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Integrating postnatal care into the redesign 
of group care beyond birth
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Abstract 

Background  Globally, alarmingly high rates of maternal and infant mortality and morbidity persist. A constella‑
tion of health system and social factors contribute to this, including poor quality and barriers to accessing health 
care, including preventive services. As such, there have been calls for a redesign of maternal and child health (MCH) 
services. Although group care has primarily been tested in antenatal settings, it offers a promising redesign that opti‑
mizes maternal and child health care, survival, and well-being. The purpose of this study was to produce a blueprint 
of an adapted group care model that integrates postnatal maternal care, well-child care, and family engagement 
to be adapted to realities of different settings.

Methods  Using a human-centered design approach and the Framework for Reporting Adaptations and Modifica‑
tions to Evidence-based interventions (FRAME), we employed qualitative methods to adapt CenteringParenting® 
(retaining its three core pillars of health assessment, interactive learning, and community building), and co-create 
the blueprint for group care beyond birth that can be used across settings. We initiated the process through face-to-
face workshops during a global meeting on group care, followed by six online incubator sessions with key stakehold‑
ers from 13 countries during which we used qualitative methods of free listing, pile sorting, and ranking. We con‑
ducted a rapid qualitative analysis to produce a blueprint.

Results  Participants collaboratively modified the content, format, and evaluation of CenteringParenting® 
with the goal of creating a blueprint that integrates postnatal and pediatric care into group care that can be further 
adapted and implemented across diverse settings and contexts. The blueprint consists of suggested timing of visits 
over two years after birth, suggested visit content, and evaluation metrics for research and practice.

Conclusions  The resulting group care beyond birth blueprint offers a strategy to redesign maternal and infant/child 
health services that can positively transform postnatal care and provide essential services to postpartum people. 
Adaptation of the blueprint to local realities is expected. Future research is recommended to test the model’s accept‑
ability, feasibility, and effectiveness across settings. Using this blueprint, we can build the evidence base to support 
this model aiming to improve maternal and infant/child health outcomes.

Keywords  Group care, Postnatal, Well-child, Health service delivery, Maternal and child health, Implementation 
science, CenteringParenting®
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Text box 1. Contributions to the literature

• This study addresses the need for extended, holistic postnatal care 
after birth by adapting the CenteringParenting model which was ini‑
tially designed as a dyad model but in practice has primarily focused 
on the infant/child. Our adaptation aims to realize the model’s full poten‑
tial by providing comprehensive postnatal and pediatric care.

• The human-centered design process to produce the blueprint 
for the group care beyond birth model enhances its relevance 
and adaptability across different settings and cultural contexts.

• The group care beyond birth blueprint provides a guide to ensure 
the model is critically assessed and refined, contributing to continuous 
quality care improvement.

Background
Despite progress made in maternal and child survival, 
high rates of maternal and infant mortality and morbidi-
ties persist globally [1]. Postpartum women and people 
who experience a maternal morbidity such as postna-
tal depression, uncontrolled hypertension, or infec-
tious disease in the extended postnatal period (i.e., up 
to 12 months after birth) have lower quality of life and 
increased risk of mortality [2, 3]. Unaddressed postna-
tal morbidities (e.g., maternal depression and anxiety) 
can also directly impact the health and well-being of the 
infant, for whom the first year of life is a crucial time for 
their long-term health and development [4–6]. A con-
stellation of health system and social factors contributes 
to maternal and infant/child morbidities, including low 
rates of postnatal visit attendance, dissatisfaction with 
care, poor quality care, inaccessible care, and inadequate 
preventive and promotive health care services [3, 7]. As 
such, there have been calls for a redesign of maternal and 
infant/child health services and delivery systems.

