80 to 93
percent of the women at every site, with nearly all (90%) reporting that the program taught them about
child support, father’s rights and responsibilities, and addressed their misconceptions about child support.
Relatively few (12% to 23%) viewed the presentations as too rushed or complicated, suggesting that
relatively brief sessions about these topics can be helpful and impactful.
 Exposure to classes on paternity and child support affected participant attitudes and knowledge on these
subjects. Treatment group members were significantly more apt than their counterparts in the comparison
group to view paternity and child support as important. They were also decidedly more knowledgeable and
scored better on questions about various child support policies and practices.
 Reported rates of hospital-based paternity establishment were equivalent for members of the treatment and
comparison groups at Peak Vista Community Health Center (76% versus 74%) but statistically higher for
WIC clients in the treatment group (46% versus 37%), suggesting that class exposure might have prompted
some pregnant participants to pursue it. Treatment group participants at Peak Vista were significantly more
likely than their comparison group counterparts to talk with the father about how he could contribute to
the cost of raising the child (65% versus 44%).
 Most respondents in the treatment and comparison groups cited similar reasons for putting the father’s
name on the birth certificate, although members of the treatment group at Peak Vista were more apt than
the comparison group to note that it would be “important if I ever needed child support” (88% versus
74%). Reasons for not acknowledging paternity included not getting along with the other parent and
unresolved questions about the biological origins of the child.
 Although only about a third of the women at the Teen Parent Clinic or the WIC site were satisfied with the
level of financial support they were getting from the father of their baby (and 58% of Peak Vista women),
relatively few had pursued formal child support when the follow-up interview was conducted. The reported
incidence of formal support was 17, 15, and 8 percent for TPC, WIC and Peak Vista clients, respectively.
Rates of interest in formal child support, however, were higher than they had been at project enrollment,
before the birth of their babies. Just over a third (34%) of TPC clients and a quarter (26% to 27%) of WIC
clients said they were “definitely” or “somewhat interested” in setting up an order. The rate of interest
among Peak Vista clients was lower (13%), which may reflect the higher rate of marriage and marriage-like
relationships among members of this group. In addition, its Hispanic composition may have depressed
interest in formal support since government programs of any type tend to be underutilized by groups with
immigration concerns. Rates of interest were higher (22%) in the comparison group for Peak Vista that
was comprised of a higher rate of non-Hispanic whites.
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Paternity and Child Support. A search of vital records information for members of the treatment and
comparison groups was done in Missouri and Illinois (access was not provided in Colorado) to gauge the
impact of the paternity curriculum on actual rates of paternity establishment. Data collectors searched the
vital records database to determine: (1) if the participant could be located; (2) if a birth certificate could be
located for a child of the participant; (3) if paternity was established for the child; (4) whose name was on the
birth certificate as the child and father; (5) dates of birth for the child and parents; and (6) and information on
paternity establishment. In addition, data collectors searched the automated databases for the child support
agency in Colorado, Illinois, and Missouri for evidence of child support activity for members of the treatment
and comparison group at every project site. The results of these search activities were as follows:
 Approximately half (54%) of TPC clients and 75 percent of WIC clients were found in a search of vital
records in Missouri and Illinois and the father’s name appeared on the youngest child’s birth certificate in
over half of the cases for members of the treatment group (54% TPC and 53% WIC) but only 45 percent
for members of the WIC comparison group. WIC clients in the treatment group were significantly more
likely than members of the comparison group to establish paternity when their baby was one year old or
younger.
 Approximately half (49%) of TPC clients and three quarters (73% to 78%) of WIC clients had a case in the
child support system, but this was true for only 7 percent of Peak Vista clients. As previously noted, Peak
Vista clients were dramatically more likely to be married and/or to be in a romantic relationship with the
other parent.
 Nearly all project participants who had a case in the child support system were at the earliest stages and had
not established a financial order. Many of these parents and/or their babies were recipients of Medicaid
and/or TANF and were known to the child support system due to automatic matches between these
benefit systems and child support. Nevertheless, a substantial proportion of cases were awaiting
identification and location of the baby’s father and had not progressed to later stages of case processing.
 A total of 25 TPC cases, 24 Peak Vista cases, and 100 WIC cases in the treatment group and 43 in the
comparison group had child support orders when data collectors reviewed the automated child support
enforcement systems in participating states. On average, TPC parents paid 25 percent of what they owed in
child support in the six, 12 and 24 months following their enrollment in HBHR, with approximately 50
percent paying nothing. The payment rate among WIC clients in the treatment group increased
significantly, from 35.9 percent to 48.9 percent, following program participation. However, the 19
members of the comparison group with pre- and post-program payment history paid an average of 63
percent of what they owed at both points in time. There is no obvious reason why the comparison group
would have more favorable payment patterns, although their cases are significantly newer and were in the
system an average of 6.1 months as compared to 9.1 months for members of the treatment group. There
were too few Peak Vista cases with payment activity to permit an analysis of pre- and post-program
patterns.
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Male Experiences with HBHR.
Project staff attempted to enroll fathers who attended
CenteringPregnancy or WIC sessions with the mother and ultimately 41, 144, and 186 men were enrolled at
the Teen Parent Clinic, Peak Vista and WIC sites, respectively. A comparison group comprised of 13 Peak
Vista men and 16 WIC men was also generated. An analysis of the data collection instruments completed by
men in the treatment and comparison groups reveals the following highlights.
 Men at the project sites resembled their female counterparts. TPC fathers at Barnes Jewish Hospital were
the youngest and most apt to be in school and live at home. Only 22 percent were employed full time.
Peak Vistas fathers were most apt to be Hispanic, educated at the high school level, married to the mother
of their baby, and living with her. Three-quarters (78%) of Peak Vista fathers were employed full time.
WIC fathers were African American, educated at the high school level, single, and living in a variety of
arrangements. A third (34%) of WIC fathers were employed full time.
 Most of the fathers at every site reported being in a committed, one-on-one relationship that they
characterized as good or excellent, although this was especially true for Peak Vista men and least true for
WIC clients, 27 percent of whom characterized the relationship as casual or non-romantic. Three-quarters
of Peak Vista men wanted to marry the mother of their baby, as compared to 42 percent of men at the
TPC and 44 percent of WIC men. A majority (51%) of WIC men reported having two or more other
children.
 Nearly all Peak Vista (97%) and TPC (98%) fathers wanted to put their name on their baby’s birth
certificate, as compared to 56 percent of WIC fathers, many of whom claimed that it would make it harder
for the mother to receive TANF.
 Not surprisingly, few fathers (8% WIC, 12% TPC, 34% Peak Vista) were interested in paying formal,
court-ordered child support, with half to two-thirds of the uninterested men at every site reporting that
they were providing sufficient levels of support. Although nearly all fathers envisioned that they would
help to raise their baby, only 29 percent of young fathers at the TPC at Barnes thought they would be
married to the baby’s mother in two years, as compared to 80 percent of Peak Vista men.
 As with female participants, men rated the Centering sessions highly, with two-thirds giving it an
“excellent” rating and the rest terming it “good.” While the sessions dealing with pregnancy, childbirth, and
infant care received the highest ratings, at least 75 percent of responding men recalled attending sessions
that dealt with the financial and legal side of childbirth, and these were rated as “very helpful” by one-half
to three quarters of Peak Vista men and 88 percent of TPC fathers.
 Following their participation in HBHR, TPC and Peak Vista men exhibited few changes in their attitudes
and reported behaviors. Nearly all continued to characterize their relationships with the other parent in
extremely positive terms and express positive views about marriage, paternity establishment, and
participating in the financial and emotional lives of their children, although not through the formal child
support system.
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 As female respondents had reported, paternity establishment rates were lowest among WIC fathers and
highest among Peak Vista and TPC men. Men who acknowledged paternity did so because they felt that
the baby should know his or her father and thought it was important. They were less persuaded that
paternity acknowledgement would make them feel more connected to the baby.
 With respect to finances, most fathers at every site (73% to 83%) reported talking to the mother of their
baby about how they would contribute to the cost of raising the child after attending the HBHR class.
Most interviewed men said that they had given the mother of their baby a “lot of money” since the birth of
the baby and a majority of TPC (67%) and Peak Vista (66%) fathers said that they were doing the best they
could do to provide financial support. In contrast, only 38 percent of WIC fathers in the treatment group
made this claim. Across the sites, only a small fraction of men reported that they were ordered to pay child
support (3% Peak Vista, 20% TPC and WIC)
Stakeholder Reactions. To elicit the reactions of the broader community of WIC and CenteringPregnancy
professionals to the idea of adding information about paternity and child support in the regular curriculum
for these programs, CPR administered a paper and pencil survey at the 2010 WIC Annual Nutrition and
Breastfeeding Conference and an online survey to members of the Centering Healthcare Institute (CHI).
Surveys were completed by 307 WIC professionals and 120 CHI members throughout the United States. The
surveys covered whether the programs currently address paternity and child support issues, staff interest in
adding this material and the type of resources it would take to make these types of additions. CPR staff also
discussed these issues in greater depth with staff members from the project sites: Roseland Community
Hospital WIC clinic, Barnes Jewish Hospital Teen Parent Clinic, and the Peak Vista Community Health
Center.
Highlights of the surveys completed by WIC professionals are as follows:
 Nearly half (44%) of WIC respondents say that they address paternity and child support at their WIC site,
chiefly by providing referrals to the child support agency. Only 4 percent provide paternity
acknowledgement forms or include the information in a WIC class.
 The chief barrier to incorporating paternity and child support in WIC classes noted by respondents is the
need for staff training (65%), although substantial proportions mentioned the lack of class time (45%),
staff discomfort with legal and financial issues (36%), lack of funding (30%), and lack of a simple
curriculum (27%).
 Two-thirds (65%) of respondents feel it would require funding to get WIC sites to add paternity and child
support information to classes, and 45 percent say it would take a mandate from the federal government.
 The best ways to educate WIC parents about these issues is through handouts (65%) and one-on-one
conversations (55%). Far fewer feel that it would be effective to create new classes on the subject at WIC
sites (29%) or add the material to existing nutrition classes (24%).
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 Learning how to apply for paternity and child support is viewed as the type of information that would be
of greatest benefit by 68 percent of WIC staff, with approximately 90 percent believing that child support
and paternity acknowledgement benefit children, mothers, and the community. Although 65 percent feel
that WIC sites are a good place for parents to learn about these things, only 45 percent feel comfortable
answering parents’ questions about these topics.
 Overall, WIC respondents rate the incorporation of information about paternity and child support into
WIC classes a 6 on a scale of 1 to 10.
Highlights of the questionnaires completed by CHI members are as follows:
 Although CHI respondents agree that CenteringPregnancy serves a Medicaid-eligible population, which is a
prime target for information about paternity and child support, Centering staff estimate that about 34
percent of their clients are undocumented residents who might be frightened by this type of information
and discouraged from pursuing prenatal care.
 Although most Centering programs (82%) allow fathers to attend sessions with mothers, fewer than a
quarter of represented programs say that fathers come to sessions making access to low-income males
more problematic in CenteringPregnancy settings.
 Approximately one-fifth (21%) of respondents say that their CenteringPregnancy programs currently
address child support and paternity, chiefly by providing parents with brochures and handouts. A smaller
fraction of programs discuss these topics and distribute paternity acknowledgement forms.
 Like WIC staff, Centering professionals feel that the biggest barrier to incorporating information about
paternity and child support in the current curriculum is the need for staff training (65%). The second most
common concern cited by 37 percent of respondents is the lack of time in the curriculum to discuss these
topics. Nearly all (80%) respondents felt that a staff training effort would be necessary, and 25 percent
through that an off-the-shelf curriculum and procedures manual would help. Like WIC staff, Centering
respondents favored the use of handouts (79%) and brief group discussions about paternity and child
support (76%).
 Centering personnel overwhelmingly approve of exposing families to material on paternity and child
support (95%), feel comfortable talking with parents about these issues (76%), and believe that Centering
programs are good places for these discussions to occur (75%)
 On a scale of 1 to 10, Centering respondents gave the idea of adding information, discussion sessions, and
activities about paternity and child support into their Centering sessions an average rating of 7.
Interviews with staff at the WIC and CenteringPregnancy sites that participated in the HBHR project revealed
the following key findings:
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 Initially, staff members at all sites were hesitant about incorporating paternity and child support
information into their programs and classes. They worried about the time pressures that the new material
presented and the extra burden on existing staff members. Programs that serve Hispanic populations
worried that talking about legal issues would drive away non-citizen immigrants. In addition, some staff
members had endured negative experiences with the child support agency and needed to overcome their
personal biases. Finally, some Centering staff felt as though they needed outside experts like child support
personnel to help with sessions until nurse practitioners were comfortable with the material and could
handle it on their own, a practice that is eschewed by many Centering programs.
 Offsetting these reservations was the belief that the new material was a “natural fit” for their program and
useful for their client population. WIC staff members viewed the mission and populations served by child
support and WIC as overlapping. According to some Centering staff, the sessions were “invaluable” and
the material on paternity and child support was the “most important content we’ve added since I’ve been
working here.”
 The curriculum created for HBHR was viewed as being well-suited for WIC and Centering clientele and
easy to use for staff members. It was praised by staff for being concise and easy to understand. The
interactive format led to many good discussions. As one breastfeeding educator at the WIC site observed
about the paternity and child support sessions: “I definitely felt like they stole my thunder! Everyone was
very quiet during my presentation. Then, the room would come to life after (project staff members) started
talking about paternity and child support” According to Centering personnel, the paternity and child
support information was “a perfect addition to the curriculum” since clients are “completely unaware of all
the legal issues that go along with having a baby.” Still others maintained that child support and paternity
fit with Centering’s focus on how parents can care for their children.
 Although the programs reach relatively few fathers in WIC and Centering sessions, paternal contact is
viewed as important since fathers tend to be unaware of the legal ramifications of paternity
acknowledgement and their rights and responsibilities. The program also helps to dispel some of the myths
about child support that fathers pick up from friends and family members.
 The impact of the program is limited by the deep beliefs that many parents hold about paternity and child
support, and the limited receptivity of parents to the information during the “honeymoon” of pregnancy.
Nevertheless, staff members feel that the program plants “seeds” of information and helps parents begin
to understand the cost of raising a child and the importance of financial support.
 Following the conclusion of the HBHR project, the paternity and child support curriculum continued to be
offered at the CenteringPregnancy sites at the TPC and Peak Vista, but was dropped at the Roseland
Community Hospital WIC site.
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Conclusions
The Healthy Babies—Healthy Relationships (HBHR) project experimented with reaching and messaging to
expectant and new parents in two settings that serve an unmarried and low-income population:
CenteringPregnancy programs and WIC nutrition classes. HBHR outcomes were similar to other efforts to
outreach to comparable populations.
Like the Texas New Parent Outreach Project, it was extremely difficult to identify and engage willing sites to
augment their existing curricula and program sessions to include material on paternity and child support. As
locally administered programs, access must be negotiated on a program-by-program basis. This is an
extremely time-consuming process. More to the point, program implementers must address the legitimate
concerns of WIC and Centering staff that include worries about adding new curricular material to programs
with limited time allotments, burdening busy staff with new duties, and discouraging immigrant populations
from obtaining services with talk about legal and financial issues. And while some programs will prefer to use
their own facilitators to deliver new material on paternity and child support, others will want outside
presenters. Addressing staff concerns, organizing training programs and doing outreach at multiple sites with
small audiences would place big demands on local child support agencies at a time when budgets and staff are
being reduced and there are competing demands that are more directly related to agency performance.
Although staff at the sites that ultimately agreed to participate in HBHR were extremely pleased with the
addition of information on paternity and child support and they and their national colleagues viewed it as a
“natural fit” for their programs, there are formidable barriers to incorporating this material on a routine basis.
At it minimal level, getting WIC and Centering staff comfortable with delivering material on paternity and
child support would require an extensive staff training effort. Program staff in the 10,000 WIC clinics and 300
Centering programs around the nation would need to gain exposure to these topics so that the are
comfortable presenting it to clients and answering their questions. Another key requirement is developing and
disseminating an “off-the-shelf” curriculum that is concise and easy to understand. Project staff at the HBHR
sites were pleased with the curricular material developed for the project and credited its interactive style with
stimulating lively discussions.
The biggest challenge, however, is the mechanism to engage programs in the outreach effort. Two-thirds of
surveyed WIC professionals say that getting staff to deliver material on paternity and child support would
require new funding and nearly half feel it would take a federal mandate. This tracks with prior national
experience on outreaching about paternity. Previous major inroads on hospital-based paternity establishment
were ultimately due to federal legislation that put pressure on states to make voluntary acknowledgement
programs available on a more routine and expanded basis. In many states, hospitals also received payments
to defray costs associated with generating voluntary paternity acknowledgements in hospital settings. More
recently, it took legislation (HB 2176, 2007) to get a program dealing with paternity and child support (the
parenting and paternity awareness program, p.a.p.a.) to be offered to all high school students in Texas.
Getting WIC, Centering and other prenatal programs to disseminate information about paternity and child
support to their clients may well take a comparable federal mandate and payment arrangement.
Client experiences with HBHR parallel those observed in other outreach programs. Like the Strong Start—
Stable Families project, parents in HBHR rated the program highly. Months after they attended the program,
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most clients recalled learning about paternity and child support, maintained that much of the information was
new to them, and characterized it is “very” or “somewhat” useful. This was the case for new mothers in
committed, one-on-one relationships; teen parents; and WIC clients.
At the same time, exposure to materials on paternity and child support appears to produce few measurable
changes in attitude and behavior in any outreach project. Most pregnant and new parents enter outreach
projects with extremely positive views about their relationships, paternal participation and the benefits of
paternity establishment. Assessments conducted following these programs find that participants continue to
report positive attitudes, behaviors, and expectations. Simply put, there is little room for improvement in the
extremely pro-social attitudes voiced by many unmarried parents prior to their exposure to materials on
paternity and child support.
Nor is there evidence of change in client interest in formal child support arrangements over the time period
covered in these studies. At program entry and in subsequent assessments, most participants in HBHR say
they are satisfied with the level of financial support they are getting from the baby’s father and reject the
notion of pursing formal support. In follow-up interviews conducted three months after birth or three
months after HBHR, there is some increase in participant interest in formal child support, but the reported
rate of application remains low. This is consistent with the patterns of formal child support usage observed
in the New Parent Outreach and the Strong Start—Stable Families Projects. Program staff attribute this to
the timing of the research and expect interest in child support to pick up as the “honeymoon” of pregnancy
and birth fades. For this reason, several suggest that a session on how to pursue child support be presented
to mothers in later, post-partum settings.
The WIC clinic is one such setting, since it serves parents with older children as well as pregnant women and
mothers of newborns. Interestingly, while WIC clients entered HBHR with a variety of unpromising
characteristics including multiple children, weak relationships with the other parent, higher rates of public
benefit receipt, and lower levels of interest in paternity establishment, they appeared to be receptive to the
outreach effort. Following the program, most expressed positive views about it and claimed that it had been
helpful. More to the point, many expressed heightened interest in pursuing paternity (42%), getting support
from the other parent (38%), improving their relationship with the other parent (32%), and even getting
formal child support (27%). These are impressive responses to a brief intervention.
One shortcoming of using CenteringPregnancy and WIC settings to educate unmarried parents is their
limited ability to reach fathers. While some men participate in prenatal programs and attend WIC clinics,
most do not and the audience for these programs is heavily female. Reaching young men and messaging to
them about paternity and child support remains a challenge. Other possible avenues for doing this include
outreach through schools, workforce programs, the military, and the media.
Outreaching to pregnant and new parents in WIC and CenteringPregnancy programs is an effective way to
educate new parents about paternity and child support topics that are new to them and viewed as useful.
Initiating these programs and sustaining them, however, takes considerable time, energy and resources. It is
recommended that the child support agency begin to pursue the collaborations with WIC and
CenteringPregnancy programs needed—from bottom to top—to make this happen.
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Appendix A
Staff Training
Materials for HBHR

