“I Don’t Want to Put Everything Out There With Other Women” - A Qualitative Study of Reasons Appalachian Women Decline Group Prenatal Care.
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Appalachian women decline CenteringPregnancy, also known as group prenatal care, for a variety of personal and logistic reasons.

Introduction: As compared with individualized care, group prenatal care, also known as CenteringPregnancy, has superior outcomes on several key measures, including the rate of preterm birth. However, during CenteringPregnancy care trials, large numbers of women decline to enter group care or they return to individual care prior to study completion. Appalachian women have high rates of preterm birth, yet clinics in the area have struggled to recruit and retain women in CenteringPregnancy care. Methods: Twenty nine women who had declined CenteringPregnancy care at one rural Appalachian birth center were interviewed for this qualitative descriptive study. Conventional (inductive) content analysis of manifest content was used to analyze interview transcripts.  Results: There were three broad categories of reasons that women did not utilize CenteringPregnancy care: preferred one-to-one care, experienced barriers to CenteringPregnancy participation, and did not know group care was an option.  Women who preferred one-to-one care gave reasons for their preference that included a dislike of groups, a fear of bodily or emotional exposure in the group, no need for change from existing individual care, and concerns about partner involvement. Discussion: Barriers to CenteringPregnancy include logistical concerns, such as transportation and childcare, and also concerns and fears about group prenatal care. Clinicians should consider adjusting promotional materials to use terminology that is easily understood by potential local participants and that addresses privacy concerns. Modifications of the CenteringPregnancy model, including performing abdominal assessment in a private space, and truncated versions of CenteringPregnancy for women who enter care late may also increase utilization of this effective model. However, even with these changes, CenteringPregnancy may not meet the needs of all women. A large subset of women were averse to group care in any form. Clinics should continue to provide a diversity of prenatal care options to increase access to prenatal care for vulnerable women.
INTRODUCTION

CenteringPregnancy, a proprietary form of group prenatal care, has been shown to be superior to traditional, individual prenatal care in the prevention of preterm birth and low birth weight in a large multisite randomized trial and in several smaller trials in niche populations.
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  In addition, mothers who chose CenteringPregnancy have high rates of satisfaction, stating that they would use group care again in the future.87

  Appalachian women could benefit from CenteringPregnancy care as they have high rates of preterm birth and low birth weight infants.
 However, anecdotally, several Appalachian clinics have had difficulty recruiting and retaining women in CenteringPregnancy care. One clinic provided education about the model at multiple visits early in gestation and enrolled all women in CenteringPregnancy  care, yet only 3-4 women would participate in the group by the final session. The lack of utilization of CenteringPregnancy care meant fewer women were receiving evidence-based care and also made financial sustainability of the groups difficult.9
 The reasons for the poor utilization of group prenatal care were not readily apparent, and published literature on the topic was not available.
While studies of CenteringPregnancy have been conducted across the United States and in many other countries, most, if not all, trials of CenteringPregnancy care were conducted in urban locations.
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  Five of eight experimental studies reviewed stated they were performed in urban locations.
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 The other three did not indicate if the recruitment sites were urban or rural.
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 Rural women may have different needs than urban women related to a lack of public transportation, needing to drive long distances to obtain care, or a cultural reluctance to discuss health concerns.
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 CenteringPregnancy may not have been logically feasible or culturally acceptable to Appalachian women, so this needed further exploration.
Analysis of the studies on CenteringPregnancy and group prenatal care indicated (remember, research does not “reveal” – strippers in a dimly lit nightclub may “reveal” --- research finds, suggests, indicates, recommends, elucidates, tests hypotheses, etc.) that low rates of acceptance may be the norm, even in urban areas. Many published studies included only women who had already opted into CenteringPregnancy care
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 or who were not given a choice of care format at that clinic.
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 Even in the two randomized trials, the women were given a choice to participate in randomization or enter traditional care.

