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Pilot Studies

Introduction

Group well-child care (GWCC) is an emerging model for 
pediatric primary care in the first years of life1-3 and has 
been shown to positively influence the patient experience.4-7 
Specific benefits documented in GWCC include greater 
amount of time spent on and better patient recall of antici-
patory guidance4-6 and increased compliance with sched-
uled well-child visits.4,5 Studies demonstrate that relevant 
factors include delivery of educational content,8 parental 
social support and opportunities for shared learning,9 and 
addressing toxic stress.10-12

CenteringParenting is a GWCC model developed by the 
Centering Healthcare Institute. The CenteringParenting 
model aims to educate mothers on healthy child develop-
ment, effective parenting, and self-care while also providing 

a space for social support among patients. CenteringParenting 
visits not only incorporate well-child health assessments, 
immunizations, and developmental screenings but also 
allow mothers to monitor their own health goals and address 
psychosocial stressors. A health care provider and support 
staff facilitate 9 group care sessions from birth to 24 months 
among 6 to 8 caregiver-child dyads.
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Abstract
Introduction: Group-based models for well-child care have been shown to positively affect patient experience. One 
promising group well-child care model is CenteringParenting. However, clinician self-efficacy with delivery of the model is 
unknown and clinician satisfaction with the model has been understudied. Objectives: To investigate sense of self-efficacy, 
degree of satisfaction, and comfort with trauma-informed care (TIC) among diverse clinical providers implementing the 
CenteringParenting curriculum. We also examined the relationship between self-efficacy, satisfaction, and comfort with 
TIC, and delivery of the model. Methods: Electronic surveys were sent to CenteringParenting providers (N = 98) from 
49 clinics. Providers (N = 41) from 24 clinical sites completed the survey, corresponding to a 42% individual and 49% 
site response rate. Surveys explored provider: satisfaction with the curriculum, perceived self-efficacy, and perspective on 
competency with TIC. Results: Providers indicated that the CenteringParenting model achieves each of its four objectives 
(means ranged from 4.10 to 4.52 for each objective, with 5 being the highest possible response). Providers rated their 
level of satisfaction (scale of 1 [unsatisfied] to 5 [very satisfied]) with their ability to address patient concerns higher with 
CenteringParenting in the group care setting (mean = 4.10) than in the individual care setting (mean = 3.55). Respondents 
demonstrated a high mean average Self-Efficacy in Group Care score of 93.63 (out of 110). Unadjusted logistical regression 
analyses demonstrated that higher provider Self-Efficacy in Group Care score (odds ratio [OR] = 1.08) and higher comfort 
with TIC (OR = 22.16) is associated with curriculum content being discussed with a facilitative approach. Conclusions: 
Providers from diverse clinical sites report high satisfaction with and self-efficacy in implementing the CenteringParenting 
model.
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Currently little is known about providers’ sense of self-
efficacy with delivering the CenteringParenting model and 
degree of satisfaction with the curriculum has only been 
explored in qualitative studies.2,13 Moreover, the relation 
between provider sense of self-efficacy, satisfaction, and 
comfort with trauma-informed care (TIC), and delivery of 
the model is also unknown. This study explores provider 
self-efficacy with providing group care, satisfaction with the 
current CenteringParenting curriculum, and comfort with 
TIC. It investigates the relation between both self-efficacy 
and comfort with TIC and delivery of the CenteringParenting 
model, defined as use of a facilitative leadership style.14 We 
hypothesized that higher provider self-efficacy in group 
care, satisfaction with the model, and degree of comfort with 
TIC would improve the delivery of the CenteringParenting 
curriculum.

Methods

Recruitment and Inclusion Criteria

Approval for this study was obtained from the Institutional 
Review Board of the Boston University Medical Campus. 
The Centering Healthcare Institute identified and provided 
contact information for 98 current CenteringParenting staff 
contacts at 49 clinical CenteringParenting sites. The 
research team sent a recruitment email, including the link to 
the electronic survey and statement of consent, to this list of 
current Centering staff contacts. Up to 4 follow-up reminder 
emails were sent to those who had not yet completed the 
survey. Only participants who endorsed “Yes” that they 
used the version of the CenteringParenting Facilitator Guide 
updated in 2016 (N = 45) were included. We excluded 
those who indicated that they do not facilitate Centering 
groups (N = 5).