HBHR Staff Training Material

Some
Common
Questions
About
Child
Support

What does the child support
agency do?
In TANF cases the child support agency will
automatically:
 Try to locate an alleged parent.
 Try to establish paternity.
 Work to establish a child support obligation and modify it if
finances or circumstances change.
 Make every effort that medical coverage is provided for the child.
 Make every effort to ensure that child support gets paid.
 The CP must give child support all the information she has about
the NCP including his date of birth and Social Security Number.

Appendix A: Staff Training Materials for
HBHR

1

HBHR Staff Training Material

The child support agency will
do these same things in a nonpublic assistance case, if the
custodial parent (CP) applies
for help.

What about non-TANF cases?

How do parents get child
support services?
Illinois Department of Child Support
Enforcement (DCSE) provides child support
services to:
Custodial Parents (CP)
Legal guardians of the children
Noncustodial Parents (NCP)
Alleged fathers
Interested parties must complete an
Application for Services
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How do parents get child
support services?
To apply for services in Cook County, go to:
32 West Randolph
Chicago, IL 60601
Call our office at 1-800-447-4278 to request an
application via U.S. mail.
Applications are also available at our website:
www.ILChildSupport.com
CPs who apply for child support will need to bring a
copy of the child’s birth certificate, an ID, information
about the father of the child, and information on
income and expenses.

Child Support and
Immigration
The child support agency does not provide
information to federal immigration authorities.
The paternity acknowledgement form asks for SSNs
for both parents, but it can be completed without
SSNs. Parents shouldn’t use false SSNs
Parents do not have to provide info about residency,
immigration status or citizenship to establish
paternity or get child support services.
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What is child support
Child support is the money ordered to be paid by a parent for the
support of his or her (minor) child when that parent does not live with
the child. That parent is called the non-custodial parent (NCP).
The amount of money to be paid is based on standardized guidelines
that consider the income of the noncustodial parents.
Child support also comes in the form of “medical support.” For
medical support, a parent provides health insurance coverage for his or
her child.
If a NCP has children with different Custodial parents (CP) there will be
a separate case opened for each child and CP and a separate order.

How is child support established?
In Illinois child support can be set administratively,
through the Division of Child Support Enforcement or
through a court of law.
If the NCP receives a summons to come to court and he/she
does not show up, the order can be entered without him/her
present.
The agency may look for evidence of his/her income from
wage records or a database on new hires.
The child support amount is based on a guideline that looks
at the income of the noncustodial parent. If there is no record
of income and a parent does not provide the agency with any
income information, an income can be calculated based on
that parent’s ability to earn an income which can be assumed
to be the minimum wage at 40 hours per week.
If either parent disagrees with the amount of the order, they
can request an administrative hearing at the agency.
Based upon a documented lack of income, the order may be
set as low as $10 per month.
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Annual earnings of people
with various education levels
• High School—not grad: $19,205
• High School graduate/GED:
$26,795
• Some College/no degree: $29,095
• Associate Degree: $34,744
• Bachelors Degree: $50,623

How Much Child Support is
Ordered and What Do CPs Get?
If an NCP has one child and one order, his child
support would be 20% of his adjusted gross income.
If an NCP has 2 children and one order, his child
support would be 28% of adjusted gross income.
Based upon a documented lack of income, the order
may be set as low as $10 per month.
If a CP is receiving TANF, she gets to keep the first
$50 of paid child support and the rest goes to
reimburse the state for the public assistance benefit
paid to the child.
If a CP is not receiving TANF, she gets to keep all
paid child support.
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What does it cost to raise a
child?
 Raising one child, takes about 25% of a family’s after-tax
income.
 Families with incomes below $45,000 gross per year, spend
about
• $500 per month for a young child.
• $600 per month for a teenager.
 Families with incomes above $75,000 gross per year, spend
about
• $1,400 per month for a young child.
• $1,500 per month for a teenager.
 It takes a total of $150,000 to $300,000 to raise a child from
ages 0 through 17 years old.
 If both parents work and need full-time child care, the costs of
raising a child is more.
• Child care costs about $500 per month
• The cost is more for infants and center-based care

How do parents pay child
support?
Money is deducted directly from the NCP’s paycheck and sent
to the State Disbursement Unit (SDU) which send the money
to the CP.
A child support order directs the employer to take a certain
amount of money from a paycheck for child support or
medical support.
The employer cannot discriminate against a parent because
of the child support withholding procedure.
The employer may charge a fee to withhold money from a
parent’s paycheck.
Self employed and unemployed NCPs can send payments
directly to the State Disbursement Unit.
NCPs in the military are required to pay support and the
services will cooperate with DCSE to establish and enforce
orders.
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What if The Father’s
Whereabouts are Unknown
The Child Support Agency
can track NCPs using their
SS# and date of birth.

The Child Support
Agency Can Help
Locate Missing
Non-Custodial Parents
With this information the
Child Support Agency may be able
to locate an NCP’s employer and gain
additional information about their assets

What is Paternity?
Before child support can be established,
paternity must be established.
Paternity is legal fatherhood.
If a child is born out-of-wedlock, paternity
must be established before a child support
order can be entered.
Only establish paternity if you are sure that
you are the father of the child. If you are
unsure, do genetic testing.
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Why Establish Paternity?
Child support is one reason to establish paternity, but there
are other reasons as well.






When paternity is established the child gains certain rights,
like:
The right to know both parents
The right to financial benefits (like veteran’s benefits)
The right to access the father’s medical history
The right to inheritance
Only legal fathers have the right to ask a court for visitation.
Custodial parents who receive financial/medical assistance
from the State through TANF or Medicaid must help to
establish paternity and a child support obligation or face a
sanction. They are required to tell DCSE what they know about
the NCP including name, date of birth, SSN, employer.

How is Paternity
Established?
Voluntary Acknowledgement
Presumed Paternity
A child is born in wedlock
Genetic testing shows high probability of biological
fatherhood.

Voluntary Acknowledgement of Paternity (VAP)
A document that can be signed in- or outside the
hospital by both parents acknowledging paternity.
It addition to signing at the hospital, the VAP can be
signed at the Department of Human Services, the
Division of Child Support Enforcement and at WIC
Food Centers.
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Getting Dad’s Name on the
Birth Certificate
• Once the VAP is submitted, a copy goes to
Vital Records to place a father’s name on the
baby’s birth certificate.
• If paternity has never been established the
VAP can be submitted for a child of any age.
• To get a copy of the new birth certificate you
must contact the Bureau of Vital Records.
• Cook County Vital Records is at 50 W.
Washington, Chicago 60602, 312-603-7788.
There may be a satellite site closer to you.

How is Paternity
Established?

