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ABSTRACT

The objective of this study was to understand the central meaning of the experience of providing Centering-

Pregnancy for perinatal educators who were facilitators for the group sessions. Four perinatal educators par-

ticipated in one-on-one interviews and/or a validation focus group. Six themes emerged: (a) “stepping back 

and taking on a different role,” (b) “supporting transformation,” (c) “getting to knowing,” (d) “working 

together to bridge the gap,” (e) “creating the environment,” and (f) “fostering community.” These themes 

contributed to the core phenomenon of being “invested in success.” Through bridging gaps and inconsis-

tencies in information received from educators and physicians, this model of CenteringPregnancy provides 

an opportunity for women to act on relevant information more fully than more traditional didactic ap-

proaches to perinatal education.
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provides prespecified educational content to a group 
of pregnant women and their partners or support 
people. Although these classes vary in content and 
format across Canada, they tend to focus primar-
ily on childbirth although some programs include 
information on infant care and the early postpar-
tum period (Public Health Agency of Canada, 2009; 

INTRODUCTION
Almost all pregnant women in Canada receive pre-
natal care from either a physician or a midwife; how-
ever, only approximately one-third attend perinatal 
education classes (hereafter, referred to as perina-
tal classes; Public Health Agency of Canada, 2009). 
In perinatal classes, an instructor (i.e., educator) 
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Roig et al., 2010; Wiles, 1984; Wolfberg et al., 2004). 
However, it is difficult to determine whether such 
associations are because of the impact of the prena-
tal classes or because of differences between those 
who attend prenatal classes and those who do not. 
Women who attend classes are more likely to be 
first-time mothers (Public Health Agency of Canada, 
2009), be of White ethnicity (Lu et al., 2003), have 
some postsecondary education (Lu et al., 2003), be 
married (Lu et al., 2003), and not be living in a low-
income household (Lu et al., 2003; Public Health 
Agency of Canada, 2009).

Departing from standard prenatal care and edu-
cation practices, group prenatal care is a model of 
care that provides medical care and perinatal educa-
tion simultaneously in a group setting. Centering-
Pregnancy is a specific form of group prenatal care 
where 8–12 pregnant women, who are at a similar 
gestational age, meet as a group for ten 2-hour ses-
sions starting early in the second trimester (Rising, 
Kennedy, & Klima, 2004). In CenteringPregnancy, 
women have a brief individual physical assessment 
with their provider in the group space but also par-
ticipate in their own care through activities such as 
measuring and recording their blood pressure and 
weight (Rising et al., 2004). Each session includes 
a group discussion that focuses on a general preg-
nancy, childbirth, or parenting topic, with providers 
facilitating discussion and supporting the group to 
identify content specific to their needs (Rising et al., 
2004). Key components of the program include the 
opportunity for women to interact with each other 
during these sessions and to build social support 
and empowerment (Rising et al., 2004).

CenteringPregnancy originated in the United 
States and is gaining momentum there and else-
where (Massey, Rising, & Ickovics, 2006). Research 
evidence from two randomized controlled trials sug-
gest that women who participate in CenteringPreg-
nancy have better outcomes compared to women 
who receive individual prenatal care (Ickovics 
et al., 2007; Kennedy et al., 2011). These studies 
have found that women in CenteringPregnancy are 
more likely to have an adequate number of prenatal 
visits, have more knowledge about pregnancy and 
infant care, rate their satisfaction with care more 
highly, have decreased rates of preterm birth, and 
are better prepared for birth (Ickovics et al., 2007; 
Kennedy et al., 2011). Through qualitative research 
studies, women have indicated that CenteringPreg-
nancy provides them with more than they realize 

Walker & Worrell, 2008). In Calgary (population 
1 million), where this study was conducted, perina-
tal classes provided through the provincial health 
service typically have a maximum of 12 pregnant 
women in attendance (as well as their partners or 
support people) and provide about 12–20 hours of 
instruction. Women generally pay a fee to attend 
these perinatal classes and subsidies are available. 
Some private organizations provide perinatal classes 
on a fee-for-service basis.