Group care models, inspired by CenteringPregnancy® 
and CenteringParenting®, hold significant promise for 
transformative maternal and child health care redesign. 
These Centering-inspired group care models focus on 
the well-being of pregnant and postnatal people and 
infants/children so they can reach their full poten-
tial. Maternal and child health-related group care has 
been predominantly evaluated in antenatal settings. 
This growing body of rigorous evidence substantiates 
group care’s effectiveness for improving maternal and 
infant health-related outcomes including greater ante-
natal care attendance and satisfaction, more facility-
based births, and improved health literacy outcomes 
[8–10]. Furthermore, selected studies demonstrate the 
feasibility of scaling group antenatal care in both high-
income countries and low- and middle-income coun-
tries (LMICs). By increasing the utilization of health 
services, group care has the potential to improve both 
short-term and long-term health and well-being for 
parents and children and to promote equitable health 
care delivery, laying the foundation for healthier future 

generations in communities globally [11, 12]. Addition-
ally, health care providers report that group care offers 
opportunities to deliver high-quality care that benefits 
women and families and allows them to further develop 
their professional role [13].

CenteringParenting®, a model of group care beyond 
birth that originated in the United States, brings together 
6–8 postnatal people with similarly aged infants/chil-
dren to engage in care as a group [14]. Each visit is 1.5 
to 2  hours long with the first 30–45  minutes devoted to 
standard clinical health assessments for the infant/child 
and postnatal person and participation in self-assessments 
such as weight, blood pressure, and growth monitor-
ing (e.g., weight and length) of their infant/child. Health 
assessments are followed by 75–90 minutes of facilitated, 
interactive health promotion activities. Group care facilita-
tors are trained to foster participant-led discussions based 
on a planned yet flexible set of topics, highlighting issues 
most pertinent to postnatal individuals and their families.

The extension of this model to the postnatal period out 
to two years after birth provides an opportunity to address 
ongoing maternal and child morbidities and social deter-
minants of health, while supporting the transition of the 
postpartum person-infant/child dyad from postnatal to 
primary care during this critical period in the life course. 
The World Health Organization (WHO) acknowledges 
the growing body of evidence that demonstrates the 
importance of considering the postnatal period beyond 
six weeks to up to one to two years after birth [15].

Preliminary evidence suggests that group well-child 
care in the United States is an efficient and family-cen-
tered model that influences clinical outcomes and has 
the potential to meet the needs of underserved popula-
tions [16]. However, few studies examine the longer-term 
effects of group care on both maternal and child health 
into the longer postnatal period of up to two years. The 
group care model and approach to health promotion 
and care aim to be responsive to the parent/child dyad’s 
needs and delivered in a holistic manner. However, cur-
rent implementation predominantly focuses on the 
infant/child rather than also including the postnatal indi-
vidual [17]. This is because substantial systemic changes 
are needed to offer integrated care for both the postnatal 
person and the infant/child. For example, beyond mental 
well-being, health assessments for postnatal individuals 
are not typically completed. Integrated group care for the 
dyad beyond the first six weeks after birth is not widely 
implemented. Adapting the current implementation of 
CenteringParenting®, which is now focused on pediat-
ric care to provide care to both the postpartum person 
and their infants/children is needed to improve both 
maternal and child health, thereby improving the lives of 
families.
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This study employed a human-centered design 
approach (HCD) to co-design an adapted Centering-
based group care beyond birth model blueprint for use 
across countries and contexts. We define “blueprint” as a 
comprehensive plan outlining the goals and strategies of 
group care beyond birth as well as the inclusion of a time-
frame, and relevant progress and performance indicators 
that can be tailored to each setting in which it is imple-
mented [18]. Adaptation and modification are key con-
cepts in implementation science because the process of 
implementing evidence-based practice is dynamic [19]. It 
is important to understand how, when, and why adapta-
tions and/or modifications occur to strive for enhancing 
the interventions’ effectiveness while also maintaining 
fidelity [19]. To describe and systematically report the 
process of adapting and modifying CenteringParenting® 
and to describe the resulting blueprint, this study uses 
the expanded Framework for Reporting Adaptations and 
Modifications to Evidence-based interventions (FRAME) 
[19]. The resulting blueprint provides the foundation to 
introduce, implement, and evaluate group care beyond 
birth in different country settings and in diverse contexts.