Contested Paternity

Woman must sign a sworn statement naming the man she
believes to be the father.
Either party can request genetic testing. The state may also
compel genetic testing in public assistance cases.
If genetic test is negative, the case for support is usually
dropped.
If genetic test is positive, the case for support is strengthened.
If the child support agency handles the case, the state will pay
for the genetic test, but if the man is found to be the
biological father, the court may order the father to repay the
state for the tests.
Private testing may not be acceptable to the court and may be
expensive (i.e., $600).
It takes 30 to 45 days to get genetic test results.
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What if the NCP is
Incarcerated?
• The Division of Child Support Enforcement
can assist in establishing paternity/support
for an NCP incarcerated in a state facility.
• Social workers in DOC facilities can assist an
inmate in requesting a modification.
• Orders may be modified to as low as $10 per
month during incarceration.
• Released offenders may be able to eliminate
their state-owed arrears if they are eligible to
participate in Project Clean Slate. Contact
312-793-8222 to explore eligibility.

What if Domestic Violence is
An Issue?
TANF recipients are required to help the child support
agency in establishing paternity and a child support
obligation.
However, a waiver of this requirement is allowed in cases
where there is a risk of family violence.
A family violence indicator will be added to the case to
ensure that the custodial parent’s address will not appear
on documents that the noncustodial parent might see.
For information and help with domestic violence call:
Domestic Violence Help Line: 1-877-863-6338
National Domestic Violence Hotline: 1-800-799-7233
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If The NCP Doesn’t Pay, How
is a Child Support
Order Enforced?
Income withholding
from paychecks.
Intercepts of tax
refunds.
Intercept of some
benefits such as
unemployment
compensation.

Liens against
personal or real
property, preventing
sale.
Liens against banks
accounts.
In some states,
seizure of property.

What else can child support do?
Persuasive
Techniques
Credit bureau reporting
Revocation of licenses
(driver’s, professional,
occupational,
recreational)
Reminders
Denial of passport
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What About
Noncustodial
Parents who are
Unemployed or
Unable to Pay?

There are services
available to help
noncustodial parents
find employment that
will allow them to meet
their child support
obligations.

The Noncustodial parent Services Unit (NCPU) assists noncustodial
Parents with job search assistance, referrals to other community
agencies, financial help for transportation and training needs. The
goal of NCPU is to help noncustodial parents overcome the barriers to
paying their child support.
Contact the Noncustodial Parent Services Unit at 32 West Randolph,
11th Floor, Chicago, 312-793-7987.

Can a child support order be changed?
If an NCP goes to jail, their child support obligation does not
automatically stop and if they do not pay, they will build debt
that they will owe when they are released.
If an NCP loses a job, their child support obligation does not
automatically stop.
To change the amount of support ordered, a NCP must file a
request to modify his/her order.
Child support orders may be changed if the order hasn’t been
reviewed or changed in 36 months or there has been a
substantial change of circumstances that affects a parent’s
ability to pay.
Call DCSE at 1-800-447-4278 to request a modification packet.
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Can a child support order be changed?
.

• Child support cannot be changed retroactively. In other words, the
court will be unable to go back and reduce the amount of back
payments that an NCP owes if there was a change in circumstances
and a parent gets behind.
• It is very important that NCPs act immediately and notify the child
support agency if their circumstances change.

• Substantial changes in circumstances include needing to add a
medical support obligation to an order, an involuntary increase or
decrease in NCP income.
• Illinois had a debt reduction program, Project Clean Slate, that tries
to reduce child support arrears owed to the State of Illinois on a caseby-case basis. Call 312-793-8222 to explore eligibility.

Visitation and child support are
legally independent of one
another. Not getting visitation
does not mean the noncustodial
parent can stop paying child
support.

What about visitation?

Currently the department does
not offer help with visitation issues.
A non-custodial parent may address
this issue in court.
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What else should I know about
child support?
Child support obligations continue until the child turns 18 unless the
youngest child will not complete high school until he/she turns 19..
Things like diapers and clothes and money paid directly to the other
parent are considered “gifts.” A parent who pays the other parent
directly must still pay the amount of the ordered child support
obligation.
If a parent doesn’t pay the full amount of the obligation, the unpaid
child support is treated as an arrears balance that continues to grow.
Illinois charges interest on unpaid child support at a rate of 9 percent
per year.
All employers in the US are required to report on newly hired
employees and this information gets sent to the child support agency.
The child support agency has access to records kept by many agencies
including the Secretary of State, Department of Employment Security,
Department of Corrections, IL Department of Revenue, Social
Security Administration, Internal Revenue Service, Department of
Defense.

What Do Parents Need to
Remember about Child Support?
Paternity or child support will be decided without
an NCP’s input if he fails to respond or show up at
the agency or court.
TANF and Medicaid recipients are required to
cooperate with child support and establish
paternity.
Being a legal father of a child does not automatically
give visitation or custody rights. An NCP needs to
get a court order. (Where to go to file for visitation?)
DCSE has over 400,000 cases. Keep records of your
child support case, give child support workers upto-date information about the NCP and where he/she
is living and working, and be a good advocate for
yourself.
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What Do Parents Need to
Remember about Child Support?
It is better to pay something consistently, even if the
payment is below the order amount.
NCPs should bring written proof of their financial
situation when they go to child support so that the
information can be taken into consideration in
establishing the obligation amount.
NCPs should request a review and adjustment of child
support when their circumstances change.
Child support looks at individual circumstances and
hardships and may adjust order levels and arrears owed
to the state.
It’s almost impossible to hide from child support.
Avoiding child support will make an NCP’s situation
worse.

For More Information
Questions About Paternity,
Getting Or Changing an
Order?

Child Support Customer
Service:
1-800-447-4278

Questions About Birth
Certificates?

Cook County Vital
Records, 50 W.
Washington,
312-603-7788
Division of Child Support
Enforcement: 32 West
Randolph Street, 11th
Floor 312-793-7987

Other Child Support
Services such as help
with employment and
adjusting state-owed
arrears?
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Paternity and Child Support
HBHR Curriculum Materials

No Kidding Curriculum Sessions 3 and 4

PATERNITY CURRICULUM
3. Roles Fathers Play (8 minutes)

To distinguish between three roles men can play in their child’s life: biological
father, legal father, and dad

 3 signs labeled Biological Father, Legal Father, and Dad
 3 signs containing definitions
Sign 1: Biological father
Sign 2: Legal Father
Sign 3: Dad
Sign 4: The man who genetically created the child from his sperm
Sign 5: The man recognized by law to be the father of the child
Sign 6: The man who is emotionally engaged with his child-nurturing, guiding, and supporting

1.

2.

Tell the group that you want them to explore what it really means to be a dad.
Hold up the six signs and give the following instructions:


“We have six signs. Three of the signs are words or labels: biological father,
legal father, and dad. Three signs are possible definitions for each of these
words. We need to match the labels with their definitions.



I need 6 volunteers, and if necessary, I will volunteer you. (Note: If people
don’t volunteer right away, distribute the signs to six participants.)

Use the following process:


Have the volunteers come up to the front and hold their signs up so everyone
can see them.



Explain that you want to start with the definitions. Have the first person
holding a definition read their sign.
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3.

4.

5.



Ask the group to decide which label best matches the definition. Once they
have decided, have the person holding the label go stand beside the
corresponding definition. Do this quickly.



Continue with the next definition and use this process until all three definitions
have been matched with the labels.

Clarify that the volunteers holding the ‘label’ signs are simply representing these
father roles. Explain that you’re going to ask them to role-play for a minute. Ask
the following questions:


Biological father, in your own words, tell me what you did to become this parent
in your child’s life? (Possible answers: had sex, donated sperm)



Legal father, what did you do? (Possible answers: signed some legal
documents, provide money, shelter, food, & clothing)



Dad, what did you to do? (Possible answers: playing, hugging, spending time
with child)



Which of you is most involved in the child’s life? Which is least involved?

Make the point that in this activity 3 separate people are playing 3 separate father
roles. Ask the group:


For the girls in the group, what do you want for any children you have in the
future? Hold up one finger if you want one man to play all three roles in your
child’s life; 2 fingers if you want 2 men; and 3 fingers if you want three men.



For the guys in the group, which of these fathers do you want to be? How
important is it to you to play all 3 roles with any children that you have?



For everyone in the group, what kind of relationship must you have to be sure
that one man will play all 3 roles? Note: Interns will emphasize that it is best
for children when one man plays all three roles.

Thank all the volunteers and have everyone except the “biological father” sit back
down.

Transition Statement: “We just saw that there are different ways that men can be
fathers. Let’s continue by looking at some of the legal issues they face.”

Appendix B: HBHR Paternity and Child Support Curriculum Materials
Page 2

No Kidding Curriculum Sessions 3 and 4

4. Who’s Your Daddy? (3 minutes)

To make the point that a child born to unmarried parents does not have a legal
father

 Volunteer holding Biological Father sign
 Legal Father sign
 Picture of a baby

1.

2.

4.

While standing next to the person holding the Biological Father sign hold up the
Legal Father sign. Make the following statements to the audience in your own
language:


“Pretend that we just had a beautiful baby together and that we were married
when the baby was born. (Note: Show the picture of your baby.)



Does the state of Missouri recognize me as the legal mother of this child? The
answer is yes.



Does the state of Missouri recognize him (the biological father) as the legal
father of this child? (Note: Hold up the Legal Father sign when you say
this.) The answer is yes. Do you know why? (Because we are married.)”

Now move several steps away from the biological father and explain the following
in your own language:


“Imagine this time that we just had a beautiful baby, but we are not married.



Does the state of Missouri recognize me as the legal mother of this child?
The answer is still yes. Nothing has changed.



Does the state of Missouri recognize him (the biological father) as the legal
father of this child? The correct answer is no. Why not? (Because we aren’t
married.)”

Continue to display the Legal Father sign and give the additional facts in your own
language:
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“When a baby is born to married parents, the state presumes that the husband
is the father of the child.



But, when a baby is born to unmarried parents, the state does not know who to
recognize as the father.



The unmarried father has to take some legal steps to establish the fact to the
state that he is the baby’s father.



We call that process establishing paternity. Paternity simply means
fatherhood.”

Transition Statement: “Now that you understand that unmarried fathers do not
automatically have any legal connection to their kids, we’re going to explain how they
can establish paternity.”

5. Three Pathways to Paternity (3 minutes)

To identify three ways that a man can establish paternity and to introduce the
Acknowledgement of Paternity (AOP) document

 3 Pathways to Paternity poster
 AOP poster

1.

Tell the group that there are three ways a man can be recognized as the legal
father of a child. Ask, “Who can tell me one specific way?” (Possible answer: he
can be married to the mother BEFORE the child is born.)

2.

Display the poster.

3 PATHWAYS TO PATERNITY
1.
2.
3.

Marriage prior to child’s birth
Court order (including possible paternity test)
Acknowledgement of Paternity (a legal document)

3. Give the following information to further explain pathways #2 & #3.
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Court Order: In most cases, if a man denies he’s the father or is unsure, then
the issue can be resolved in court. He will be asked to submit to a DNA
paternity test, which will prove whether or not he is the biological father. If the
test is positive, or if the man doesn’t show up for the hearing, he will be
established as the legal father by the court.



An Acknowledgement of Paternity (AOP) is a legal document that both father
and mother can sign (usually in the hospital) to declare that they both agree
that the man is the biological father of the child. Parents have 60 days to
change their mind, but after 60 days, the document becomes legally binding
and becomes difficult to challenge. After four years, there is no possibility of
changing the paternity of the child.
(Note: Minors under age 18 who sign an AOP have until 4 years after
they turn 18 to challenge the paternity. It’s not easy – they will have to
file a lawsuit and be able to prove that they aren’t the father.)

4.

Show the AOP Poster and explain that this is what an AOP form looks like.

5.

Turn to your co-facilitator and ask, “Does your baby have a legal father? How did
you/he get established as the legal father?” Take turns telling some brief stories
about paternity establishment in each of your situations.

Transition Statement: “Now that you know the ways to establish paternity, let’s look at
some situations to determine when it’s best to sign an Acknowledgement of Paternity
and when you should wait and get a court order.”

7. Benefits of Legal Paternity (10 minutes)

To identify legal benefits of paternity for the mother, child, and father

 Pocket chart
 Pocket chart clips
 Benefits of Legal Paternity cards
Mother
I can get help and support
raising the child, even if
we break up

Child
I am sure about my
identity—I know who both
of my parents are

Father
I can have a say in what
happens in my child’s life
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I can get regular help with
child care
I have the possibility of
getting regular child
support payments

I have access to a complete
medical history
I’m eligible for social
security, medical, and
disability benefits

I can possibly get health
insurance for the child

I can inherit money or
property

I can have my name on the
birth certificate
I have the right to know my
child’s medical health,
whereabouts, school
progress, etc.
I have the right to get legal
visitation with my child

1.

Hold up the AOP poster. Explain that there are many positive
consequences or benefits that come from signing an AOP when there’s no
doubt about paternity.

2.

Place the first three sets of cards into the pocket chart:
Benefits of Legal Fatherhood
“I benefit because…”
MOTHER
CHILD
FATHER

3.

Refer to the picture at the top of the pocket chart. Ask, “Based on this picture, who
is automatically the legal parent of this child?” (Correct response: the mother)
Say something like:
“So in this next activity, we know that mom is automatically the legal
parent of the child. We also know that the dad has become the legal
father…but wait, how did he become the legal father?! (Get participants to
recite: “Marriage, Court, or signing an AOP”)”

4.

