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EXECUTIVE SUMMARY

At the start of the Group Care 1000 project, we conducted context analyses to gain in-depth
understanding of the implementation context of the participating sites. This way, anticipated
challenges occurring in all participating implementation sites were identified and structured in
the Anticipated Challenges Framework. Two of these anticipated challenges were highlighted:
how to operationalize the health assessment within Group Care, and how to schedule Group
Care within the regular care. Therefore, the adaptation process of these two challenges was
analysed and mapped using the Framework for Adaptations and Modifications to Evidence-
based Interventions-Expanded (FRAME). Recurrent adaptation strategies were found, with
mainly adaptations in the context or implementation strategies, and only minor changes to the
model itself. Both planned and unplanned adaptations occurred, both rather early in the
implementation process. It were mainly joint decisions to adapt, with typically the facilitators
and the management at the site involved. The adaptations aimed to optimize Group Care for
participants and facilitators, and were influenced more by the healthcare organization than the
socioeconomic situation of a site. Creative solutions were found for space and scheduling
constraints, demonstrating flexibility in various cultural and policy contexts. Good practices are
described, such as adapting the booking system to optimize enrolment and evaluation. To ensure
sustainable implementation, the participating implementation sites focused on aligning the
Group Care implementation with the local and national policies.

The analysis of the adaptation process underscores the value of collaboration and learning from
different healthcare systems to overcome challenges and achieve a sustainable implementation
of Group Care.
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1 INTRODUCTION
1.1 Purpose and Scope

The purpose of this Deliverable 3.3 is to gain a structured and in-depth understanding of the
adaptations when implementing Centering-Based Group Care, referred to in this text as ‘Group
Care’. In this process, we look beyond mere adaptations to the model. It also addresses what
contextual adaptations or adaptations in implementation strategies were performed to
implement Group Care in the participating implementation sites. This involves mapping the
entire adaptation process applying the Framework for Adaptations and Modifications to
Evidence-based Interventions-Expanded (FRAME).

1.2 References to other GC_1000 Documents

e GC_1000 Description of Work (Proposal)
e GC _1000 D3.1 Research Protocol WP3
e GC_1000 D2.2 Report of outcomes WP2

e GC_1000 D3.2 Overview of recommended adaptations to implement Centering-Based Group
Care for each country

1.3 Definitions, Abbreviations and Acronyms

Table 1
List of Abbreviations and Acronyms
Abbreviation/ DEEINITION
Acronym
ANC Antenatal Care
FRAME Framework for Adaptations and Modifications to Evidence-based Interventions-
Expanded
GC 1000 Group Care 1000 research project
RQI Rapid Qualitative Inquiry
WP Work Package
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2 BACKGROUND

Within the Group Care 1000 project (GC_1000), an in-depth context analysis was conducted
at the start of the project between 2020 and 2021, using the methodology of a Rapid Qualitative
Inquiry (RQI) in all participating sites. The results of these RQIs can be found in Deliverable
2.2 and Deliverable 3.2. The methodological descriptions of the RQIs are explained in
Deliverable 3.1.

The RQIs revealed, among other things, that challenges are expected when implementing
Group Care. Some of these challenges were rather site-specific, but others recurred in every
participating site. Based on these challenges occurring in every participating site, the
‘Anticipated Challenges Framework’ was developed (see Deliverable 3.2). A scientific article
‘Identifying anticipated challenges when implementing Centering-Based Group Care in the
first thousand days: extensive context analyses across seven countries to develop an
Anticipated Challenges Framework’ was submitted and is currently under review.

Among these anticipated challenges, we identified that certain challenges were often possible
to address rather straightforwardly within the organisation. These were called ‘surface
anticipated challenges’. For example, adapting the content of the sessions and training
facilitators. However, other anticipated challenges seemed more deeply rooted in one's culture
or healthcare system, and therefore more complex to address. These were categorized as ‘deep
structure anticipated challenges’. For this Deliverable 3.3, we conducted a comprehensive
analysis about two of these deep structure anticipated challenges: ‘Health assessment’, and
‘Scheduling Group Care into regular care’. We aimed to get insights in what actions have been
taken in the sites to address these challenges since they were present in each site and country
and allow a cross-country analysis. In addition, there is not much literature available on these
specific aspects. The first anticipated challenge category, ‘Health assessment’, is one of the
core components of the Group Care model. Therefore, it was considered important to assess if
adaptations were made to the component itself, or if changes in the context occurred in order
to establish this the implementation of this Group Care model aspect. The second anticipated
challenge category, ‘Scheduling Group Care into regular care’ was already touched in other
Group Care implementation research, but clear insights on how these adaptations to the model
or to the context could be applied in other contexts remains unknown [1]. More in-depth
information about these anticipated can be found in D3.2.

To gain a structured and in-depth understanding of the adaptations to the model or context, we
tracked them through the FRAME [2].
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3 METHODS

3.1 Theoretical Framework
To gain in depth insights in how the sites tackled the challenges they anticipated regarding
health assessment and scheduling Group Care into regular care, we applied the FRAME as a
starting point. In the FRAME, multiple aspects of adaptations to the intervention or the context
are reviewed.

For this research, we customised the FRAME to fit with our GC_1000 research through a
multifaceted and thoughtful process. All aspects of the FRAME are maintained, but wording
and structure has been aligned with our GC_100 project to result in a survey that was feasible
to fill out for all respondents. Thinking aloud sessions were organised by the WP3 researcher,
including multiple perspectives in one-on-one virtual contacts and one in-person meeting.
Within thinking aloud sessions, stakeholders are performing a task and are talking aloud while
they do this. In our case, stakeholders were filling out the FRAME survey, and talked out loud
about how they interpreted the questions, where they struggled, their thoughts on language etc.
By using this methodology, researchers get insights in the experiences and perspectives of the
stakeholders and can tailor the questions to their needs [3]. These online sessions were
organised with multiple Group Care Global consultants, who are experts regarding Group Care
implementation and are part of the target population to fill out the survey, and with an
experienced implementation science researcher. The live meeting took place with the GC_1000
consortium. All the thinking aloud sessions had a different focus, e.g. content of the Group
Care model, feasibility to fill out the survey, research methods, etc. Based on the input of all
these thinking aloud sessions, the customized FRAME was finalised, as visualised in figure 1.

WHAT was adapted?
Description of the most impactful adaptation regarding health assessment & scheduling Group Care into regular care

Was the adaptation PLANNED? What were the REASONS to adapt?

For WHOM/WHAT was he adaptation

+ Planned (proactive)

+ Unplanned (reactive)

WHEN did the adaptation occur?
+ Before the first Group Care session

+ Within the first year after the start of the first
Group Care session

+ After the first year of the first Group Care
session

What was the most important GOAL of the
adaptation?

Do you consider
the most
important goal
achieved?

