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ABSTRACT 

Problem: Childbearing women from socio-economically disadvantaged communities and minority 

ethnic groups are less likely to access antenatal care and experience more adverse pregnancy 

outcomes.  

Background: Group antenatal care aims to facilitate information sharing and social support. It is 

associated with higher rates of attendance and improved health outcomes.  

Aims: To assess the acceptability of a bespoke model of group antenatal care (Pregnancy Circles) in 

an inner city community in England, understand how the model affects women’s experiences of 

pregnancy and antenatal care, and inform further development and testing of the model.  

Methods: A two-stage qualitative study comprising focus groups with twenty six local women, 

followed by the implementation of four Pregnancy Circles attended by twenty four women, which 

were evaluated using observations, focus groups and semi-structured interviews with participants. 

Data were analysed thematically.  

Findings: Pregnancy Circles offered an appealing alternative to standard antenatal care and 

functioned as an instrument of empowerment, mediated through increased learning and 

knowledge sharing, active participation in care and peer and professional relationship building. 

Multiparous women and women from diverse cultures sharing their experiences during Circle 

sessions was particularly valued. Participants had mixed views about including partners in the 

sessions. 

https://doi.org/10.1016/j.wombi.2018.09.001
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Conclusions: Group antenatal care, in the form of Pregnancy Circles, is acceptable to women and 

appears to enhance their experiences of pregnancy. Further work needs to be done both to test the 

findings in larger, quantitative studies and to find a model of care that is acceptable to women and 

their partners. 

KEYWORDS pregnancy, antenatal care, women’s experiences, group care, social model, models of 

care 

Statement of significance 

Problem or Issue Childbearing women from socio-economically disadvantaged 

communities and minority ethnic groups are less likely to access 

antenatal care and more likely to experience adverse outcomes. 

What is Already Known Group antenatal care is associated with increased satisfaction with 

care, higher attendance rates and improved maternal and neonatal 

outcomes. These may be mediated through increased empowerment, 

which is known to improve health and increase life expectancy. 

What this Paper Adds By focusing on the meaning and perceived outcomes of group 

antenatal care for women, this paper outlines the process through 

which women attending group care become empowered, and 

articulates ways in which they experience and use that 

empowerment. 

 

1. Introduction 

1.1. Problem 

Women from socio-economically disadvantaged and minority ethnic groups, many of whom have 

complex social and medical needs, are less likely to access antenatal care (1), and more likely to 

report negative experiences of care (2–4). Lack of engagement with antenatal care and belonging to 



3 
 

socially, ethnically or linguistically marginalised groups has been associated with adverse pregnancy 

outcomes including low birth-weight, neonatal mortality and maternal morbidity and mortality (5,6). 

There is evidence that routine maternity care in an obstetric-led service, despite the aims of 

midwifery care, may alienate or disempower women, particularly those from minority groups (7,8). 

1.2. Background 

Globally, there is a drive to improve health outcomes for childbearing women in disadvantaged 

communities through facilitating both their access to care, particularly in the antenatal period, and 

their empowerment (9,10). Higher levels of empowerment have been shown to lead to improved 

health and increased life expectancy, particularly among women (11,12). A precise definition of 

empowerment is, however, difficult to articulate. It is generally agreed that it is a process as well as 

an outcome, and that it is necessarily acquired for oneself rather than bestowed by others (14). This 

paper will use the Oxford Dictionary’s definition of empowerment as ‘the process of becoming 

stronger and more confident, especially in controlling one’s life and claiming one’s rights’ (15), 

although we recognise that empowerment also involves increased self-esteem and awareness of 

one’s own value (16), coupled with a measure of autonomy secured through increased knowledge 

and understanding (11). Community empowerment is linked to an increase in social capital: the 

social relationships and resources that enable a community to develop shared understandings and 

work together (17).  

Recent guidance from the World Health Organisation (18) highlights the importance of antenatal 

care as an opportunity to communicate with and support women, in order to improve their physical 

and emotional wellbeing. Although not specifically identifying empowerment as an aim, the 

guidance identifies a positive pregnancy experience as key to transforming lives and creating thriving 

families and communities. Group antenatal care (gANC) aims to incorporate the social, psychological 

and informational support which are lacking in many conventional antenatal care models, and which 

may facilitate increased autonomy and empowerment. It has been successfully implemented in a 



4 

number of countries including the United States (19), Australia (20), Malawi (21) and Iran (22), and 

appears to be associated with increased satisfaction with care and higher rates of attendance 

(20,23,24). There is also some evidence that it may be associated with improved health outcomes 

such as reduced pre-term birth, low birth-weight and likelihood of caesarean birth (19,22,25,26).  

There are a number of different models of gANC, most of which either use or adapt the Centering 

Pregnancy® package developed in the US (27). Group models evaluated in published research tend 

to combine conventional aspects of antenatal assessment with a more woman-led focus including 

self-checks, group discussion and learning, and the opportunity for social support. Groups typically 

comprise 8-12 women with similar expected due dates. Aspects of gANC that may contribute to its 

success include longer appointment times (typically two hours) and consistency of attending 

facilitators. Continuity of carer has been found to be particularly beneficial for vulnerable and ethnic 

minority women, delivering enhanced communication and interpersonal rapport (7,28). Research in 

countries providing a midwifery service has shown that midwifery-led continuity of care models in 

particular reduce the incidence of preterm birth less than 37 weeks, and fetal loss and neonatal 

death for all women, as well as specifically reducing poor outcomes for socially disadvantaged 

women (29,30).   