5,10
 In Ickovics et al.’s study, one third of eligible women declined to participate in randomization despite incentives for participation.5
 Several trials also had high rates of attrition back to traditional care.
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 This suggests, while CenteringPregnancy is an excellent model for women who are interested in group prenatal care, many women who do not find the model appealing.  
No current literature was found that explains the reasons women decline CenteringPregnancy care. Since CenteringPregnancy care has superior outcomes when compared with individual care, further exploration was needed to provide insight into women’s decision-making process. More information would allow clinicians to address barriers to CenteringPregnancy care, allowing more women to receive high-quality, evidence-based prenatal care. 
BACKGROUND
The setting for this study was a rural birth center in the Southeast, which was founded in 1983 to provide access to perinatal care to residents of the surrounding rural area. Accredited by the Commission for the Accreditation of Birth Centers (CABC), the center also was a Rural Women’s Health Coordinating Center. The community-owned birth center employed three full-time certified nurse-midwives who provided full-scope care to women and newborns through the first 28 days of life and assisted about 90 births per year onsite and 30 births per year at the local hospital. Even though only low risk women could give birth at the center, approximately 90 women per year used the center as an access point into the larger regional perinatal system by receiving prenatal care at the center and giving birth at a nearby tertiary-care hospital. To facilitate access into care, the center offered an evening appointments at least one night a week and had Spanish-speaking providers and staff.  

In 2008, the center began offering CenteringPregnancy, but struggled to recruit and retain women in the group model of care. The midwives tried many strategies to increase the utilization of CenteringPregnancy care, including adding CenteringPregnancy information to orientation packets, discussing the value of CenteringPregnancy care at multiple prenatal visits, and constructing a conference room specifically to meet the needs of CenteringPregnancy care. The midwives even began enrolling all women in CenteringPregnancy care and giving them their group appointment card during the prenatal visit. If women did not want group care, they had to intentionally opt-out of CenteringPregnancy to return to individual care.  

However, utilization of CenteringPregnancy remained low. Groups started out with few women and  many of them would often return to individual care over the course of their pregnancies, further reducing the numbers of women in the group. It was not uncommon to have only women in the group by the final group visit at 36 weeks. It was difficult to justify the cost of maintaining a group with low numbers, as providing CenteringPregnancy care was more expensive than providing individual care to the women.9
 However, the midwives were committed to providing high quality, evidence-based care and did not want to abandon the CenteringPregnancy model without a thorough investigation of the reasons women were not utilizing group prenatal care.  
METHODS

Research Design

A qualitative descriptive design was used for the study. Semistructured interviews and demographic questionnaires were used to gather data, which was analyzed using conventional (inductive) qualitative content analysis of manifest content as described by Elo and Kyngas,1615

 The theoretical basis for the study was critical realism as it acknowledges the dualism of individual choice and societal pressures in health decisions14

 and Graneheim and Lundman.
  and has been shown to be useful in the study of complex health systems.

17-19

 Institutional Review Board approval was obtained from the University of Tennessee, Knoxville.  
Sample
Data were collected at one rural, Appalachian birth center in the Southeast from February 2011 through May 2011. Participants were recruited using flyers placed in waiting and exam rooms and in patient charts. Interviews were scheduled or took place after the woman’s prenatal visit. All adult women who had declined CenteringPregnancy invited to participant in the study. Since there were no Spanish-speaking CenteringPregnancy groups at the time the study was begun, women who spoke only Spanish were excluded from the study as they had not declined CenteringPregnancy care. Twenty-nine women completed an interview and demographic questionnaire.
The demographic questionnaire targeted common barriers to prenatal care access as described within the literature, such as the need for child care and transportation.20
 It included fill-in the blank questions about basic information and two questions with Likert scale responses. The questionnaire was designed to contextualize the women’s comments and provide more depth about their decision to decline CenteringPregnancy care. The questionnaire was examined for completeness by the research team and D.E. Jesse, who has extensive research experience with pregnant Appalachian women.
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  Data obtained from the demographic questionnaire are presented in Table 1.  
Other demographic information about study participants is summarized in Table 2.  As Table 2 suggests, based on the county’s 2010 census racial composition and the racial composition of the center’s 2010 patients, the study was able to recruit a reasonable cross-section of the center’s English-speaking patients. 
Data Collection

The primary researcher conducted all interviews. All but one of interviews were conducted at the center following the woman’s prenatal appointment. (One prescheduled interview took place at a local library.)  Women read or had read to them an informed consent document before they signed and also gave verbal consent for participation and recording.  The primary researcher asked 5 semi structured questions of each woman during the recorded interview.  Two introductory questions were used to build rapport and discuss facilitators of prenatal care access. Women were then asked about how they made the decision to decline CenteringPregnancy care.  A final question was used for clarification of findings and to allow women the opportunity for additional unstructured comments. Following the interview, women completed a demographic questionnaire. The questionnaire was placed after the interview to avoid the questions prompting the women’s interview comments.24
 Field notes were dictated following interviews and included body language and other important contextual information, as described by Patton.25

Interviews were transcribed verbatim; participants’ words were kept intact even if they were grammatically incorrect or used vernacular or local euphemisms. Following transcription, the interviewer added crucial body language to the transcript to keep the women’s comments in context.26
 For instance, in describing her reason for declining CenteringPregnancy care, one woman pointed to her 18-month-old child who was furiously trying to open a file cabinet.    