Data Collection and Survey Design

Data were collected anonymously from August 2017 to 
January 2018 using the electronic survey application 
QuestionPro. The survey design was informed by careful 
review of the CenteringParenting Facilitator’s Guide and 
focused interviews with executive team members at the 
Centering Healthcare Institute and providers who were 
trained in CenteringParenting. The survey was piloted on 
several providers familiar with facilitating CenteringParenting 
and their feedback was incorporated. The Self-Efficacy in 
Group Care score was adapted from the SE-12 scale, a 
reliable and partially valid instrument used for self-evalu-
ation of clinical communication skills in the individual 
care setting.15 Questions assessing delivery of the model 
come directly from the CenteringParenting Facilitator 
Process Evaluation tool, which assesses the model’s process 
fidelity.16

Assessment of Outcome. The Centering Healthcare Institute 
has outlined several essential elements of Centering Health 
Care that are included in the Facilitator Process Evaluation 
tool. A key element of provider training for CenteringPar-
enting is focused on learning facilitation skills.14 Next, use 
of a facilitative leadership style is one of the essential ele-
ments of Centering Health Care outlined by the Centering 
Healthcare Institute.14 Finally, facilitating discussions that 
focus on content that is important to the group is noted as a 
central goal.14 Therefore, our definition of CenteringParent-
ing delivery focused on factors related to facilitative leader-
ship. The 2 specific outcome measures used to assess 
delivery of the CenteringParenting model by provider 
report included (1) content was discussed with a facilitative 
approach and (2) sessions felt more like a peer group than a 
classroom. Outcomes were dichotomized as Yes versus No/
Mixed.

Assessment of Variables. Self-Efficacy in Group Care score 
was calculated as a sum of the answers to eleven items. If 
≥1 of the items was unanswered, a score was not calcu-
lated. The scores ranged from 64 to 110.

Provider experience was self-reported in years by choos-
ing from the following options: <1, 1, 2, 3, or 4 or more. 
Providers reported their role as billing provider, staff facili-
tator, support staff, or other.

All variables measuring satisfaction were measured on a 
scale of 1 to 5 with 1 being “not at all” and 5 being “very.” 
Level of belief that the group care setting encourages moth-
ers to share personal information about themselves that they 
would not have otherwise shared in an individual setting 
and level of comfort using group facilitation skill were 
dichotomized as 5 versus 1 to 4. The remaining variables, 
which included provider (1) satisfaction with the 
CenteringParenting model’s ability to address the concerns 
of patients, (2) ability to elicit patient concerns of unmet 
basic social needs, (3) satisfaction with ability to address 
patient concerns in the individual care setting, and (4) belief 
that clinical training and experience prepared them to 
address psychosocial needs of patients, were dichotomized 
as 4-5 versus 1-3. We dichotomized the above variables into 
a binary based on quartiles, using lower 3 quartiles versus 
highest quartile as the binary.

Providers were also asked if the model allowed them to 
better connect patients with one or more of several preiden-
tified social resources. In a follow-up open-ended question, 
respondents could provide specific examples.

The Substance Abuse and Mental Health Administration 
defines TIC as a program, organization or system that real-
izes the prevalence of trauma and recovery models, recog-
nizes its signs and symptoms, and responds by integrating 
this knowledge into policies, procedures, and practices.17 
Using this definition, providers were asked to rate their 
level of comfort delivering TIC. Providers were also asked 
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to rate how comfortable they feel supporting and advising 
families who experience trauma. Both were dichotomized 
as 4-5 versus 1-3. We again dichotomized both variables 
into a binary based on quartiles, using the lower 3 quartiles 
versus highest quartile as the binary.

