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Objectives 

Disclaimer: The information in this webinar is 
for educational purposes only, and is not meant 
to substitute for medical or professional 
judgment.  Medical information changes 
constantly. Therefore the information contained 
in this webinar or on the linked websites should 
not be considered current, complete or 
exhaustive. 

This webinar is being recorded. 

DISCLAIMER



Objectives 

 Describe the key differences and similarities between 

CenteringPregnancy and traditional, individual prenatal 

care

 Identify the clinical evidence of the benefits of 

CenteringPregnancy

 Discuss the non-clinical benefits of CenteringPregnancy

 Discuss the process and impact of the statewide scale-up 

of CenteringPregnancy in South Carolina

OBJECTIVES 



I. Key differences between CenteringPregnancy and individual 
prenatal care                                                                                    
Mary Alice Grady, MS, CNM

II. Clinical evidence of the benefits of CenteringPregnancy
Amy Picklesimer, MD, MSPH 

III. Non-clinical benefits of CenteringPregnancy
Sarah Covington-Kolb, MSW, MPH 

IV. Process and impact of the statewide scale-up of 
CenteringPregnancy
Kristin Van De Griend, PhDc, MPH

V. Q & A 

VI. Survey 
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group prenatal care
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Centering Components of Care

HEALTH ASSESSMENT INTERACTIVE LEARNING COMMUNITY BUILDING



CenteringPregnancy: Design

Initial intake as usual:

History

Physical

Lab work

8 -12 women with 

similar due dates     

in the group 

Four sessions 

every 4 weeks 16, 20, 24, 28 weeks

Six sessions every 

2 weeks

30, 32, 34, 36, 38, 40 

weeks

Reunion 1-2 months postpartum



Prenatal Care in a Group

30-40 minutes

Self assessment and individual assessments 

with the provider in the group space

60-75 minutes

“Circle-up” for facilitated discussion time 

Women bring most questions and concerns 

to group discussion

Interactive learning



Health assessment occurs 

within the group space 

Privacy is protected 

Care is normalized

Common concerns discussed 

in group

Brief Provider Assessment

Medical Care/ Billable Visit



Women active in self assessment

Blood Pressure Weight



Facilitated Group Discussion

Not a Class

Circle Interactive Fun



Each session has an overall plan
Mom’s Notebooks Facilitator Guide

Birth preparation 

Infant development
Family Planning
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“I’m learning that it doesn’t matter what we 

don’t talk about because we’re talking about 

what matters to the group.”



Support

Common life experiences Trust

Community building Continuity of Care

Problem solving skills



“…facts do not change feelings, and feelings are what influence 

behavior.    The accuracy and clarity with which we absorb 

information has little effect on us: it is how we feel about the 

information that determines whether or not we will use it!”

V. Keane, Bulletin of ACNM, May 1967, pl. 41



www.centeringhealthcare.org

Building communities…one group at a time 
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Clinical Benefits of 
CenteringPregnancy:
What is the Evidence? 

Amy H. Picklesimer, MD, MSPH

Maternal Fetal Medicine
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Ickovics et al. 2007. Group prenatal care and perinatal outcomes. Obstetrics and Gynecology 110 (2); 330-338

OR for total population –
0.67  (0.44-0.98)

p<.045

OR for African-American women –
0.59  (0.38-0.92)

p=.02

9.8% 10.0%

13.8%
15.9%

Total population African-American women

Preterm births
Centering Individual care



Adjusted Odds Ratio 0.53
(95% CI 0.34 – 0.81)

for preterm birth





Breastfeeding rates
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Cost Savings

22 Needed to treat in Centering to avoid 
one preterm birth ($14,110)

30 Needed to treat in Centering to prevent 
one NICU admission ($29,287)

Picklesimer.  2015. Clinical Obstetrics and Gynecology. 58 (2): 320-433





Study population*
CenteringPregnancy (CP)

• From 7 sites

• Deliveries Aug. 2013 –
Sept. 2014

• N =674

Individual Care (IPNC)

• Same  7 sites

• Same months 

• N=9,886

*All women are Medicaid eligible



Study Design
• Retrospective cohort using birth certificate data

• Exclusions:
– Multiple gestation
– Pre-gestational diabetes
– BMI > 45 kg/m2

– Entered prenatal care > 4 months

• Final sample for the analysis:
– CP: N = 604
– Individual care: N = 6807



Characteristics
CP

N=604
IPNC

N=6,807
P-

value

Age (±SD) 24.5 (5.3) 25.0 (5.2) 0.03

Married 12% 17% 0.02

Education <HS 23% 24%

0.005HS/GED 35% 34%

>HS 42% 41%

Race White 45% 48%

<0.001
Black 40% 46%

Hispanic 13% 5%

Other 1% 1%



Characteristics
CP

N=604
IPNC

N=6,807

P-
value

Nulliparity 60% 39% <0.001

Previous PTB 2% 5% 0.002

STI in current pregnancy 12% 10% 0.08

Tobacco use 12% 19% <0.001

Entry to PNC <2 mos 53% 43% <0.001

Adequacy Inadequate 1% 2%

<0.001
Intermediate 2% 8%

Adequate 23% 32%

Adequate + 74% 58%



78.2%

62.9%

58.7%

40%

45%

50%

55%

60%

65%

70%

75%

80%

85%

90%

Breastfeeding

CP IPNC SC Medicaid

P <0.001



8.8%

10.7%

12.1%

4%

5%

6%

7%

8%

9%

10%

11%

12%

13%

Preterm births < 37 weeks

CP IPNC SC Medicaid

P=0.036



8.8%

10.7%

12.1%

4%

5%

6%

7%

8%

9%

10%

11%

12%

13%

Preterm births < 37 weeks

CP IPNC SC Medicaid

Adjusted odds ratio* 0.66 
(95% CI 0.45-0.97, P = 0.03) 

* adjusted for age, education, race, parity, 
Kotelchuck index, time of entering prenatal care,  
and previous preterm birth history. 