Data were collected until the primary researcher felt no new information was being obtained in the interviews, known as saturation of findings.24
 However, after an initial review of the 24 interviews, the information on the decision-making process seemed thin and 5 additional interviews were conducted with the inclusion of more in-depth questioning surrounding the decision-making process. These last 5 interviews greatly increased the depth of findings, and full data analysis was begun. 
Data Analysis
All transcripts and field notes were entered into ATLAS-ti, a computer program designed to organize data and codes during qualitative analysis; the use of qualitative coding software increases reliability and facilitates validation by co-researchers.14

The goal of convention qualitative content analysis is goal, “making replicable and valid inferences from data to their context with the purpose of providing knowledge, new insights, a representation of facts and a practical guide for action,”14
(p. 108) which was an excellent match with study objectives. Conventional, or inductive content analysis, develops categories from the data rather than from the literature, and is an ideal approach when limited previous research is available on the topic.27
 The steps in conventional content analysis are data immersion, selection of a unit of analysis, open coding, creation of categories, and abstraction of the data.14

In the immersion step of analysis, the primary researcher listened to the recordings repeatedly and read the transcripts and field notes several times to achieve a sense of the whole of the data, using the demographic questionnaire for additional context on the women’s lives. To include enough contextual information, the unit of analysis was all the information obtained from one participant, including the interview, field notes, and demographic questionnaire. Following identification of the unit of analysis, the primary researcher open coded all transcripts and field notes. The other researchers open coded a variety of transcripts, and the team compared codes across researchers to ensure rigor and trustworthiness.15
 

Initial analysis revealed several meaning units, or groups of content on a similar topic, within the transcripts.  Meaning units included information about facilitators of prenatal care, the choice of birth center care, and the reasons women declined CenteringPregnancy. Only the analysis of the CenteringPregnancy meaning unit will be presented in this manuscript.   
Following the initial coding of the manuscripts and identification of the central meaning unit, all codes were examined for overlap and value. Redundant codes were combined, and the core meaning of codes defined and refined, a process known as distillation.14
 At this point, each quote for a code was read again and a definition for the code written and housed in ATLAS-ti. Codes sharing commonalities were grouped into categories, which were repeatedly refined and reduced to their essential meaning, a process known as abstraction.14
 

After initial findings were complete, member checking was used to verify accuracy of findings.15
 Women who had consented to be re-contacted were e-mailed or phoned with the findings of the study. In addition, the midwives at the study center and a similar center nearby examined preliminary findings. One woman and four midwives contacted the primary researcher to confirm the findings as accurate and complete.  
RESULTS

In general, women gave only one reason they did not participate in CenteringPregnancy care.  Many women reported they made the decision quickly, soon after hearing about the group model of care. While the descriptions of the decision-making process itself were not very detailed, women used colloquialisms to describe the reasons for their choice. Three overarching categories were identified related to the women’s responses concerning their reason to decline CenteringPregnancy care: preferred individual care, had barriers to participation, and did not know about Centering care. A visual depiction of the data can be seen in Figure 1. 
One-to-one preference

A preference for one-to-one care was the most commonly expressed reason for declining CenteringPregnancy care. Many women used the expression, one-to-one when describing individual care.    When their preference for individual care was explored further, women gave reasons that fell into four subcategories: don’t like groups, don’t want to put everything out there with other women, no need for change, and partner involvement. 

“I am not a group person” – Women who don’t like group settings
A large number of women expressed they did not like groups and declined group care solely because they would have to be with other women. For most participants this was expressed as an overall dislike of groups or crowded settings. The women often expressed that in front of others, they did not speak up. One woman stated, “I don’t like a lot of people. It makes me feel uncomfortable. - Like being in school. And I just stay quiet and won’t ask any questions or anything.” One woman had used CenteringPregnancy with a previous pregnancy and felt, “there was just too many people for me.” Another woman stated, “I’m just not a - I’m not a group person because, like we had to do the group thing with WIC, and they’re all like, ‘What questions do you have?’  I’m like, I just want to go home.”