Data Analysis

All statistical analyses were performed in SAS 9.4 for 
Windows (SAS Institute Inc, Cary, NC). Descriptive statis-
tics and bivariate analyses were performed. Unadjusted 
logistic regression models were used to examine the asso-
ciation between the aforementioned variables and respon-
dents’ delivery of the model, defined as use of a facilitative 
leadership style. We did not control for socio-demographics 
and clinic characteristics (provider/facilitator role, size of 
practice, and percent Medicaid patients), because chi-
square tests did not show significant associations between 
these characteristics and delivery of the model or satisfac-
tion with the current model (results not presented).

Results

Participant Demographics

Forty-one providers across 24 clinical sites completed the 
online survey, corresponding to a 42% individual and 49% 
site response rate. As presented in Table 1, 44% of respon-
dents identified as the Billing Provider and 41% identified 
as Staff Facilitators. Of all respondents, 44% have facili-
tated CenteringParenting groups for 4 or more years and 
90% attended the Basic Facilitation Training offered by the 
Centering Healthcare Institute. Thirty-seven percent were 
physicians. Of those providers who designated their spe-
cialty, 47% were family medicine, 47% pediatrics, and 5% 
other. Ninety-seven percent of providers stated that they 
accept all patients who use Medicaid.

Provider Satisfaction With CenteringParenting

On a scale of 1 (not at all strongly) to 5 (very strongly), 
providers responded with ratings between 4.10 and 4.52 
when asked how strongly they believe the CenteringParenting 
model achieved each of its four stated objectives (see 
Table 2). Providers felt that the CenteringParenting model 
most successfully achieved its objective of empowering 
families with the skills and knowledge to be active partici-
pants in their children’s healthy development, with an aver-
age response of 4.52 (SD = 0.63). When asked how well 
the CenteringParenting curriculum addresses the psychoso-
cial needs of their patients, providers reported an average of 
3.87 (SD =0.73).

Providers rated their satisfaction with their ability to 
address the concerns of their patients in the group care setting 
(using CenteringParenting) an average of 4.10 (SD = 0.72) 

Table 1. Background Characteristics of Respondents.

Response

Characteristic N Percentage

Training (N = 38)
 MD/DO 14 36.84
 NP/PA  
 Specialty 4 10.53
  Pediatrics 9 47.37
  Family medicine 9 47.37
  Other 1 5.26
 Other 10 26.32
 LCSW/LMHC 2 5.26
 RN 4 10.53
 MA 4 10.53
Role in the model (N = 39)
 Provider facilitator (billing provider) 17 43.59
 Staff facilitator 16 41.03
 Other 5 12.82
 Support staff (not a group facilitator) 1 2.56
Number of physicians in this practice (N = 38)
 <5 8 21.05
 5-10 11 28.95
 11-20 8 21.05
 21-30 4 10.53
 >30 7 18.42
Site characteristic  
 Multispecialty 23 58.97
 Single specialty 16 41.03
Electronic medical records
 Yes, all electronic 37 94.87
 Yes, partially electronic 2 5.13
Current position regarding Medicaid patients
 See all of these patients 38 97.44
 N/A 1 2.56
Percentage of patients use Medicaid (N=38)
 25% to 50% 3 7.89
 50% to 75% 14 36.84
 >75% 21 55.26
Years facilitating group (N = 39)
 <1 10 25.64
 1 4 10.26
 2 6 15.38
 3 2 5.13
 ≥4 17 43.59
Attend basic facilitation workshop (N = 39)
 Yes 35 89.74
 No 4 10.26
Type of practicea (N = 38)
 Community clinic or health center 16 42.11
 Federally Qualified Health Center 
(FQHC)

18 47.37

 Hospital-based practice 8 21.05
 University or academic medical  

center–based practice
10 26.32

 Other 4 10.53

Abbreviations: MD, medical doctor; DO, doctor of osteopathy; NP, nurse 
practitioner; PA, physician assistant; LCSW, licensed clinical social worker; LMHC, 
licensed mental health counselor; RN, registered nurse; MA, medical assistant; 
N/A, not applicable.
aRespondents were able to choose more than one option for Type of Practice; 
percentages total to >100%.
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versus 3.55 (SD = 0.91) in the individual setting. They 
responded with an average of 4.35 (SD = 0.77) with regard to 
how well the group care setting encouraged caregivers to 
share personal information.