* Increase engagement
* Increase retention

* Improve feasibility

« Improve fit with recipients * Yes
* Reduce costs * Partially
* Increase satisfaction * No

* Improve effectiveness/ outcomes

made?
+ Individual — pregnant woman

¢ Individual —(co-)facailitator

* Target population

+ Site/organisation

* Community

* Group Care 1000 research team
* Country research team

¢ Health care system

* Other (specify)

WHO participated in the decision to adapt?
* Group Care 1000 research team

* Country research team

* Management at the site

« Staffat thesite

* Pregnant women/their families

¢ Group Care steering committee

* Group Care Global consultant

* Other (specify)

SOCIO-POLITICAL

+ Existing laws

+ Existing mandates

+ Existing policies

+ Existing regulations

+ Political climate

+ Funding policies

+ Historical context

+ Societal or cultural norms

+ Funding or resources availability

ORGANISATION/SITE

* Available resources

* Competing demands or mandates
¢ Time constraints

= Service structure

* Location/accessibility

* Regulation/compliance

« Billing constraints

= Social context

¢ Mission

* Cultural or religious norms

What was the impact on model fidelity?

(CO-)FACILITATOR

+ Race/ethnicity

* Sexual/gender identiy

+ First/spoken language

* Previous training and skills
* Preferences

« (Clinical judgement

+ Cultural norms

PARTICIPANT

* Race/ethnicity

« Sexual/gender identity

* Access to resources

+ Cognitive capacity

* Physical capacity

« Literacy and educational level
* First/spoken language

* Legal status

¢ Cultural or religious norms

* Comorbidity/multimorbidity
* |Immigration status

« Crisis of emergent circumstances
* Motivation and readiness

(1) Health assessment in group space — (2) Self-care activities — (3) On-going evalutation — (4) Interactive — (5) Open circle — (6) Session plan, emphasis may vary — (7) 8-12 participants —
(8) Stable group composition — (9) Time for socializing

Figure 1 The Frame customized for GC_1000 research

In the FRAME, it is questioned if an adaptation is consistent or inconsistent with the model
fidelity. As part of this GC_1000 research, we opted to look at this aspect more in-depth than
a mere yes-no question. We surveyed all core components with their definers, and respondents
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could indicate whether the described adaptation had a 'somewhat negative influence’, 'strong
negative influence', ‘somewnhat positive influence' or a 'strong positive influence'. There was
also the option 'l don't know/not applicable'. Figure 2 gives an overview of the Group Care core
components and its definers. In the results section, the figure displays on which definers an
influence was described in the survey. Whether it is a (somewhat) positive or negative influence
is described in the subsequent text in the result section.

Women
engage in
self-care

activitities

Health Thereis
assessment on-going

happensin evaluation
groupspace Health Care

Centering-
Based
Group

Care

Groups are
facilitated to
be interactive

Interactive ' Groupsare

learning conductedin a

' Each session
Groupsizeis EEQIGIED NG

2 empbhasis
optimal for
3 s may vary
interaction

Community

There s time for building

socializing

Group
membersare
consistent

Figure 2 The Group Care model core components and its definers.

3.2 Data collection methods

A survey containing the customized FRAME (Figure 1) was presented to three respondents per
participating site in the GC_1000 study: one facilitator at the site, one Group Care Global
Consultant, and one country lead (or representative) from the GC_1000 consortium. This way,
we gathered different perspectives of the adaptations to get a comprehensive insight in how
they tackled the anticipated challenges and how this process proceeded. The survey was split
in two parts. In the first part, each respondent was requested to describe the most impactful
adaptation regarding health assessment, and then to proceed through all the different aspects of
THE FRAME based on this described adaptation. In the next part, the respondents were
requested to do the same, focusing on the most impactful adaptation regarding scheduling
Group Care into regular care. In accordance with the FRAME, closed multiple choice answer
options were presented. Respondents were able to clarify their responses in open questions
following each closed question. Qualtrics, a programme for online surveys, was used.

3.3 Data analysis

The survey data is transferred to SPSS and then a qualitative descriptive analysis was
conducted to characterize the main features of the survey data. All aspects of the FRAME are
analysed per country, and subsequently a cross-country analysis was completed to gain in-
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depth understanding of the adaptation processes when implementing Group Care. A data
validation procedure was set in place. All data were grouped by the WP3 researchers,
anonymised and presented to the country research teams during the GC_1000 consortium
meetings. Clarifications and context were added to ensure a correct and qualitative
interpretation. Text provided by the in-country experts were analysed thematically and added
to the description of the results when relevant. This way, the generated data was interpreted
both by the WP3 researchers and by the country research teams, which shed light from various
perspectives on our findings.
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4 RESULTS

For each country, there are one or two adaptations described regarding health assessment and
scheduling Group Care into regular care. The results are first structured by country and then a
cross-country analysis is presented. More in-depth information on the countries’ context can
be found in other deliverables of the Group Care 1000 project (D2.2 and D5.3) and in the
country-specific blueprints. Table 1 lists the respondents of the survey.

Table 1 Overview of respondents

Country N of N of N of N of Total N of
participating | respondents | respondents | respondents | respondents
sites —country | - facilitator | — Group

lead Care
Global
consultant

Belgium 3 3 3 3 9

Ghana 6 6 6 6 18

Kosovo 2 2 2 1 5

South 1 1 1 1 3

Africa

Suriname 5 5 5 1 11

The 5 1 2 1 4

Netherlands

UK 2 2 1 2 5

Total 24 20 20 15 55

Of the estimated 72 surveys (i.e. three surveys in each of the 24 participating sites), 55 were
effectively completed (76% response rate). The majority of the GCG consultants filled out the
survey in one-to-one online meetings with the WP3 researcher. There, they stated that it was
not always possible for them to fill out the survey for each of the sites independently, as a clear
distinction between the different sites was not always possible for them. Therefore, it was opted
in those cases that the GCG consultant filled out the survey one per country instead of one per
site. The missing data for facilitators are linked to staff shortages. In one country, a country
lead or representative filled out only one survey out of the five participating sites. Reminders
were sent and possible solutions, such as completing the surveys together in an online meeting
were offered. One site switched from the original Group Care model to fully online sessions,
hereby omitting the medical component entirely. As a result, we can no longer consider this to
be the Group Care model and this site was therefore excluded from this survey.

4.1 Anticipated challenge category 1: Health assessment

The first category for which we analysed the adaptations made in practice is the health
assessment. Following the Group Care model, the health assessment is included in the Group
Care sessions. The health assessment consists of two parts in the Group Care model. There is
the part of the self-assessment in the group space in which participants assess their own health
data such as blood pressure, or their baby's health data such as the weight of their baby.
Conducting assessments within the group setting normalizes the pregnancy experience and
strengthens bonds among participants [4]. The participants record their own data. This is
described as ‘self-care activities’ by the original CenteringPregnancy® model and referred to
as ‘self-assessment’ throughout this document. Next to the self-assessment, a short one-to-one
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medical check-up happens in a private part of the group space and takes about 3-5 minutes.
Each participant spends one-on-one time with the practitioner to discuss specific concerns,
assess her progress, measure the fundal height, and listen to the foetal heartbeats. This one-to-
one medical check-up serves as the routine clinical antenatal or postnatal assessment needed
by the participant and/or their baby, not as additional care to the routine one-to-one care. At
this time, a follow-up appointment is arranged for any issues requiring more privacy or in-
depth assessment [5]. According to the data from the Rapid Qualitative Inquiries, described in
Deliverable 3.2, challenges were expected to implement this health assessment aspect of the
Group Care model in all the participating sites in the seven countries.

