
UCLA
UCLA Previously Published Works

Title
Feasibility and Acceptability in a Community-Partnered Implementation of 
CenteringParenting for Group Well-Child Care.

Permalink
https://escholarship.org/uc/item/0ht9p2pg

Journal
Academic Pediatrics, 18(6)

Authors
Jones, Kai
Do, Stephanie
Porras-Javier, Lorena
et al.

Publication Date
2018-08-01

DOI
10.1016/j.acap.2018.06.001
 
Peer reviewed

eScholarship.org Powered by the California Digital Library
University of California

https://escholarship.org/uc/item/0ht9p2pg
https://escholarship.org/uc/item/0ht9p2pg#author
https://escholarship.org
http://www.cdlib.org/


Feasibility and Acceptability in a Community-Partnered 
Implementation of CenteringParenting for Group Well-Child Care

Kai A. Jones, BS,
Columbia University College of Physicians and Surgeons, New York, NY

Stephanie Do, MD,
South Bay Family Health Care, Torrance, Calif

Lorena Porras-Javier, MPH,
Mattel Children’s Hospital UCLA, David Geffen School of Medicine at UCLA

Sandra Contreras, MPH,
Cedars Sinai Medical Center

Paul J. Chung, MD, MS,
Mattel Children’s Hospital UCLA, David Geffen School of Medicine at UCLA; UCLA Fielding 
School of Public Health, Los Angeles, Calif

Tumaini R. Coker, MD, MBA
University of Washington School of Medicine, Seattle Children’s Research Institute, Seattle, Wash

Abstract

Background: In a community-academic partnership, we implemented a group-based model 

for well-child care (WCC) (CenteringParenting) and conducted a pilot test for feasibility and 

acceptability among families at a federally qualified health center (FQHC).

Methods: The FQHC implemented CenteringParenting for all WCC visits in the first year 

of life, starting at the 2-week visit. Over a 14-month time period, parents from each new 

CenteringParenting group were enrolled into the study. Baseline data were collected at enrollment 

(infant age < 31 days) and again at a 6-month follow-up survey. Main outcomes were 

feasibility and acceptability of CenteringParenting; we also collected exploratory measures (parent 

experiences of care, utilization, self-efficacy, and social support).

Results: Of the 40 parent-infant dyads enrolled in the pilot, 28 CenteringParenting participants 

completed the 6-month follow-up assessment. The majority of infants were Latino, black, 

or “other” race/ethnicity; over 90% were Medicaid insured. Of the 28 CenteringParenting 

participants who completed the 6-month follow-up, 25 completed all visits between ages 2 

weeks and 6 months in the CenteringParenting group. Of the CenteringParenting participants, 

97% to 100% reported having adequate time with their provider and sufficient patient education 

and having their needs met at visits; most reported feeling comfortable at the group visit, 
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and all reported wanting to continue CenteringParenting for their WCC. CenteringParenting 

participants’ mean scores on exploratory measures demonstrated positive experiences of care, 

overall satisfaction of care, confidence in parenting, and parental social support.

Conclusions: A community-academic partnership implemented CenteringParenting; the 

intervention was acceptable and feasible for a minority, low-income population. We highlight 

key challenges of implementation.

Keywords

group visits; preventive care; well-child care

WELL-CHILD CARE (WCC) during the first 3 years of a child’s life provides an opportunity 

to identify and address social, developmental, behavioral, and health issues that could 

have significant long-term impact.1 However, the literature demonstrates that many 

families, particularly in low-income communities, have multiple unmet needs in care with 

regard to anticipatory guidance, psychosocial screening, and behavioral and developmental 

services.2-7 Our academic research team partnered with a multi-site, federally qualified 

health center (FQHC) to improve the delivery of WCC to low-income families with children 

ages 0 to 3.