5.

Distribute 11 of the Benefits cards, keeping one to use as an example. Give the
following instructions:


We have passed out some cards that list specific benefits of legal
paternity to the mother, child, or father.



When you get your card, read the statement and try to figure who is benefiting.



Each of you will read your card, come to the front of the room and place it on
the chart under the correct heading – mother, child, or father.

Model what you want the group to do:


Explain that each of these cards contains words that complete the sentence “I
benefit because…”



Read your card and ask whether it benefits the mother, child, or father.
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6.

Ask each person in order of the numbers on back of card to come up front, face
the audience, read their card loudly, and place their card where they think it
belongs. Point out anything that needs to be corrected. Ask questions such as:



7.

Then place the card on display cloth under the correct heading.

How important do you think this benefit is?
Why is it a benefit for the mother/child/father?

After all the cards have been placed, tell at least one personal story about your
experience with one of the benefits. Debrief the entire activity by asking one or
two of these questions:






Do unmarried fathers, mothers, or their children automatically get any of these
benefits? (No)
What do you think it’s like for children to grow up without these benefits?
Does the child of unmarried parents automatically get this benefit? (No)
When would it not be a good idea to establish legal paternity?
What other questions do you have?

Transition Statement: “So we can see that it is a good thing for unmarried fathers to
establish paternity for their children but they must be absolutely sure they are the child’s
biological father. A father who has even a small doubt should insist on a paternity test.
Now let’s get ready to bring this session to a close.”
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CHILD SUPPORT CURRICULUM
4. Fact or Fiction (22 minutes)

To increase participants’ knowledge of the way the child support system works

 Dry erase board and marker
 Fact or Fiction Statement sheets (2)
 Fact or Fiction Answer sheet
FACT OR FICTION STATEMENTS
1.
2.

Both parents are required by law to support their child until at least the age of 19.
A man cannot be asked to pay legal child support unless paternity has been
established.
3. Non-custodial parents who are in high school or the military do not have to pay
their court ordered child support.
4. Both parents’ incomes are considered in setting a child support order.
5. When a non-custodial parent pays child support every month, that money is always
sent to the child’s custodial parent.
6. If you get way behind in your child support payments, the state can take away your
driving and fishing license.
7. A non-custodial parent is paying legal child support if he or she gives the custodial
parent diapers, formula, and cash on a regular basis.
8. Paying regular child support gives a parent the legal right to see his or her child.
9. If you don’t believe you’re the father, it’s OK to ignore a legal notice or summons
you receive about being the father of a certain child.
10. If you are an illegal immigrant and try to get a child support order for your child
you’ll be deported.

FACT OR FICTION ANSWER SHEET
1.

Fact. Once children turn 19, they’re considered to be adults who can take care of
themselves. If a child goes to college, a noncustodial parent may have to pay child
support if the parents agree to it.
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2.

Fact. The state cannot ask a man to pay child support unless he has established
paternity through one of the 3 pathways.

3.

Fiction: Regardless of whether the parent is in high school or the military, he or she
is expected to pay at least a minimum amount for child support. It also doesn’t
matter if he or she is unemployed or in jail.

4.

Fact: Both parents’ incomes are considered in setting the amount of child support
the non-custodial parent has to pay. However, there is a minimum of $50, even for
those non-custodial parents who earn less than $850 a month.

5.

Fiction. When the custodial parent is receiving public assistance, the state will keep
the majority of the child support payments as reimbursement for the public
assistance being given to support the child.

6.

Fact. The state has many ways to enforce the collection of child support. For
example, intercepting federal income tax refunds or lottery winnings, suspending a
driver’s license, or in extreme cases, putting the parent in jail.

7.

Fiction. These kinds of actions are considered informal child support. Legal and
formal child support is paid directly to the child support agency, or in some cases,
by check or money order directly to the custodial parent.

8.

Fiction. Child support and visitation are two separate issues. The non-custodial
parent can pursue getting a visitation order from family court.

9.

Fiction: Just as a speeding ticket requires you to show up in court if you think you
are innocent, so too is a paternity or child support summons. Not showing up is
considered to be admission of guilt.

10. Fiction: Child Support Enforcement doesn’t collect information on citizenship
status and can’t share information they get from applicants with immigration
officials. You don’t need to be a U.S. citizen or have a social security number to
establish paternity or get child support.

1.

Be sure that you know and fully understand the answers to all of the questions in
this activity.

2.

Do your best not to help participants before they give their final answer. It is OK,
and even desirable, for them to get at least one question wrong.
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3.

Explain that a lot of people, especially young men who are or could become teen
fathers, have misunderstandings about child support and how it works, so the next
activity will help clarify what is fact and what is fiction.

4.

Give the following instructions:


We’re going to participate in an activity to find out how much you know about
young non-custodial fathers and child support.



You will divide into 2 teams. The teams will take turns deciding whether a
statement is fact or fiction. Each correct answer is worth a point.



Select a spokesperson to give your team’s first answer. You will shift to a new
spokesperson for each new statement.



We will let you know if your answer is correct and give additional information.
The team with the highest score wins.

Divide the group into two teams and begin the activity. Distribute the Fact or Fiction
Statement card to each team. Have the first team’s spokesperson read statement #1
and say whether it is fact or fiction. If their answer is correct, put a point on the dry
erase board. Read the explanation from your answer sheet.
5.

Go to the second team and have their spokesperson read the next statement and
give an answer. Continue taking turns with each team, calling on a new
spokesperson each time.

6.

Stop when all the statements have been read or when time runs out. Ask,
“What’s one thing that you learned today?”

Transition Statement: “You’ve heard a lot of information and it can be confusing.
But it’s important to learn as much as you can so you know how to deal with the child
support system – for yourself, a friend or family member.”
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cies of grandparent headed families,
any intervention by social services
should be holistic in nature, addressing the needs of both the grandchildren and the grandparents. It is critical that grandparents are supported
in their role as this custody arrangement is almost always the most ideal
if the birthparents are not able to provide a secure and stable environment.
Though most discussions about
grandparents raising grandchildren
dwell on the challenges, the stories
of these families are remarkable. I
continue to be amazed at the grandparents who step forward to provide
a safe harbor for the children. However, their need for support cannot
be overstated because, after all,
even the lighthouse has a keeper.

Author: Claire Dowers-Nichols is the
Community Relations Director for
Oklahoma Department of Human
Services, Aging Services Division. In
this role she oversees community
outreach and education as well as
special initiatives such as grandparents raising grandchildren. For more
information about Oklahoma‘s grandparent initiatives go to http://
www.okdhs.org/divisionsoffices/visd/
asd/cr/

Outreaching to Expectant
And New Parents about
Paternity and Child Support:
Opportunities and
Challenges

Introduction
With nearly 40 percent (39.7%) of all
births occurring to unwed parents,
and unmarried parents making up
over half of the child support caseload
nationally (Pontisso, 2009), it is more
important than ever for child support
agencies to reach unmarried parents
around the time of the birth of their
babies to communicate important
messages about paternity and child
support. The Fragile Families and
Child Wellbeing Study shows that one
year after birth, only 58 percent of
unmarried parents were still romantically connected, only 9 percent were
married, and only 12 percent had a
legal child support order (McLanahan
and Garfinkel, 2002). The short
amount of time that most parents
spend at a hospital or birthing center
makes it hard to capitalize on the
―magic moment‖ of birth for effective
education and outreach. Nor does the
traditional model of prenatal care consisting of brief, one-on-one visits with
a provider lend itself to an educational
intervention.

“Through 1115 and
SIP (Special Improvement Project)
grants, OCSE has
supported new approaches to reach
unmarried expectant,
and new parents and
educate them about
paternity and child
support.”
One project conducted in Austin and
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Dallas, Texas, The New Parent Outreach Project, used hospital staff to
conduct one-on-one educational
counseling about parenting rights
and responsibilities, paternity, and
child support within a few days of the
birth of a baby. The challenges were
formidable. At one hospital site, the
program was dropped because of
unexpected loss of staff and competing, time-consuming commitments to
a transition to an electronic health
record system. At a second hospital
site, the project was hampered by
human subject protocols and lack of
staff availability due to scheduling
difficulties, changes in staff role assignments, and resource allocation.
The evaluators concluded that it was
not feasible to conduct outreach with
existing hospital human resources
and that any expanded efforts to
reach parents at the hospital with a
broader parenting and paternity message would require resources and
staff from additional community or
government partners (Lein et al,
2008).
This article describes grant-funded
efforts to conduct outreach with expectant and new parents in two settings that afford more time and patient access than hospitals, and are
more oriented to educational interventions: ―CenteringPregnancy‖ programs and the Special Supplemental
Nutrition Program for Women, Infants and Children (WIC) nutrition
classes.
Outreach Through
“CenteringPregnancy” Programs
CenteringPregnancy replaces conventional, individual, prenatal care
with a group-centered model that
integrates health assessment, education, and support into a cohesive
unit (Rising, 1998; and Rising, Kennedy and Klima, 2004). Developed
more than a decade ago, CenteringPregnancy is currently offered at
more than 300 sites in the U.S. and
Canada. Enrollment varies at each
site but a conservative estimate of 50
women per year at each of the esti-

mated 300 sites in the U.S. and Canada would lead to an estimate of approximately 15,000 patients per year.
CenteringPregnancy groups include
low-risk pregnant women with similar
delivery dates who enter the program
at the beginning of their second trimesters. The format integrates prenatal medical checks with group support and a formal curriculum dealing
with pregnancy and birth that is delivered in 10 or 12 sessions spaced
several weeks apart. The groups are
facilitated by Certified Nurse Midwives (CNM) or nurse practitioners
and co-facilitated by clinicians or others who are trained in group process
and use formal, interactive curricula
dealing with pregnancy and birth.
CenteringPregnancy provides opportunities for peer support, cohesion,
and sustained education without the
limitations of time and competing
interests endemic to hospitals and
birthing centers (Klima, 2003). Research shows that babies born to
CenteringPregnancy participants
have higher birth weights and are
less apt to be born prematurely than
their counterparts who receive individual care (Ickovics et al., 2003)
while teen participants in CenteringPregnancy have a lower no-show
rate for prenatal care sessions and
are more apt to return for a postpartum visit and follow-up care. (Grady
and Bloom, 2004).
As part of Strong Start – Stable
Families, a project funded by
OCSE under a Section 1115 research and demonstration grant
to the Texas Office of the Attorney General (OAG), the Teen
Health Clinics of Baylor College
of Medicine in Harris County,
Texas developed a CenteringPregnancy program and offered
pregnant adolescents and their
partners the opportunity to receive prenatal care through that
program. To the regular CenteringPregnancy curriculum, Teen
Clinic staff added material on
paternity, child support, and
healthy relationships drawn from
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both the OAG curriculum Parenting and Paternity Awareness
(p.a.p.a.) and OCSE resources,
Parenting Two-gether, Maps for
New Dads, and The Power of
Two, that teaches adolescents
about the rights and responsibilities of parenting, paternity establishment, and healthy relationships. At the conclusion of the
three year project, 211 pregnant
adolescents and 126 male partners attended group classes on
pregnancy and childbirth and
were exposed to material on paternity, child support, and relationships (Pearson and Davis, 2009).
As part of Healthy Babies—
Healthy Relationships, a project
funded by OCSE under a SIP
grant to the Center for Policy Research, CenteringPregnancy programs at the Teen Pregnancy
Center at Barnes Jewish Hospital
in St. Louis and Peak Vista Community Health Center in Colorado
Springs, added material on paternity and child support to the regular CenteringPregnancy curriculum. Using interactive formats
consistent with the rest of the
CenteringPregnancy curriculum,
adolescents (in St. Louis) and
women of all ages (in Colorado
Springs) were exposed to material
about the difference between biological and legal parentage, the
voluntary acknowledgment process, the benefits of paternity establishment, and fact and fiction
about the child support system.
The material was drawn from the
Texas OAG curriculum, No Kidding—Understanding Paternity
and Child Support. Currently.
Across the St. Louis and Colorado Springs sites, 512 pregnant
women and 107 male partners
have attended group classes on
pregnancy and childbirth and
have been exposed to material on
paternity, child support, and relationships.