Furthermore, gANC aims to promote discussion and learning between women rather than solely 

relying on health professionals. As well as leading to enhanced social support amongst group 

members (24), this may lead to greater autonomy and enable participants to tailor their antenatal 

care more closely to their own needs. Finally, the self-monitoring (for example, blood pressure and 

urinalysis) that is a feature of many gANC models potentially increases knowledge and confidence. 

These factors have been shown to be significant in increasing the likelihood of a positive birth 

experience (31). 

Evaluations of group ANC indicate that women particularly appreciated opportunities for peer 

discussion, which normalised their pregnancy symptoms and experiences, helping them not to feel 
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alone (20,32–34). They further reported that continuity of carer facilitated the development of a 

personal relationship with their care provider which enabled them to ask questions and accrue 

relevant knowledge (20,26,33,34). Less favourable evaluations were generated in settings where the 

facilitating midwives were not trained, or not deemed to be skilled in group facilitation; where they 

employed a more didactic approach; and/or there was insufficient time in the sessions for discussion 

(32,35).  

1.3. Research question 

Very few investigations of group antenatal care have been conducted in the UK to date. 

Furthermore, qualitative investigations of women’s experiences of group care have focussed on their 

opinions of the care received, concentrating on what gANC was like rather than what it meant to 

women, or what it achieved and how (34). Closer attention to the processes at work within the 

group might aid theory development around how the model works and whether it has the potential 

to lead to empowerment (36). As part of a five-year research programme which aims to improve 

equity in access to, and experiences of, antenatal care (the Research for Equitable Antenatal Care 

and Health (REACH) pregnancy programme), we aimed to develop and assess the acceptability of a 

bespoke model of gANC (Pregnancy Circles) to pregnant women in an area of the UK with high levels 

of socio-economic deprivation and cultural, linguistic and ethnic diversity, and understand how it 

impacted on their experiences of pregnancy. This information will enable adjustments and 

modifications to be made to the model in response to women’s feedback before it is tested further 

in a pilot trial and full randomised controlled trial.  The forthcoming trial will evaluate the 

effectiveness and cost-effectiveness of Pregnancy Circles in enhancing women’s experience of 

antenatal care, and outcomes for mother and baby. In this paper we report on the perceptions and 

experiences of women gathered as part of our feasibility study which implemented four bespoke 

antenatal groups (Pregnancy Circles). The specific question we sought to answer was ‘is group 

antenatal care acceptable to women in an area of the UK with high levels of socio-economic and 

cultural diversity, and how do participating women experience this care?’ 
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2. Methods  

2.1. Design 

This study adopted a phenomenological, constructivist approach to explore and make sense of the 

perceptions and experiences of women before and after the introduction of four Pregnancy Circle 

groups. A range of qualitative techniques was used to construct a shared meaning between the 

women and the research team (13). This included focus groups with local women conducted before 

the intervention was implemented, observations of Circle sessions, and focus groups and semi-

structured interviews with participating women. This comprehensive approach was designed to give 

multiple opportunities for women to reflect on and describe their experiences, both individually and 

in discussion with their peers. Observing the sessions helped the research team understand how the 

intervention functioned and begin to develop ideas about the mechanisms at play, which were then 

used as a basis for discussion in the focus groups and interviews. Data collection and topic guides 

were also informed by consultations with two maternity service-user groups and lay representatives 

on the REACH Programme Steering Committee. This approach was designed to ensure that women’s 

perspectives and priorities remained at the forefront of the research, and resulted in the 

observations paying particular attention to issues highlighted as contentious, such as the women’s 

physical checks being undertaken in the group space, and the inclusion or exclusion of partners in 

the sessions. Women attending the focus groups were asked about their initial reaction to the 

concept of group care, and invited to discuss what form such care might take. Those participating in 

the Circles were asked to describe their experiences and give feedback about the format and content 

of the sessions (again focusing on issues highlighted as contentious). The semi-structured interviews, 

conducted postnatally, sought a more personal and in-depth perspective of the impact of group care 

on the women’s pregnancy and childbirth experience. A summary of the guide questions for each 

element of the research is presented in Table One below. 

2.2 Setting 
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 An inner-city UK National Health Service Trust serving an area of high socio-economic, cultural, 

ethnic and linguistic diversity and high-levels of inward and outward mobility. The Trust incorporates 

three separate maternity services with around 16,500 births a year, offering a range of midwifery-

led and community services as well as tertiary obstetric care. 

2.3 Participants 

Pre-implementation focus groups: A combination of opportunistic and snowball sampling was carried 

out in order to recruit a diverse group of women across the three different geographical areas 

covered by the study. Women were included if they were living locally, were of reproductive age and 

aged 18 or over, and spoke sufficient English to enable them to provide informed consent. There 

were no specific inclusion criteria in terms of maternity experience, but it was explained that the 

discussion would focus on issues relating to pregnancy and motherhood. 

Pregnancy Circle participants: Women were eligible to receive care in a Pregnancy Circle if they were 

over the age of 16, were able to give informed consent and did not meet the criteria for referral to a 

specialist team for highly vulnerable women operating in the host Trust. Women were not excluded 

by reason of any other medical or social risk factors. Women of all parities and language abilities 

were invited to take part. The inclusion criteria aimed to be inclusive, so that those from the target 

group of women from socio-economically disadvantaged communities and minority ethnic groups 

would be able to participate. 