We used a multi-year community academic partnership and a rigorous partnered research 

process that included qualitative data collection from key stakeholders (parents, providers, 

and payers), a systematic literature review on WCC, and a community advisory board.8-13 

Through this process, the academic research and FQHC teams selected group WCC 

(GWCC) as a new care model to improve the effectiveness and efficiency of preventive 

services and support parents during well-child visits.12

In GWCC, a group of 6 to 8 families with similarly aged children is seen for a well 

visit. A clinician or health educator leads a group discussion focusing on anticipatory 

guidance and parent education, either preceded or followed by measurement, examination, 

and immunization of each child, typically in the GWCC room. The total duration can 

range from 1 to 2 hours, giving parents more time to receive education and guidance on 

key parenting topics while maintaining or increasing clinician time spent per patient.14-17 

Evidence for GWCC suggests it is equally as or more effective in providing WCC services 

to families when compared with usual care and utilizes clinician time more efficiently.8 This 

increased well-visit time can provide families with more time to engage with their provider 

team and other parents on a range of different education and guidance topics.15,18

CenteringParenting is a distinct model of GWCC that brings a cohort of 6 to 8 families 

together for a group visit over the infant’s first year of life (since this study was completed, 

CenteringParenting has been expanded through 24 months of age).19,20 The model 

emphasizes a dyad approach to care in which the mother and infant’s wellbeing is a key 

focus. Group visits rely on group activities and facilitated group discussions for education 

and guidance portions of the visit. CenteringParenting was developed by the Centering 

Healthcare Institute based on their CenteringPregnancy model. CenteringPregnancy is an 

evidence-based group model for prenatal care that has received a “strong” evidence rating 
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by the Agency for Healthcare Research and Quality.21 One randomized control trial (n = 

993) examined the impact of CenteringPregnancy on key outcomes, including adequacy of 

prenatal care and rates of preterm birth. CenteringPregnancy group participants received 

better prenatal care, had fewer preterm births, were more likely to initiate breastfeeding, and 

had better prenatal knowledge compared with those receiving usual care.22 Studies indicate 

that sites using CenteringPregnancy report enhanced capacity to serve nonpregnant patients, 

because group sessions free up resources previously used for individual visits.21 Although 

evidence supports CenteringPregnancy as a group model of care, there are no published 

trials on CenteringParenting. We identified 4 publications related to CenteringParenting. 

One study examined the model as a teaching tool among 4 family medicine residents and 

assessed the residents’ perspectives on providing CenteringParenting well visits.23 Another 

study provided perspectives from program leaders from multiple CenteringParenting 

sites.19 A qualitative study assessed stakeholder perspectives on potential implementation 

of CenteringParenting at FQHCs in Baltimore, Maryland, and found that potential 

implementation was desirable yet faced perceived barriers, including scheduling, training 

difficulties, and high implementation cost.24 None of the participants in the study had 

implemented or participated in CenteringParenting. Finally, a pilot of CenteringParenting 

among 24 parent-child dyads at 2 public health clinics in Alberta, Canada, was described.25 

This Canadian study is the only one of the 4 studies that examined data from parents who 

had actually participated in CenteringParenting; however, 75% or more of participants in the 

Canadian study were white, had greater than a high school education, and had an annual 

household income of at least $70,000.

Given the dearth of studies on CenteringParenting, particularly on implementation among 

low-income populations, our objective was to examine the feasibility and acceptability of 

implementing CenteringParenting for GWCC among low-income mother-child dyads at a 

FQHC. Here, we 1) briefly summarize the community-academic partnership to redesign 

WCC using CenteringParenting at this multi-site FQHC (details provided in a previous 

publication)12; 2) describe this pilot implementation and testing of CenteringParenting; and 

3) report findings related to feasibility and acceptability.

Methods

A Community-Academic Partnership to Redesign WCC

In 2008, a multisite FQHC identified the need to improve parents’ experiences in WCC and 

began exploring delivery redesign. A community partnership was created with focus groups 

to explore parental perspectives on WCC. The FQHC recruited 51 mothers and 5 fathers to 

participate in 8 focus groups (4 in English, 4 in Spanish). The age of the index child (the 

child discussed for the purposes of the focus group) was between 6 months and 5 years, and 

96% of parents reported a household income of <$35,000.

Parent participants discussed concerns with WCC delivery at their FQHC clinical site and 

offered their perspectives on alternative formats, locations, and providers (detailed findings 

presented elsewhere).10 Parents endorsed group visits and viewed GWCC as empowering—

an opportunity to learn from other parents and to build a support network. Some parents 
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shared positive experiences with prenatal and parent support groups, which offered benefits 

similar to those for GWCC.