Methods
Study design
This qualitative study used an HCD approach [20] and 
conducted a rapid qualitative analysis [21] to develop a 
blueprint for group care beyond birth. Incubator ses-
sions, comparable to focus groups but always with a 
focus on brainstorming and engagement in the adapta-
tion process, were held with participants, and qualita-
tive research methods were employed during sessions 
including, detailed field notes, free listing, pile sorting 
and ranking [22]. These methods, used in combination 
with FRAME to track all adaptations and modifications 
of CenteringParenting®, offered a rapid and systematic 
way of examining intracultural variations and grounded a 
process for consensus building, toward the development 
of the blueprint of an adapted group care beyond birth 
model.

Sample and recruitment
The sample is comprised of professionals from around 
the world who attended the Global Group Care Cata-
lyzer meeting in February 2024 in Nairobi, Kenya (a 
global event to discuss group care scale-up organized by 
Jhpiego and supported by the Gates Foundation). The 
study team asked participants from the Global Group 
Care Catalyzer event to identify key stakeholders to par-
ticipate via word of mouth (snowball sampling). Through 
this process, other key stakeholders, including clinicians, 
researchers and group care implementers, participated in 
the study. Exclusion criteria included being under the age 

of 18 years old, non-English speaking, and adults lacking 
capacity to consent.

Data collection
Description of workshops
This work was initiated at four workshops held during 
the Global Group Care Catalyzer meeting. Workshops 
were facilitated by two Catalyzer Planning Committee 
members and the main objectives were to define group 
care beyond birth and outline its key characteristics. 
Facilitators took detailed field notes and summarized 
information about the definition of group care beyond 
birth and its key characteristics during each workshop. 
To start the process of adapting the CenteringParenting® 
model, workshop participants and other key stakeholders 
were invited to participate in virtual incubator sessions 
to co-create the blueprint of the group care beyond birth 
model after the Catalyzer.

Incubator session procedures
Virtual incubator sessions were held bi-monthly via 
Zoom at an agreed upon time by participants for three 
months (between March-May 2024). Times were sched-
uled to accommodate participants residing in multiple 
time zones. Each session was approximately one hour in 
length. Sessions were conducted until the group reached 
consensus about the timing and scheduling of visits and 
the session guide that retained the core pillars of the 
model -- health assessment in a group space, interactive 
learning, and community building. Participants also pro-
duced a suggested evaluation plan for research and prac-
tice focused on agreed upon outcomes and indicators. 
Facilitators recorded incubator sessions and stored them 
in a secure Zoom account. Recordings were made acces-
sible to participants who were unable to attend a session 
so they could view the recording and provide input as the 
process was iterative with each session building on the 
previous one. Participants also had the option to provide 
input asynchronously via secure email.

The sessions began by asking participants to collec-
tively free list areas they felt needed to be addressed in 
postnatal maternal and infant/well-child care. Free list-
ing is a method to gather information on a topic by list-
ing all the ideas participants can think of related to the 
topic being studied, in this case postnatal maternal and 
infant/well-child care [23]. An example of an open-ended 
question used was: “What areas of health promotion 
are necessary to include in thepostnatal care visits?” The 
participants were then asked to list topics for every area 
they could think of, and research leads recorded their 
responses. Facilitators provided additional explanations 
when necessary and prompted participants to ensure that 
they offered a comprehensive listing of ideas. The final 
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step in this process was to reach consensus about which 
items to recommend for inclusion in the blueprint. To do 
this, each item was read aloud and through discussion 
the group decided to eliminate, merge, or keep the item.

Participants were then asked to review the final list of 
retained items and use pile sorting and ranking to prior-
itize items based on timing and appropriateness [24]. This 
process served two purposes. First, similar items were 
grouped. For example, for health assessments all items 
related to the cardiovascular health of the postnatal per-
son were grouped together. Second, the grouped items 
for interactive learning topics were then aligned with the 
timing of recovery for the postnatal person and the age 
and stage of the child. For example, prioritizing topics to 
be covered at specific timepoints needed to reflect needs 
in the first week after birth versus six months after birth. 
Each item from the list created was written down and 
read aloud to participants. Through group discussions, 
participants drew on knowledge about their own con-
text, practitioner experience, and existing guidelines and 
literature related to postnatal care to come to an agree-
ment about when content should be introduced over the 
two years after birth. This sorting and ranking process 
led to the content areas that were included in the blue-
print. This same consensus building process was used to 
generate a list of anticipated outcomes and indicators for 
researchers and practitioners to use for evaluation of the 
model.