The benefits of perinatal classes have been dif-
ficult to determine because of the limitations of 
research to date and inconsistencies in outcome 
indicators (Gagnon & Sandall, 2007). Large ran-
domized controlled trials are rare and difficult to im-
plement given the popularity of perinatal classes in 
some countries, a lack of women’s willingness to be 
randomized, and difficulties with ensuring compli-
ance to a randomization (Gagnon & Sandall, 2007). 
Among observational studies, some have found as-
sociations between attendance at prenatal classes 
and increased knowledge (Carter, Gelmon, Wells, 
& Toepell, 1989; Corwin, 1999; Svensson, Barclay, 
& Cooke, 2009; Washington, Stafford, Stomsvik, & 
Giannini, 1983; Westney, Cole, & Munford, 1988). 
A few studies have also shown some positive as-
sociations between prenatal classes and parental 
attachment or interaction (Carter-Jessop, 1981; 
Diemer, 1997; Doherty, Erickson, & LaRossa, 2006; 
Parr, 1998; Pfannenstiel & Honig, 1991). In addi-
tion, there is relatively strong evidence from system-
atic reviews (Dyson, McCormick, & Renfrew, 2005; 
Guise et al., 2003) and a few individual comparative 
studies, including randomized controlled trials, of 
improvements in breastfeeding initiation, duration, 
or satisfaction (Duffy, Percival, & Kershaw, 1997; 
Forster, McLachlan, & Lumley, 2006; Kistin, Benton, 
Rao, & Sullivan, 1990; Léger-Leblanc & Rioux, 2008; 

The benefits of perinatal classes have been difficult to determine 

because of the limitations of research to date and inconsistencies 

in outcome indicators.

w
For more information  
on CenteringPregnancy,  
see https://www 
.centeringhealthcare.org/
what-we-do/centering-
pregnancy.

CenteringPregnancy is a specific form of group prenatal care 

where 8–12 pregnant women, who are at a similar gestational age, 

meet as a group for ten 2-hour sessions starting early in the second 

trimester.
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experience (in this case, educators involved in pro-
viding CenteringPregnancy) could be used to iden-
tify the shared common meanings of the experience 
(Heidegger, 1962).

Model of Care
This CenteringPregnancy program was conducted 
in a group practice of family physicians who pro-
vide maternity care to women with low-risk preg-
nancies in Calgary, Canada. Perinatal educators 
cofacilitated each group session with a family physi-
cian. The educators and physicians attended 2 days 
of Level I training in the CenteringPregnancy model 
through the Centering Healthcare Institute, and one 
physician also attended Level II training (Centering 
Healthcare Institute, 2009). At the time of the study, 
site approval for the CenteringPregnancy program 
had not yet been obtained.

Recruitment, Sample, and Data Collection
At the time of the initial interviews, three educators 
were facilitators in providing CenteringPregnancy 
and were invited to participate in one-on-one inter-
views about their experience with CenteringPreg-
nancy. Between October 2009 and January 2010, one 
of two interviewers (DAM or MV, neither members 
of the health-care team) met with each study partic-
ipant (perinatal educator) at a convenient location. 
One interview was 30 minutes and the other two 
were 50 minutes in duration and the interviews were 
audio recorded. Table 1 outlines the interview guide 
used. Interviews were later transcribed verbatim 
without names, and participants were referred to by 
a study identification number for analysis. The study 
was approved by the University of Calgary Conjoint 
Health Research Ethics Board, and all participants 
provided written informed consent.

they need (McNeil et al., 2012). They gain informa-
tion, feel supported, connect with other women and 
their providers, feel normal and identify with other 
women, find care is efficient, and take ownership of 
care (Kennedy et al., 2009; McNeil et al., 2012; Novick 
et al., 2011; Teate, Leap, Rising, & Homer, 2011).

Although CenteringPregnancy was originally 
provided by midwives, various professionals, includ-
ing nurses, physicians, social workers, and perinatal 
educators, have been trained to cofacilitate sessions 
(Rising et al., 2004). The involvement of perinatal 
educators is not surprising given the similarities be-
tween the CenteringPregnancy and perinatal classes. 
Both have similar goals in promoting health and 
empowerment of pregnant women and use group 
processes while covering some of the same content 
(Walker & Worrell, 2008). However, there are some 
notable differences between CenteringPregnancy 
and perinatal classes (Walker & Worrell, 2008). First, 
CenteringPregnancy incorporates prenatal clini-
cal visits with perinatal education, whereas women 
attending perinatal classes must attend their pre-
natal clinical visits at a separate location and time 
(Walker & Worrell, 2008). Second, although Cen-
teringPregnancy sessions start early in the second 
trimester, most perinatal classes begin in the third 
trimester of pregnancy (Walker & Worrell, 2008). 
Third, discussions in CenteringPregnancy are led 
by the women in the group, whereas discussions in 
perinatal classes are often led by the instructor or 
educator (Walker & Worrell, 2008). Although such 
comparisons have been made between the design of 
CenteringPregnancy and perinatal classes (Walker 
& Worrell, 2008), no previous studies have exam-
ined the experience of perinatal educators involved 
in CenteringPregnancy. The objective of this study 
was to understand the central meaning or core ex-
perience of perinatal educators in providing Center-
ingPregnancy in partnership with physicians from a 
community-based, low-risk maternity clinic.