For some women the dislike of groups went beyond generally uneasiness and approached anxiety. Many of these women had adjusted their lives considerably to avoid group settings. One participant described her reaction to hearing about CenteringPregnancy, 
“The first thought in my head was, ‘Oh, God, I’m going to have to sit with all these other people!’  . . . It’s just - having anybody in my personal bubble makes me uncomfortable. I don’t even like being in crowds . . . So that’s why, I guess, it freaks me out.” 

The women who did not like groups, especially those who expressed anxiety, often mentioned how quickly they made their decision to decline group care. For many, if not all, of these women once they heard the care was provided in a group setting, they ruled out CenteringPregnancy as a possibility.  

“I don’t want to put everything out there with other women” – Fears of exposure in the group
Many women expressed a fear of emotional and physical exposure in the group setting.  Many of these women stated they generally enjoyed group settings but did not want to receive their medical care in a group for a variety of reasons, including privacy, fear of emotional break-down, and distrust of disclosing private information to strangers. These concerns about exposure blended together in their conversations and were often expressed in colorful euphemisms. These women did not feel the other group members would add value to their experience enough to overcome their resistance to personal disclosure. Participant concerns often focused their disdain for displaying or discussing their body with others.
“See, that (the belly check) would be very uncomfortable to me - if I had to do that in front of everybody else, because I don’t like the way that my body looks, and then when you’re pregnant you don’t like it even worse - or you don’t like it even more, you know. And then it’s like you have to - pull your shirt up and all that other mess. That would be very uncomfortable in front of other people, I think. But if you got to do that privately and the rest have it later, that would be fine, I guess. (pause) As long as you didn’t mind your business spread all over the place.   . . . Like I said, I’m a very private person. I don’t like anybody in my business. My bedroom door stays shut constantly. You know, that - it’s kind of like digging in your underwear drawer. You know, you’re literally in somebody else’s underwear.”  

Privacy was a prime concern for women who wanted one-to-one care. This extended from privacy concerning their medical progress to exposure of their concerns surrounding the pregnancy.  
“I’m not big on sharing a lot of stuff with people I don’t know. . .  I’m not one of them, “Oh, yay, I’m pregnant.  Let’s get all (trails off).”  No, if you’re not family or my doctor, I don’t  - I don’t want - I don’t care what you’ve got to say.  I’m just - I’m not an all sharey person. . .  I just like to keep it to the people that I trust.”  

Many women feared emotional disclosure or emotional breakdown within the group, “I mean what if you get emotional about something? You don’t want to be embarrassed in front of other people. That’s really, I think, the big thing.” 

The strong aversion to sharing information with other women may be related, in part, to the rural nature of the clinic. As one woman put it, “I don’t want to put everything out there with other women and (pause). I mean I see them anyways.” It would be rare in this small community to have a gathering of 8-12 women where no one knew each other. Many women expressed that they feared others would know their private information. 
Their distrust of discussing pregnancy with others may have a cultural link. Appalachian culture is very suspicious of people outside of the family unit and there is a strong cultural taboo against disclosing negative personal information to others.
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 However, the women within the study who voiced privacy concerns were often from outside of the region and were of diverse racial and ethnic groups. In addition, the privacy concerns expressed in this study are very similar to statements of women in a recent qualitative study of CenteringPregnancy care in a large urban area with predominately African American women,7
 suggesting that many women have concerns about their privacy during group prenatal care.

“I’m scared to try something new”  - No Need for Change from Existing Care
A small group of women did not have strong feelings against CenteringPregnancy care but felt no reason to change from their existing care format. The women in this group had very mild feelings on the matter. Some of these women were happy with their current care and reluctant to change, while others expressed they did not want an unknown format of care or they were, “scared to try something new.”  
“That way he can feel more comfortable” – Concerns About Partner Involvement in Group Care
Two women stated the main reason they did not participate in CenteringPregnancy was that they wanted their partner to be involved but did not think he would enjoy group care.  