Data analysis
Incubator facilitators took detailed field notes during all 
sessions. These field notes did not contain identifiable 
personal information and focused on capturing partici-
pants’ ideas, concerns, feedback, and consensus about 
the blueprint of group care beyond birth. We then con-
ducted a rapid qualitative analysis for development of the 
blueprint. Rapid qualitative analysis is recommended in 
implementation research so that preliminary results are 
turned around quickly and, in this case, are available for 
use to test the adapted model across settings [21]. Rapid 
qualitative analysis is primarily deductive drawing on 
a priori categories, but flexible enough to allow for new 
categories to emerge from the data. A priori catego-
ries were created based on the core components of the 
CenteringParenting® model and the  FRAME was a tool 
used to label adaptations. To ensure rigor, accuracy and 
validity we conducted member checking with all partici-
pants to finalize the blueprint [22].

This consensus process resulted in a blueprint of the 
group care beyond birth model that can be used as a 
guide to introduce, implement and evaluate it across 
countries and in diverse settings. In alignment with HCD 
and to enhance transparency in dissemination of the 

blueprint, some participants are co-authors on this man-
uscript. The team followed the consolidated criteria for 
reporting qualitative research (COREQ) [25].

Ethics
This study received Institutional Review Board exemption 
from Johns Hopkins School of Medicine (IRB#00443165).

Results
Four workshops and six incubator sessions were con-
ducted with 25 people from 13 countries. Participants 
included clinicians, researchers, and implementers of 
group care, outlined in Table  1. We use the FRAME to 
guide descriptions and reporting of the adaptation pro-
cess informing the blueprint (Fig.  1). The adaptation 
process ensured that the three core pillars of the origi-
nal group care model were retained: health assessment 
(including self-assessment); interactive learning, and 
community building. Through the incubator sessions, 
as participants engaged in free listing, pile sorting, and 
ranking, participants came to a consensus about what to 
include in the adapted CenteringParenting® blueprint of 
the dyad-focused group care model. We use the FRAME 
to describe what was included in the final blueprint, 
which consists of: a session guide for clinical care (see 
Fig. 1), interactive learning (see Figs. 1 and 3), and com-
munity building (see Fig. 1) as well as suggested evalua-
tion metrics for both practice (see Table 2) and research 
(see Table 3).

FRAME adaptations and modification guide
When was the modification made?
The blueprint was created in the pre-implemen-
tation phase to prepare sites to pilot the adapted 
CenteringParenting® model.

Were adaptations planned?
The decision to modify CenteringParenting® was planned 
and proactive. The main modifications are to increase 
focus on the maternal and infant/child dyad care, to max-
imize fit in diverse settings, and to help ensure imple-
mentation success before implementation.

Who participated in the decision to modify?
The four workshops held in Kenya had 20 participants 
from 13 countries. Subsequent synchronous virtual incu-
bator sessions had a range of 5–15 people per session in 
attendance from 13 countries (see Table  1). All partici-
pants had experience with group antenatal care either as 
a clinician, group care implementer and/or researcher, 
and some participants had experience with group post-
natal and/or well-child care. Participants had a range of 
experience from program leaders/managers to funders 
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to intervention developers to researchers to practitioners 
and clinicians.

What is modified?
We modified the content and schedule of integrated care 
and made contextual modifications to the format and 
how the intervention is evaluated. The model is designed 
to be a continuation of group antenatal care so that 
groups of postnatal people and infant/child dyads and 
their family members (when appropriate) can continue 
to receive care together for the first two years after birth. 
It can also be implemented for new cohorts of families 
after birth starting at 1–2 weeks after birth depending on 
country context, health system capacity, and the postna-
tal person’s preferences. Participants reported that evalu-
ation of the model should include international targets 
such as immunizations and maternal mental health, local 
priorities, fidelity measures, satisfaction and experience, 
and empowerment of families.