4.1.1 Belgium

In Belgium, there are two adaptations described regarding the health assessment in Group Care.
Spending more time at the individual one-to-one medical check-up is one strategy used to
incorporate one-to-one medical check-up. A second strategy put in place was tolerating
additional one-to-one visits to an obstetrician on top of the Group Care sessions.

Adaptation 1: More time needed for one-to-one medical check-up

In Belgium, one of the most impactful adaptations regarding heath assessment described
comprises the one-to-one medical check-up lasting longer than 3-5 minutes per patient. This
leads to more than 30 minutes to include the health assessment, and thus causing less time for
interaction. If the one-to-one medical check-up only lasts for 3-5 minutes, the midwife has the
feeling of not knowing the participant enough. An extra inhibiting factor to limit the time for
one-to-one medical check-up to 5 minutes involves the target population. All participating sites
in Belgium focus primarily on patients in vulnerable situations, which causes often multiple
issues to consider together with the participants during the one-to-one medical check-up, such
as administrative support, making appointments to the lab etc. The midwife felt that many
practical issues should be arranged by her, thus increasing the work pressure on the midwife.

WHAT was adapted?
More time needed for one-to-one medical check-up

Was the adaptation PLANNED? For WHOM/WHAT was the adaptation What were the REASONS to adapt?

* Unplanned (reactive made? :
P ¢ J « Individual - pregnant person SOCIO-POLITICAL oref (CO-)FACILITATOR
*+ Preferences

* Individual — (co-)facailitator > (@ e
WHEN did the adaptation occur? * Target population

+ Before the first Group Care session

PARTICIPANT
* Accessto resources

What was the most important GOAL of the s N
+ Cognitive capacity

adaptation?

. o Do you consider WHO participated in the decision to adapt? ORGANISATION/SITE * Literacy and educational level
Improve feasibility the most . Staff at the site * Comorbidity/multimorbidity
+ Improve effectiveness/ important goal * Immigration status
outcomes achieved?

* Yes
* No

What was the impact on model fidelity?

(1) Health assessment in group space — (2) Self-care activities — (3) On-going evalutation — (4) Interactive

Figure 3 Results from Belgium regarding health assessment — Adaptation 1
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The longer one-to-one medical check-up occurred within the first year after the start of the
first Group Care, and was unplanned. At the start of the project, the sites really had the idea
to follow the model as described. One respondent describes it as follows: “Even at the first
session, we felt we would not make it with 5 minutes. In the beginning we tried to keep the time
tight, but it made us feel rushed and we always felt like we were 'missing' something.” They’ve
let it go and have one-to-one medical check-ups that last longer than 5 minutes. For this
decision, only the staff at the site was involved. One respondent states that the main goal to
improve feasibility is achieved. The respondent describes that the midwives feel to have a better
and more complete picture of the pregnant person because of the extension in time of the one-
to-one medical check-up. Another respondent considers the goal as not achieved. One describes
that the midwives still experience a lot of pressure, even with the extended time. The
respondent considers the adaptation not in line with the purpose of the group: “It was not to
make the women more engaged in their own care. She (the midwife) didn't use the strength of
the group. It (=the one-to-one medical check-up) took a lot of time, so there was less time to
do other things in group”. The midwife has the feeling of not offering good care within those
five individual minutes, and therefore the extension is considered an adaptation for both the
participants as the facilitators. Closely linked to this, the preferences of the (co-) facilitators
is one of the selected reasons for this adaptation. Furthermore, several participant-related
reasons are selected, such as access to resources and immigration status, pointing out the
vulnerabilities of their target population. When questioning the influence of these longer one-
to-one medical check-ups on the definers of the Group Care model, mainly a strong or
somewhat negative impact is described, e.g. on the facilitative style of the session and the
involvement in the self-assessment. One respondent states: “However, because we prioritise
the importance of good medical follow-up (and thus take our time to do so), that has to
compromise on the time left to shape the content of the session. Consequently, women indicate
that they regret the session's slow start and many topics remain undiscussed. We realise that
we still need to find a better way to combine the medical with the substantive.”

Adaptation 2: tolerating additional one-to-one care next to Group Care

A second described adaptation related to ‘health assessment’ in Belgium includes the fact that
Group Care serves as additional care in two out of the three sites. The participants still go for
one-to-one medical appointments to the obstetrician or midwife around the same gestational
age as the Group Care sessions are organised.
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WHAT was adapted?
Tolerating additional one-to-one care next to Group Care

Was the adaptation PLANNED? For WHOM/WHAT was the adaptation What were the REASONS to adapt?

* Unplanned (reactive made? _
P : J « Individual — (co-)facailitator ) Existingsrg(a::]?iazgsunul- oret. (CO-)FACILITATOR
+ Preferences

° Vel EiL * Historical context

WHEN did the adaptation occur? + Site/organisation

+ Before the first Group Care session

* Within the first year after the start of the
first Group Care session

* Funding or resources availability

PARTICIPANT
* Access to resources
* Literacyand educational level
Do you consider WHO participated in the decision to adapt? ORGANISATION/SITE * Comorbidity/multimorbidity

. i : . the most * Management at the site * Competing demands or mandates . Imm.igra.tion status :
Increase satisfaction important goal ) « Time constraints * Motivation and readiness
achieved? « Staff at the site

« Partially * Other: head of obstetrics department

What was the most important GOAL of the
adaptation?

¢ Increase engagement

* Location/accessibility

* No

What was the impact on model fidelity?
(1) Health assessment in group space — (3) On-going evalutation — (7) 8-12 participants — (8) Stable group composition

Figure 4 Results from Belgium regarding health assessment — Adaptation 2

Although they planned to have Group Care as routine care instead of additional care, try-out
in practice showed otherwise. In one site, it was decided before the start of the Group Care
sessions, because they felt this was needed to get the obstetricians on board. In another site, the
facilitators experienced many no-shows for the Group Care sessions, and therefore they felt
more comfortable when they knew the participants had also individual appointments planned,
in case they didn't show up during the Group Care sessions. In the site where Group Care as
additional care was decided before the start of the Group Care sessions, both the management
at the site and the staff at the site, including the facilitators, were involved in the decision. One
respondent describes the head of the obstetrics department as the final decision maker, as he
rejected the suggestion to reduce the number of one-to-one appointments with the obstetrician
for pregnant people attending Group Care. In the other site where this additional care was added
after the start of the sessions, it was a decision of the facilitators. One respondent, a Group Care
Global consultant, describes the original goal of the facilitators feeling more comfortable with
Group Care as additional care and becoming more satisfied with their job, as not achieved:
“But in the end, they (the facilitators) didn 't feel so much more satisfied with Group Care”.
Another respondent defines the main goal of ‘increase engagement’ as ‘partially achieved’.
They agreed with the hospital that Group Care participants would receive traditional one-to-
one care with the obstetrician, too, and hoped the obstetricians would refer more participants
to Group Care because of this. However, the respondent adds that, so far, this is not the case.
This goal is closely linked to the question ‘for whom/what is the adaptation made?’ One
respondent mentions that the adaptation is made for the site, and explains that without agreeing
that Group Care was additional care, the obstetricians would not cooperate. The head of the
obstetrics department has a strong vision to limit the authorities of the midwives in general. In
the other site, where the facilitator decided to have extra individual care next to Group Care,
the adaptation was put in place for both the facilitators themselves and their target population
in vulnerable situations.