Although it was clear that parents viewed GWCC as a way to enhance the delivery of WCC, 

it was not known whether GWCC would be viewed as acceptable and feasible (logistically 

and financially) from the perspectives of providers, staff, and leadership of the FQHC, as 

well as from the FQHC’s major payers. We conducted focus groups and interviews with 

additional stakeholders: 1) the FQHC’s pediatric teams and leadership and 2) the payers 

of the care (health plans, state agencies administering Medicaid, and large medical groups) 

(findings presented elsewhere).9,11

Using these qualitative data from 3 major WCC stakeholders, we conducted a 12-month 

rigorous process to select a new model of care in partnership with the FQHC. A 

community advisory board of key FQHC stakeholders used aforementioned qualitative data, 

a systematic literature review of WCC,8 and an expert panel process12 to select a new care 

model to implement and test at their clinical sites (details published elsewhere).12 After this 

design process, the community advisory board for the FQHC selected GWCC as their new 

WCC model for families with children ages 0 to 3 years. This decision was based on the 

stakeholder input, findings from the literature review and expert panel, and in particular the 

positive response from parents regarding the prospect of GWCC.

CenteringParenting was selected by the FQHC because it represented a comprehensive 

model of care with a set curriculum; additionally, because one of the FQHC’s clinical sites 

offered both prenatal and pediatrics services, CenteringParenting would provide the potential 

to expand their group visit model to later include CenteringPregnancy, providing a direct 

path for parents to move from prenatal care to group visit cohorts for newborns.

Implementation

In April 2014, the entire clinical staff (pediatrician, obstetrics/gynecology providers, medical 

assistants, front desk staff, and clinic manager) underwent 2 days of CenteringParenting 

training and received official CenteringParenting site approval. The Centering Healthcare 

Institute worked closely with the FQHC for training, approval, and quality assurance of 

CenteringParenting.20 CenteringParenting launched in July 2014, with all groups facilitated 

by the pediatrician and the pediatric medical assistant (MA); CenteringParenting groups 

continue to be used at this clinical site currently. The CenteringParenting curriculum was 

used, but adapted in 2 ways to meet the needs of the pediatrician-MA team: 1) Bright 

Futures guidelines for well-child care were incorporated,1 and 2) maternal weight checks 

and maternal blood pressure monitoring were omitted.

Each month, a new CenteringParenting group begins, representing a new cohort of mother-

infant dyads. Groups are composed of approximately 8 parents with their infants ready for 

a 2-week to 1-month well visit. The same group meets at 2 weeks and at 2, 4, 6, 9, and 

12 months for routine well checks. Each group visit consists of the following elements over 

approximately a 110-minute period:
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First 30 minutes——Parents in the group visit conference room rotate through 3 stations 

for their infants to be measured, weighed, and examined.

Station 1—The parents, with help from the MA, weigh and measure each infant; the 

MA records and plots the findings.

Station 2—The pediatrician examines each infant.

Station 3—Parents complete any previsit screening forms for the visit, such as the 

Parents’ Evaluation of Developmental Status (PEDS),26 at the 9-month visit.

Next 60 minutes——The pediatrician and MA lead the group session as cofacilitators to 

discuss Bright Futures–based, age-appropriate anticipatory guidance topics in a nondidactic 

manner using interactive activities to engage parents in discussion around each topic.

Last 20 minutes——The MA cofacilitator, accompanied by another MA staff member, 

gives immunizations to each child and any referrals, prescriptions, or follow-up instructions 

to the parent.

Recruitment and Enrollment for Feasibility Study

We approached parent participants with a child who was <31 days of age attending a 

CenteringParenting well-visit at the intervention clinic. Parents who agreed to be contacted 

by a UCLA research assistant (RA) were invited to enroll in the study, in person or by 

phone, and to complete the baseline survey.

Participants

Parents or legal guardians arriving at the clinical site for a well visit with infants ≤31 

days old were approached to discuss study participation. Interested parents were screened; 

if eligible, they gave consent in person or by phone by an RA. Participants (henceforth 

“parents”) were ineligible if they 1) did not speak English or Spanish, 2) were <18 years of 

age, 3) planned to move outside of Los Angeles County or change primary care providers 

within the next 12 months, or 4) were currently employed by the participating clinic.

Parent Survey and Data Collection

Enrolled parents completed a baseline survey containing demographic data on the infant, 

parent, and household. At 6 months after enrollment, when the child was generally 6 to 7 

months of age, parents completed a 20-minute RA-administered follow-up survey by phone. 

We selected a 6-month follow-up period to meet the FQHC’s desire to have initial findings 

available to help with organizational decisions on WCC delivery.

