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Improving Health 
Equity and 
Reducing Preterm 
Birth through 
Group Prenatal 
Care



• Discuss March of Dimes goal of 
reducing premature birth

• Demonstrate March of Dimes work 
in health equity promotion 

• Discuss evidence behind group 
prenatal care

• Learn about Supportive Pregnancy 
Care

Objectives



to improve the health of babies by preventing premature 

birth, birth defects, and infant mortality

In particular, March of Dimes has set goals to reduce the 

preterm birth rate in the U.S. to 8.1% by 2020, and to 5.5% 

by 2030.

March of Dimes mission
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Preterm birth rates

*2015 data are preliminary. 
LMP=gestational age based on date of mother’s last menstrual period
OE=gestational age based on obstetric estimate.
2020 and 2030 goals based on OE gestational age.
Preterm is less than 37 weeks gestation. 
Source: National Center for Health Statistics, 1990-2014 final and 2015 preliminary natality data.
Prepared by March of Dimes Perinatal Data Center, June 2016.
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*2015 data are preliminary. 
Gestational age based on obstetric estimate.
Preterm is less than 37 weeks gestation. 
Costs per infant include all employer payments for newborn medical care during the first year of life. 
Source: National Center for Health Statistics, 2014 final and 2015 preliminary natality data. Institute of Medicine, CostS
of Preterm Birth. 
Prepared by March of Dimes Perinatal Data Center, June 2016.

If the US preterm birth rate had not increased 
from 2014 to 2015…

• Approximately 2,000 fewer babies 
would have been born preterm.

• More than $100 million in medical 
and societal costs could have been 
avoided.



2016 PREMATURE BIRTH REPORT CARD

marchofdimes.org/reportcard

Gestational age is based on obstetric estimate. 
Source: National Center for Health Statistics, 2015 natality data..

PRETERM BIRTH RATES AND GRADES BY STATE



Preterm birth rates by race and 

ethnicity 



What’s working to decrease rates of 

preterm birth?

Quality improvement efforts aimed at eliminating early 

elective deliveries

Smoking cessation

Group prenatal care
Progesterone shots to reduce preterm birth recurrence

Low-dose aspirin prophylaxis to reduce pre-eclampsia

Optimizing interpregnancy intervals

Cerclage for short cervix

Reduction in teen pregnancy

Reduction in higher order multiple gestations



Care is delivered in a group, including all elements of prenatal care and 

education 

Group size varies but optimal size is approximately 8-12 women with a due 

date in the same month

Initial intake is in an individual visit before entry into a group (~10-12 weeks)

• Nursing and medical history obtained

• Physical assessment and electronic medical record completed

• Lab work drawn

First group usually meets between 12-16 weeks

• Women measure their own weight and blood pressure

• Individual physical assessment done within the group space by the 

provider

What is Group Prenatal Care?



Ten two-hour sessions cover all elements of prenatal care as outlined by ACOG

Group is run with a facilitated leadership style

Groups are often co-facilitated by:

Physician, Certified Nurse Midwife, resident physician

and

Nurse, health educator, medical assistant, community health worker

Sessions focus on issues of pregnancy, labor and delivery, infant care, and 

post-partum maternal care

Approach



Traditional prenatal care

Clinical care

Lab work

Preparation 
for labor & 

delivery

Nutritional 
counseling

Mental health 
& other social 
work support

Preparation 
for 

breastfeeding 
& infant care

Oral health



Group prenatal care

Self-care and 
empowerment

Clinical 
care

Prenatal, 
childbirth, 

breastfeeding, 
infant care 
education

Mutual 
support



CONSUMERS

• More time

• “1-stop 
shopping”

• Learning/skills

• Community 
norms

• Support/cohesion

• Better outcomes

PROVIDERS

• Continuity

• Comprehensive

• Improve patient 
flow, efficiency

• Better outcomes

OVERALL

• Motivation for 
healthy 
pregnancy

• Integrate 
prevention and 
treatment

• Sustainable

• Financial 
Benefits

Benefits of Bundling Prenatal Care



centeringhealthcare.org  

Group Prenatal Care 

Programs

expectwithme.org

Models developed by 

clinics or systems

New model:

March of Dimes

Supportive 

Pregnancy Care



Sustainability

Scalability

We have two goals



Evidence behind
Group Prenatal Care



Multisite randomized controlled trial

Atlanta, GA (n=546) and New Haven, CT (n= 503)

Young women ages 14-25 years presenting for prenatal care

653 participated in group prenatal care (intervention)

394 participated in individual care (control)

Ickovics et al, Obs & Gyn 2007;110:330-339.