There are several reasons indicated for this adaptation. To start with, existing mandates and

historical context are selected in this case because of the resistance of the head of the obstetrics
department. The respondent describes the hierarchical strong position of the obstetrician as a
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socio-political reason. Another respondent mentions that the funding and resource allocation
plays a role in the decision to organise Group Care as additional care: “individual appointments
and Group Care appointments can be combined and refunded by insurance for the women. In
general, it doesn't come with extra costs for the pregnant women”. As site-related reason, the
existence of competing demands and mandates are stated, more specifically: those of the
obstetricians versus the midwives. Last, the location and its accessibility is selected as another
site-related reason to adapt. For example for Group B Streptococcus testing, the site itself
preferred it at another location, i.e. a private room in the hospital. Besides socio-political and
site-related reasons, there is also a facilitator-related reason mentioned by the respondents,
more specifically the preferences of the facilitators. As visualised in Figure 4, multiple
participant-related reasons are indicated, mostly related to their vulnerable target population.
As one respondent describes: “a vulnerable target population often comes with comorbidity,
lower literacy levels etc. which the facilitators tried to capture by planning extra individual
consults . Another respondent states that some participants expressed that they wanted to go
to the obstetrician, too. Antenatal care conducted by the obstetrician is the usual care in
Belgium. There are some negative influences described on some Group Care model definers,
mainly linked to group composition. One facilitator has the feeling that the participants are
more likely to cancel their Group Care sessions because they have the consultations at the
obstetricians and thus already receive their medical care. According to a midwife, the pregnant
people prefer a consult with an obstetrician since almost each time an ultrasound is performed,
and this is considered ‘good care’.

4.1.2 Ghana

In Ghana, the health assessment is supported by the Check2Gether kit. There are two
adaptations described regarding the health assessment in Group Care. The first is related to
assistance during the self-assessment. The second described adaptation covers the creative
exploration of a suitable location to host the Group Care sessions.

Adaptation 1: Assistance in self-assessment

The first described adaptation in Ghana is one with regard to the self-assessment. Participants
were mostly assisted to do the self-assessment, independent from the Check2Gether Kit,
primarily due to low literacy levels and existing government policies governing issues around
privacy and confidentiality within the health system.
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WHAT was adapted?
Assistance in self-assessment

Was the adaptation PLANNED? For WHOM/WHAT was the adaptation What were the REASONS to adapt?
n ?
C e I:naldned.ividual — pregnant person S OHONIICEE (CO-)FACILITATOR
o o p * Existing mandates * Previous training and skills
* Individual — (co-)facailitator ¢ EmEElEE o @t e
WHEN did the adaptation occur? * Target population + Funding or resources availability
* Before the first Group Care session + Site/organisation

« Group Care 1000 research team
* Country research team
* Health care system
PARTICIPANT

* Access to resources

What was the most important GOAL of the e p
« Cognitive capacity

adaptation?

i ici i isi ? * Literacy and educational level
SRlncieaseretention Do \(c})\u constlder WHO participated in the decision to adapt? : ORGANISATION/SITE Y
o GBS mEs « Group Care 1000 research team * Available resources
* Improve feasibility important goal P i «+ Servicestructure
- i « Country research team
* Improve fit with achieved? Y ) + Location/accessibility
recipients « Yes * Management at the site + Regulation/compliance

* Improve effectiveness/ « Staff at the site
outcomes + Pregnant people/their families
* Group Care steering committee
* Group Care Global consultant

What was the impact on model fidelity?
(1) Health assessment in group space — (2) Self-care activities — (3) On-going evalutation — (4) Interactive — (5) Open circle — (6) Session plan, emphasis may vary — (7) 8-12 participants
— (8) Stable group composition — (9) Time for socializing

Figure 5 Results from Ghana regarding health assessment — Adaptation 1

This decision was planned and took place before the first Group Care session started.
Multiple stakeholders were consulted regarding this decision: both the country and external
researchers, group care global consultants, and key stakeholders responsible for policy, clinical
and administrative colleagues, health system staff and pregnant people and their families. A
variety of goals were selected as the main goal: improve effectiveness; increase retention;
improve feasibility; improve fit with recipients; and increase engagement. Most respondents
reported that the main objective was achieved, providing multiple justifications: "It creates a
more environmentally friendly atmosphere™ and "Early diagnosis results in referrals to prevent
further complications.” Another participant explained that these factors improved the
relationships between healthcare providers and patients, stating, "Both users and providers of
services have reported increased bonding as a result." Clinicians explained that due to the
nature of the medical equipment, they need to step in to measure blood pressure as it would be
impossible for participants to do it themselves: ‘“facilitators had to check women's blood
pressure as only a Mercury blood pressure apparatus was available for some sites.” The most
outstanding for whom/what the adaptation was done was for the direct beneficiaries of the
intervention, i.e. pregnant people. Furthermore, the health care system is stated by every
respondent as for whom/what this adaptation was put in place. One of the major reasons for
this adaptation, are the existing national policies around privacy and confidentiality within the
health care system. Another recurring reason concerns the health literacy of the respondents,
as one facilitator explains: “Pregnant participants are assisted by facilitators to do self-
assessment because most of them cannot read and write.” This adaptation was made to keep
the fidelity of the model, as a respondent noted that pregnant participants could be supported
in a way to carry out the self-assessment without compromising existing policies and keeping
fidelity. “...pregnant women, though they cannot read and write, when assisted are able to do
the self-assessment and the facilitators record it.”’

Adaptation 2: Creative solutions due to lack of suitable space for Group Care

Another impactful adaptation that occurred in Ghana was the manner in which the health
assessment was done because of infrastructural reasons. Most health facilities did not have
large rooms to have all components within the room; however, they adapted to make Group
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Care possible. They solved the issue depending on the possibilities at the site, e.g. by
conducting the health assessment behind a screen and the group discussion occurring under a
tree. Or while one-to-one medical check-up is done in a room, this room is facing straight ahead
the place where the group discussions take place.

WHAT was adapted?
Creative solutions due to lack of suitable space for Group Care

Was the adaptation PLANNED? For WHOM/WHAT was the adaptation What were the REASONS to adapt?
* Planned (proactive made? .
p . ) * Individual — pregnant person - SRR (CO-)FACILITATOR
* Unplanned (reactive) P — * [Existing mandates * Previous training and skills
inaivalgCEEaliatoy + Existing policies + Clinical judgement

WHEN did the adaptation occur? + Target population

+ Before the first Group Care session

* Societal or cultural norms

° S/ * Funding or resources availability

* Group Care 1000 research team
* Country research team
* Health care system
PARTICIPANT
* Accessto resources

What was the most important GOAL of the o .
+ Cognitive capacity

adaptation?

i ici i isi ? * Literacy and educational level
+ Increase engagement Do \t/cr)\u constlder WHO participated in the decision to adapt? ) ORGANISATION/SITE Y
. S « Group Care 1000 research team * Available resources
* Increaseretention important goal c " 0 GRS
* Improve feasibility achieved? ountry research team * Location/accessibility
* Improve effectiveness/ * Yes * Management at the site * Regulation/compliance
outcomes + Partially * Staff at the site « Social context

* Pregnant people/their families
* Group Care steering committee

* Group Care Global consultant

What was the impact on model fidelity?