METHODS
Study Design
This study used qualitative phenomenology and 
Heidegger’s approach to inquiry to understand the 
experience of CenteringPregnancy for perinatal ed-
ucators (Heidegger, 1962). Previously, we reported 
on the experience of physicians (McNeil et al., 2013) 
and women (McNeil et al., 2012) participating in 
CenteringPregnancy. The study was based on the 
premise that the language of a group with a common 

Table 1
Interview Guide

Central Interview Question
 What was it like for you to provide this type of care?
Additional Questions
 What was the best thing about providing group prenatal care?
 What was the worst thing about it?
 What about this experience went as expected?
 What about this experience did not go as expected?
Probes
  Can you tell me more about what that was like for you or meant 

 to you?
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Data Analysis
Before beginning data analysis, each investiga-
tor described his or her personal experience with 
prenatal care in prose and considered how the ex-
perience might influence the analysis to address re-
flexivity (Malterud, 2001). To begin data analysis, 
each investigator read the transcripts several times, 
which facilitated dependability (Malterud, 2001). 
Investigators noted statements that had meaning 
regarding the CenteringPregnancy experience, as-
sembled these statements into “meaning units” or 
themes, and compiled a description. Together, the 
investigative team discussed possible meanings 
and divergent perspectives and, through regular 
meetings, reached consensus on meaning themes 
and developed a description of the “essence” or 
core of the experience. Throughout the analysis 
phase, the team revisited the transcripts and re-
lated meaning statements to ensure dependability 
(Malterud, 2001).

A confirmation focus group was held approxi-
mately 15 months after the interviews to ensure 
confirmability (Malterud, 2001). At the time of the 
validation focus group, five educators were involved 
in providing CenteringPregnancy and were invited 
to participate in the focus group. The confirmation 
focus group ran for approximately 80 minutes and 
was audio recorded, during which time one of the 

investigators shared preliminary findings with the 
participants and further elucidation on the pro-
posed findings. The session was also transcribed and 
analyzed.

RESULTS
The sample consisted of two educators who partici-
pated in both a one-on-one interview and the vali-
dation session, one educator who only participated 
in a one-on-one interview and one educator who 
only participated in the validation session. There-
fore, four of five educators who participated in the 
program as facilitators participated in the research 
(three in one-on-one interviews and three in the fo-
cus group session). All participants were female and 
were experienced perinatal educators.

During analysis, five themes emerged which de-
scribed the meaning of the experience for the educa-
tors providing CenteringPregnancy and contributed 
to the development of the core experience. The vali-
dation session not only confirmed the five themes 
but also identified an additional theme of “creating 
the environment” (Figure 1). Through the valida-
tion session, the core experience was revised from 
“being part of the whole package” to “being invested 
in success.” The final themes and core experience are 
presented in the following sections using exemplars 
from the participants.

Figure 1. Themes and core experience of perinatal educators participating in CenteringPregnancy.
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Theme: Stepping Back and Taking on a 
Different Role
The facilitative role that educators took on in group 
prenatal care differed from their typical, didactic 
teaching role. In group prenatal care, the educators 
“kind of step[ped] back a little bit . . . in my role of 
providing information” (Educator 3). The educators

[let] [women] lead and [let] them give the answers 
. . . allow[ing] them to understand that they have 
knowledge and they have skills and they can do this 
on their own and . . . they can come to the so-called 
experts for things they don’t know but they can actu-
ally figure things out themselves. (Educator 2)

This different role was not without its challenges.