9.8 10.1

13.9 15.9

0

5

10

15

20

Total Sample        
(n=995)

African Americans 
(n=796)

CP/CP+ Group PNC

Indiv PNC

Note:  All analyses controlled for study site, factors different by study condition despite 

randomization (race, prior preterm delivery, prenatal distress) and clinical factors associated 

with birth outcomes (smoking, prior miscarriage/stillbirth).

.

OR=.67, (.44-.99)          OR=.59 (.31-.92)
33% 41% 

Per 1,000 women in 
group, 40 preterm 
deliveries averted; 60 
per 1,000 for African 
American women 

Preterm Delivery

Ickovics et al, Obs & Gyn 2007;110:330-339.





Ickovics et al, Obs & Gyn 2007;110:330-339.



Kershaw et al, American Journal of Public Health 2009.
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Rapid Repeat Pregnancy:  

6 Months Post Partum



14 Community Health Centers/Hospitals

New York City

Young women ages 14-21 years presenting for prenatal care

495 participated in group prenatal care (intervention)

489 participated in individual care (control)



Magriples et al.  AJOG 2015.



Magriples et al.  AJOG 2015.



Weight change by intervention 

group and prenatal distress

Magriples et al.  AJOG 2015.

** Group prenatal care appears to protect against weight gain and post 
partum weight retention, especially in women with higher prenatal 
distress.



Qualitative research – interviews with women and providers

Carried out in Calgary, Alberta, Canada

Group prenatal care was implemented to address high rates of adverse 

perinatal outcomes in certain regions of the city



“Usually at the doctor’s office you have to wait … like an hour … so this is 

only two hours and you’re done … it’s not so much more time that I’m 

spending, but I’m gaining more than just a doctor’s visit.”    

(31 year old first-time mother)

Getting more in one place at one time

McNeil et al.  BMC Pregnancy and Childbirth 2012.

“If I were to just go to the doctor, I wouldn’t think to ask about 

something that hasn’t happened.

… you get people who aren’t afraid to ask questions, so it 

makes you feel more comfortable.”    

(27 year old first-time mother)



It helped me to “feel normal …. like I’m not the only one.    

It helped a lot to talk to people and … oh you have this happen too?  Or you 

feel this way too?  So … to identify with … the people there.  It was very good 

for me.”

(31 year old first-time mother)

Not Feeling Alone in the Experience

McNeil et al.  BMC Pregnancy and Childbirth 2012.



In Summary:

Group Prenatal Care…

Evidence-based intervention 

Data supports:

• Reduction in preterm birth & rapid 

repeat pregnancy

• Improved psychosocial outcomes including readiness for 

labor & delivery

• Greater satisfaction with care 

• Appropriate weight gain 

May act through enhanced interaction with provider, 
increased social support and empowerment 





4 Randomized Control Trials and 10 Observational studies 

included in the meta-analysis:

• Observational studies are at high risk for selection 

bias & confounding 

• Results suggest improved preterm birth rates in 

African American women participating in group care

• No evidence that group prenatal care causes harm

• Group prenatal care warrants further study

Carter et al, Obs & Gyn. 2016;128:551-561.

Discussion:



Cost Savings of
Group Prenatal Care



Group prenatal care has the potential to produce significant 

savings particularly for those groups with significant lifestyle risks. 