(1) Health assessment in group space — (2) Self-care activities — (3) On-going evalutation — (4) Interactive — (5) Open circle — (6) Session plan, emphasis may vary — (7) 8-12 participants
— (8) Stable group composition — (9) Time for socializing

Figure 6 Results from Ghana regarding health assessment — Adaptation 2

The decision about the location was in most cases planned before the first Group Care
session. In some cases, it was unplanned and responsive to the situation. One respondent
states: “We planned to use the pavilion and create a private space for the medical assessment,
but it wasn't feasible.” This suggests that it may have been tailored to the specific needs and
circumstances of the participants and location. Another respondent states there was a wide
consultation of stakeholders before adaptations where made. “Before the start of Group Care,
there was stakeholders engagement both at the community and district level and this adaptation
was agreed on”. Multiple stakeholders were consulted regarding this decision: both the country
and external researchers, group care global consultants, and key stakeholders responsible for
policy, clinical and administrative colleagues, health system staff and pregnant people and their
families. Several main goals are selected, e.g. improve feasibility: “It was the most feasible
way to adapt health assessment to fit into the physical structures of the health system.” This
links to the mentioned site-related reasons: available resources were key in determining the
organisational factors influencing group care health assessment adaption. For instance, there
were no large enough rooms for one-to-one medical check-ups and group discussions in the
same space. Furthermore, the country’s policy regarding not to compromise privacy and
confidentiality is one of the primary socio-political reasons. A general positive link with the
Group Care model definers is described, although not specifically linked to this adaptation:
“The best way to run group care was to adapt the medical/self-assessment space to suit the
context.”

4.1.3 Kosovo

In Kosovo, one adaptation related to the health assessment was described, namely regarding
the addition of Doppler use.
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Adaptation 1: Adding Doppler use in health assessment

In Kosovo's Group Care implementation sites, an advancement in the health assessment is the
incorporation of Doppler technology. By monitoring foetal heartbeats, Doppler enhances
medical evaluations and establishes an emotional connection for expectant mothers. Audibly
experiencing their unborn child's heartbeat fosters a deeper connection, ultimately engaging
mothers more profoundly in the pregnancy journey. Implemented within group activities,
Doppler technology creates a communal experience, promoting mutual support among
expectant mothers. This adaptation acknowledges the intertwined emotional and physical
aspects of maternal health and enriches the overall experience of antenatal Group Care in
Kosovo.

WHAT was adapted?
Adding doppler use in health assessment

Was the adaptation PLANNED? For WHOM/WHAT was the adaptation What were the REASONS to adapt?

* Unplanned (reactive made? :
: ( J * Individual — pregnant person SOl EHIITEAE oreui (C:)-)_F‘_\GUT;\TE::
* Previous training and skills

* Target population « Preferences

WHEN did the adaptation occur?

* Within the first year after the start of the
first Group Care session

PARTICIPANT
* Access to resources

What was the most important GOAL of the . .
* Literacy and educational level

adaptation?

. - " i 2 * Motivation and readiness
+ Increase retention Do ﬁ:u constlder WHO participated in the decision to adapt? ORGANISATION/SITE
o _ themos « Staff at the site
* Improve feasibility important goal

achieved?
* Yes

What was the impact on model fidelity?
(1) Health assessment in group space — (2) Self-care activities — (3) On-going evalutation — (4) Interactive — (7) 8-12 participants —(8) Stable group composition — (9) Time for
socializing

Figure 7 Results from Kosovo regarding health assessment — Adaptation 1

The adaptation occurred within the first year after the start of the first Group Care session,
and was not part of the initial plan. It was chosen after facilitators observing the positive impact
of Doppler on the emotional well-being of mothers and in response to regular requests from
mothers eager to hear their babies' heartbeats. The unplanned nature of this decision reflects
the institution’s flexibility and ability to adapt based on observed benefits and the expressed
needs of the participants. The decision of adding the Doppler was led by the facilitator at the
site. Even though not reflected in the survey, this happened with support from the site
management and the country research team of the GC_1000 project in Kosovo. The main goal
is the dedicated focus on improving participant retention and feasibility. This indicates a
strategic effort to ensure that individuals involved in the program remain engaged and
committed, reflecting a commitment to the long-term success and effectiveness of the initiative.
According to the respondents of the survey, the goal has been achieved. One respondent states:
“When women feel the baby’s heartbeats, then they feel more confident and happy concerning
the health of their babies. Also this is affecting their participation in each session.”
Consequently, there is now a more pronounced dedication to attending all sessions. The
adaptation was implemented for the benefit of the participants of the Group Care sessions,
with the intended outcome of increasing attendance rates and fostering greater interest in these
sessions. This is also reflected in the participant-related reasons that were selected in the
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survey, e.g. access to resources. Overcoming barriers to access fosters a healthcare experience
that is more inclusive and comprehensive for the participants. The reasons for the inclusion of
Doppler related to the site are related to the service structure. In primary healthcare facilities
in Kosovo, Doppler services are exclusively provided in locations where obstetricians are
available, and such services are limited to obstetrical appointments. There are also facilitator-
related reasons selected, such as clinical judgement. The facilitators considered Doppler as
highly useful for pregnant people, aligning with clinical judgement. The incorporation of
Doppler into the health assessment procedures during the offered Group Care sessions is not
considered as an adaptation that directly affects the model fidelity core components and
definers of the Group Care model. Nevertheless, it has demonstrated a positive impact on
enhancing specific definers of the Group Care model in the Kosovo implementation site,
among others regarding continuous evaluation and group sizes of 8-12 participants.

4.1.4 South Africa

In South Africa, we observed two adaptations similar to those in Ghana: the support in
supervision by a midwife of the self-assessments that pregnant people do themselves, and the
creative search for a suitable Group Care location are also described.

Adaptation 1: Assistance in self-assessment

The first described adaptation in South Africa is with regard to the self-assessment. Each self-
assessment (weight and blood pressure) is supervised by a midwife. The midwife records
the data to ensure accuracy of measurement. Involving clients in self-assessment was the
biggest shift from normal care to Group Care, for both clients and the midwives, but both
participants and the facilitators are enjoying it. It is now becoming a habit for midwives to
explain to all clients, including those who are not in groups, why they do what they do and to
help them interpret the result themselves.

WHAT was adapted?
Assistance in self-assessment

Was the adaptation PLANNED? For WHOM/WHAT was the adaptation What were the REASONS to adapt?