Measures

Main outcomes for this pilot study are feasibility and acceptability, assessed by collecting 

data on parent attendance at CenteringParenting visits and on parent experiences of care 

in CenteringParenting visits. We also examined assessments for exploratory measures 

important to a future randomized controlled trial of CenteringParenting, such as patient 

experiences of care, parent social support, parenting confidence, and health care utilization. 
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We did enroll parents at another clinical site of the FQHC that was not using GWCC as a 

potential comparison group; however, because this study was focused on acceptability and 

feasibility and was not powered for comparison, we do not present data from the comparison 

clinic.

To assess the feasibility of CenteringParenting for well visits, we collected data on 

attendance at well visits. Parents were asked about attendance (at 2 weeks and at 2, 4, 

and 6 months) and, if they missed a visit, the reason for missing and if it was rescheduled. 

To assess acceptability, we asked parents to report their experiences in receiving care in a 

group format, focusing on session structure, interaction with other parents, and receiving 

information. Most questions were quantitative; however, we included some open-ended 

items on benefits and challenges of group visits.

In addition to CenteringParenting-specific items, we asked questions on experiences of 

care, overall satisfaction with care, health care utilization for the infant, parental social 

support, and parenting confidence. Parents reported on the number of sick, urgent care, and 

emergency department visits for their infant in the 6-month study period. We used items 

from the Consumer Assessment of Healthcare Providers and Systems (CAHPS) Clinician & 

Group Survey for patient experiences of care and the overall parent rating of care.27 We used 

CAHPS composite measures of 1) how well providers communicate with patients (6 items), 

2) doctor’s attention to your child’s growth and development (6 items), and 3) provider’s 

advice on keeping your child safe and healthy (5 items).28 We also used the CAHPS 

overall rating of the care (1 item). Parents also completed the 15-item Karitane Parenting 

Confidence Scale (KPCS)29 for perceived parenting self-efficacy (score range of 0—45, 

with scores of <39 indicating low levels of parenting confidence) and the 24-item Social 

Provision Scale (SPS)30 to assess social support (score range 24—96, with higher scores 

indicating better social support). All scales (CAHPS,27 KPCS,29 and SPS30) have been 

previously validated and demonstrate good reliability; psychometric analyses are available 

elsewhere.

Quantitative Methods

First, we use summary statistics to describe baseline characteristics of participants. For 

feasibility and acceptability measures, we present summary statistics for all intervention 

participants completing the 6-month follow-up. For our exploratory outcome measures, we 

also present summary statistics for each survey item or scale. Analyses were conducted 

using Stata SE 11 (StataCorp, College Station, Tex).

Qualitative Methods

Verbal responses to open-ended survey questions (Table 1, questions 11–13) were recorded 

verbatim by the RA during survey administration, and analyzed using a content analysis 

approach.31 One member of the research team read answers and created a codebook for 

each question, with multiple categories for each item. Two other team members reviewed 

and finalized the codebook. Two team members then independently coded all responses. 

Cohen’s κ using all item responses23 gave scores of 0.88 to 1.0, suggesting excellent coder 
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consistency.23-25 We present the categories of answers that emerged for each open-ended 

question and the number of participants responding with each.

The study was approved by the UCLA Institutional Review Board.

Results

Participants Characteristics

Forty CenteringParenting parents consented to participate in the study and completed the 

baseline questionnaire. Of the 40 CenteringParenting index infants, 30% were black, 40% 

Latino, 5% white, and 25% multiracial. The index infant was a mean of 21.8 days of 

age at enrollment. An annual household income of <$35,000 was reported by 90% of the 

participants; 52.5% of the participants did not have any college education; and 97% of the 

index children were Medicaid insured (Table 2).

Feasibility and Acceptability

At 6 months after enrollment, 28 parents completed a 6-month follow-up survey of 

experiences with CenteringParenting. Among the CenteringParenting participants, 12 were 

lost to follow-up. Of these 12, 7 participants changed primary care providers during the 

6-month period and no longer received care from the FQHC site, while 5 remained at the 

clinic but were not reachable via phone after 3 attempts (Table 3).

Feasibility

All 28 CenteringParenting families who completed the 6-month surveys attended the 2-

week, 2-month, and 4-month well visits in the CenteringParenting model; 25 of the families 

attended the 6-month group visit (Table 3), and 3 missed it due to work, school, or travel. 