Women who met the inclusion criteria were given information about the Pregnancy Circles by the 

midwife undertaking their initial antenatal appointment. They were approached by a researcher 

offering further information and inviting them to receive the rest of their care in a Pregnancy Circle 

shortly after the appointment had finished. All women attending the Circles were invited to 

participate in the focus groups which followed some of their Circle sessions, and a semi-structured 

interview following the birth of their baby. 



8 
 

2.4 Intervention 

Four Pregnancy Circles were introduced, offering group antenatal care. Each Circle comprised up to 

12 women living in a specific geographic area who were due to give birth within a pre-specified two-

week period, and was facilitated by two midwives, with support from a third coordinating midwife. 

Circle sessions followed the timeline and content outlined by the UK National Institute for Health 

and Care Excellence (NICE) for standard antenatal care (37), with the addition of a postnatal reunion, 

and were situated in community venues. Each group included seven key components identified as 

desirable from the literature on gANC and our pre-implementation work. These are outlined in Table 

Two below. Women were taught how to undertake their own blood pressure and urine checks, and 

brief clinical checks were undertaken on a mat in a corner of the room. Alongside these activities, 

women-led discussion was facilitated using participative techniques such as a ‘lucky dip’ bag or 

pooling the group’s knowledge on a particular topic. The women in each test group were asked 

whether and how often they would like partners to be invited. Two groups elected to invite partners 

twice, one asked partners to a single session, and one decided not to invite partners at all. 

 

2.5. Data Collection and analysis 

Three pre Circle-implementation focus groups were held in local community centres in different 

geographical locations served by the host Trust, in order to gather views across the locality. Each 

group lasted up to 90 minutes. Observations were carried out at Pregnancy Circles towards the 

beginning and end of each set of group sessions. Twelve observations were carried out in all (see 

Table Three). Focus groups, lasting up to 30 minutes, were conducted after seven of these 

observations. A total of 20 women each participated in up to two focus groups each. Finally, 

participants were invited to take part in semi-structured interviews at a time and place of their 

choosing (maximum 60 minutes) approximately six weeks after the birth of their babies. Six women 

were interviewed. No substantively new themes emerged in the final two interviews, indicating that 
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data saturation had been achieved. Partners were invited to join the postnatal interviews, but none 

came forward to participate. Women who had had an adverse neonatal outcome were not 

approached for an interview unless they specifically requested one. Women who had agreed to 

participate in the intervention could decline to take part in any research other than the observations 

of the groups, and this was explained at recruitment. Pre-implementation focus groups were 

undertaken in December 2014 and January 2015, and the final postnatal interview took place in April 

2017. Data collection was undertaken by several members of the research team, who met to reflect 

on, discuss and agree emerging themes on a number of occasions. The team came from a variety of 

midwifery, non-midwifery and research backgrounds, and all had no or very limited previous 

exposure to group antenatal care. Using a diverse team of researchers to collect data helped to 

ensure that the findings reflected the views of the women rather than those of any individual data 

collector. None of the participants were known to the research team outside of the research 

context. 

 The semi-structured interviews and focus groups were audio-recorded on a password-protected 

device and contemporaneous notes were taken. Contemporaneous notes were taken during the 

observations. None of this data included participants’ family names or personal details other than 

their given name. The notes, audio files and transcripts were stored on a secure university drive to 

which only the research team had access. All written data was uploaded onto NVivo 11, read, re-

read and coded independently by two authors (author 1 and author 2) using codes that arose 

inductively from the data. The codes were then collated under themes, as described by Braun and 

Clarke (38). Themes were agreed between the two coders and the wider research team using an 

iterative process of discussion and data checking.  

 2.6. Ethics Ethical approval for the pre-implementation work was received from [blinded] School of 

Health Sciences Ethics Committee. Approval for the post-implementation evaluation was received 

from the NHS National Research Ethics Service: Wales REC 6 Proportionate Review Sub Committee 
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(#15/WA/0369). Participants gave freely informed consent after receiving information about the 

study. Consent was viewed as an ongoing process: participants in all encounters were given 

information and the opportunity to ask questions, and signed consent forms, before data collection 

began. Participating or not participating in any aspect of the study did not affect patient care. 

3. Findings

Twenty six women, the majority of whom were mothers of South Asian heritage, took part in the 

pre-implementation focus groups (see Table Four). Twenty four women took part in the four 

Pregnancy Circles. These participants were from a range of ethnic backgrounds; about half were 

born outside the UK, and just over half were multiparous women. Further details are outlined in 

Table Five. Findings from the focus groups, observations and interviews were broadly in alignment 

and are presented together. The postnatal interviews were perhaps more reflective in nature, but 

did not contradict the more immediate feedback given at the focus groups. As part of our wider 

feasibility study, interviews were undertaken with the midwives facilitating the Circles (Author 

paper, under review). Some quotes from the midwives’ interviews are included here where they 

relate to and illuminate the women’s experiences. All data has been anonymised. It was not possible 

to differentiate between different speakers in the larger pre-implementation focus groups or in the 

first focus group undertaken at Circle 3. Participants in the other post-implementation groups have 

been assigned a number, so that the reader can see the range of speakers cited.  