+ Planned (proactive made? :
(p ) o IR — Eremme: paee . EXistings;cI:ge:ounmL ain :CIOI;)FACILITATOR
. Inical ju gement

» IhgfiefEi] = e jre i e * Funding or resources availability

WHEN did the adaptation occur? * Siteforganisation

+ Before the first Group Care session * Health care system

PARTICIPANT

What was the most important GOAL of the * Motivation and readiness

adaptation?

. . . - =
+ Improve feasibility Do \‘/:?]u const|der WHO participated in the decision to adapt? ) ORGANISATION/SITE
. € mos + Country research team * Available resources
|mp0rFa o g;)al + Management at the site * Location/accessibility
achlerecy * Regulation/compliance
* Yes + Staff at the site

What was the impact on model fidelity?
(1) Health assessment in group space — (2) Self-care activities— (3) On-going evalutation — (4) Interactive — (5) Open circle — (6) Session plan, emphasis may vary — (7) 8-12 participants
— (8) Stable group composition — (9) Time for socializing

Figure 8 Results from South Africa regarding health assessment — Adaptation 1

These decisions about self-assessment were made before the start of the first Group Care
session, and were planned. For the Group Care sessions, only low-risk participants were
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included. The adaptations regarding close supervision of self-assessment by the midwife as
well as recording of data were thought through during the ethics application process and with
the antenatal care manager in the facility. It was important to both the country research team’s
ethics board and the hospital management that the introduction of self-assessments through
Group Care should not compromise clinical assessment, in this case specifically the blood
pressure measurement. The GBGC model had not been tested in South Africa before,
therefore, all self-assessments completed by participants in this study in the South African site
were to be supervised by a midwife as a safety precaution to ensure accuracy of measurement.
Accordingly, the main goal was to improve feasibility. The decision was made to ensure
accuracy of data for the broader purpose of ensuring correct clinical decision making and safety
of the pregnant participants given that blood pressure is one of the determinants of a health
pregnancy. There were discussions amongst the staff at the site as well as meetings with the
country research team. The main issue for adaptations according to all involved (i.e. country
research team, staff at the site, and ethics board) was that usual care is not compromised.

Existing policies play a role in the decision to adapt. In South Africa as part of normal routine
individual care pregnant people do not do self-assessments, but a health care provider does it.
To ensure that this standard is maintained, participants of the Group Care sessions must be
supervised by a midwife during self-assessments and the midwife captures the data. The
introduction of Group Care had to be done in a manner that appreciate the existing policies.
Next to appreciating the existing policies, the routine care at the site for all patients should not
be compromised because of the introduction of Group Care. The site explored ways in which
the new model could be integrated into the routine systems with very minimal interruption or
disruption. As one of the (co-)facilitator-related reasons ‘clinical judgement’ was assigned, as
accuracy of measurement is important for clinical judgement. Last, there were participant-
related reasons for the adaptation, namely their motivation and readiness. An overall positive
influence on the Group Care model definers is expressed in the survey, focusing on the
positive aspects of Group Care in general rather than on the possible influence of their
adaptation on the definers.

Adaptation 2: Creative solutions due to lack of suitable space for Group Care

The second described adaptation is with regard to the location of the one-to-one medical
check-up. In this project, it was set out explicitly to test Group Care within the health system,
with local staff and in their routine spaces of care in the hospital as this would be better for
testing implementation integrated in the system, instead of relying on NGOs outside partners
who deliver care outside of the public health system and using their facilities. .Given space
limitations, the staff at the site had to find a space to host Group Care, which was not a
completely private space. The challenge of space in the facility led to an exploration exercise
where consideration around what can be changed in the facility to accommodate Group Care
sessions and what can be adapted in the Group Care model to accommodate the facility needs
were made. As one respondent states: “Because we do not have extra space in the site, we had
to create space. We had to integrate group care within the existing space that we share with
high-risk patients.” Therefore, participants are doing self-assessments in the open space
designated for Group Care and do their one-to-one medical check-up in a private room, which
is right next door to where the group is being held. This room has all the necessary facilities to
conduct the one-to-one medical check-up. Currently Group Care is being held in the empty
waiting area. CCBC is specifically held in the afternoon when the waiting room is empty,
however the space does not allow a fully private space with a curtain etc. recommended by the
model. The one-to-one clinical assessment however is held in a fully private space.
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WHAT was adapted?
Creative solutions due to lack of a suitable space for Group Care

Was the adaptation PLANNED? For WHOM/WHAT was the adaptation What were the REASONS to adapt?

?
g SOCIO-POLITICAL (CO-)FACILITATOR

¢ Planned (proactive) )
¢ Individual — pregnant person + Existing policies

o el = (e meliEter * Funding or resources availability

WHEN did the adaptation occur? * Site/organisation

* Before the first Group Care session * Health care system

PARTICIPANT

What was the most important GOAL of the * Motivation and readiness

adaptation?
Do you consider WHO participated in the decision to adapt? ORGANISATION/SITE
~ the most + Country research team « Available resources
|mporFant E;’a' + Management at the site * Location/accessibility
achieved? * Regulation/compliance
e Yes * Staff at the site

* Improve feasibility

What was the impact on model fidelity?

(1) Health assessment in group space — (2) Self-care activities — (3) On-going evalutation — (4) Interactive — (5) Open circle—(6) Session plan, emphasis may vary — (7) 8-12 participants
— (8) Stable group composition — (9) Time for socializing

Figure 9 Results from South Africa regarding health assessment — Adaptation 2

This decision was planned, and made before the start of the first Group Care session. The
lack of a place to host a private one-to-one medical check-up as part of the group space was
known from the onset. The decision took place through lengthy discussions between the
country research team and the implementation team at the site. The management and the
facilitators at the site were central in making the decisions because they were determined to
implement Group Care in their facility.

The main goal for the adaptation was to ensure that Group Care is implemented with minimal
disruption to the systems and that the health care for pregnant mothers is not compromised. In
short, as selected by the respondents in the survey, the primary goal of adaptation was to
improve feasibility. As ‘for whom/what the adaptation is made’, the respondents answers that
it is both for the participants, (co-) facilitators, site, and the health care system. The available
resources are pointed out as reason to adapt, more specifically referring to the issues to find a
suitable space. The adaptation was negotiated and managed carefully between the site staff and
research team, however this is different from the original model. It was considered to have a
positive influence on model fidelity. Without this creative solution, Group Care would
probably not have been possible at the site. While the health assessment could not happen in
the group space, the groups are held in a waiting room and the examination room is right there.
This to some extent ensure that the midwife and the participants on one-to-one medical check-
up remain connected to the main group. The conversations and interaction move easily from
the self-assessment to one-to-one medical check-up and back to the group.

4.1.5 Suriname

Similar to Ghana and South Africa, finding a suitable location to organize Group Care and
include the health assessment in the same room appeared to be challenging.

Adaptation 1: Creative solutions due to lack of suitable space for Group Care
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In Suriname, self-assessment of blood pressure and weight by participants for antenatal and
postnatal Group Care is done within the group space while the one-to-one medical check-up
is done in another room.

WHAT was adapted?