Collaborating with CenteringPregnancy Programs offers many opportunities and challenges for child support. As a prenatal program that
qualifies for Medicaid reimbursement, it is largely utilized by lowincome women—the precise population that child support seeks to
reach. Its multi-session, educational
format led by trusted health professionals with peer group reinforcement makes it an excellent educational setting. Although the standard
curriculum focuses on the obvious
issues of pregnancy, childbirth, nutrition and infant care, it also covers
issues pertaining to abuse, contraception, communication with partners
and social supports, which are
viewed as compatible with discussions about paternity and child support. Once staff realizes that the material does not deter patients from
obtaining prenatal care and offers
information that can help their financial circumstances, they are supportive of the curriculum enhancement.
Finally, expectant parents in CenteringPregnancy programs who are
exposed to information on paternity
and child support rate it favorably.
Although few new parents report that
they want court-ordered child support, most say that it is very helpful to
learn about the legal and financial
side of parenting and to better understand their rights and responsibilities.
The many benefits to working with
CenteringPregnancy are offset by a
variety of challenges. One challenge
is finding enough time in the ambitious CenteringPregnancy curriculum
to add material on paternity and child
support. The standard 10-session
program is packed with learner objectives. In addition, many other programs would like to incorporate their
messages in the sessions. Child support faces stiff competition for program time. Another challenge is to
present material on paternity and
child support in an interactive, participatory manner and avoid didactic
approaches that conflict with the program‘s philosophy. The materials
developed by the Texas OAG are

great resources, but it remains challenging to present legal information
in an engaging, interactive manner.
Male participation in CenteringPregnancy groups is low, even in programs such as those in St. Louis and
Colorado Springs, where fathers are
welcome. Training health care facilitators on paternity and child support
issues so that they understand the
importance of the topic for their clients and feel comfortable leading
sessions and/or answering questions
is still another challenge. Since their
major goal is providing prenatal care,
health care professionals are reluctant to discuss legal issues that
might frighten patients and drive
them away, especially undocumented and immigrant populations.
Finally, despite its growth, CenteringPregnancy remains a relatively small
program that is not routinely available in most traditional medical settings. It is locally administered which
means that collaborations and program access must be developed at
the local level.
Outreach Through WIC Nutrition
Classes
Established in 1974, WIC attempts to
increase the nutrition levels and general well-being of children. The U.S.
Department of Agriculture provides
states with federal grants that comprise 62 percent of the program‘s
budget with state contributions comprising the other 38 percent. The
money is used for supplemental
foods, referrals to health care and
social services providers, and nutrition education. The program targets
low income, pregnant, and postpartum women, infants, and children up
to the age of five years who are at
nutritional risk and have a household
income that is at or below 185% of
the poverty level. Administered by 90
WIC state agencies in 10,000 clinic
sites throughout the nation, WIC
serves over nine million women and
children. Half of WIC participants are
children ages one to five; 26 percent
are infants under age one; and 25
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percent are pregnant, postpartum,
and breastfeeding women (Children‘s
HealthWatch, 2009). According to
recent reports, WIC serves 45 percent
of all infants born in the United States
(Devaney, 2003).
WIC participants receive monthly
vouchers to purchase foods high in
the essential nutrients that are often
lacking in the diets of low-income
families including infant formula and
cereal. In response to a recommendation by the Institute of Medicine, WIC
food packages were amended in 2009
to include more fruits and vegetables.
WIC‘s public health workers screen all
immunization records of infants and
children under age two and provide
referrals to immunization services.
WIC also conducts regular nutrition
education sessions that focus on
healthy eating. WIC participants are
required to attend two nutrition education sessions in each six month certification period although they cannot be
denied food coupons for failure to attend. (Children‘s HealthWatch, 2009).
Research on the effects of WIC participation on children finds that the
program‘s promotion of supplementation during pregnancy is linked to
more positive birth outcomes. Indeed,
a 2002 study that controlled for biases
that may have been introduced by
program selection and participation
factors revealed a significant positive
association between WIC participation
and birth weight (Kowalski-Jones and
Duncan, 2002). Several studies have
found that prenatal WIC participants
were more likely than non-participants
to initiate prenatal care earlier and to
receive adequate levels of prenatal
care and are less likely to receive no
care or care in the third trimester. Low
-income children enrolled in WIC are
linked to the health-care system and
are much more likely to be receiving
preventive and curative care
(Devaney, 2003). Children under the
age of three who receive WIC are
more likely to be in excellent or good
health than eligible children who do

not receive WIC due to access problems as well as being within developmentally normal limits and in food
secure households (Children‘s
HealthWatch, 2009).
As part of Healthy Babies—Healthy
Relationships, a project funded by
OCSE under a SIP grant to the Center for Policy Research, a WIC clinic
operated by Roseland Hospital at
Catholic Charities in Chicago, Illinois,
agreed to incorporate material on
paternity and child support in its nutrition classes for pregnant women
and mothers of infants and children
under the age of one. The material
on paternity and child support is presented by project personnel who
have been trained on paternity and
child support. They use activities and
visual aids adapted from materials
developed by the Texas OAG (No
Kidding—Understanding Paternity
and Child Support). The 45-60 minute interactive session deals with the
difference between biological and
legal parentage, the voluntary acknowledgment process, the benefits
of paternity establishment, and facts
and fictions about the child support
system. In the six months since project staff began presenting material
on paternity and child support to WIC
classes on a routine basis, more
than 500 women and 69 men have
attended the sessions. Preliminary
feedback has been very positive with
participants rating the information as
extremely helpful and relevant to
their situation.
Like CenteringPregnancy, child support collaboration with WIC has the
potential to reach low-income expecting and new parents in a trusted
setting that has a commitment to
education. Although the program
focuses on nutrition and food supplementation, one of its core objectives
is to provide referrals for health care
and social services, the latter of
which might be construed to cover
child support agencies. A further
connection between USDA, the
agency that administers the WIC
program and the child support en-

forcement program, is the fact that
the USDA prepares estimates of annual expenditures on children from
birth through age 17 that is widely
used by states in setting their mandated child support guidelines.

process of gaining access, child
support programs would need to
address these reservations and
convince program administrators
that the paternity/child support
message is compatible.

Finally, both WIC and the child support program enjoy strong costbenefit ratings. A recent study of
WIC by the U.S. Government Accounting Office found that every
$1.00 spent on WIC resulted in savings of between $1.77 and $3.13 in
health care costs in the first 60 days
after an infant‘s birth. Like the child
support enforcement program, the
program has the highest rating possible from the U.S. Office of Management and Budget‘s Program Assessment Rating Tool (Children‘s HealthWatch, 2009).

Staff Training: Staff in collaborating programs will need to be
trained on paternity and child
support before they feel comfortable and competent raising
these issues or even having outsiders present about them. Program staff does not like getting
questions from clients that they
are unable to answer. Getting
staff trained to deliver the material on paternity and child support themselves presents an
even bigger training challenge.

The barriers to presenting child support to target audience at WIC sites
include the local nature of program
administration; competition from
other groups and causes who seek
to present their message to the same
populations; the general absence of
expectant and new fathers at most
WIC nutrition classes; the need to
train staff to understand the importance of paternity and child support
issues for their caseload; and the
short amount of time normally allotted to nutrition classes. At many
sites, the WIC classes have become
somewhat pro forma and clients
have come to expect that they can
drop into the WIC site to process
their recertifications and obtain their
coupons and food supplements without having to do more than look at a
five or ten minute video about nutrition. Finally, although the program
serves 9 million, it is estimated that
only 57 percent of eligible participants have actually enrolled in the
program (Children‘s HealthWatch,
2009).

27 CHILD SUPPORT QUARTERLY

Discussion
If the child support enforcement program wants to reach expectant and
new, unmarried parents about paternity and child support in settings that
are less hectic and rushed than a hospital or birthing center, it will have to
collaborate with a variety of programs
that offer prenatal and post-partum
services. All present a variety of challenges to gaining access to parents
and obtaining enough time to communicate with them.
Access: Collaborating with locally
administered programs means
that access must be negotiated
on a program-by-program basis.
There are an estimated 300 CenteringPregnancy sites and 10,000
WIC clinic sites.
Curriculum Time: All programs
have other content priorities and
get many requests from other
worthwhile causes to incorporate
their material. There is only so
much that can be added (and
covered) in programs.
Competing Priorities: Prenatal
programs aim to provide prenatal
care and are reluctant to raise
legal or governmental issues that
might frighten immigrant populations and discourage them from
attending care appointments. WIC
programs focus on nutritional improvement among at-risk mothers
and their babies. As part of the

Lack of Curricula: With the exception of the Texas OAG, which
has developed the No Kidding
and the p.a.p.a. (Parenting and
Paternity Awareness) curricula
that teach about the rights and
responsibilities of parenting, paternity establishment and the
child support system in a standardized but interactive and engaging manner, there is no ―offthe-shelf‖ module on paternity
and child support that might be
incorporated into a variety of prenatal, nutrition, or marriage programs across the country. Since
many of these programs are interactive and process-oriented,
the new curriculum would need
to embed information in a more
active format and have appropriate activities and discussion topics.
Demands on the Child Support
Agency: While some programs
will prefer to use their own facilitators to deliver the material on
paternity and child support, others will want outside presenters.
Doing outreach at multiple sites
with small audiences would
place big demands on the child
support agency at a time when

staffing is tight and there are
competing demands for their
time that are more directly related to agency performance.
Limited Ability to Reach Men:
While some men participate in
prenatal programs and attend
WIC clinics, most do not and the
audience for these programs
tends to be heavily female.
Reaching young men about paternity and child support remains
a challenge. The possible avenues for doing this include outreach through high schools (see
the article on Parentage and Paternity by p.a.p.a. staffers, Child
Support Quarterly, 2009) workforce programs and resource
rooms at One-Stop Employment
Centers, the military branches
and academies, community and
four year colleges, healthy relationship and marriage programs
that cater to unwed parents, and
the media.
Conclusions

As the rate of out-of
-wedlock births rise,
and the child support caseload becomes increasingly
composed of parents who were never
married, the need to
reach and communicate with them
about paternity and
child support becomes all the more
compelling.
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Reaching expecting and new unwed
parents and conducting an educational intervention, however, is no
simple task. Like the evaluation of the
Texas New Parent Outreach Project
(Lein et al, 2008), this article highlights the complexity of providing outreach in suitable settings with existing
staffing resources. Previous major
inroads on hospital-based paternity
establishment were ultimately due to
federal legislation that put pressure on
states to make voluntary acknowledgment programs available on a more
routine and expanded basis. In a similar fashion, it took legislation (HB
2176, 2007) to get p.a.p.a. to be offered to all high school students in
Texas. Getting WIC clinics to disseminate information about paternity and
child support to interested clients may
well take a federal mandate.
The precursors to large-scale adoption of education programs on paternity and child support, however, are
developing a good educational product and forging collaborative relationships with entities that can deliver it.
As the architects of the Texas p.a.p.a.
project observed, ―Collaboration with
the education community-from bottom
to top-played a huge part in p.a.p.a.‘s
success and will continue to impact
our progress‖ (p.a.p.a. staffers, 2009).
The OCSE demonstration projects are
first steps in forging these needed
collaborations.
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Recent Immigration Legislation and its Possible
Implications for Child Support
by Jessica Pearson and Samantha Kalinowski

Introduction

I

t is estimated that there are
11.5 to 12 million
undocumented immigrants in
the United States. This
accounts for nearly a third of
the total foreign-born population.
Most unauthorized immigrants
(78%) come from Mexico or
another Latin American country;
two-thirds of the estimated five
million children in the U.S. with
undocumented parents are U.S.born children (Passel, 2006). Many
Hispanic immigrants have intact
families with the incidence of
immigrant children living in twoparent households exceeding the
rate for native born U.S. families
(Capps et al, 2004). However, the
illegitimate birth rate increased by
23 percent from 1980 to 2003, and
nearly half of all children born in
2003 to Hispanic immigrants were
born out-of-wedlock (Camarota,
2007). Similarly, although foreignborn Hispanics were less likely to
be custodial parents than their U.S.
born counterparts, there were 2
million Hispanic custodial parents
in 2006 who comprised 16 percent
of the caseload (Grall, 2007).
Clearly, many Hispanic immigrants
will require paternity establishment
and other child support services.
Although parents do not have
to provide information about
residency or immigration status to
establish paternity or obtain child

support services, child support
and immigration are connected on
a practical, if not a formal level.
Between 2002 and 2006, federal,
state and local governments
pursued hundreds of new
enforcement bills and regulations
while the number of undocumented
immigrants arrested at workplaces
increased from 500 to 3,600
(Capps et al, 2007). One concern

“

It will be difficult
for any public
agency to win
the trust of
the Hispanic
immigrant
community
without federal
policy changing.

“

is that native and foreign-born
Hispanics will respond to the new
legislative and enforcement climate
by avoiding paternity establishment
and reducing their use of child
support services. This article
examines this contention.