Participants in both phases of the study were overwhelmingly positive about gANC, despite some 

reservations being voiced before the intervention groups were implemented. Participating in gANC 

appeared to trigger a process of empowerment for women, who grew in confidence as the Circle 

sessions progressed. Our themes attempt to draw out the processes that enabled this 

transformation. ‘Time for change’ illustrates the context into which the Pregnancy Circles were 

introduced, and shows how they addressed perceived deficits of current care provision.  ‘A safe 

space for sharing’, ‘learning together’, and ‘travelling together’ articulate the mechanisms through 
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which change took place for women, while  ‘expanding horizons’, ‘exercising control’, and ‘a sense of 

belonging’ illustrate the results of this process. Figure One (below) illustrates the relationships 

between themes.  

3.1 Time for change – the care context 

Women welcomed the idea of a more social, women-led model of care which they believed might 

enable them to forge stronger and more personal relationships with midwives and across cultural 

divides in their communities: 

I just like that we are all the same even though we are different (Pre-implementation focus group 

(pre FG) 2). 

This positivity was fuelled in part by dissatisfaction with current care, which was seen as impersonal, 

fragmented, disempowering and strongly paternalistic, discouraging any active contribution from 

women themselves: 

‘[Health Professionals] would do everything themselves and they would tell me, ‘Everything is okay.’ 

(Woman 3, Focus group (FG) 1, Circle 1) 

‘[midwives] have to learn that … they have to help, they can’t just ‘No, you have to do this, this, this 

and do this’ (Pre FG 1). 

Reservations about Pregnancy Circles centred around concerns about a lack of privacy, the mixing of 

different cultures and languages, and the possible exclusion of partners:  

 When it comes to, ‘I want to discuss something in private’ then it’s got to be private, I don’t want 

other people to eavesdrop. (Pre FG 2). 

It was felt that having groups of mixed ethnicities might particularly inhibit openness: 

You … might have a group that have got mixed races from mixed backgrounds which might not want 

to discuss things in front of other people (Pre FG 1). 
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The fact that partners were not automatically invited had clearly influenced whether or not some 

women decided to take part in the Circles, as they had envisaged that they would attend 

appointments together: 

 I was like, maybe if I join this group, my husband is not going to see me anymore.’ (FG 1, Circle 3). 

A dilemma was apparent between wanting to experience pregnancy as a couple, and not wanting 

other men to be present: 

They want their own husbands, they don’t want someone else’s! [laughter].  (Pre FG 2).   

3.2 Mechanisms for change 

3.2.1 A safe space for sharing 

The Circles quickly became a safe space for sharing, and there were few subjects that were not able 

to be discussed. In the first session of Circle 3, for example, the women were observed talking about 

waxing before labour. In a later session of Circle 2, a woman spoke to the group about her 

experience of genital cutting. Although women were aware that they could speak to the midwives 

alone, and there were some issues, such as a high risk result for a Downs syndrome screening test, 

that were discussed privately, for the most part they were happy to bring their fears and anxieties to 

the group, and receive advice and reassurance from the other women. Topics covered in this way 

included fear of giving birth, anxiety about coping alone with a new baby, and concerns about 

breastfeeding: 

In the group, we don’t hide anything really…because from the beginning, the midwives showed us 

that it’s very, very confidential, so that puts all of us at ease to discuss about any matter, any, really. 

But if it’s one to one, you don’t know them…even though you have some concern, you don’t talk 

about it (Woman 2, FG 2, Circle 2). 

For some women, being part of a group in which anything could be discussed enabled them to 

discover more about their own bodies. For example, when it transpired that not everyone in their 
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group knew where the clitoris was located, the midwives at Circle 3 suggested that the women use a 

mirror to look at their own anatomy in the shower. 

A defining characteristic of the sharing space was that the group made decisions about who should 

be involved, and a majority of sessions were women only: 

Woman 1 - I think if the husbands would be here every time that we meet for two hours, they would 

get bored and we wouldn’t be able to talk about everything, it would be uncomfortable. 

Woman 3 - And some of us would not be able to talk about our things. 

Woman 2 - Yeah [laughter] I think it’s right the way it is (FG 1, Circle 1 (invited partners once)) 

Not having partners present gave some women a greater sense of their own value – I realised there 

was no need, really, for him to come… it was about me (Postnatal interview 1, Circle 3)- and 

emboldened others: 

Another lady said it empowered her to think that actually, ‘Yeah, I don’t actually need him to be here, 

I can do this’ (Midwife interview Circle 4, partners not invited). 

Nonetheless, women also expressed some concern that partners were missing out and their needs 

were not being met, particularly as they would have had the opportunity to attend every session of a 

standard antenatal appointment or class. One woman reported signing up for an antenatal class at 

her local Birth centre purely so that her husband could go along with her. 

3.2.2. Learning together 

Women described learning with and from each other, as well as from the facilitating midwives. 

Group discussions encouraged a more informal and democratic form of information sharing which 

encouraged women to make an active contribution: 
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At the beginning of every session we have like this little whiteboard where we can write anything 

that …we wanted to discuss… so it was great because it was not only led by the midwives, it was kind 

of led by us (Postnatal interview 1, Circle 3). 

The group format was seen to facilitate knowledge development as different women thought about 

different questions to raise: 

 [Other women] also ask questions which you haven’t actually thought about, somebody asks and 

you are like, ‘Oh yeah, this is nice, this is useful information,’ because usually when you are one to 

one you are confused… you don’t know what to ask (Woman 1, FG2, Circle 2). 

It also helped those with limited English, as women were observed helping each other understand 

and find the right words so that they could ask questions. Similarly, quieter, more shy women were 

looked after and ‘brought out of their shells’ (Postnatal interview 1, Circle 1) by other women, 

enabling them to contribute to the discussion. 