At what level of delivery were the modifications made?
The modifications were made at the individual level in 
terms of adding clinical assessments of the postnatal per-
son which would impact both the individual attending 
group care and practitioners implementing group care. 
The modifications also emphasize family-centered care, 
with a specific focus on providing dyad care to both the 
postnatal person and their child. These modifications 
would in turn impact the clinic/organization in terms of 
selecting providers that can care for both the postnatal 
person and child as well as ensuring that suggested health 
assessments and services can be delivered within the 
group space. Participants hypothesized that this modifi-
cation would impact the larger network and community 
with a focus on families and integrated health care ser-
vices and lead to more efficient health care service deliv-
ery and improved outcomes.

Content modification
Elements were added to focus on the integration of care 
for the postnatal person. The packaging of materials was 

Table 1  Participant characteristics

Participant Country Global Group Care Catalyzer 
workshop attendance

Role Related to Group Care

1 Afghanistan Yes Clinician, group care implementer

2 Belgium No Clinician, researcher

3 Haiti Yes Group care implementer, researcher, funder

4 India Yes Clinician, group care implementer

5 USA, working in Kenya Yes Program developer, researcher, funder

6 Kosovo Yes Group care implementer

7 Kosovo Yes Researcher

8 Malawi Yes Clinician, researcher, group care implementer

9 Malawi Yes Clinician, group care implementer, researcher

10 Malawi Yes Clinician, group care implementer

11 Nepal Yes Clinician, group care implementer

12 Netherlands Yes Clinician, group care implementer, researcher

13 Nigeria Yes Clinician, group care implementer

14 Nigeria Yes Clinician, group care implementer

15 Nigeria Yes Clinician, group care implementer

16 Nigeria Yes Clinician, group care implementer

17 Nigeria Yes Clinician, group care implementer

18 Nigeria Yes Clinician, group care implementer

19 Suriname Yes Researcher

20 United Kingdom Yes Clinician, group care implementer, researcher

21 United Kingdom No Clinician, group care implementer, researcher,

22 USA Yes Clinician, researcher

23 USA Yes Researcher

24 USA Yes Researcher

25 Zanzibar Yes Clinician, group care implementer



Page 6 of 14Gresh et al. Archives of Public Health           (2025) 83:34 

modified to create a clear emphasis on care of the postna-
tal person. In addition, participants lengthened exposure 
to the model, which traditionally starts in some places at 
six weeks after birth to create a model of group care that 
can start at one-two weeks after birth and extend through 
two years after birth. Participants discussed at length the 
challenges that many countries and contexts may face 
implementing group care before six weeks after birth 
when in some cultures and contexts postnatal people do 
not leave their home for the first six weeks or may not feel 
comfortable traveling to the clinic. However, participants 
reached consensus to create an “ideal model” that, when 
implemented should be adapted to each setting to meet the 
needs of postnatal people as well as be realistic to imple-
ment within each culture and context (e.g., start group care 
at six weeks after birth instead of 1–2 weeks after birth).

Figure 2 provides the blueprint details with a descrip-
tion of recommended clinical assessments, interactive 
learning and community building that can be applicable 
at all sessions but may not be possible to cover entirely 
in one session. This session guide is a result of the free 
listing, pile sorting, and ranking process. Participants 
worked together sharing their experiences from differ-
ent countries and contexts to make this blueprint globally 
applicable with a focus on maternal and infant/child dyad 
care.

Participants took into consideration available evi-
dence related to maternal and infant/child health when 
making decisions on what to prioritize to include in the 
model. For example, many participants reviewed litera-
ture related to maternal and infant/child morbidities 
and mortality patterns globally as well as common com-
plaints reported in clinical care/practice to ensure that 