It was hard at first because . . . that lack of control 
makes you feel like, I don’t know if they’re getting the 
right amount of information and then I started to 
realize . . . who am I to decide what kind of informa-
tion they really need? (Educator 3)

The educator’s role was also demanding because 
they made moment-by-moment decisions about 
how much to step in or step back. “I still struggle a 
little bit with knowing when to be quiet and let them 
talk and when to provide information that I think 
is very important for them to know” (Educator 3).

In drawing on women’s knowledge, the educators 
found that it “kind of took the pressure off of me to 
some extent” (Educator 3). They were no longer solely 
responsible for guiding the group and providing all 
the information but rather entrusted women to share 
in determining the direction of the group, share their 
knowledge, and take responsibility for their own health 
and learning. “If I just keep on stressing the impor-
tance of them asking for what they need, they’ll ask 
the questions that they need to ask and they’ll get the 
information they need” (Educator 3). However, this re-
quired more flexibility from the educators than in their 
typical role, so they couldn’t “have everything perfectly 
laid out” (Educator 3) and entirely planned ahead.

Theme: Supporting Transformation
In their role, educators supported women’s trans-
formations. Educators “can just see [the women] 
sort of growing as individuals . . . they’re actually . . . 
trusting themselves a little bit more” (Educator 3). 
They “[saw] a lot of [women] change . . . get more 
confident and be willing to speak up in the group, 

and give their opinions” (Educator 2) and realize, 
“Oh you know, I guess I know more than I thought I 
did” (Educator 3). The educators

want[ed] [women] to be able to go, “Well, I can 
make this decision. I don’t have to really phone any-
body, but if I don’t really know, I know where to find 
some information, but make my own decision with 
it.” (Educator 2)

Educators saw these changes occur “as the time 
unfold[ed]” (Educator 3) in the group. For instance, 
one educator recalled how she

[saw] transformations that are absolutely amazing. 
A young girl . . . by the end of the tenth session, it’s 
like she grew up . . . 5 years . . . with the support of the 
group . . . the older . . . mothers were coaching that 
young mom and she was feeling more and more re-
spect from the group. . . . And for that kid to be listened 
to by the older ones was also of value.” (Educator 1)

Theme: Getting to Knowing
The educators got to know the physicians as 
people, so

there was more than just respect for the professional. 
It was the women behind. . . . And . . . when you 
know somebody and you can discover things . . . that 
you have in common, and you can chat . . . it creates 
a very different atmosphere. (Educator 1)

In working with the physicians and getting 
to know them, the educators recognized that 
they both “ha[d] the same goal, the same inter-
est” (Educator 1)—that of caring for women—
and “develop[ed] a rapport . . . with the doctor” 
(Educator 3). The educators also “[had] my experi-
ence or my expertise validated by another health-
care professional” (Educator 3). Educators

like[d] the team concept [of] . . . working with the 
physician . . . ‘cause . . . they’re learning what we 
know . . . I’m learning what they know and . . . that’s 
been good for, in my opinion, for everybody on the 
team . . . because you can see . . . where they’re com-
ing from as well. (Educator 2)

Working together and learning from each other 
facilitated a greater understanding and appreciation 
of the other’s perspective and expertise.

JPE26-3_PTR_A4_125-135.indd   129 6/29/17   3:02 PM

Copyright © Springer Publishing Company, LLC



130 The Journal of Perinatal Education | Summer 2017, Volume 26, Number 3

The educators also “learned a lot about what 
women already know and how much wisdom is al-
ready kind of there and really it’s just a matter of 
helping them to realize” (Educator 3). With each 
specific group, the educators had a better sense of 
the specific pieces of information the group knew 
and did not know while learning what women felt 
was important to know. The educators also learned 
about themselves, “That I could be that flexible and 
that it could still work” (Educator 3).

Theme: Working Together to Bridge the Gap
More collaboration happened because the physi-
cian and educator “both ha[d] their strengths” 
(Educator 2) and were working together as a team to 
deliver care to women in the group.

When I do the [regular perinatal] classes, I find that 
sometimes I’m getting, “Well, my doctor said this. 
Well, you’re saying [that].” And [in group prenatal 
care] . . . we can be . . . very sure that . . . the infor-
mation that’s been provided is consistent . . . because 
. . . we’re both there to provide the information. So if 
there is any sort of questions then . . . we can discuss 
it in that setting. (Educator 3)

Working together with the physicians in this way 
was “a really nice way of bridging the gap between 
health-care providers and it provides that continuity 
of care that I think women really need more than 
any other time in their lives, when they’re pregnant” 
(Educator 3).