“Just because it’s mostly all women.  I know there’s some men that go, but I don’t think he would care all that much about it, you know what I mean. So we are just going to do regular (prenatal care) and that way he can feel more comfortable.”

Many women briefly mentioned concerns about partner involvement in the groups.  Women did not understand how partners were integrated into the group and this uncertainty made them uneasy.  Participants wanted their partners at prenatal visits care, but were afraid of having discussions or physical care while men (other than their partners) were present.  
“I would have enjoyed it, but it didn’t work out” - Barriers to Centering Care

Seven women expressed they were not able to attend CenteringPregnancy due to barriers. Most, but not all, of these women stated that they would have used CenteringPregnancy care if it would have worked for their schedules. For many women the meeting time interfered with their or their partner’s work schedule. Partners were mentioned often as being needed for transportation and childcare. The women experiencing barriers did not discuss partner involvement in the group but had more logistical needs involved with having a single vehicle and/or toddler children. One woman explained that if public transportation were available she would have been able attend groups; instead, she had to rely her boyfriend for transportation, and he was not available at the group time.

The needs of existing children were often mentioned as a barrier to CenteringPregnancy care. Several women reported their young children would be disruptive during the two-hour long CenteringPregnancy visits. For at least one woman, the group time conflicted with the time she needed to pick up her child from elementary school.   
Women who mentioned barriers to care had more to say about their decision not to participate in CenteringPregnancy and expressed more knowledge about the content and format of CenteringPregnancy care when compared with women who declined for other reasons. Women experiencing barriers had often tried to make CenteringPregnancy care work with their schedule but had been unable to reconcile their multiple responsibilities with the assigned group time.  
It is interesting that the barriers to CenteringPregnancy care in this study closely mirror barriers in previous studies on access to prenatal care: transportation, childcare, and acceptable appointment times.20
 Participants had successfully negotiated their childcare, work, and transportation needs, often very creatively, to be able to get individual prenatal care but did not feel they would be able to juggle those demands to come to the CenteringPregnancy group.  The rural nature of the clinic and the low socioeconomic status of many of the women may have complicated this juggle as many only had one car, little money for gas or childcare, and a long distance to drive for prenatal care.   

“I was never offered that” - Did not know CenteringPregnancy was an option
The center used a chart coversheet to denote when women were offered CenteringPregnancy care, and if they accepted or declined CenteringPregnancy. A nurse-midwife screened charts to find appropriate participants for the study. Only women who were recorded as having declined CenteringPregnancy were given a flyer or approached for participation. Despite this screening process, five women stated that CenteringPregnancy had not been offered to them.  

On closer investigation, three of the women had begun care at the clinic past 20 weeks of gestation. There was not an official policy dictating when and if women could enter a CenteringPregnancy group after the initial visit, but introduction of new members can be difficult once groups are established since the learning content of visits does not repeat and the social integration of new women can be difficult.28
 One woman stated she had previously used CenteringPregnancy care and loved it, but she had entered care too late in this pregnancy to use CenteringPregnancy; it was not clear from her statement if she had decided it was too late on her own or if the midwives had been consulted. 
It is likely the midwives had recorded the women as ‘declined’ since there was not a box for ‘not applicable’ on the chart. Entering prenatal care in the second or later trimester is often a sign that women had trouble with access.20
  Women who struggle with access to care often have other risk factors for preterm birth and low birth weight and may benefit from CenteringPregnancy care.29
   
Two patients, who had received prenatal care the center since early in their pregnancy, did not remember being offered CenteringPregnancy but, on discussion, these women had extenuating circumstances, such as long drive times and limited English, that may have caused the midwives to rule out CenteringPregnancy as an option.  
DISCUSSION

A major limitation of this study was that only women from one rural Appalachian clinic were interviewed. However, the strong concordance of the results with findings from other qualitative studies of CenteringPregnancy care
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 and the literature on access to prenatal care20

 suggest that many women have concerns about receiving their prenatal care in a group setting or have difficulties accessing CenteringPregnancy care.  
The experiences of these women demonstrate the variety of reasons women do not participate in CenteringPregnancy and provide clinicians with needed information to guide practice. Clinicians should work to decrease barriers to CenteringPregnancy participation to allow more women to enjoy group prenatal care and reap the benefits of this model. The women mentioned a variety of barriers to care, including logistical concerns such as timing of the group and childcare to concerns about the model itself.  Several strategies can be used to reduce these barriers. Ideally, CenteringPregnancy groups could be offered at a variety of times to allow women to choose the best time for their schedule. However, in small clinics this is not feasible.  Clinicians should choose the group time carefully to avoid common conflicts such as school dismissal. Many of the women in the study needed their partners to be home from work to have transportation and childcare; evening groups may assist these women.  
Several women in this study did not choose CenteringPregnancy because they felt their small children would be disruptive during the group meetings.  This finding is confirmed in Kennedy’s qualitative study of CenteringPregnancy.