Fig. 1  The adaptations and modifications made to CenteringParenting® that led to the final group care beyond birth blueprint based 
on the FRAME categories
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what is included is well informed based on the latest 
evidence-based practice. Participants used the WHO 
recommendations on maternal and newborn care for a 
positive postnatal experience [30] to guide recommen-
dations for clinical care through the first six weeks after 
birth and the WHO’s Improving the health and wellbe-
ing of children and adolescents: guidance on scheduled 
child and adolescent well-care visits [31] to guide rec-
ommendations for clinical care for the infant/child as 
well as families up through the first 1000 days. Partic-
ipants also discussed how it will be critical for health 
care workers to also refer to their local guidelines to 
guide the clinical care they deliver within each con-
text that group care is being implemented. Participants 
also discussed the specific clinical assessments that 
could be considered for the postnatal person at specific 
timepoints that might not occur at every visit and for 
which there is currently no standard of care globally 
beyond six weeks after birth. For example, screening 
for endocrine/metabolic conditions beyond six weeks 
after birth, HIV testing (context specific), tuberculo-
sis screening (context specific), and oral health were 
added. Additionally, focusing on transitioning the post-
partum person to primary care in the one to two years 

after birth will ensure that their health care needs are 
met, to prevent any negative consequences of labor or 
childbirth from developing into a chronic condition.

Participants discussed how there will be challenges to 
implementation depending on the health care system 
context in which it is delivered. Participants also dis-
cussed how some of the recommended health assess-
ments may need to be done individually, particularly with 
an emphasis on the early postnatal visits, and that an 
individual postnatal intake might be necessary for both 
the postnatal person and the infant.

Figure 3 summarizes the suggested interactive learning 
topics by timepoint, noting that what is discussed should 
be flexible and responsive to meet the needs of the group.

Evaluation modification
Participants discussed two different types of evalua-
tion: one for research purposes and the other for qual-
ity improvement in clinical practice. When done in 
practice, participants felt it was important to reframe 
evaluation as a process of regularly scheduled report-
ing that elucidates the value of group care as well as what 
is working well and what needs to be addressed and 
improved rather than labeling the process as “evaluation”  

Table 2  Practice monitoring and reporting data - demonstrating the value of group care example template

Data to be collected When By Whom For whom

ID of participants At recruitment Recruiter Local provider
Facilitators
Health service

Demographics of participants (e.g., ethnicity, socioeconomic 
status, language support needs etc.)

At recruitment Recruiter Local provider
Facilitators
Funders

Mandated clinical data: Health Visitor pro-forma All Facilitators Health service

Attendance (numbers attending each session) All Facilitators Local provider
Facilitators
Funders

ID of facilitators All Facilitators Local provider

Numbers of sessions All Facilitators Local provider
Funders

Facilitator’s reflection All Facilitators Facilitators
Local provider

National target: Vaccine uptake All postnatal sessions Facilitators Funders
Local provider

Feedback from participants Multiple sessions Participants & facilitators Facilitators
Service Users
Local provider
Funders
Health service

WORKED EXAMPLE/From Parenting Circles in the UK (group 
care model carrying on an antenatal Pregnancy Circles for three 
postnatal sessions): Data collection form (implemented as nor‑
mal care, funded by local commissioners; not in the context 
of research)
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per se, which can have negative connotations to those pro-
viding care.

To demonstrate the value of group care in practice, it 
is important to take a team-based approach so that the 
team can assess what is working and what is not and 
make needed adjustments. A template can be used to 
collect data that will be beneficial for improving prac-
tice over time. Participants discussed how it is important 
from the beginning to designate who on the clinic team 
will be collecting, analyzing, and disseminating data so 
that clear processes are developed. Table 2 is a template 
for data collection to demonstrate the value of group care 
in practice. This template can be adapted for local con-
texts to ensure that data collected aligns with national 
health care outcome targets and agreed upon indicators 
for each setting.

Participants recommended not collecting data on all 
the topics covered in the sessions, other than mandated 

clinical care data by each health care system. The ration-
ale for this was that the model is meant to be participant-
led so that if there are other topics that participants want 
to discuss, there is flexibility to do so. If one is ticking off 
the topics on a rigidly defined plan, the valuable free-
flowing discussions that should emerge from the group 
care model will not take place. Participants cautioned to 
not let data collection take precedence over care, infor-
mation-sharing, and relationship-building.