Providers also rated the need for the CenteringParenting 
curriculum to include the following 5 trauma-related 
content areas: exposure to violence in childhood; a defi-
nition of “toxic stress”; the effect of toxic stress on child 
development; the roles of fatherhood in child develop-
ment; “serve and return” interactions between mother 
and child. The average response for each of the above 
content areas varied from 4.33 (SD = 0.96) to 4.52 (SD 
= 0.74). When then asked how well the CenteringParenting 
model addresses the trauma-related content areas that are 
already present in the curriculum (including: patient con-
cerns regarding intimate partner violence; the common 
outcomes of exposure to violence in childhood; maternal 

stress reduction; and maternal child attachment), the 
average response for each varied from 3.38 (SD = 1.01) 
to 4.28 (SD = 0.80).

When asked to what extent the CenteringParenting cur-
riculum and/or group care setting improved their ability to 
elicit patient concerns of unmet basic social needs, the 
average response was 3.58 (SD = 1.00). Between 40% and 
60% of respondents felt that the CenteringParenting model 
allowed them to better connect their patients with afford-
able housing, childcare, employment opportunities, and 
access to fresh produce. One provider explained, “By giv-
ing moms a trusting environment, probing questions, and 
more time in which to make their needs known.” Another 
provider stated, “This seems to happen almost naturally in 
conversation about parenting challenges. I find that patients 
talk more openly with peers than they do with me in a one 
on one visit.” Several providers highlighted increased time 

Table 2. Provider Perspective on CenteringParenting Model and Curriculum (1 Being “Not at All” and 5 Being “Very”).a

N Mean SD

Satisfied with one’s ability to address the concerns of your patients when in the individual 
care setting

29 3.55 0.91

Satisfied with the CenteringParenting model’s ability to address the concerns of your 
patients in the group care setting

29 4.10 0.72

Believe that the group care setting encourages mothers to share personal information 
about themselves that they would not have otherwise shared in an individual setting

34 4.35 0.77

How well your overall clinical training and experience prepared you to address the 
psychosocial needs of your patients

34 3.88 0.88

Feel comfortable supporting and advising families who experience trauma? 34 3.47 1.05
Feel comfortable delivering trauma-informed care? 34 3.18 1.06
How strongly do you believe the CenteringParenting model achieved each of the following objectives:
 To establish a standard of care for infants and children 31 4.10 1.11
 To help clinicians shift their thinking to a prevention based, family focused, and 
developmentally oriented direction

31 4.29 0.86

 To foster partnerships between families, clinicians, and communities 31 4.42 0.67
 To empower families with the skills and knowledge to be active participants in their 

children’s healthy development
31 4.52 0.63

How well does the CenteringParenting curriculum address the psychosocial needs of your 
patients

30 3.87 0.73

How well does the CenteringParenting curriculum address the following specific subjects:
 Patient concerns regarding intimate partner violence 29 3.45 0.91
 The common outcomes of exposure to violence in childhood 29 3.38 1.01
 Maternal stress reduction 29 4.24 0.91
 Maternal-child attachment 29 4.28 0.80
How important do you feel it is for the CenteringParenting curriculum to include each of the following content areas:
 Exposure to violence in childhood (ie, interpersonal, familial, or community violence) 30 4.37 0.81
 A definition of “toxic stress” 30 4.33 0.96
 The effect of toxic stress on child development 30 4.43 0.82
 Roles of fatherhood in childhood development 29 4.52 0.74
 “Serve and return” interactions between mother and child 29 4.41 0.78

 N Yes %

Describe the CenteringParenting curriculum as a “trauma informed” curriculum 29 13 44.83

aOn a Likert-type scale, 1 = not at all, 5 = very; 2, 3, and 4 were unlabeled.
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for discussion with the provider and peers as a strength, 
while some noted that lack of privacy in the group care 
setting may inhibit disclosure of social needs. Measures of 
clinician satisfaction and delivery of CenteringParenting 
had no significant associations in unadjusted logistic 
regression models (results not presented).