The educators also “work[ed] with women and 
sort of [drew] knowledge out of them” (Educator 3). 
They involved women in the care process and en-
trusted them to ask for the information they need. 
The process of group prenatal care “sen[t] the message 
loud and clear [to women] . . . you’re really responsi-
ble for your own health care” (Educator 3). Educators 
saw this as “tak[ing] a little bit of the pressure off the 
health-care system. . . . People can make the decisions 
for themselves about what works” (Educator 3).

Theme: Creating the Environment
Educators noted that “there’s things that need to be 
in place so that . . .” (Educator 2) “it seems natural” 
(Educator 3) and the session ran smoothly. This in-
volved practical things such as quality of the space, 
availability of supplies and teaching resources, and 
knowing which physician would be cofacilitating. It 
also involved setting up materials and equipment in a 

consistent place so that women could “get their name 
tags, pee on their stick, [and] do their blood pressure” 
(Educator 2). “[Everything has] to be in the right place 
at the right time. So everybody . . . can do their thing” 
(Educator 2). Educators saw themselves as helping to 
“create a consistent place for safety . . . for [the women] 
. . . they know what to expect . . . and then they’re com-
fortable enough to open up” (Educator 3). “It’s cre-
ating the environment” (Educator 3) “so that we can 
foster community” (Educator 2) and “do our jobs, the 
way we feel comfortable doing our jobs” (Educator 3). 
Although educators acknowledged that they couldn’t 
completely create the environment, they “know how 
important [the environment] is for the success and 
the flow of the whole experience for everybody. . . . 
And the comfort for everyone” (Educator 3).

Theme: Fostering Community
The educators fostered a sense of community among 
the group by helping to provide an atmosphere that 
supported the development of community. By en-
suring women’s opinions were respected and with 
“the humor, the use of first name, the sitting in a 
circle, and the food in the middle . . . it creates a 
safe atmosphere, nonjudgmental, relaxed, it’s a visit 
. . . with a consistent group” (Educator 1). This at-
mosphere laid the foundation for more meaning-
ful conversation because “you cannot have a very 
good conversation going in a group if you don’t 
make the people comfortable first . . . then we got 
into topics” (Educator 1). Also, “being comfort-
able in the learning environment, [the women] 
truly asked the questions that they wanted to” 
(Educator 1). The educators also found sensitive 
topics easier to address because “when you create a 
relationship with a group, some topics are easier to 
be discussed” (Educator 1). In the later sessions, the 
educators saw that women were “really starting to 
come out of their shell and . . . say, ‘Okay it is a safe 
place for me say that I don’t agree with what she’s 
having to say over there’” (Educator 2).

Furthermore, in stepping back from a typical 
teaching role, the educators fostered a stronger sense 
of community among the women as they interacted 
more in the group context.

It makes a big difference for a woman to hear informa-
tion coming from another woman who’s going through 
the same experience, rather than me who is the so-
called expert . . . there’s a bit of a barrier there . . . even if 
I’ve had kids, even if I’m very personable. (Educator 3)
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As women interacted and got to know each other, 
stronger connections developed between some of 
them, some of which endured past the end of the 
sessions.

I think that naturally happens in a group setting 
where . . . two women that are sitting next to each 
other, or . . . see similarities in each other, they might 
chat a little bit more. . . . And then they just kind of 
keep in contact with one another. (Educator 3)

This provided the educators with a sense that 
women had support.

I always like it when there’s been a connection 
made in the group. . . . If you can see that a couple 
of them . . . they’re phoning each other or making 
that connection that you know that they’ll be able to 
support themselves . . . emotionally and in their new 
jobs. (Educator 2)

It was satisfying for the educators to see this com-
munity being created “because I know how impor-
tant it is for women that are going through this in 
their lives to have somebody that they can talk to 
about it” (Educator 2).