Participants discussed how it was important for group 
care facilitators to be co-designers of the evaluation so 
that they know if the service they are providing is running 
efficiently and effectively. Participants suggested using a 
self-evaluation tool for each visit so that facilitators are 
not only evaluated by external actors but also take part in 
reflecting on their fidelity to the model, how facilitative 
they were, and how involved group members were (see 
Additional File 1) for example self-reflection template for 

Fig. 2  Guide for health assessments, interactive learning and community building applicable at all sessions
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Fig. 3  Session guide for interactive learning topics at recommended timepoints
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group care facilitators). Participants also discussed the 
importance of how postnatal people, and their families 
should be a part of the evaluation so that their voices are 
heard as a part of the evaluation and the intervention is 
responsive to their needs, desires and satisfaction and in 
addition for prospective families to understand the value 
of group care and its impact on outcomes.

Participants discussed that evaluation in the context 
of research will be more detailed and will be collected 
in partnership with researchers within health systems 
or academic institutions, and professional associations 
for the purposes of building the evidence base for this 
adapted model.

Table 3 outlines suggested research and evaluation out-
comes, indicators, data sources, and collection methods. 
When discussing outcomes and indicators participants 
discussed the importance of aligning these with research 
methods. For example, depending on the research ques-
tion and methodology this will dictate what types of 
comparisons will be made to determine whether there 
are improvements in suggested outcomes and indicators 
(e.g., international, national or facility level comparisons).

Relationship to fidelity
All modifications made throughout this process were 
fidelity-consistent and preserved the core components of 
group care for it to be effective. While not the focus of 
the incubator sessions, participants discussed how train-
ing is integral to maintaining model fidelity. Participants 
discussed how training is necessary to be able to deliver 
group care effectively and in line with the core compo-
nents. This is particularly important because group care 
is a very different approach to traditional health care 
delivery which often relies on didactive information-giv-
ing versus facilitated discussion and interactive learning 
which is a core pillar of group care.

Goals and rationale for the modifications made
The goals of the adaptation included: to increase the 
reach and retention of participants in group care beyond 
birth; improve feasibility so that this blueprint can be 
used across diverse settings; improve fit with recipients; 
increase satisfaction with its delivery and address cul-
tural factors; and improve effectiveness and outcomes to 
improve maternal and child health through group care.

The reasons for adaptation included socio-political fac-
tors, to address inequities in health care delivery, and to 
create a model that addresses the gap in global postna-
tal care guidelines that focus only up to six weeks after 
birth; no guidelines exist beyond that. These modifica-
tions provide a blueprint for providing care for both the 

postnatal person and infant/child throughout the entire 
first two years after birth. In addition, at the provider 
level, participants discussed how providers can support 
these modifications to integrate care services and pro-
vide family-centred care. And at the recipient level these 
modifications were made to optimize group care for the 
dyad to improve maternal and child health outcomes.

Discussion
The study successfully developed a blueprint for group 
care beyond birth, retaining the core components of 
health assessment, interactive learning, and community 
building from the original CenteringParenting® model 
and systematically reports the adaptations and modifica-
tions made with the use of the FRAME. Advancing the 
science of adaptation of evidence-based interventions 
is key for addressing inequities in healthcare delivery to 
ensure that models of care can be updated to meet the 
needs of families and health care systems across settings 
[32]. Using frameworks to conduct the adaptations sys-
tematically is recommended to identify optimal adapta-
tion across different contexts and populations [32]. The 
use of human-centered design and rapid qualitative 
analysis allowed for a collaborative approach to develop-
ing this blueprint for group care beyond birth. The inclu-
sivity of a large and diverse set of global perspectives to 
co-create this blueprint ensures that it is sensitive and 
contextually adaptable to different settings. Collectively, 
this process resulted in a blueprint that increases the like-
lihood for scalable implementation across health systems 
globally.