Below are preliminary savings estimates derived from generally 

available employer and government health care program data1:  

Group Prenatal Care – Sample Savings Opportunity

35Proprietary Materials and Information, UnitedHealth Group

1- Includes preliminary results from Yale study in NY Medicaid market (published in Ickovics et al. Cluster Randomized 

Controlled Trial of Group Prenatal Care: Perinatal Outcomes Among Adolescents in New York City Health Centers. Am J 

Public Health. 2016;106: 359–365) 



Savings Achieved With 
Better Outcomes by 
Medicaid Prenatal 

Participation in Centering

Sarah Gareau, DrPH
Tammy Cummings, PhD
Elizabeth Crouch, PhD

Amy Picklesimer, MD, MSPH
Ana Lòpez-DeFede, PhD

April 2016



OUTCOME
Cost Per Infant†

Three Year Average 
of Charges

Cost-to-Charge 
Ratio Applied

Very Low/ Low Birth Weight Mean $118,635 $35,591

Prematurity With Major 
Problems

Mean $84,811 $25,443

Median $54,297 $16,289

Prematurity Without Major 
Problems

Mean $20,955 $6287

Median $5274 $1582

NICU Visit Mean $25,253*

Costs of Adverse Birth Outcomes

* NICU Cost per Infant was calculated directly from claims data, thus no cost-to-charge 

ratio need be applied.

† Cost per Infant dollar amounts were rounded to whole numbers.

37
Savings Achieved With Better Outcomes by Medicaid Prenatal Participation in Centering, 2016. 



For every 30 patients who are treated with 
Centering, there is $69,779 in cost savings due 
to the prevention of poor birth outcomes: 

•one NICU visit ($25,253)

•one preterm birth ($8,935)

•one very low to low birth weight baby, 
($35,591)

38

Results



Cost Analysis



March of Dimes 
Supportive 

Pregnancy Care

Introducing



HEALTH LITERACY

and HEALTH EQUITY

Social 
determinants 

of health

Flexible

Cultural 
relevance

Medical factors

Can be 
customized

Fosters

By 

addressing

And is an 

approach 

that is

Conceptual framework for model



Program Assets



Implementation

Guide



Module

Outlines

for

Sessions



Pilot Study



• Funded by UnitedHealth Group and State of 
Tennessee, Department of Health

• Evaluation by Peabody Research Institute 
at Vanderbilt University

• Pilot runs November 2016 – June 2018

• First groups of women started in February

Supportive Pregnancy Care 

Pilots in Tennessee



Partner Location Site Setting Population Served

Cherokee Health 

Systems

Knoxville FQHC, urban, 

medical home 

with fully 

integrated 

behavioral health

31% Caucasian

32% private insurance

48% Medicaid

20% uninsured

Cherokee Health 

Systems

Talbott FQHC, rural 95% Hispanic and non-English speaking

Predominantly Medicaid

Hollywood Primary 

Healthcare/Regional 

One

Memphis Safety net clinic 78% African-American

10% multiracial

7% Caucasian

95% Medicaid

Meharry Medical 

College

Nashville HBCU, urban, 

safety net hospital

Vast majority of patients is African-

American or Hispanic

State of Franklin 

Healthcare Associates

Johnson 

City/Tri-

Cities

Physician-owned 

private practice 

97% white

55% private insurance

45% Medicaid

UT Knoxville Knoxville Teaching hospital, 

urban

14% private insurance

83% Medicaid

Vanderbilt University 

Medical Center

Nashville Teaching Hospital, 

urban

Majority of patients are privately 

insured or covered under VU employee 

insurance

37% Medicaid



Data Analysis Overview

Attitude/Knowledge 
Outcomes

Patient Empowerment 

Self-Efficacy

Health Literacy

Health Outcomes

Higher Birth Weight Greater 
Gestational Age

MOD Supportive 
Pregnancy Care

Conduct a mediation analysis testing the hypothesized 

relationships depicted in the following figure:



Research and Evaluation 

Overview

From the pilot sites PRI will identify treatment and comparison 

groups.

Treatment Group

– Women who participate in Supportive Pregnancy Care.

– Women can “self-select” into treatment. Participating health care 

providers may refer any eligible patient to the treatment group. 

Comparison Group

– Women who participate in traditional (i.e., individual) prenatal care 

at one of the pilot sites.

– PRI will use propensity score matching to identify a sample of women 

who are “matched” to the women in the treatment group.

PRI will conduct power analysis to determine sample sizes 

needed for minimal detectable effect sizes for key outcomes of 

interest. 



Conclusion



Group Prenatal Care Short Film 