10

  On-site childcare may help women with small children use the group model and may increase overall satisfaction with CenteringPregnancy care.  

Many women declined CenteringPregnancy as they did not want care provided in a group setting, but had minimal knowledge of what CenteringPregnancy care involved or the positive attributes of CenteringPregnancy, despite receiving information from their care providers on multiple occasions. Adoption of new processes, models, and ideas is often difficult. While the people of Appalachia, in particular, are known for their reluctance to change health behaviors and adopt new ideas,30
 it is difficult to promote new ideas across population types.  
The theory of the diffusion of innovations states that the majority of people are reluctant to invest in a new technology or idea.31
 Instead, the spread of innovations depends on a few adventurous people, known as early adopters, who enjoy trying new things. Early adopters try  innovations and disseminate the information to others. Risk averse people are more likely to try innovations if they have been recommended by someone they trust.31
 Companies often enlist early adopters to assist in marketing their products by providing perks, premium services, or even free products in the hope that the early adopters will influence others.32

 32

 Early adopters can exert their influence in person and through blogging, social networking sites, and twitter, and their recommendations can greatly impact others decisions.
While being careful to remain ethical, health care providers can also use early adopters to expand acceptance and decrease anxiety about new forms of care.33
 For care to be effective, it must first be culturally acceptable, and early adopters can help allay the fears of more reticent people.34
 Healthcare providers can use early adopters to promote utilization of CenteringPregnancy care within the larger community by encouraging women who have been through CenteringPregnancy to explain and promote the model within the community or clinic. 
Local women could also develop better terminology to market CenteringPregnancy care. Many participants reacted strongly to the word ‘group,’ associating it with previous negative experiences such as school and mandatory nutritional counseling. One woman even commented, “It almost makes you feel like you’re in rehab.” Perhaps the term ‘group’ is culturally inappropriate for this population and can be adjusted to better meet the concerns of the local population. If CenteringPregnancy was described with terms associated with social networking, women’s groups, or other acceptable activities, it might be better utilized. 

Many women in this study and other qualitative studies of CenteringPregnancy care expressed concerns about privacy within the group visit.
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 Participants were so concerned with being physically or emotionally exposed within the group that they declined CenteringPregnancy care. Clinicians should address privacy concerns when first discussing the group model of care. It may be worthwhile to make small modifications in the format of CenteringPregnancy to make this version of prenatal care more acceptable. Since this and several other studies have found women did not like exposure of their belly in the group space,
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 it might be better to measure fundal height and fetal heart tones in a private room to increase women’s comfort with group visits, but this needs further exploration to ensure this small change not adversely affect the group process. 
Additional modifications in CenteringPregnancy might allow more women access to this proven model. Several women in this studied entered care late in pregnancy and were not offered participation in group care. A truncated version of CenteringPregnancy could be created for women who enter care late. While an abbreviated CenteringPregnancy group may be less effective in preterm birth prevention, as women will receive less exposure to CenteringPregnancy before term, it may still have value in increasing maternal knowledge about labor, birth, and breast-feeding.
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 It is worthwhile to explore methods of increasing access to group prenatal care so that more women can receive the benefits of this more effective model. In addition, greater numbers of women utilizing CenteringPregnancy care improves financial sustainability.9


Even as barriers are eliminated, not all women will find CenteringPregnancy care appealing. In published studies of CenteringPregancy care, large numbers of eligible women never opted for group care,
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 and in this study, many women were overtly averse to group care. Women who opt for group care may have different personalities than women who choose individual care, and this should be explored further with research as there may be self-selection bias in the trials of CenteringPregnancy. Consistent with ethical research, even the randomized controlled trials allowed women the option not to participate in the trial and receive individual prenatal care. It is possible that group prenatal care has better outcomes than traditional care but only for women who are open to group care.  
The women in this study had a wide range of reasons for preferring individual prenatal care. It is possible that some of their reservations might be overcome through the changes in marketing of the CenteringPregnancy model discussed previously. However, a subset of women will most likely never enjoy group care, and their desire for individual care should be respected. While evidence-based care is important, if group care is the only format of care available, some women might feel alienated or be unable to access prenatal care at all. Even as CenteringPregnancy continues to gain credibility as a more effective model of prenatal care, clinicians may need to provide a variety of prenatal care models to meet the needs of a diverse patient population.  
CONCLUSIONS