Legislation on Immigration at the Federal Level
Only one piece of legislation
has directly addressed immigration
and child support. Unanimously
approved by the Senate Judiciary
Committee in 2004, the Parental
Responsibility Obligations Met
through Immigration System
Enforcement (Promise) Act, would
have excluded non-citizens who
were behind in child support
payments from admission to the
U.S. and made them ineligible
for visas. It also would have
given immigration officers the
authority to serve an immigrant
with legal process in child support
cases, authorized the disclosure
of an immigrant’s child-support
related information to immigration
authorities, and included
nonpayment of child support in
determining an immigrant’s “good
moral character,” thereby providing
a basis to deny citizenship status.
Although the bill was defeated, it
was endorsed by the National Child
Support Enforcement Association,
which wrote a supportive resolution
(NCSEA, 2004).
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The child support program
may also have been affected by
comprehensive immigration bills
that were introduced in Congress
in both 2006 and 2007, but not
enacted (National Immigration Law
Center, 2007). The Comprehensive
Immigration Reform Act of 2006
would have limited immigrant
employment by requiring a driver’s
license or identification (I.D.)
card acceptable by the REAL
ID Act as the only documents
suitable for employment eligibility
verification, with even accidental
omissions of information resulting
in prison penalties and lifetime
disqualifications for citizenship
(National Immigration Law Center,
2006). Although the 2006 Act was
defeated, some advocates think
that it pushed more legal and illegal
immigrants into informal, cashbased forms of employment, which
child support agencies have always
found to be the most challenging
for enforcement purposes.
Since the receipt of TANF and
Medicaid are gateways to child
support services, the two federal
laws that have most affected
immigrants and the child support
program are those that deal with
eligibility for public benefits and
documentation requirements.
The Personal Responsibility and
Work Opportunity Reconciliation
Act (PRWORA) of 1996 restricted
access to food assistance, health
care, income support, employment
services, and other benefits by
legal immigrants who previously
had enjoyed the same benefits as
citizens. The Deficit Reduction Act
of 2005 required U.S. citizens to
present original or notarized forms
documenting their citizenship and
identity, rather than attesting to it,
in order to apply for or renew their
Medicaid coverage. Both measures
reduced access to a variety of
benefit and health programs
by legal immigrants, as well as
citizens.
40
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Legislation on
Immigration at the
State Level
In the absence of comprehensive
federal immigration reform, states
displayed an unprecedented level
of activity. In 2006, state legislators
passed 84 bills into law. This is
twice the number passed in 2005
(National Conference of State
Legislators, 2006). In 2007, the
number of new immigration bills
enacted tripled to 244 (National
Conference of State Legislators,
2007).
The range of bills enacted by
state legislatures is enormous and
includes employment eligibility
verification requirements for both
the employer and employee,
identification and documentation
requirements in order to obtain
driver’s and business licenses, and
identification and documentation
requirements in order to obtain
public benefits, including both the
restriction and extension of benefits
to certain immigrant groups. For
example, while 15 states created
substitute Medicaid programs
and 19 states created substitute
TANF programs for newly arrived
legal immigrants following the
passage of PRWORA in 1996,
other states, including those with
major immigrant populations, did
not enact such legislation and legal
immigrants lost access to Medicaid
and TANF.
Legislative activity varies
widely within individual states.
While California voters approved
Proposition 187 in 1994 which
would have denied all public
services (medical, social services
and public schooling) to anyone
until the legal resident status of
the person had been determined,
the measure was blocked by the
courts and California proceeded
to become the only state that has
extended state-funded services to

immigrants in all three areas lost
through PRWORA, health, nutrition
and cash assistance (Passel, 2005).
In addition to Senate Bill 1543
which allows cities, counties and
hospitals to provide healthcare and
emergency services, regardless
of immigration status or PRWORA
requirements, California assists
immigrants with acculturation by
offering free naturalization services
and English education programs
(HB 2060). Another state bill
(SB330) extends housing and
income benefits to migrant workers,
while SB77 allocates funds for
a variety of immigrant programs
and educational services (National
Conference of State Legislators,
2006; National Conference of State
Legislators, 2007).
Arizona, Texas, and Colorado
are just a few of the states that
have passed legislation to tighten
documentation requirements
and restrict benefit use. In 2003,
Colorado passed 1224 (Secure
and Verifiable Identity Document
Act) which prohibited public
agencies from providing services
without a “security and verifiable”
identification document. Faced
with the prospect of a litigated
ballot initiative by an anti-immigrant
group, Colorado held a special,
five-day, legislative session on
immigration in July 2006, during
which 47 immigration bills were
introduced and 11 were passed.
Mirroring the contested ballot
initiative, House Bill 1023, required
stringent documentation of
citizenship (valid Colorado driver’s
license or Military I.D.) for anyone
over the age of 18 seeking all
non-emergency public services
and benefits. Although House Bill
1314, enacted in 2007, attempted
to mitigate some of the negative
effects of HB 1023 by allowing
additional documents to be used
as identification for purposes of
accessing public benefits, the

new rules are not well known.
And while Arizona has gone even
further by passing a law requiring
citizenship to receive any health
benefits save for emergency
medical care (National Conference
of State Legislators, 2006; National
Conference of State Legislators,
2007), Colorado’s 1023 is widely
touted as the “toughest immigration
law in the nation” (Green, 2006).

Impact of Legislation
There is no research that directly
assesses the impact of immigration
legislation and enforcement activity
on child support programs. As
a result, we must infer possible
outcomes from more general data
on Hispanic attitudes toward using
government services and actual
use of social and health benefits by
eligible immigrants. One important
source of information is a 2007
survey of 2,003 Hispanic adults
about immigration policy and its
impact (Pew Hispanic Center,
2007). More than half (53%) of
interviewed Hispanics, both U.S.
and foreign born, report that they
worry some or a lot that they, or
someone close to them, may be
deported with the percentage rising
to 73 when only non-citizen Latinos
are considered. Furthermore,
nearly one-quarter of Latinos
reported that they were less likely to
use government services than they
had in the past.
Dinan (2005) reports that many
of the federal immigration policies,
particularly PRWORA and the
1996 Illegal Immigrant Reform and
Immigrant Responsibility Act, have
led to confusion about eligibility
and fear of deportation, which
have had a “chilling effect” on
public benefits use, even for citizen
children of immigrants who are
eligible to receive them. A survey
of immigrants in Los Angeles
and New York City found that 50
percent gave incorrect answers to

questions about program eligibility,
wrongly believing their immigration
status would be jeopardized if
they or their citizen children were
to receive benefits (Capps et al,
2002). Although non-citizens
represent eight percent of the
U.S. population, only about three
percent of individuals receiving
food stamps are non-citizens (U.S.
Department of Agriculture, 2004).
More to the point, while 60 percent
of eligible individuals received food
stamps in 2002, only 45 percent of
eligible noncitizens received food
stamps (Cunningham, 2005).
Enrollment in Medicaid and the
State Children’s Health Insurance
Program (SCHIP) among eligible
populations also declined after
both the passage of PRWORA
and the DRA. A 2001 study by
Ku and Matani showed that noncitizen immigrants and their citizen
and non-citizen children were
twice as likely to be uninsured
than low-income citizen children.
They were also less likely to get
regular medical care and had fewer
emergency room visits than citizens
and their children. Another study
showed that, with the exception of
childbirth, undocumented Latino
immigrants had fewer hospital
admissions than U.S. citizens
(Berk, Schur, Chavez, & Frankel,
2000). A 2005 study of health
insurance among foreign- and U.S.born unmarried women and their
children showed that foreign-born
women in states with and without
substitute health programs were
21 to 23 percent less apt to have
insurance following PRWORA,
while native women experienced
no change in their insurance status
(Kaushal, 2005). Finally, a sixstate study conducted six months
after the implementation of DRA
documentation requirements
found significant drops in Medicaid
enrollment and increases in denials,
terminations and delays, because
applicants and beneficiaries could

not produce specified documents,
despite appearing to be U.S.
citizens (Ross, 2007).

Colorado Impact
It is too soon to have statistical
information on the impact of
Colorado’s newest documentation
requirements, but anecdotal reports
indicate that it has created fear and
confusion, reduced or delayed the
use of benefits and health care, and
had unintended, adverse impacts
on citizens eligible for services who
can’t prove it because they lack
the required I.D. (Brown, Sherry
and Aquilera, 2007). Surveys
conducted with enrollment and
eligibility workers in Colorado on
the impact of the DRA on Medicaid
enrollment show that citizenship
and identity procedures are not
uniformly implemented and are
frequently imposed on populations
not subject to the DRA. For
example, 72 percent of surveyed
outreach and enrollment workers
who assist individuals applying for
the Medicaid or Child Health Plan
Plus (CHP+) programs in Colorado
report that parents are “always”
asked for documents to prove
their child’s citizenship and identity
even though they are not required
for children under the age of 18
(Colorado Health Institute, 2007a).
And more than half (59 percent)
of surveyed workers who assist
families with Medicaid eligibility in
five Denver Metro counties reported
asking all Medicaid applicants
to provide proof of identity and
citizenship, even if they were not
subject to the DRA (Colorado
Health Institute, 2007b).
Citizenship documentation
requirements have imposed heavy
workload and administrative costs
on health care providers and state
agencies. Surveyed Colorado
workers who process applications
for Medicaid and CHP+ report
spending an average of one hour
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per day explaining the rules and
46 minutes per day helping people
obtain identity and citizenship
documents (Colorado Health
Institute, 2007a). The supplemental
appropriation requests for Colorado
HB 1023 by state agencies were
over $2 million in the first year of
implementation (Couch, 2007), and
the FY 07-08 budget request for
the Colorado Department of Health
Care Policy and Financing includes
a request for an additional $2.8
million for county administration
costs associated with processing
citizenship and identity documents
for the Medicare and Medicaid
programs (Ross, 2007). And after
only six months of implementing HB
1023, Denver Health and Hospitals,
the dominant safety net hospital for
the State of Colorado, had incurred
approximately $1 million of charges
for homeless patients who were
no longer eligible for the Colorado
Indigent Care Program because
they lacked proper identification
cards when admitted for emergency
care (Brown et al., 2007).
Finally, there are reports that

the new laws have led to increases
in fraud and inaccuracies in vital
records. As one official explained:
“Because they fear being
discovered, they lie to the
hospital and give fictitious
names and addresses to the
birth registrars. We discover it
when they come to pick up the
birth certificate. And of course,
if someone gives a fake I.D.s,
we have to turn that over to the
police. We explain that we are
not a pipeline to ICE and that we
are only interested in the baby’s
welfare, but they are exposed to
identity brokers who go door-todoor scaring them and selling
them fake I.D.s for $50 that will
take care of all their problems. It
is a struggle for us to maintain
outreach to the community in
that environment.”

Conclusions
It will be difficult for any public
agency to win the trust of the
Hispanic immigrant community
without federal policy changing.
The biggest benefit would come

from repealing the restrictions
on access to health care, food
assistance and public benefits
eligibility for legal immigrants
established by the 1996 law,
and the citizenship and identity
requirements included in the Deficit
Reduction Act of 2005. In the
interim, states need to maintain
existing substitute programs,
provide federally-funded benefits
to immigrants who have lived
in the United States for more
than five years and make active
efforts to improve participation
among eligible immigrant families.
According to research conducted
in health-based settings, this
is enhanced by simplifying
applications and eligibility
determinations, using specialized
staff with bilingual skills, and
reducing requests for immigration
status or Social Security Numbers
from family members not applying
for benefits (Holcomb et al, 2003).
Jessica Pearson, Ph.D., is Director for
Policy Research and Samantha Kallinowski is a Research Assistant with the Center
for Policy Research in Denver, CO.
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Where to Find Young Men
By Jessica Pearson and Paul Legler
Introduction
Child support agencies struggle
to find ways to reach young
men ages 30 and communicate
with them about paternity and
child support—before they
become embroiled in the child
support system. The outreach
efforts conducted to date at
hospitals and birthing centers,
prenatal programs, and WIC
programs, are typically sparsely
attended by men (See
companion article, “Outreaching
to Expectant and New Parents
about Paternity and Child
Support: Opportunities and
Challenges.”) As a result, it
remains a challenge to figure
out where and how to reach
young men and communicate
with them.
As part of its Getting Men
Involved in Pregnancy Planning
and Prevention Project, The
National Campaign to Prevent
Teen and Unplanned
Pregnancy 1 retained the Center
1

The National Campaign to Prevent
Teen and Unplanned Pregnancy was
established in 1996 to help ensure that
children are born into stable, twoparent
families who are committed to and ready
for the demanding task of parenting. Its
specific strategy is to prevent teen
pregnancy and unplanned pregnancy
among single, young adults. In 2005, the
National Campaign met its 1996 goal of
reducing the teen pregnancy rate by one
third over ten years and in 2006 it set a
second goal of achieving the same rate
reduction by 2015. It will soon announce
a goal regarding reductions of unplanned
pregnancy among young adults. The
National Campaign conducts research,
educates policymakers, develops and
disseminates a wide range of materials,
works with the press and partners with
the entertainment media to include
prevention messages into the content of
their work in key media outlets in
television, print, and the internet. For
further information about the National
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for Policy Research to conduct a
thorough examination of
potential avenues and
approaches to reaching young
men ages 1830 to message
about pregnancy prevention
(Pearson and Legler, 2008).
This article uses that research
to explore the opportunities and
challenges that child support
agencies might encounter if
they try to reach a similar
population of young men and
deliver messages about
paternity and child support.
The bullets throughout the
article suggest some strategies
that appear to be most
promising.
Responsible Fatherhood
Child support agencies have
already had considerable
experience messaging to men
about paternity and child
support through responsible
fatherhood programs, of which
there are an estimated 2,500.
While the programs have the
potential to reach the target
audience, particularly the
growing segment of
disadvantaged men who have
had children by more than one
partner, there are challenging
barriers to using them for
effective outreach. One is the
lack of consistent and long
term funding for many such
programs. The second is the
absence of a single umbrella
organization charged with
coordinating, training, or
supporting such programs
making it challenging to

Campaign and its extensive list of
publications and materials consult
www.thenationalcampaign.org.

disseminate material to the
field at large and provide
technical assistance and
training.
Promising Strategies
·
Create userfriendly
curricula and informational
materials on paternity and child
support
Coordinate distribution with
national fatherhood organi
zations that focus on low
income fathers, specifically the
National Partnership for
Community Leadership (NPCL)
and the National Fatherhood
Initiative (NFI) which have
considerable reach in the
responsible fatherhood
community.
·

Workforce Programs
Funded primarily by the federal
Workforce Investment Act
(WIA) through the U.S.
Department of Labor, the WIA
program serves 1.8 million
people per year, primarily
through locally based OneStop
Career Centers. All One Stop
Centers contain a Resource
Room with terminals for
computerized job searches.
Some offer a full range of
services pertaining to
employment, training and
education, employer assistance
and guidance for obtaining
other help. Still others are co
located with other social and
human services agencies,
including child support in some
demonstration projects. A key
barrier to utilizing OneStops
and Youth Services programs
funded by the Department of
Labor for child support outreach
is the decentralized nature of
the programming which is
administered by state and local