The Core of the Experience: Invested in Success
Through CenteringPregnancy, educators were in-
vested in the success of the program in terms of its 
impact on women. Educators were “trying to be part 
of something new and innovative for our area . . . 
that would possibly benefit the women that we deal 
with” (Educator 2). They were “invested in the suc-
cess of the program” (Educator 3), “[saw] that there’s 
so much potential for this [program]” (Educator 4), 
and “want[ed] to have the best program on earth” 
(Educator 2). As educators supported transforma-
tions in women, created a consistent and comfort-
able environment, fostered community among the 
women, and worked to bridge typical gaps in the 
health-care system, they were investing in the suc-
cess of the program and the success of each woman. 
In this experience, educators also found themselves 
stepping back and taking on a different role and get-
ting to know the physicians and the women. How-
ever, the core theme based on individual interviews 
and validated in the focus group was that

everything that we do . . . is to make it a potential 
for a successful environment for these mothers and 

for their relationship with their physician. And 
whatever I have to do, preparation I have to do to 
get to that point . . . I want to give them something 
that they can feel successful in being a part of this. 
(Educator 4)

The educators wanted to make available “a foun-
dation for [women] to . . . have a successful, hopefully 
for them, birth experience, a successful parenting 
experience” (Educator 3). Although the educators 
recognized they were not in complete control of the 
success of the program or the success that a particu-
lar woman might experience, they felt responsible to 
make the program as successful as possible.

DISCUSSION
The key finding of this research is that educators 
who provided CenteringPregnancy were “invested in 
success.” Their investment lead them to work hard 
to keep the program going and they provided what 
others have said is important for sustaining this 
model of care, a strong advocate within the program 
(Novick et al., 2015). The educators’ investment in 
sustaining the model is similar to that identified by 
midwives as they moved through the stages of change 
in implementing CenteringPregnancy (Baldwin & 
Phillips, 2011). Although the core experience does 
not directly speak to differences in the experiences of 
providing CenteringPregnancy versus typical peri-
natal classes, some of the themes offer insight into 
differences. Educators found their role to be more fa-
cilitative in CenteringPregnancy. Compared to their 
experience of typical perinatal classes, educators 
provided women more opportunity to share their 
knowledge and provided more space for women to 
express their needs in CenteringPregnancy. The re-
lationship between educators and women was less 
of a didactic teacher–learner relationship, as in typi-
cal perinatal classes, and more of a partnership. In 
CenteringPregnancy, educators and women worked 
together to help them recognize the knowledge they 
already had, find ways to address their needs, and 
take responsibility for their own health.

Educators also developed a different relationship 
with physicians. In typical prenatal care and perina-
tal classes, the educator and physician work inde-
pendently, and the educators noticed that women 

The key finding of this research is that educators who provided 

CenteringPregnancy were “invested in success.”
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sometimes reported receiving alternate and/or con-
flicting information from physicians and educators 
in these situations. In CenteringPregnancy, informa-
tion could be discussed and clarified to ensure that it 
was understood. Furthermore, the educators worked 
as part of a team with physicians, felt respected, 
and knew that they had a shared goal of caring for 
women. By operating as a team, the educators, phy-
sicians, and women learned from each other and 
could discuss “conflicting” information in the group, 
which often led to clarification that the information 
was actually complementary. The relationship that 
educators developed with the physicians bridged a 
gap that the educators ordinarily felt when provid-
ing typical perinatal classes.

Given the common goals of CenteringPregnancy 
and perinatal education (Walker & Worrell, 2008), 
perinatal educators may similarly be invested in the 
success of women through providing Centering-
Pregnancy or providing typical perinatal classes. 
Rather, any differences in experience may be more 
apparent in how the educators go about investing in 
the success of women through CenteringPregnancy 
compared to typical perinatal classes. In particular, 
the educators provided statements that compared 
their experience of CenteringPregnancy with their 
experience of typical perinatal classes when describ-
ing “stepping back and taking on a different role,” 
“getting to know” the physician and women, and 
“working together to bridge the gap.”

There is alignment between the experiences of 
the educators, and our previous exploration of 
physicians’ (McNeil et al., 2013), and the women’s 
(McNeil et al., 2012) experiences of participating in 
CenteringPregnancy. The educators were invested in 
the women’s success as mothers and wanted to foster 
a community that provided support to women, and 
this coincides with women’s perspective of feeling 
supported in the program (McNeil et al., 2012). As 
educators worked with the physicians and women 
to bridge the gap that exists in typical service de-
livery models, they saw that women received more 
consistent information as well as information that 
addressed their questions and needs. This aligns 

well with the women’s perspective because women 
reported learning meaningful information in Cen-
teringPregnancy (McNeil et al., 2012). Also, as edu-
cators stepped back and took on a different, more 
facilitative role and supported transformation 
among the women, this enabled women to actively 
participate and take ownership of their care (McNeil 
et al., 2012). Of note, although educators described 
stepping back and sharing ownership of care with 
the women, the physicians saw themselves as sharing 
ownership of care with both the women and educa-
tors (McNeil et al., 2013). It may be that equilibrium 
was reached where women, the physicians, and the 
educators each took a level of ownership of care that 
felt appropriate for them.