Creative solutions due to lack of suitable space for Group Care

Was the adaptation PLANNED? For WHOM/WHAT was the adaptation What were the REASONS to adapt?

n ?
* Planned (proactive) T‘*fnedivi dual - pregnant person SOCIO-POLITICAL (CO-)FACILITATOR
= Societal or cultural norms « Previous training and skills

+ Individual — (co-)facailitator D —

WHEN did the adaptation occur? G 2eipopti=ton * Cultural norms

* Before the first Group Care session + Country research team

+ Health care system

PARTICIPANT

What was the most important GOAL of the * Cultural or religious norms

adaptation?

+ Improve feasibility Do you consider WHO participated in the decision to adapt? ORGANISATION/SITE
o ) the most + Country research team * Auvailable resources
* Improve fit with important goal X * Servicestructure
recipients achieved? ° WiEmEEE e * Location/accessibility
» Improve effectiveness/ * Yes * Staff at the site « Social context

outcomes

What was the impact on model fidelity?
(4) Interactive — (5) Open circle— (7) 8-12 participants — (8) Stable group composition —(9) Time for socializing

Figure 10 Results from Suriname regarding health assessment — Adaptation 1

According to most respondents, this decision was planned and decided before the start of the
first Group Care session. It was a joint decision by the country research team and the
management and staff at site. The final decision was mainly made by the management at the
site and country research team. In one site, the Regional Health Service and country research
team were appointed as final decision makers. In another site, the final decision was made by
the facilitators and the country research team. The main goal of having the one-to-one medical
check-up in a separate space was to improve feasibility of implementing antenatal and postnatal
group care in Suriname, and improve fit with recipients (for privacy or practical reasons).
Respondents stated that they considered this goal as achieved because the vast majority of the
antenatal Group Care participants indicated that they preferred and felt at ease to have the one-
to-one medical check-up in a private environment and parents learned to measure their baby’s
length and weight. One facilitator states “We as facilitators feel more comfortable to implement
the group sessions in the bigger/open waiting room and we are able to accommodate more
participants.” Closely linked to this main goal, is the question for whom/what the adaptation
was put in place. Respondents indicate the adaptations were done for the participants, the
facilitators and the site. For example, it was anticipated that pregnant Surinamese participants
appreciated some privacy and therefore it was decided beforehand to have the one-to-one
medical check-up in a separate space. This was also given as a participant-related reason,
described as ‘cultural norms’. In general, no socio-political reasons were reported for the
adaptation; one site mentioned cultural norms. As site-related reasons, the available resources
and service structure was indicated as playing a role. One participants added social context of
the organisation as one of the site-related reasons. Preference of the facilitators to do the one-
to-one medical check-up in a separate room and previous training and skills were participant-
related reasons for the adaptations. There is no impact or a positive impact on model fidelity
described by the respondents. It was decided beforehand, during the training, to have the one-
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to-one medical check-up of pregnant participants in a separate room because they would not
participate if the check-up was done in the same space with other participants and their partners.

4.1.6 The Netherlands

In the Netherlands, two adaptations were described regarding the incorporation of health
assessment into Group Care. The one-to-one medical check-up in antenatal care often appeared
to require more time, and the postnatal health assessment still needed to be shaped for the
implementation of Group Care in a refugee center.

Adaptation 1: More time needed for one-to-one medical check-up
For antenatal Group Care implementation in the Netherlands, the only adaptation that is
mentioned is that the one-to-one medical check-ups take longer than 3-5 minutes. It seems
that the midwives of one implementation site decided to spend more time on these one-to-one
medical check-ups.

WHAT was adapted?

More time needed for one-to-one medical check-up

Was the adaptation PLANNED? For WHOM/WHAT was the adaptation What were the REASONS to adapt?

made?
* Individual — (co-)facailitator Ay OIS {ee EA AT
* Historical context + Previous training and skills

* Societal or cultural norms * Preferences

+ Unplanned (reactive)

WHEN did the adaptation occur?

* Within the first year after the start of the
first Group Care session

PARTICIPANT

What was the most important GOAL of the * Crisis of emergent circumstances

adaptation?
Do you consider WHO participated in the decision to adapt? ORGANISATION/SITE
the most + Time constraints
important goal
achieved?

* No

* Increase satisfaction

What was the impact on model fidelity?
(1) Health assessment in group space — (3) On-going evalutation — (4) Interactive — (6) Session plan, emphasis may vary — (9) Time for socializing

Figure 11 Results from The Netherlands regarding health assessment — Adaptation 1

This decision occurred within the first year, and was unplanned. There were no stakeholders
appointed in the survey as being involved in the decision. The main goal was to increase
satisfaction. The respondent considers this goal as not achieved, and states the following: “They
(the facilitators) want to facilitate the satisfaction of the women, they want to give ‘good care’.
They presume the women need more than 3-5 minutes individual time.” There, the survey
showed that the longer one-to-one medical check-ups were put in place for the (co-)facilitator.
This is also reflected in the results about the reason for the adaptation, where co-facilitator
related reasons are selected. Facilitators anticipated, or assumed, that participants would be
more satisfied. Another reason is the satisfaction of the facilitator and the fact that it fits more
with their usual care, the care that they know. ‘Previous training and skills’ was also selected
as reason to adapt. This is closely linked to the site-related reasons that were selected. One
respondent added: “they let an extra midwife in the first 30 minutes to conduct the medical
check-ups, too”. Broader, historical context and sociocultural norms were selected as socio-
political reasons that play a role in the adaptation. There is a rather negative influence on the
Group Care model definers described in the survey. It stands out that there is less time for
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discussion in the group, which may have an effect on the content and interactive learning. For
example if questions are answered during the one-to-one medical check-ups then they will not
be discussed in the group.

Adaptation 2: content of the postnatal Group Care self-assessment

For the implementation of postnatal Group Care in a refugee centre in the Netherlands, the
content and shaping of the self-assessment part still needed to be shaped. The health-
assessments consists of weighting and measuring the child and doing some of the development
tests with the child that are normally done within the community paediatric services.

WHAT was adapted?
Content of the postnatal Group Care self-assessment

Was the adaptation PLANNED? For WHOM/WHAT was the adaptation What were the REASONS to adapt?
* Planned (proactive made? _
o ) « Other: baby o SOC!Q POLITICAL (CO-)FACILITATOR
+ Existing policies « Previous training and skills

+ Existing regulations
WHEN did the adaptation occur?

+ Within the first year after the start of the
first Group Care session

PARTICIPANT
+ Literacy and educational level

What was the most important GOAL of the .
+ First/spoken language

adaptation?