Workforce Investment Boards
which contract with providers
for sets of services. Another
problem is that many workforce
programs take a narrow view of
workforce development and do
not venture beyond their core
mission of employment.
Promising Strategies
· Develop simple materials on
the costs of raising children,
child support orders and
modifications for OneStop
Career Centers
· Coordinate with Department
of Labor and Job Corps to
incorporate messages on costs
and consequences of having
children in youth employment
programs they sponsor
· Coordinate with One Stop
Career Centers to incorporate
messages about order
modifications in their programs
for unemployed parents.
Men’s Health Services
To the extent that there is
health care funding for young
men, it tends to involve funding
from Centers for Disease

Control (CDC) on sexually
transmitted diseases (STD).
The major thrust of the STD
prevention message is “Get
tested and use condoms!”
While this is compatible and
consistent with preventing an
unplanned pregnancy and
avoiding the child support
system, it is not clear whether
the same message and method
of message delivery works with
all men. One successful
program, Family Planning at
Denver Metro Health Clinic,

integrated family planning
within its STD clinic using brief
interactive counseling
interventions and found this
approach to be highly effective.
Promising Strategies
· Develop user friendly
materials on the cost of raising
children, paternity, and child
support
· Coordinate distribution with
the major providers of health
care to young men: school
based health clinics, sexually
transmitted disease clinics of
public health departments, and
college health centers.
Schools
There are about 17 million
students enrolled in post
secondary education programs,
35 percent of whom (6.2
million) are enrolled in one of
the nation’s 1,045 rapidly
growing, community colleges
(Provasnik and Planty, 2008).
With their openadmissions
policies, community colleges
serve larger percentages of
nontraditional, lowincome and
minority students than do 4
year institutions and many of
their students are single (15%)
or married (20%) parents who
are at risk for child support
involvement (Horn and Nevill,
2006). Peertopeer education
is one approach that is being
used to discourage college
students from engaging in
alcohol abuse and risky sexual
behavior that might be applied
to outreach about paternity and
child support. Another approach

would be to add information
about the cost of raising
children to sexuality and/or
alcohol education programs
that are included in many
freshman orientations.
Promising Strategies
· Develop quality webbased
and print materials on the costs
of raising children, paternity,
and child support
· Coordinate distribution with
key advocacy organizations for
community colleges and college
health centers, such as the
American Association of
Community Colleges and the
American College Health
Association
· Coordinate distribution with
college alcohol campaigns like
BACCHUS, the Interfraternity
Institute, and local chapters of
Advocates for National Greek
Leadership and Education
(ANGLE).
Military
As of 2007, about 1.4 million
people were on active duty in
the military with an additional
1.4 million people in the seven
reserve components. About
85% of those on active duty are
men with 60% of these men in
the 1830 year age group. To
date, there has been little
direct contact between child
support and the military. Under
a new OCSE 1115
demonstration grant, the Texas
OAG will conduct legal clinics at
Ft. Hood military base to deal
with paternity establishment,
order modification and
visitation issues. Another
component of the grant
involves establishing a
military specialist in regional
child support offices to
handle issues for active duty
parents.
Promising Strategies
· Develop userfriendly
materials for military
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audiences on paternity, child
support, and order modification
· Outpost workers at major
bases to provide convenient
and customized services
· Coordinate with top leaders
in the military and the military
academies to incorporate
information on paternity and
child support in orientation
programs and other training
opportunities.
Media, Advertising, and Pop
Culture
A recent survey found that men
between the ages of 1831
spend approximately 41 hours
per week, or nearly a quarter
of their lives, with different
forms of media including
watching TV, and videos on
websites, playing video games
and online fantasy sports
leagues, using social
networking websites, viewing
pornography online, and
listening to the radio. Media is
clearly a powerful way to reach
men about issues such as
pregnancy prevention and child
support. Using the media to
present socially desirable
messages however, is tricky
and expensive. Media and

their audience and segment
their target population as finely
as possible; 2) clarify their
objectives and whether they
are trying to change attitudes
or behavior; 3) identify the
norms and values of the
audience they seek to reach
and the messages that might
resonate with them; and 4)
determine their budget,
geographical scope and time
frames. Once they have
determined all of the above,
they will be ready to pick a
medium for the most efficient
avenues for delivering the
messages.
Promising Strategies
· Commission articles and
pitch story ideas to try to get
paternity and child support
issues in existing media that
men enjoy – magazines and TV
programs
· Produce quality information
on paternity and child support
and provide this to educational
websites dealing with men’s
health and lifestyle issues.
· Sponsor a contest for a 90
second internet video
encouraging men to establish
paternity and get it right with
the child support agency and
try to create enough “buzz”
around the contest so that it
becomes viral.
· With appropriate resources,
child support might develop a
regional or comprehensive
social marketing campaign that
uses multiple forms of media,
including public service
announcements, fulllength
programming, messages
integrated into existing
television programs, radio
announcements, billboards, a
tollfree hotline, informational
website, and events around the
country.

advertising experts counsel
organizations seeking to
influence men to 1) determine
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· Explore support from the Ad
Council to provide the
necessary resources and
visibility.

Criminal Justice
Approximately 800,000 men
between the ages of 1830 are
in jails and prisons at any given
time and approximately
650,000 people are released
from prison every year.
According to one study, 86% of
men released from prison
engage in unprotected sexual
activity within a week of being
released. Through a variety of
demonstration projects, child
support has participated in
programs for inmates, soonto
be released inmates and ex
offenders. Most projects for
incarcerated obligors have
focused on assisting inmates
with order modification to avoid
the buildup of arrears.
Programs for released offenders
aim to educate them about
their child support obligations,
ensure that their orders match
their ability to pay, and
promote payment. Some
programs offer exoffenders the
opportunity to reduce their
child support arrears and/or lift
some enforcement activities in
exchange for paying support
over a period of time.
Promising Strategies
· Develop simple and
engaging materials about
paternity and child support
· Collaborate with the
National Institute of Corrections
to include child support
messages in Thinking for a
Change, a curriculum that the
NIC developed in 1997 for use
in prison transition programs
· Continue to collaborate with
reentry programs, an effort that
OCSE sought to jumpstart when
it released a grant solicitation
in 2009 that encouraged child
support agencies to partner
with prisoner reentry programs
funded by the Department of
Corrections and the Department
of Labor.

Substance Abuse Programs
Approximately 18% of all 1830
year olds are current illicit drug
users and 66% of men between
the ages of 18 and 25 are
current drinkers. About 4
million individuals sought
substance abuse treatment in
2006 most commonly through a
selfhelp group. The
decentralized nature of these
programs (AA, NA, etc.), with
each group having freedom to
conduct its affairs in a way that
best serves its members,
makes it an unpromising
opportunity for collaboration.
On the other hand, the
Substance Abuse and Mental
Health Services Administration
(SAMHSA) offers toolkits,
informational materials, and
grant money to community
based substance abuse
providers to help them talk to
their clients about risky sexual
behavior, which can clearly lead
to child support involvement. In
2007, SAMHSA awarded $159
million to 67 organizations to
offer services that combined
substance abuse treatment in
conjunction with HIV/STD
counseling, health education,
case management, referrals
and STD testing.
Promising Strategies
· Develop engaging and
simple materials on paternity
and child support.
· Coordinate with SAMSHA to
integrate messages about
paternity and child support into
grants for organizations serving
highrisk populations and into
the toolkits for substance abuse
treatment providers.
Home Visitation Programs
Approximately 400,000 children
between the ages of 05
receive the benefits of home
visitation programs per year.
The two major home visitation

programs are Nurse Family
Partnership, which currently
serves 15,000 families at 330
sites throughout the U.S. and
Healthy Families America which
operates in 450 communities
across 35 states and had more
than 47,400 families enrolled in
2003. Nurse Family Partnership
uses nurses who visit according
to a recommended schedule
and provide information to
parents on child development,
safety, health, family planning
and community support using a
structured curriculum. Healthy
Families America uses a home
visitation model that uses
community volunteers and

the health care reform bill
recently enacted by the House
of Representatives included
grants to states for home
visitation programs that would
greatly expand their reach.
Promising Strategies
· Prepare an offtheshelf
module about paternity and
child support that could be
added to existing home
visitation curriculum
· Coordinate with the
administrators of the Nurse
Family Partnership and Health
Families America on their
distribution to local programs.
Early Childhood Programs

paraprofessionals rather than
nurses. It is extremely
decentralized and the program
varies from site to site.
Although some programs, such
as Health Families in San
Angelo, Texas, put a concerted
effort into involving fathers in
the home visits and has a
fatherspecific curriculum “Maps
for Dads,” that addresses
paternity and child support
issues, most programs do not
routinely involve fathers. Nurse
Family Partnership recently
received a grant to incorporate
outreach to fathers in a more
systematic way during home
visits. The project holds
potential for child support since

Head Start served 976,000
families in 20062007. Early
Head Start served over 85,000
children under age 3 and over
10,000 pregnant women. Both
programs have home visitation
components. These programs
do not currently address
paternity and child support,
although as a result of federal
leadership, the Head Start
program has succeeded in
getting more fathers involved in
the program over the past two
decade. Indeed, by 20062007,
about 2,300 Head Start
programs (86%) reported
regularly scheduled programs
to involve fathers and over
225,000 children’s fathers
participated (21% of those
participating). Two national
organizations play a key role in
training Head Start staff and
improving programs: the
National Head Start Association
and Zero to Three. Both have
initiatives dealing with male
and father involvement. The
Head Start Performance
Standards currently require
home visitors with Head Start
to develop “family partnership
agreements” which “describe
family goals, responsibilities,
timetables and strategies for
Child Support Quarterly

44

achieving these goals as well as
progress in reaching them.”
Promising Strategies
· Prepare materials on
paternity and child support for
the National Head Start
Association and Zero to Three,
organizations that provide
training for Head Start trainers
and practitioners
· Work with the Head Start
Bureau to modify the Head
Start Performance Standards to
include explicit mention of
paternity and child support
issues in the “family
partnership agreements” that
are developed with parents in
home visits and group
activities.
Healthy Marriage Programs
The Administration for Children
and Families (ACF) has funded
more than 300 healthy
marriage programs since 2002
in an attempt to fight the rising
rates of nonmarital births and
divorce. A number of healthy
marriage programs are being
assessed through one of three
largescale, multisite, multiyear
evaluation projects designed to
test the impact of marriage
education programs for low
income married (The
Supporting Health Marriage
Project) and unmarried
(Building Strong Families)
couples. Some major curricula
used are: (1) Becoming
Parents; (2) Loving Couples,
Loving Children; and (3) PREP,
none of which address paternity
or child support issues. On the
other hand, healthy relationship
projects funded by OCSE do.
One example is the
Massachusetts Building Healthy
Marriages and Family
Relationships Project, known
locally as Relationships for Real
Life (RRL). Conducted by
Father Friendly Initiative, which
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is a program of the Boston
Public Health Commission and
evaluated by the Center for
Policy Research, RRL targeted
lowincome single parents for
an eightsession curriculum on
healthy relationships and
parenting that included one
session devoted to paternity
and child support. Over the
four year life of the project, 135
women and 108 men enrolled
in RRL (Pearson and Davis,
2009).
Promising Strategies
· Advocate at the federal level
to include paternity and child
support as a component of
future healthy marriage or
healthy relationship programs
· Develop a model “offthe
shelf” module on these topics
that could be added to existing
and future healthy marriage
curricula
· Coordinate with curriculum
developers and the Healthy
Marriage Resource Center to
distribute the module.
Financial Literacy Programs
Financial literacy programs may
be widespread but there is no
model curriculum, the programs
are extremely decentralized,
and tracking these programs is
difficult because their funding
and sponsor organizations are
so varied. They currently do not
include information on the cost
of having a child or child
support. The Financial Literacy
and Education Commission
which was established by
Congress in 2003 may offer
some opportunity for
coordination. Headed by
Secretary of the Treasury, it
includes 19 federal agencies
and bureaus and coordinates
the financial education efforts
throughout the federal
government.