This study addresses a significant gap in maternal 
health globally by recognizing the neglected needs of 
both the postnatal person and the infant/child beyond 
six weeks after birth. This study addresses the need for 
extended, holistic postnatal care after birth by adapt-
ing the CenteringParenting model which was initially 
designed as a dyad model but in practice has primarily 
focused on the infant/child, our adaptation aims to real-
ize the model’s full potential by providing comprehen-
sive integrated postnatal and pediatric care (dyad care) 
[2]. Key adaptations included a focus on maternal health 
and early engagement post-birth, accommodating vary-
ing cultural practices and health system capabilities. 
The inclusion of comprehensive health assessments and 
integration of social needs into care delivery represents a 
much-needed shift towards holistic maternal and infant 
health and is responsive to the growing evidence base 
that there are neglected medium and long-term conse-
quences of labor and childbirth globally and postnatal 
people have ongoing care needs that extend beyond the 
traditional six-week postnatal period [2, 15]. For exam-
ple, non-communicable diseases (NCDs) are increasingly 
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being recognized as an important cause of maternal 
morbidity and mortality [33]. The blueprint reflects the 
importance of early identification and management of 
NCDs in maternal health care such as cardiovascular 
health, mental health, and diabetes recommended to be 
addressed throughout all the group care beyond birth 
visits. Research suggests that perinatal care measures are 
incomplete without assessing the dyad and that mater-
nal and infant/child health outcomes are linked [34]. The 
blueprint presents the foundation for providing dyadic 
care to both the postnatal person and infant/child and 
support the health of the dyad and their families.

Through this work, we not only produced a foundational 
blueprint, but also showed a systematic way of document-
ing the necessary adaptations or modifications that may 
be needed on a local level so that these adaptations can be 
well-described and justified. The blueprint also includes 
suggested evaluation metrics, encouraging continuous 
quality improvement to evidence-based practices, thereby 
contributing to an ever-evolving and responsive group 
care model. Evaluation indicators were identified with 
implications for both research and practice and to capture 
outcomes that highlight the model’s potential effectiveness 
and for quality improvement purposes. Future research 
is recommended to test the blueprint using the recom-
mended outcomes and indicators. Standardizing evalu-
ation of the model across diverse settings will help build 
the evidence base for this promising health care model to 
improve maternal and infant/child outcomes.

Limitations and potential challenges
The adaptation process can be further optimized by 
including the target population as participants in this 
process. Challenges remain with health systems that 
silo maternal and infant/child health services and have 
separate providers and locations for postnatal and well-
child care services. When considering implementa-
tion, it will be crucial to identify skilled professionals 
and a team-based approach to deliver this integrated 
maternal and child health care service delivery model 
so that services can be provided to both the postnatal 
person and the infant/child. This might require some 
initial professional training and willingness and capac-
ity of institutions to allocate health care providers to 
this model of care that are cross trained in postnatal 
and pediatric care. Some settings have used interdis-
ciplinary teams to deliver group care so that services 
can be delivered to the dyad [35, 36]. Another chal-
lenge is ensuring that individual care needs are met 
when needed, particularly in the early postnatal period. 
In some settings group care is implemented in tandem 

with home visiting in the first six weeks to provide 
both individual and group care [37]. Adding services 
in addition to group care may be helpful especially in 
contexts where group care may not be possible before 
six weeks after birth and there are care needs that need 
to be addressed individually. In addition, adding home 
visits for group participants with needs not met by the 
group is another potential strategy to provide increased 
support for populations such as young adolescents or 
those with high social needs. Opportunities also exist 
to bring in further innovation like using technology to 
bolster social connection and community building.

Conclusions
Adaptations and modifications of evidence-based mod-
els and practices are important to enhance their impact 
across settings. This study demonstrates the utility of the 
FRAME as tool for systemically describing and reporting 
the adaptation process and how it leads to the final blue-
print. Co-designing an adapted Centering-based group 
care model that integrates both postnatal and pediatric 
care fills a significant gap in postnatal care delivery and 
fosters a more holistic, integrated approach which when 
implemented holds the promise of profoundly impacting 
maternal and child health care service delivery world-
wide. This study sets the stage for future research to test 
this blueprint across different settings using standard-
ized evaluation outcomes and indicators. The use of such 
evaluations is crucial for building a robust evidence base 
for this innovative group healthcare model, aiming to 
improve maternal and infant health outcomes globally.
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