Provider Self-Efficacy

The average provider Self-Efficacy in Group Care score 
was a 93.63 out of 110 (SD = 11.52).

Unadjusted logistical regression analyses demonstrated 
that the provider Self-Efficacy in Group Care score was sig-
nificantly associated with curriculum content being dis-
cussed with a facilitative approach (odds ratio [OR] = 1.08; 
95%CI 1.00-1.17), but was not significantly associated with 
sessions having felt more like “peer groups” than “class-
rooms” (OR = 1.06; 95% CI 0.98-1.14).

Level of Comfort With Trauma-Informed Care

When asked how comfortable they feel supporting and 
advising families who experience trauma (on a scale of 1 
(not at all) to 5 (very)) providers answered with an average 
of 3.47 (SD = 1.05), and when asked how comfortable they 
were delivering TIC, with an average of 3.18 (SD = 1.06). 
Forty-five percent of respondents would describe the 
CenteringParenting 2016 curriculum as “trauma informed.”

Unadjusted logistical regression analyses demonstrated 
that providers who feel comfortable supporting and advis-
ing families who experience trauma are more likely to 
report that core content was discussed with a facilitative 
approach (OR = 22.16; 95% CI 2.25-218.30) as compared 
to their less comfortable peers, and also that sessions felt 
more like “peer groups” than “classrooms” (OR = 11.88; 
95% CI 1.19-118.50).

Discussion

CenteringParenting facilitators and support staff reported 
high self-efficacy with their ability to deliver effective 
group care. Self-efficacy with group care was associated 
with stronger delivery of the model.

Bandura’s social cognitive theory defines self-efficacy as 
the belief that a person can perform a behavior or complete 
a task. Self-efficacy is malleable, and theoretically higher 
levels are associated with improved performance and skill 
level in a myriad of fields,18 including smoking cessation 
and obesity counseling,19 screening for risky behaviors dur-
ing adolescent well-visits,20 and physician adherence to clin-
ical guidelines21 and interventions to improve provider 
self-efficacy have been studied.22-24 Therefore, self-efficacy 
in group care may be a target for interventions aimed at 
improving CenteringParenting model delivery.

Consistent with prior qualitative studies of clinician sat-
isfaction,2,13 we found that providers express high satisfac-
tion with the model. Specifically, providers feel that the 
CenteringParenting model successfully achieves its stated 
objectives and that its core content is delivered with a facili-
tative rather than didactic approach. Providers believe that 
the unique group care setting promotes important conversa-
tions between patients, providers, and peers that may not 
otherwise take place in the individual care setting. Providers 
also believe the model modestly improves their ability to 
elicit patient concerns of unmet basic social needs.

With regard to areas for improvement, responses demon-
strated robust interest in the inclusion of additional content 
addressing psychosocial factors and adversities in future 
versions of the curriculum. Such findings underscore the 
call amongst providers for greater incorporation of TIC into 
primary care.

Our exploratory logistic regression models suggest 
future longitudinal research studies investigate factors that 
boost provider self-efficacy with group care and further 
explore the impact of self-efficacy on provider delivery of 
group care and patient engagement, as well as an associa-
tion between increasing provider comfort with TIC and 
group care outcomes.

This study has limitations worth noting. This is a rela-
tively small sample of providers. The assessment of the out-
comes regarding CenteringParenting model delivery and 
benefits are based on provider self-report. We lack other 
measures of model fidelity and patient experience and out-
comes, and we do not analyze the data with fidelity. 
Additionally, the Self-Efficacy in Group Care score, 
although adapted from a reliable and partially validated 
instrument, has not been tested for reliability or validity.

In summary, providers appear highly satisfied with the 
CenteringParenting curriculum. Providers feel self-effica-
cious in implementing group care across diverse clinical 
sites and patient demographics, and higher self-efficacy and 
comfort in TIC may improve delivery of the model. 
Providers working within this model may also benefit from 
training in and curriculum material on TIC practices.
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