Of importance, the educators saw creating the 
environment as a key element in their experience, 
which supported the overall program. By creating a 
comfortable and consistent environment, educators 
thought this improved the chances that community 
would develop and that women could connect with 
each other. Women could also more readily take 
ownership of their care and perform their self-care 
activities, such as taking their own blood pressure 
because the educators set up the environment to fa-
cilitate this (i.e., consistent placement of materials 
so that women knew what to expect). In ensuring 
things were set up to run smoothly and efficiently, 
the educators may have partly contributed to the 
opportunity for women to get more in one place 
at one time (McNeil et al., 2012) and physicians 
having a sense of more time (McNeil et al., 2013). 
Educators recognized that creating an environment 
that worked for everyone—women, physicians, and 
educators—was vital to the success of the program. 
By investing in the success of the program, educators 
contributed to the experience of women who got 
more than they realized they needed (McNeil et al., 
2012) and contributed to the experience of physi-
cians in providing richer care (McNeil et al., 2013).

Despite the rich descriptions of the experience 
that were generated through this research, there is 
a possibility that if there were more educators par-
ticipating in the program, the investigators may not 
have reached data saturation and the findings may 
have been extended beyond the current findings. 
Although the confirmation session occurred ap-
proximately 1 year following the original interviews, 
the study participants were all still facilitating Cen-
teringPregnancy sessions, and thus, the findings still 
resonated with their experiences. Despite the earlier 

as educators worked with the physicians and women to bridge 

the gap that exists in typical service delivery models, they saw that 

women received more consistent information as well as information 

that addressed their questions and needs.
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limitations, this is the first study, to our knowledge, 
examining the experience of childbirth educators 
with CenteringPregnancy. It addresses what one 
proponent has recommended, that of using a col-
laborative approach with childbirth educators to ad-
dress childbirth education needs and prenatal care 
(Walker & Worrell, 2008).

IMPLICATIONS FOR PRACTICE
Perinatal educators and physicians are influential 
sources of information for women regarding prep-
aration for labor and birth (Simpson, Newman, & 
Chirino, 2010). Thus, bringing educators and phy-
sicians together through CenteringPregnancy could 
bridge current gaps and inconsistencies in informa-
tion received from educators and physicians who 
work independently. Inconsistency from different 
sources and a lack of understanding can be barri-
ers to acting on information (Coleman et al., 2009; 
Gross & Bee, 2004). In providing opportunities for 
educators, physicians, and women to work together 
to clarify complementary information and to com-
municate consistent messages, CenteringPregnancy 
empowers women to better understand and to act 
on relevant information that will promote their 
health and the health of their infants.

Furthermore, in stepping back and facilitating 
women’s active participation, educators in Centering-
Pregnancy take part in creating a learning environ-
ment that focuses on the needs of the women in the 
group. This is a component of perinatal education that 
is important to both parents-to-be and professionals 
(Dumas, 2002), because when the needs of women 
are met, they are more likely to act on information 
to improve their well-being (Tough et al., 2004). Cen-
teringPregnancy allows educators to participate in a 
model of perinatal education that better aligns with 
the concepts of adult learning and meets the prefer-
ences of women more fully than traditional didactic 
approaches to perinatal education (Nolan, 2009). 
Women have specified that they prefer to interact by 
asking questions, participate in discussions which will 
allow them to better retain information by discussing 
it in light of their own circumstances, be in an envi-
ronment where they can learn from other women, and 
make friends (Nolan, 2009). These elements, which 
meet the emotional health needs of women, are an in-
herent part of the program design of CenteringPreg-
nancy and contribute to the ability of women to make 
positive change (Tough et al., 2004). However, such el-
ements could also be integrated into typical perinatal 

education to more closely align with women’s pref-
erences, and educators who provide CenteringPreg-
nancy could be instrumental in restructuring current 
perinatal education programs. Furthermore, Center-
ingPregnancy programs benefit from having perina-
tal education professionals as cofacilitators because of 
their expertise and strong investment in the success of 
women and the program.
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