Knowledge gained at Circle sessions contributed to women feeling more confident and in control of 

their labours: 

I felt very prepared, I knew everything, the outcome of everything and what I could do in what 

scenario (Postnatal interview 1, Circle 1). 

The learning process was enhanced by the self-checks, and having primiparous and multiparous 

women in the same group. Self-checking enhanced curiosity as women took charge of their own 

care, compared results with one another and asked questions about what different readings 

signified:  

So you are not just told the figures. At the GP, they just told us the number whereas here you can 

question them a bit more and compare them with other people (Woman 2, FG 1, Circle 1) 
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I think it was quite nice to be so independent… so it’s not only them telling you, ‘Oh, the urine test is 

okay,’ no, you are doing it and you see that it is fine and I think that also makes you feel… um, I don’t 

know, made me feel good about it (Postnatal interview 1, Circle 3). 

Primiparous women particularly appreciated the opportunity to question women who had had 

babies before, and the presence of multiparous women was instrumental in shifting the dynamics of 

Circle discussions away from a midwifery-led lecture towards a partnership in which women’s voices 

and experiences were of equal value to professional input. Women’s experiential knowledge was 

highly prized: 

we talk, we’ve got real people who have had experiences (Woman 4, FG 1, Circle 4). 

Multiparous women were perceived to be able to give independent, true-to-life guidance, as they 

weren’t bound by the same rules as midwives: 

 I have said stuff that I know [the midwife] could never say, but I can get away with saying it because 

I am not an employee following a guideline (Woman 2, FG 1, Circle 4). 

They also had a pastoral role within the groups: 

[X] has two kids before us and she gives a lot of good things on this… basically she is say…our mother 

[laughter] for beginner mothers, us (Woman 3, FG 2, Circle 2). 

The multiparous women clearly enjoyed sharing and the status that their experience gave them. 

They also felt that they had their own learning needs which were met in the group: 

Everyone was coming with questions, even though they had done it before. Just because sometimes 

you forget, you know there is loads of things, or you might have a symptom you didn’t have last time 

(Postnatal interview 1, Circle 4). 

 

3.2.3 Travelling together 



16 
 

This theme describes how the women developed bonds with one another and felt nurtured and 

cared for by the Pregnancy Circle midwives.  

The midwives took you on board and travelled with you in your journey (Postnatal interview 1, Circle 

1). 

Care in the Circles was experienced as individual and personal, despite being provided in a group 

setting. Women felt that the Circle midwives knew them and remembered their stories, and were 

therefore able to give individualised advice, whereas they had constantly had to re-state their 

histories and symptoms in conventional care settings: 

[The Midwife] knew us so well … and because we built that relationship with her, it was much easier 

to ask her a question and her to be able to answer, really knowing the answer … not guessing, 

because she’s got to know us (Postnatal interview 3, Circle 4). 

The women also appeared to derive strength and reassurance from having contact with other 

pregnant women: ‘not being alone’ was a refrain that occurred in several narratives: 

You know, when you are alone, all the bad things are coming to you and you discuss with someone 

else… and you feel better (Woman 3, FG 2, Circle 2). 

We do it all together with support from the midwives and everybody else  (Woman 2, FG 2, Circle 1). 

Although both women and caregivers had expressed concerns about individual checks being 

conducted in a group setting, women reported that these were experienced as sufficiently private. 

They also enjoyed an element of sharing their progress with each other. This finding was perhaps 

facilitated by the fact that the first palpations and fetal heart auscultations occurred during the 

second Circle session when women already knew and felt comfortable with each other: 

Later on in the pregnancy when they were doing, you know, measurements and the heartbeat and 

stuff, that always felt a lot more separate than I thought it would (Postnatal interview 2, Circle 4). 
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So it hasn’t been weird at all you know, hearing other people’s babies’ heartbeats [laughter]. It sort 

of feels like you are plotting everyone’s growth and [sigh] it’s just… you are not just bonding with the 

mothers, you are bonding with everyone’s babies as well, you can hear them grow you know, their 

hearts beating’ (Woman 3, FG 1, Circle 1). 

3.3 Outcomes of change 

3.3.1 Expanding horizons 

During their discussions, the women began to challenge previously accepted normative beliefs. The 

midwives at Circle 1 noted that decisions about place and mode of birth were particularly influenced 

by peer group information sharing, with women doing their own research and sharing the findings. 

They commented that many of the women were considering homebirth or birth in the midwifery-led 

unit (MLU) as a result of this.  

Water birth and breastfeeding were among other things that some women reported they would not 

have considered before discussing them at the Circles: 

I wasn’t really aware of many of the options… I didn’t know what a water birth was, I actually 

thought it was a little bit hippy, I didn’t know it was like a completely normal thing to do (Woman 1, 

FG 1, Circle 4). 

I didn’t feel comfortable with breastfeeding at all, it wasn’t normal to me, I found it something I was 

a bit self-conscious about as well, but [the Pregnancy Circle Midwives] taught me to be open minded 

and I went to the sessions in the evening to get the techniques and I listened to what they were 

saying about natural… like let your instincts take over, and then I ended up breastfeeding for three 

months (Postnatal interview 1, Circle 1). 