The average number of mother-child dyads per CenteringParenting group was 4 (range 2–7).

Acceptability

In response to questions regarding experiences in group visits (Table 1), all parents who 

completed the 6-month follow-up survey (n = 28) reported that they always or usually had 

enough time to ask questions of the provider and that they received enough parent education. 

Ninety-seven percent (n = 27) reported that they felt comfortable sharing experiences in 

a group and sharing/talking with group members and that they felt supported by them. 

Ninety-seven percent (n = 27) also reported that they felt that the provider usually or always 

had a plan for the group session and could adapt the plan to meet parents’ needs. The 

number of participants in the group was “just the right amount” according to 18 participants 

(64%), whereas 10 participants (36%) reported there were not enough participants in the 

group.

Participants also answered a series of open-ended questions about experiences in 

CenteringParenting. When asked what they liked best, parents reported the benefits of social 

interaction and sharing experiences within group visits (n = 23) and the ability to learn 

valuable information about caring for their child (n = 3). When asked what they liked 

least about the group visits, parents reported that visits were longer (n = 1) and difficult to 
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schedule (n = 3) and that too few people were included in the group (n = 4). Fifteen parents 

reported there was nothing that they did not like about group visits, and 5 reported other 

challenges (eg, lack of refreshments). Most participants would not change anything about 

the visits; however, 3 parents reported that they would change the time of the sessions, and 5 

would increase the number of parents in group sessions. All parents reported that they would 

like to continue to have their well visits in this group visit format.

Exploratory Measures

The mean scores (Table 3) ranged from 8.9 to 9.9 (0–10 scale) for parents’ assessment of the 

three CAHPS composite measures: 1) how well providers communicated with them (mean, 

9.9; standard deviation [SD], 0.4), 2) how much the providers paid attention to their child’s 

growth and development (mean, 9.3; SD, 1.8), and 3) the providers’ provision of advice on 

keeping their child safe and healthy (mean, 8.9; SD, 1.8). The mean score was 9.3 for overall 

satisfaction with care (SD, 0.9).

The mean score for self-efficacy in parenting using the KPCS was 41.5 (SD, 2.5). The mean 

score for parental social support using the SPS was 82.2 (SD, 8.3).

A child having no urgent or sick care visit during the 6-month period was reported by 57% 

of the CenteringParenting parents; 78% of CenteringParenting participants reported having 

no emergency department visits.

Discussion

In this academic-community research partnership, we implemented the CenteringParenting 

model of GWCC and pilot-tested for acceptability and feasibility among a low-income 

population. Parents were enrolled within the first month of their infant’s life. For those who 

remained in the study through the 6-month follow-up, CenteringParenting was an acceptable 

way in which to receive well-visits. Parents attended group visits, received recommended 

care, and reported satisfaction with CenteringParenting groups.

Of the 40 parents who enrolled and began CenteringParenting visits, 12 were lost to follow-

up. Most of these participants were no longer attending the clinical site; 5 of the 12 did not 

attend the 6-month group visit and could no longer be reached. This suggests there may be 

barriers to creating cohorts for GWCC that can be sustained through the first year of life. 

This is significant for implementation planning, because keeping each CenteringParenting 

cohort at a sustainable size is critical for clinic efficiency. CenteringParenting cohorts that 

are too small will make GWCC less efficient for a clinic compared with individual care. For 

example, if well visits are scheduled in 20-minute slots, a clinician could complete 5.5 well 

visits in a 110-minute time period, compared with the equivalent of 8 well visits in that same 

time period using GWCC. Under this scenario, to maintain clinic efficiency, every GWCC 

visit should include at least 5 patients.

A previous study reported that CenteringParenting was either cost neutral or cost effective, 

depending on group size (larger groups of around 8 being most cost effective), duration of 

session (longer visits being more costly), and who provides care (utilization of physicians 
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vs non-physician professionals).32 In this pilot test of CenteringParenting, we found that 

additional parent-infant dyads needed to occasionally be added to groups to keep cohorts 

at an efficient level. This change in group composition to maintain group size may have 

an unmeasured and unintended impact on the experience of CenteringParenting for parents. 