Promising Strategies
· Develop user friendly
materials on the cost of raising
children, child support
guidelines and the child support
system
· Coordinate with the
Department of Treasury and
the Financial and Education
Commission to include this
information in financial
education programs wherever
they are offered.
Family Planning Programs
The Title X Family Planning
program is the federal grant
program enacted in 1970 that
is dedicated to assisting
individuals in determining the
number and spacing of their
children through the provision
of education, counseling and
medical services. Administered
by the Office of Population
Affairs (OPA), the program has
a budget of approximately $283
million, 90 percent of which
goes directly to clinical services
delivered through a network of
more than 4,400 community
based clinics that include State
and local health departments,
community health centers, faith
based organizations and public
and private nonprofit agencies.
OPA estimates that only about
6 percent of clients currently
served in the Title X clinical
service delivery system are
males with only about 20
percent of clinics offering
programs that target men or
try to recruit more men. In
1997, OPA began an initiative
to develop and test approaches
for delivering reproductive
health education and services
to men. By 2003, OFP was
funding a total of 15 male
programs, six of which are
currently the subject of a cross
site evaluation by the Urban
Institute, and in 2004, OFP
established the Family Planning

Male Reproductive Health
Training Center at the
University of North Carolina,
Greensboro, to provide training
to Title X projects that serve
men. In addition to an annual
training conference, the
Training Center sponsors an
intensive weeklong Male
Health Educator Training
Institute designed to increase
participants’ capacity to work
effectively with men.
In addition to Title X family
planning programs, Virginia and
California have developed
statewide programs aimed at
reducing the incidence of
unplanned pregnancy that
reach substantial numbers of
men. There are also a number
of local programs that succeed
in involving males in family
planning through the
development of malefriendly
clinic environments and
targeted community outreach
and education. The National
Campaign to Prevent Teen and
Unplanned Pregnancy, an
independent nonprofit that
seeks to prevent teen
pregnancy, recently expanded

its focus to include reductions
in unplanned pregnancy among
single, young adults.
Promising Strategies
· Develop user friendly
materials on the cost of raising
children, child support
guidelines and the child support
system.
· Coordinate with the Office of
Population Affairs, state
programs in Virginia and
California and the National
Campaign to Prevent Teen and
Unplanned Pregnancy to include
this information in male
outreach efforts that they
sponsor.
Conclusions
There are no magic bullets to
reaching men between the ages
of 18 to 30 and communicating
with them about paternity and
child support. All of these
strategies have benefits and
limitations. Taken together,
however, they promise to make
paternity and child support
issues more visible to men
before they get involved with
child support in a negative way.

The combination of strategies
that child support agencies
choose to adopt will depend
upon their resources, time,
budget and staff.
OCSE can assist the effort by
developing quality materials
that can be easily adapted for
use by various state and local
CSE offices. It can also assist
by pursuing relevant
collaborations at the federal
level with the entities
mentioned in this article,
including but not limited to:
National Campaign to Prevent
Teen and Unplanned
Pregnancy, Centers for Disease
Control, Office of Population
Affairs, Department of Labor,
Department of Treasury, Head
Start, American College Health
Association, National Institute
of Corrections, Substance
Abuse and Mental Health
Services Administration, Nurse
Family Partnership, Healthy
Families America, Health
Marriage Resource Center,
American Association of
Community Colleges and the
military branches and
academies.
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Appendix D
Surveys for WIC and
CenteringPregnancy
Professionals

CPR

We Want your Opinion:
Child Support & Paternity Information in WIC Classes

Center for

POLICY
RESEARCH

Under a federal grant from the Office of Child Support Enforcement, the Roseland Community Hospital
WIC Center in Chicago added information about paternity and child support into the center's nutrition and
breastfeeding classes. Let us know how you would feel about doing this in your WIC program.
Name: First:

Gender:

Last:

Female

Male

How long have you been working with WIC?
State Affiliation:
Which best describes the
organization your work for?

Federal organization
State or ITO WIC organization
Local WIC Agency

WIC Clinic
Vendor
Other (please specify):

What is your position within your
organization?

Supervisor
Agency Administrator
Support/Clerical Staff
Breastfeeding or Nutrition Educator

Nutritionist, Dietician, or Lactation Consultant who
does not teach a class
Other (please specify):

Which best describes the
community you serve? (Local WIC
Agency or WIC Clinic Staff Only)

Urban
Suburban
Rural

Does your organization currently address child support and paternity? (Local WIC Agency or WIC Clinic Staff Only)
If yes, what does your organization do? Please select all that apply.
Yes
No
Provide acknowledgement of paternity forms
Don’t know
Assist parents with acknowledgement of paternity forms
Allow parents to file acknowledgement of paternity forms on-site
Provide informational materials about child support and paternity (handouts, brochures)
Refer parents to the child support office
Have a specialized staff person on-site to help with paternity and child support
Include information about paternity and child support in WIC classes
Other (please specify):
Do you feel these paternity and child support services benefit the families served at your WIC site?
Yes
No
Don’t know
Have you done the following? (Federal or State WIC Staff Only)
Yes

No

Don’t Know

Discussed possible collaborations with child support
Distributed materials to WIC clinics about paternity and child support
Worked with child support on staff trainings
Prepared and/or submitted joint proposals with child support
Other (please specify):
The rest of the questions are for everyone filling out the survey.
What do you see as the barriers to adding paternity and child support information into WIC nutrition and breastfeeding classes?
Please circle all that apply.
A. Would require training for existing staff
G. Does not fit with WIC’s philosophy
B. Would require new, specialized staff
H. Would drive away clients
C. Staff would not want to add to existing job duties
I. Lack of funding
D. Not enough class time to teach nutrition, breastfeeding, child support, and paternity
J. Other (please specify):
E. Staff would be uncomfortable teaching legal and financial information
K. Can’t see any barriers
F. No simple curriculum on paternity and child support to use
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Of the barriers listed above, what do you think are the top three barriers to incorporating information about paternity and child support
into WIC classes? (Please circle the corresponding letters.)
A

B

C

D

E

F

G

H

I

J

N/A: Can’t see any barriers

What do you think it would take to get WIC centers to add information about paternity and child support into their nutrition and
Don’t forget the
breastfeeding classes? Please select all that apply.
other side!
Funding
Training for existing staff
Mandate from the federal government
New, dedicated staff member(s)
Off-the-shelf curriculum and procedures manual
Nothing, it is not possible
Client incentives to attend paternity and child support classes
Other (please specify):
Incentives for WIC clinics to disseminate information on paternity and child support
What do you think is the best way to educate parents at a WIC center about paternity and child support?
Handouts
Create new classes specifically for paternity and child support information
One-on-one conversations
Add information on paternity and child support into existing nutrition classes
Videos
Add information on paternity and child support into existing breastfeeding classes
Telephone or email outreach
Other (please specify):
What type of information about paternity and child support do you think would be of greatest interest to families served by WIC?
How to apply for paternity and child support
Myths about the child support system
Benefits of paternity and child support establishment
How child support works with TANF
Services that the child support agency can offer parents
How child support works with custody and visitation
How the child support system works
How child support works with incarcerated or released parents
How child support enforcement works
Healthy relationships between parents
How monthly child support amounts are calculated
Other (please specify):
How strongly do you agree or disagree with the following statements about paternity and child support?
Strongly
Agree
Neither Agree
Agree
Somewhat
nor Disagree
I feel comfortable answering parents’ questions about
paternity and child support.
All unmarried parents should establish paternity and
child support.
It is important for families to learn about paternity and
child support.
Child support and paternity acknowledgement benefit
children.
Child support and paternity acknowledgement benefit
mothers.
Child support and paternity acknowledgement benefit
the community.
WIC centers are a good place for parents to learn
about child support and paternity.
Child support and paternity are important issues for
parents to learn about, but WIC centers are not an
appropriate place to teach parents about these issues.

Disagree
Somewhat

Strongly
Disagree

On a scale of 1 to 10, with 1 being the worst and 10 being the best, how do you feel about the possibility of adding information about
paternity and child support into WIC classes? (Please circle one.)
1

2

3

4

5

6

7

8

9

10

If you would be willing to be contacted by the Center for Policy Research for a more detailed discussion about adding information about
paternity and child support into WIC classes or are interested in exploring a collaboration with child support, please provide your contact
information: Telephone:
Email:
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We Want your Opinion:
Child Support & Paternity Information in CenteringPregnancy

CPR
Center for

POLICY
RESEARCH

Unless a woman is married to the father when her child is born, she will have to establish paternity if she is interested
in having the father on the birth certificate, applies for public benefits like TANF or Medicaid, or decides to pursue
child support. Because child support and paternity can be important in a child’s life, most hospitals now offer
unmarried mothers and fathers the chance to establish paternity at delivery.
We would like to know if you think your CenteringPregnancy program would be an appropriate place to:
 Provide information about paternity and child support
 Facilitate discussions about paternity and child support, and
 Help parents find out how to learn more about paternity and child support.
To thank you for your input, we will send you a $10 Starbucks gift card. Let’s start with some background information
about you.

Please select which option best describes you.

How long have you been working with the
CenteringPregnancy model?

CenteringPregnancy Supervisor
CenteringPregnancy Coordinator
CenteringPregnancy administrator
Other (if other, we will thank them and have SurveyMonkey end the survey)
Less than a year
Approximately _____ years

What state do you work in:
Which best describes the organization you work
for?

Community health center or public health clinic
Hospital or birth center
OB/GYN private practice
Other (please specify):

What is your position within your organization?

Provider
Nurse
Administrator

Does your organization also offer Centering
Parenting?

Yes
No

Social worker
Educator
Other (please specify):

Approximately how many CenteringPregnancy
groups were started at your organization in 2010?
Do you facilitate CenteringPregnancy groups?

No
No, but I have in the past
Yes, on occasion
Yes, regularly

Which best describes the community you serve?

Urban
Suburban
Rural

Does your organization offer CenteringPregnancy
groups in the following languages or make
handouts available in these languages?

English
Spanish
Other (please specify)

What is the usual practice in terms of fathers
attending CenteringPregnancy sessions?

The fathers can attend any session they choose to.
The fathers can attend some sessions, but not all of them.
The fathers can not attend any of the sessions.

Approximately what percentage of fathers attend
the sessions with the mothers?

Less than 25% of the women have a male partner attend.
Between 25% and 50% of the women have a male partner attend.
Between 51% and 75% of the women have a male partner attend.
Between 76% and 100% of the women have a male partner attend.

How would you generalize your patients’
relationships with their babys’ fathers?

Most or all are married
Most or all are in committed relationships with the babies’ father, but not married
Most or all are single and the babies’ fathers are not involved
Unknown
Other (please specify):
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About what percentage of your patients are:

Eligible for Medicaid:
Low-income, but not eligible for Medicaid:
Middle income:
High income:
Undocumented:

How strongly do you agree or disagree with the following statements about paternity and child support?
Strongly
Agree
Neither Agree
Agree
Somewhat
nor Disagree
I feel comfortable talking with parents about paternity
and child support.
It is important for families to learn about paternity and
child support.
CenteringPregnancy programs are a good place for
parents to hear about and discuss child support and
paternity.

Disagree
Somewhat

Strongly
Disagree

When do you think it is best for parents to hear about and discuss legal parentage, paternity and child support?
During pre-nantal period
In the hospital after delivery
During post-partum visits
During well-baby visits
It is not important at any time
No opinion
Does your CenteringPregnancy program currently address child support and paternity?
If yes, what does your program do? Please select all that apply.
Yes
No
Provide acknowledgement of paternity forms
Don’t know
Provide informational materials about child support and paternity (handouts, brochures)
Refer parents to the child support office
Have a specialized facilitator come in to help with paternity and child support sessions
Include information about paternity and child support in the CenteringPregnancy sessions
Other (please specify):
What do you see as the barriers to adding discussions on paternity and child support into the CenteringPregnancy or Centering
Parenting sessions? Please circle all that apply.
A. Would require training for existing staff
G. This information is not relevant for our population
B. Would require specialized, outside facilitators to come in
H. Would drive away clients
C. Not enough time in sessions to cover or discuss child support and
I. Would have to rearrange topics in sessions to add
paternity
new material
D. Staff would be uncomfortable discussing legal and financial information
J. Other (please specify):
E. No simple sessions on paternity and child support to use
F. Discussion of paternity and child support is difficult to incorporate in the
K. This is already covered in our sessions
interactive style of our sessions
L. Can’t see any barriers
Of the barriers listed above, what do you think are the top three barriers to incorporating information and discussions about paternity
and child support into your CenteringPregnancy sessions? (Please circle the corresponding letters.)
A

B

C

D

E

F

G

H

I

J

K

L: Can’t see any barriers

What do you think it would take to add information about paternity and child support into your CenteringPregnancy sessions? Please
select all that apply.
Mandate from the federal government
Training for existing staff
Off-the-shelf sessions and procedures manual
New, dedicated staff member(s)
Client incentives to attend paternity and child support sessions
Nothing, it is not possible
Modest funding from child support agencies to Centering programs that
Nothing, it is not appropriate for Centering
Other (please specify):
discuss paternity and child support
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We Want your Opinion:
Child Support & Paternity Information in CenteringPregnancy

If you think that this content is important to parents in Centering, what do you think are good ways to share the information about
paternity and child support? (Please select all that apply.)
Handouts for mothers and fathers
Brief group discussions about paternity and child support
Videos
Bring in outside presenters to facilitate on these topics
Send out a facilitator guide on how to incorporate and facilitate discussion on paternity and child support
Make materials available online about how to incorporate and facilitate discussion on paternity and child support
Other (please specify):
This content is not important to parents in Centering
On a scale of 1 to 10, with 1 being the worst and 10 being the best, how do you feel about the possibility of adding information,
discussion topics, and activities about paternity and child support into your CenteringPregnancy sessions? (Please circle one.)
1

2

3

4

5

6

7

8

9

10

If you would like to receive a $x dollar Starbucks card for participating please provide the following information:

Name: First:

Last:

Address:
If you would be willing to be contacted by the Center for Policy Research for a more detailed discussion about adding information about
paternity and child support into CenteringPregnancy or are interested in exploring a collaboration with child support, please provide your
contact information:
Name: First:

Telephone:

Last:

Email:

Thank you for your help!
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1570 EMERSON ST.
DENVER, CO 80218
303.837.1555
303.837.1557
WWW.CENTERFORPOLICYRESEARCH.ORG