Being part of a group of mixed ethnicities, nationalities, religions and cultures also expanded the 

women’s cultural horizons. It was evident that many of them had rarely mixed outside their own 

communities before, and they were keen to find out as much as possible about each other. At the 
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first Circle 4 session different traditions and cultural practices were observed to be a major topic of 

conversation amongst the women, and the facilitating midwife noted how this had been an 

enriching experience: 

[Y] is Jewish, and…she was saying that she…organises food…for the ladies who have had babies and

they don’t have to cook for the first three weeks…and one of the other mums was like ‘Oh, that’s a 

really good idea…I could look to do that in my community’ (Midwife interview, Circle 4). 

I think at the end of the day we were all Mums or Mums-to-be like, everything else kind of stays 

away… in a way it was more enriched, there was a lot of enrichment in the group that we were all so 

different, from different places you know (Postnatal interview 1, Circle 3). 

3.3.2. Exercising control 

The themes above show how women grew in confidence and knowledge at the Circles and took 

ownership of their learning and aspects of their care. Exercising such ownership is an aspect of 

autonomy, which is further evidenced in the commitment women made to attending the Circle 

sessions, prioritising their need to be there above other family commitments:  

My husband is supposed to work every Saturday… so I told him, ‘Tell your chef, tell your manager 

that today you must take off ‘til two o’clock, I must attend to my meeting (Woman 2, Focus Group 1, 

Circle 2). 

This suggests that the exercising of control is linked to a sense of self-worth and value. It was also 

linked to increased assertiveness, which on occasion resulted in women making decisions that went 

against the advice of obstetricians, as seen in the following quote from a woman who had developed 

gestational diabetes and was advised to attend hospital based obstetrician-led care instead of the 

Circle: 
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[Doctor] said we have to go to the hospital. I said, ‘Hospital? For me it’s my decision, it’s going to be 

for a scan and consultation appointment. Midwife, I am staying [at the Pregnancy Circle] (Woman 2, 

FG 1, Circle 2). 

3.3.3. A sense of belonging 

The forging of friendships at the Circles has been evident throughout this narrative. Having a peer 

group with whom to share their experience was particularly welcome as, living in a large city with a 

transient population, it could be difficult to make friends: 

I don’t really know anyone here that is pregnant or is going to have baby or that you know, that are 

in the same situation (Woman 4, Focus group 1, Circle 3). 

Facilitating midwives suggested to the women in each Circle group that they set up a virtual group 

space using the social media platform WhatsApp. These virtual groups were particularly 

instrumental in the women asking one another for advice, and inviting each other to meet up, 

between Circle sessions. Once again, the value placed on lay, experiential knowledge is evident here: 

I find that the WhatsApp group that we have has helped all of us a lot because any concerns that are 

raised, we don’t even need to call the midwife (Woman 3, FG 1, Circle 1). 

One woman even used the app to get reassurance and advice from the others when she was in early 

labour. It was postnatally, however, that this support network really came to the fore: 

Everyone is really supportive of each other and there is a lot of advice going around between us 

Mums, what is really great… you know being there at 4 o’clock or 5 o’clock in the morning and 

feeling that you are not there by yourself (Postnatal interview 1, Circle 3). 

4. Discussion
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Our findings suggest a level of dissatisfaction with current maternity care provision among some 

women, which could potentially be addressed by implementing gANC. This dissatisfaction is 

mirrored in other studies where women describe routine care as a ‘tick-box’ exercise focusing on 

physical wellbeing, with no time for discussion or emotional care (39). Participants in Pregnancy 

Circles exhibited high levels of satisfaction with this form of care. Moreover, the Circles appeared to 

function as an instrument of empowerment with the potential to address social inequalities by 

increasing personal levels of autonomy and control as well as social capital. Women described 

feeling empowered through the self-checks, which encouraged them to take ownership of their care, 

and through having a safe space for information sharing and relationship building. These 

mechanisms led to increased knowledge and confidence, and promoted positive outcomes in the 

form of expanded horizons and the establishment of a support network, both of which were 

experienced as enriching the women’s lives. In terms of informing the further development and 

testing of Pregnancy Circles, the results indicate that the model is acceptable to women in an area 

with high levels of socio-economic deprivation and cultural, linguistic and ethnic diversity, and may 

also have a number of advantages in this context, such as fostering cross-cultural friendships and 

facilitating the overcoming of language barriers. We intend to explore this latter finding further by 

exploring the pros and cons of using translators in a Circle setting as part of a forthcoming pilot trial. 

The clear association with empowerment in our findings suggests that this may be a legitimate 

outcome measure in a larger quantitative enquiry and is being considered as an outcome in our 

forthcoming randomised controlled trial. The positive feedback regarding self-checking and midwife 

checks in the group space has informed a decision to keep these aspects of Pregnancy Circles. Our 

findings in respect of women’s views of the inclusion of partners in the Circle sessions were 

ambivalent, indicating that this should also be a focus of future enquiry. 

This is the first study to attempt to describe the process of empowerment initiated in and facilitated 

by gANC, although empowerment has emerged as a theme in two US-based evaluations (9,33). 

Many of the constituent parts of the process, such as peer support and increased knowledge, have 
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also been identified in other evaluations, adding credibility to the process outlined here. It is also the 

first study (to our knowledge) to identify the benefits of cultural diversity within groups. 

As an instrument of empowerment, gANC has the potential to humanize antenatal care, replacing an 

industrial and patriarchal model with a more relational approach that recognises the importance of 

respecting women’s rights to be active agents in their own care (40). The transformative potential of 

such agency is underscored in the writings of Paulo Freire and Ivan Illich, both of whom recognised 

that humanizing change was only possible if those with the least power in a dehumanizing system 

became engaged in the construction of knowledge and the process of their own emancipation 

(41,42). Illich in particular spoke of an ideal of ‘constant autonomous healing’ (p6), played out in the 

community, and argued that individual coping ability was being destroyed by the ‘disabling impact of 

professional control over medicine’ (Pviii), which created a culture of dependence and pathologised 

normal life events.  