This is particularly a problem for clinics that do not have enough volume of infants to 

create cohorts. Furthermore, the volume at our partner clinic could not support more than 

1 new cohort per month. Finally, the clinic used an “opt-out” approach, in that new infants 

were enrolled in a CenteringParenting cohort automatically for their well visits unless 

parents specifically requested to opt out and receive individual well-child care. This was 

implemented to normalize GWCC for the families at the clinic. The clinical site has since 

continued CenteringParenting using this opt-out approach and is considering other options 

for addressing the challenge of cohort size, including allowing late entry into cohorts (eg, an 

open enrollment period for the first 2 to 3 visits of a cohort) and creating cohorts with mixed 

age groups (eg, 2- and 4-month-olds in same cohort).

These concerns of cohort size and efficiency were some of the main challenges in 

implementation of CenteringParenting, but our pilot also highlighted benefits.

CenteringParenting groups were generally feasible and acceptable to the parents who 

completed the 6-month follow-up. Of the 28 CenteringParenting group participants who 

completed the study, 25 completed all visits up to the 6-month visit and just 3 missed the 

6-month visit.

All or nearly all of the CenteringParenting participants reported positive experiences of 

care and comfort in groups. These findings are similar to other studies that found group 

formats for well-child care to be acceptable and feasible for families.17,33,34 Through our 

exploratory measures, we found that parents gave high ratings to their providers and the care 

received; these findings support those of previous studies of GWCC generally.15-17,25,33,34 

Most important, and perhaps in terms of acceptability, all parents in the CenteringParenting 

groups stated they would continue groups rather than use one-on-one visits. Notably, 40% of 

these mothers had had a prior child and so had previously experienced typical WCC.

This study has several limitations. We examined acceptability and feasibility only and 

cannot comment on the effectiveness of CenteringParenting WCC visits compared to 

usual care. Our findings inform the feasibility and acceptability of CenteringParenting 

in an FQHC setting among a low-income minority urban population which may not 

generalize to other clinical populations, such as pediatric offices serving a primarily 

privately insured, middle-income population. Our main method of assessment was parent 

self-report, both qualitatively and quantitatively, which may introduce bias. Cost of 

implementation was mainly the training costs related to CenteringParenting and was 

covered through the study; this cost, however, may be a significant barrier for practices 

in implementing CenteringParenting. Finally, we did not collect data on parents who opted 

out of CenteringParenting WCC, which may be another source of bias.

In conclusion, we found that a community-academic partnership was capable of 

implementing CenteringParenting for WCC at an FQHC. Findings of acceptability and 
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feasibility of CenteringParenting in this primarily low-income, urban, and minority 

clinic population are encouraging. We highlight key challenges to implementation and 

sustainability. Further research can explore benefits, costs, outcomes, and the potential for a 

sustainable CenteringParenting model of WCC.
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What’s New

In this academic-community research partnership, we implemented the 

CenteringParenting model of group well-child care and pilot-tested it for acceptability 

and feasibility among a low-income population; we found that parents attended group 

visits, received recommended care, and reported positive experiences of care.
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Table 2.

Participant Characteristics (N = 40)

Characteristic % (N)

Child race/ethnicity, % (N)

 Latino 40.0 (16)

 White, non-Latino 5.0 (2)

 Black, non-Latino 30.0 (12)

 Other, non-Latino 25.0 (10)

Child age (days) at enrollment, mean (SD) 21.8 (7.8)

Child gender: female, % (N) 45.0 (18)

Highest household educational attainment, mean (SD)

 Less than high school 10.0 (4)

 High school/GED 42.5 (17)

 Some college/ 2-year degree 27.5 (11)

 ≥4-year college degree 20.0 (8)

Marital status, % (N)

 Married 27.5 (11)

 Living with partner 40.0 (16)

 Single/divorced 32.5 (13)

Currently employed, % (N)

 No 60.0 (24)

 Yes, but taking leave from work 37.5 (15)

 Yes 2.5 (1)

Annual household income, % (N)

 Less than $10,000 25.0 (10)

 $10,001 to $19,999 37.5 (15)

 $20,000 to $34,999 25.0 (10)

 ≥$35,000 10.0 (4)

Child’s health insurance, % (N)

 Medicaid 97.5 (39)

 Private insurance 2.5 (1)

 Uninsured 0 (0)

Years parents had lived in United States, mean (SD) 12.8 (7.7)

Patient Health Questionnaire-2 composite

 Positive screen for depression, % (N) 2.5 (1)
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