P=0.036



5.2%

8.3%

11.7%

9.8%

14.3%

10.3%

-1%

1%

3%

5%

7%

9%

11%

13%

15%

African American White

Preterm birth by race

CP IPNC SC Medicaid

Adjusted odds ratio* 0.40 
(95% CI 0.18-0.78, P = 0.009)

P=0.01 P=0.50



6.8%

7.8%
7.6%

5%

6%

7%

8%

9%

10%

NICU Admission

CP IPNC SC Medicaid

P=0.365

N=40

N=532
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Other benefits of 
CenteringPregnancy

Sarah Covington-Kolb, MSW, MSPH
CenteringPregnancy South Carolina 

Coordinator



CenteringPregnancy
Why do it?

• Patient satisfaction

– More time with provider

– Address more of their concerns

“What I like best about 
Centering is the people 
in the group. Make you 

feel like a family and I've 
learned a lot.”

“We all kind of bond 
over our common 

symptoms and 
problems. It's kind 

of funny. We spend a 
lot of time laughing 

together.”

“We have fun and if 
there are any 

questions or concerns 
we can talk freely and 
not be embarrassed”

“I’m able to 
voice questions 
and get multiple 

opinions and 
answers.”



CenteringPregnancy
Why do it?

• Patient satisfaction

– No waiting room

– Effective use of time

“It is personal. I 
know the people 

here and I am not 
just another 

patient.”

“I don't have to 
wait in the 

waiting area for a 
long time and I 
can do some of 

my own prenatal 
care.”



CenteringPregnancy
Why do it?

• Patient satisfaction

– “I didn’t feel alone”



CenteringPregnancy
Why do it?

• Provider satisfaction

– More time with patients

– Less repetition

– Fun



CenteringPregnancy
Why do it?

• Provider satisfaction

– Fulfilling career goals

– Shared responsibility with the patient



CenteringPregnancy
Why do it?

• Benefits to the practice
– More satisfied patients and 

providers

– Frees exam rooms



CenteringPregnancy
Why do it?

• Benefits to the practice

– Marketing







CenteringPregnancy
Why do it?



CenteringPregnancy
Why do it?
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CenteringPregnancy
Why do it?

• Higher rates of satisfaction with PNC

• Higher rates of attendance at PNC visits

– Low-income Latinas in Florida

– RCT @ Air Force Hospital patients in the 
Pacific NW

– RCT @ Connecticut and Atlanta

– One study found no significant difference in 
participation or satisfaction with care

More likely to establish a 
medical home for their 

child

More likely to attend 
their postpartum visit



CenteringPregnancy
Why do it?

• Benefits to the practice

• Sustainable funding

$$$ Reimbursable prenatal care 

$$$ SC Medicaid: $30 additional / 

patient / visit up to $150

$$$ Blue Choice Medicaid and BCBSSC: $30 

additional / patient / visit up to $300 plus
additional $175 if > 5 Centering sessions



CenteringPregnancy
Why do it?
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Statewide Scale-up of 

Group Prenatal Care in 

South Carolina

Kristin Van De Griend, MPH, PhDc
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Overview

• Introduction & Methods

• Results & 

Implications

www.centeringhealthcare.org



Introduction &

Methods



Process Evaluation

• Process evaluation involves:

• Examining the strengths and limitations of interventions

• Monitoring implementation in real-time

• Studying influences (context) that could impact 
implementation

• Helps us understand why the intervention has or does 
not have expected outcomes

• And which features were successful or not 

• New implementing groups can learn from successes 
and overcoming challenges



Healthcare Systems

Offering CenteringPregnancy







Results & Implications



Site Implementation 

Monitoring Results



Health System 

Implementation

• Coordinated effort

• Training and technical assistance

• Strong stakeholder and administrative support

• Organizational collaborations

• Collaborations within healthcare systems

• Steering committees

• Organizational capacity

• Dedication of time and staff



Statewide Scale-up

• Continued critical political support and financial 
resources
• Resources to sustain CenteringPregnancy

• Strong political will

• Continued enthusiasm

• Advocacy and community engagement

• Training, monitoring, and supervision

• Changes in policies, norms, and guidelines

• Statewide Coordination Team (GHS)



Implications

• This is the first coordinated statewide scale-up of 

CenteringPregnancy

• …and the first thorough process evaluation to 

understand it

• Future decisions about how CenteringPregnancy

is implemented and moved to scale

• How the implementation process relates to future 

studies on outcomes 
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Questions?



Objectives 
SC Birth Outcomes Initiative 

Thank You! 

Please visit: 
https://www.scdhhs.gov/boi

https://www.scdhhs.gov/boi