It is evident that during the Pregnancy Circles women realized their potential to construct their own 

knowledge and make a valuable contribution to their own care and wellbeing. This appears to have 

been initiated by the sharing of knowledge and experiences among peers. Our findings, like those of 

MacDonald et al (43), strongly suggest that the ‘real life’ experiences of multiparous women in 

particular are highly valued by the group. This peer-to-peer interaction both exposed women to 

different possibilities and perspectives, and perhaps, in assigning value to the knowledge received 

from their peers, individuals realized that they had something of value to contribute themselves. 

Women’s increased awareness of their own intuitive and experiential knowledge appears to have 

been associated with self-determination, agency, and the retention of control, rather than the 

adoption of a passive ‘patient’ role, relinquishing power and decision-making to medical authority.  

Furthermore, the Circles physically and symbolically re-situated pregnancy care in the community, 

treating it as a social and relational event rather than a pathological condition in need of external 

monitoring and control. Community-based care was identified as a national target in the UK in a 
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recent review of maternity care (44). It has been suggested elsewhere that the physical location of 

gANC contributes to the breaking down of barriers between care providers and women (27), 

perhaps enabling women to discover an ability to adapt and cope together, in partnership with, but 

not overly dependent on, health professionals. By bringing together women from diverse 

backgrounds and communities, the Pregnancy Circles illustrated the potential of the model to reach 

beyond individual empowerment to build social cohesion. 

A core element of the safe space provided by Pregnancy Circles appeared to be that the groups 

themselves decided when and how often to include partners; most meetings were women-only. The 

finding that mixed-sex groups inhibit a certain level of candidness and openness resonates with 

other studies (34,45). There is also some suggestion in the literature that including partners may 

inhibit the forming of friendships with other women (46). However, American models of gANC that 

welcome partners or support people to all sessions have found that their presence is instrumental in 

making women feel safe and calm in labour, and in smoothing the transition to parenthood for all 

parties (9,34). Further work needs to be done to establish an optimum format that includes partners 

without unduly inhibiting information sharing and relationship building among women. 

Our findings indicate that gANC in the form of Pregnancy Circles is highly evaluated by women, and 

may have particular advantages in areas of high socio-economic and cultural diversity. Further 

research is needed in order to test the mechanisms and potential outcomes identified here in larger, 

quantitative studies. However, the findings and questions raised in this study indicate that the 

current components of Circle care are positively evaluated by women and suggest further enquiry is 

merited into the possible use of translators and the presence of partners. These issues will be 

further explored as part of a future pilot trial and full randomized trial. 

4.1. Strengths and limitations 

This study adopted a comprehensive data collection strategy, soliciting women’s views before, 

during and after the implementation of the intervention, and used a variety of approaches 
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(observations, focus groups and interviews), demonstrating depth of engagement in the field. The 

analysis attempts to theorize potential mechanisms for the findings observed, thus moving beyond 

descriptive themes. The findings of this qualitative study may be transferable to other, similar 

settings, but would need to be tested further in a robust quantitative trial with nested qualitative 

research to demonstrate generalizability. We acknowledge that participants in the focus groups and 

interviews were self-selecting, and may not therefore be representative of women who chose not to 

take part, or who dropped out of the Pregnancy Circles. As with any research, true objectivity is hard 

to achieve, and was not a goal here, but having two researchers code the data independently, 

followed by a period of discussion and data checking with the wider research team, should help to 

ensure that the results reflect the women’s stated experiences as closely as possible. As part of our 

wider research we have solicited the views of midwives about Pregnancy Circles. In order to comply 

with word limits, it was not possible to include all the midwives’ views in this paper. Analysing the 

views of women and midwives together may have strengthened the paper, but would also have 

limited the depth of reporting. 

4. Conclusions 

GANC, in the form of Pregnancy Circles, appears to function as an instrument of empowerment for 

women, with the potential to increase awareness of personal and social capital. The process of 

empowerment is perhaps triggered by peer group information sharing, which highlights the value of 

experiential knowledge; self-checks and the provision of care in a community setting, which 

encourage autonomy and ownership; and the formation of social relationships with the capacity to 

transcend community boundaries and provide ongoing support. Further work needs to be done both 

to test these conclusions in larger, quantitative studies and to find a model of care that is acceptable 

to women and their partners, satisfying the requirements for, and benefits of, a women-only space 

as well as partner inclusion. 
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Tables 

Table One. Summary of focus group and interview topic guides 

Pre-implementation focus groups Focus groups with Circle 
participants antenatally 

Postnatal interviews with Circle 
participants postnatally 

Introductions: Name, do you have 

children already? If so how old are 

they? Where were they born? 

Where did you get advice during 

pregnancy?  

What did you expect from your 

antenatal care?  

Did it turn out like that? 

What was good/not good? 

How could it have been better? 

(Describe care in a group) 

What would make care like this 

better than usual? 

What might be not as good as 

usual care? Would you miss 

anything? 

Would it be better to be in a group 

with people from your community 

or who speak the same first 

language as you, or in a mixed 

group? Would this be different for 

other people? 

Who should come to the group – 

partners too? 