This study is the first qualitative study of women who declined CenteringPregnancy care and is limited by its narrow sample population in a rural Appalachian birth center. However, the concordance of these findings with other qualitative studies suggests that many women have concerns about the group prenatal care. Clinicians can use this information to adjust their marketing of group prenatal care and decrease barriers to this more effective model. Small modifications in the CenteringPregnancy model may assist more women in utilizing this effective model, but this needs further research. In addition, the results of this study suggest that clinicians should continue to provide individual prenatal care to meet the needs of women who would not feel comfortable in a group setting.  
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Table 2. Demographic Questionnaire Data for the 29 Study Participants

	Question
	n (%)

	How many times have you been pregnant?
	

	      Once
	7 (24.1)

	      Twice 
	8 (28.6)

	      Three times
	8 (28.6)

	      Four or more times
	6 (20.7)

	How many times have you given birth?
	

	      Never
	8 (28.6)

	      Once
	13 (44.8)

	      Twice 
	5 (17.2)

	      Three  or more times
	3 (10.3)

	How many children are in your home during the day?
	

	      None
	8 (28.6)

	      One
	10 (34.5)

	      Two
	6 (20.7)

	      Three or more
	5 (17.2)

	How many regularly sleep in your home?
	

	      None
	7 (24.1)

	      One
	11 (37.9)

	      Two
	5 (17.2)

	      Three or more
	6 (20.7)

	Do you work outside the home?
	

	      No
	17 (58.6)

	      Yes
	12 (41.3)

	How many hours a week?
	

	      1-20 
	4

	      21-40
	8

	What do you? 
	

	      Service-level jobs (waitress, cashier, salesperson, tutor, cosmetology)
	5

	      Business related (clerical, billing, owning a business)
	5

	      Manufacturing
	1

	What was the highest grade or year of college that you completed? (GED counts as 12 years)
	

	      Less than 12
	4 (13.8)

	      12- 15
	22 (75.8)

	      16 or more
	2 (6.7)

	      No answer
	1 (3.4)

	How involved is the father of the baby? (Likert-type scale)
	

	      Very involved
	25 (86.2)

	      Involved
	3 (10.3)

	      Not involved
	0

	      Never involved
	1 (3.4)

	Were you using any birth control when you got pregnant?
	

	      No
	21 (72.4)

	      Yes
	8 (27.6)

	Were you trying to have a baby when you got pregnant?
	

	      No
	17 (58.6)

	      Yes
	11 (38.9)

	      Maybe
	1 (3.4)

	Do you have reliable transportation?  (Likert-type scale)
	

	      Always
	23 (79.3)

	      Most of the time
	6 (20.6)

	      Not usually
	0

	      Never
	0

	How do you get to your prenatal appointments?  
	

	      Drive self
	21 (72.4)

	      Ride with father of baby / family members
	7 (24.1)

	      State-sponsored van
	1 (3.4)

	How far do you have to drive (in minutes) to get to you prenatal appointments? 
	

	      Range  10 - 480   Mean   82.5   Median 20
	

	Do you have responsibilities that are stressful to you?
	

	      No
	18 (62)

	      Yes
	11 (38.9)

	What are they? (Women often entered more than one item)
	

	      Children
	6

	      Household/housing
	4

	      Work/job
	5

	      Loud noise from chickens, dogs, and guns 
	1

	     Relationship
	1


	Table 2. Racial Composition of the County, Center, and Sample
	

	Race
	Participants
	Center
	County35


	White/ Non-Hispanic
	83%
	56.9%
	93.8%

	White/Hispanic
	14%
	38.6%
	1.4%

	Black/African American
	3%
	2.5%
	2.6%

	Other
	-
	1.5% 
	2.0%


Figure 1: Categories of Reasons Appalachian Women Decline CenteringPregnancy Care
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