If someone asked you at your 

booking appointment if you’d like 

to join a group for your antenatal 

care, what questions would you 

have? Do you think you’d say yes 

or no and why? 

What are your thoughts and 
feelings about being part of 
a Pregnancy Circle? (Prompts: 
group model, partner 
involvement, mat time, group 
size) 
  
Has the antenatal care you 
received reached your 
expectations? 
  
What have been the best things 
about Pregnancy Circles? 
  
What improvements would you 
suggest? 
  
Have your expectations of having 
a baby changed since you started 
coming to Pregnancy Circles? 

Tell me a bit about your birth 
  
How do you feel about the 
antenatal care you received now 
that your baby has been born? 
  
What are your thoughts and 
feelings about having been part 
of Pregnancy Circles? (Prompts: 
group, speakers, mat time, 
content) 
  
What were the best things 
about Pregnancy Circles? 
  
Are there any improvements you 
would suggest? 
  
Did you meet postnatally? Can you 
tell me a little about that? 
  
Do you think you will stay in touch 
with anybody from your Pregnancy 
Circle? 
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Table Two. Core elements of a Pregnancy Circle  

 Concept Explanation/Rationale 

1. Partnership model 
 

Foster non-hierarchical relationships among women 
and between women and midwives, facilitating 
informed decision-making 

2. Continuity of carer  Each session to include the same group of women 
and named midwives, to encourage peer friendships 
and high quality, relational care 

3. Women’s participation/self-check  Women encouraged to calculate their gestation, 
check their own blood pressure and urine, and 
report on fetal movements at each session, 
recording findings in their hand-held notes. To 
foster autonomy and self-efficacy 

4. Brief one-to-one clinical check  Conducted on a mat or couch in the same room as 
the group in order to maintain group involvement 
and encourage peer support and sharing 

5. Woman-centred care & 
environment 

Sessions held in a community location to foster a 
non-medicalised, interactive approach 

6. Importance of discussion  A woman-led, non-didactic approach encouraging 
information sharing among women and midwives, 
facilitating informed decision-making 

7. Responsive to local needs  To maximise inclusivity and make best use of local 
resources, local decisions to be made regarding 
make up of group, venue arrangements and the 
inclusion of other lay or professional groups such as 
interpreters, student midwives, Health Visitors or 
service users 
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Table Three. Evaluations undertaken with women at each Circle 

Circle Observations Focus Groups Postnatal Interviews 

with women 

1  Observation 1 – 16 weeks 

Observation 2 – 28 weeks 

Observation 3 – 34 weeks 

Observation 4 – 40 weeks 

Observation 5 – postnatal reunion 

Focus group 1 – 28 weeks 

(n= 4) 

Focus group 2 – 40 weeks 

(n= 2) 

1 

2  Observation 1 – 28 weeks 

Observation 2 – 36 weeks 

Focus group 1 – 28 weeks 

(n= 5) 

Focus group 2 – 36 weeks 

(n= 4) 

 

3  Observation 1 – 20 weeks 

Observation 2 – 36 weeks 

Observation 3 – postnatal reunion 

Focus group 1 – 20 weeks 

(n= 7) 

Focus group 2 – 36 weeks 

(n= 2) 

2 

4  Observation 1 – 36 weeks 

Observation 2 – postnatal reunion 

Focus group 1 – 36 weeks 

(n= 4) 

3 

 

Table Four.  Women interviewed for pre-implementation phase  

Ethnicity  White British  0  

  White other (all Albanian)  3  

  Black Afro-Carribean  2  

  South Asian (mostly Pakistani, Indian and 

Bangladeshi)  

16  

  Mixed/Other (mostly Latin American/Middle 

Eastern)  

5  

Parity  0  5  

  1  7  

  2-3  10  

  ≥4  4  

TOTAL  26  
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Table Five. Circle attendees. 

Circle Number of 
regular 
attendees 

Ethnic group (n=) Parity (n=) Age  Born in 
UK? 

Proficiency of English 
(n=) 

Educational 

Qualifications (n=) 

1 6 Asian British (1) 

Bangladeshi/British 
Bangladeshi (2) 

white British (1) 

white European (1) black 
African (1) 

P0 (5) 

Multip (1) 

25-33 

Mean =29 

3 yes 
 
3 no 

Native speakers (3) 
 
2nd language/ good (3) 

Higher Education (not 
degree) (1) 

Degree or equivalent (5) 

2 6 black British (2) 

white European (3) 

British Bangladeshi (1) 

P0 (4) 

Multips (2) 

26-41 

Mean= 33 

0 yes 
 
6 no 

2nd language/ good (6) Higher Education (not 
degree) (3) 

Degree or equivalent (3) 

3 7 Bangladeshi / British 
Bangladeshi (1) 

white European (1) 

Chinese (2) 

white British (1) 

Middle Eastern (1) 

P0 (0) 

Multips (6) 

Not stated 
(1) 

24-34 

Mean=30 

3 yes 
 
4 no 

Native speaker (5) 
 
2nd language/ good (2) 
 

Higher education (not 
degree) (6) 

Degree or equivalent (1) 
 

4 5 Indian British (2) 

white British (2) 

Algerian (1) 

P0 (2) 

Multips (3) 

 

31-35 

Mean= 33 

3 yes 
 
2 no 

Native speaker (4) 
 
2nd language/ good (1) 

‘A’ level or equivalent (1) 

Degree or equivalent (4) 
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Figures 

Figure One. Context, mechanisms and outcomes of Pregnancy Circles 

 

 