: Ae q isi 2 + Legal status
o ([MeEEre T Do \(ﬁg ;::;Ss;der WHO participated in the decision to adapt? ORGANISATION/SITE X Imgmigration status
i + Staff at the site L -
important goal + Motivation and readiness

achieved? + Group Care Global consultant

* Yes

What was the impact on model fidelity?
(1) Health assessment in group space — (2) Self-care activities — (4) Interactive — (6) Session plan, emphasis may vary — (9) Time for socializing

Figure 12 Results from the Netherlands regarding health assessment — Adaptation 2

The organization of the self-assessment in the postnatal groups was decided upon in the first
year and was planned. It is actually part of the Group Care model but the decision of what and
how parents self-assessed was decided in the first year. For this postnatal self-assessment,
different stakeholders were involved in the decision, e.g. facilitators, and youth health nurses
and doctors. The main goal was to increase engagement of the parents, their empowerment
and improving health literacy. The goal seems to be achieved as participants liked to be
involved. The postnatal adaptations were done for the baby, according to the respondents
regarding ‘for whom/what was the adaptation made’. There are reasons described from
different categories, such as socio-political reasons and (co-)facilitator-related reasons (i.e.
previous training and skills). Multiple participant-related reasons were selected, as refugees are
their target population. Involving refugees in self-assessment of care can be challenging due to
language issues and cultural norm that the professional should do it (expertise) but seems to be
rewarding because of their enthusiasm. There is a positive influence described on the Group
Care model definers, such as a variable plan for each Group Care session.

417 UK

In the UK, we see two recurring challenges that required action. First, finding a suitable space
for Group Care. Second, more time appeared to be spent on one-to-one medical check-ups.

Adaptation 1: Creative solutions due to lack of suitable space for Group Care
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In the UK, there is in general lack of venues in health care. A creative solution had to be found
regarding a suitable space for Group Care sessions.

WHAT was adapted?

Creative solutions due to lack of suitable space for Group Care

Was the adaptation PLANNED? For WHOM/WHAT was the adaptation What were the REASONS to adapt?
* Unplanned (reactive made? -
& ¢ ) « Individual — pregnant person EBCIDEONTICAS (CO-)FACILITATOR
+ Preferences
* Individual — (co-)facailitator
WHEN did the adaptation occur? * Site/organisation
* Within the first year after the start of the
first Group Care session
PARTICIPANT
What was the most important GOAL of the
adaptation?
Do you consider WHO participated in the decision to adapt? ORGANISATION/SITE

+ Improve feasibilit
= v ~ themost « Staff at the site * Available resources
important goal

achieved?

*+ Yes

What was the impact on model fidelity?

Figure 13 Results from UK regarding health assessment — Adaptation 1

The adaptation to organise the one-to-one medical check-up in a separate space was put in
place within the first year after the first Group Care session. The room was not big enough to
accommodate and because the room was small, the participants preferred this as a sense of
privacy was not possible in this space. There was also an issue of the physical ability of the
midwives: some felt they could not manage a mat on the floor, especially for repeated checks.
The midwives felt that conducting the one-to-one medical check-up did not affect the
functioning of the group. This was an unplanned and reactive adaptation, responsive to the
situation and logistical challenges. The midwives facilitating groups made the decision for this
adaptation, but the country research team had monthly site steering committee meetings. This
way, this adaptation was also discussed with the local lead and other facilitators along the way.
The main goal was to improve feasibility: ensure the approach was interactive and facilitative
and to keep the focus on the group. Pregnant people, (co-)facilitator and site were selected as
for whom the adaptation was put in place.

Despite no socio-political reasons being selected from the possible options, socio-political
influence is discussed in an open-ended survey question, and elaborated by the country research
team: the challenge in obtaining suitable rooms reflects the wider socio-political situation in
that collaboration between health services and local authorities is desired in principle but with
strong organisational and financial barriers. A previous decade and more of shifts to a quasi-
market model of organisation led to different organisations being required to cross-charge for
facilities. Likewise, a decade or more of austerity policies meant that services were all stretched
financially and many suitable community venues, such as Children’s Centres, had been closed
down. Centralisation of hospital services likewise led to increasingly crowded NHS facilities
with small rooms and competition for use of these. Time constraints and service structure are
mentioned as site-related reasons. More local organisational impact of the wider socio-political
context creates organisational and resource challenges for the sites involved. Regarding the
influence on the Group Care model definers, there is no suggestion the adaptation had an
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impact on model fidelity. As a respondent states: “Having a private area with a raised bed
does not seem to impact the structure/organisation of the groups to my knowledge.” The
midwives felt that doing this did not affect the functioning of the group.

Adaptation 2: More time needed for one-to-one medical check-up

In the UK, there is one participating site where they implement continuous Group Care,
meaning antenatal and postnatal Group Care flow over into each other. In this site, the
midwives found it difficult to keep the one-to-one medical check-up to 3-5 minutes,
especially if the group was small. They amended the time according to group size and dynamic
to what would function best for the group on the day. There was also an element for midwives
in adapting to this style of working, which some found easier than others. When groups were
small, midwives responded to this by increasing length of the one-to-one medical check-up to
help the group element to function well.

WHAT was adapted?

More time needed for one-to-one medical check-up

Was the adaptation PLANNED? For WHOM/WHAT was the adaptation What were the REASONS to adapt?
« Unplanned (reactive made? u X
’ ( : « Individual — pregnant person ol AL (CO-)FACILITATOR
* Previous training and skills
* Individual — (co-)facailitator
WHEN did the adaptation occur?
* Within the first year after the start of the
first Group Care session
PARTICIPANT
What was the most important GOAL of the
adaptation?
) - ; - 5
« Improve feasibility Do yﬁu consider WHO participated in the decision to adapt? ) ORGAI\!ISATION/SITE
IS « Country research team  Time constraints
important goal  Service structure
achieved?
« Partially

What was the impact on model fidelity?

(1) Health assessment in group space — (3) On-going evalutation — (9) Time for socializing

Figure 14 Results from UK regarding health assessment — Adaptation 2

This was not planned and occurred within the first year after the start of the first Group Care
session. The midwives facilitating groups made the decision for this adaptation, but the country
research team had regular site steering group meetings (usually monthly) so were also
discussed with the local lead and other facilitators along the way. The main goal was to
improve feasibility: ensure the approach was interactive and facilitative and to keep the focus
on the group. One respondent states the goal is partially achieved, as they are still struggling
on occasion to shorten the time for one-to-one medical check-up. As with the first described
adaptation, this one too was done for the participants and the (co-)facilitators. There was also
possibly an element of midwives needing to develop their experience of doing brief one-to-one
medical check-ups but this was not the driver of the adaptation. However, it is one of the
reasons for this adaptation, i.e. because of preferences of the (co-)facilitator, and previous
training and skills. Midwife facilitators still needing to develop their confidence in working
with groups, but the main driver was responding to smaller groups in some cases. It is
noteworthy that this adaptation was pragmatic and situational, it was not a whole service plan
or decision. It was recognised that individual facilitators need to be able to adapt aspects of
their approach to the group needs, size and setting. Regarding the Group Care model definers,
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there is not a strong impact experienced. The principle of keeping the time for one-to-one
medical check-ups with the midwife short is to not disrupt or undermine the group element,
and this didn’t occur. The midwives simply adapted to the situation of a small group to spend
a little more time on this and maintain a good overall group dynamic where small groups can
actually be challenging to facilitate. One respondent state: ‘| don 't feel it has a huge impact on
the functioning of the group, although in a small group it does reduce the number of people in
active discussion and can then be more distracting.’

4.1.8 Cross-country analysis regarding health assessment

There are two adaptations related to health assessment that recur remarkably often. First,
finding a space suitable to organise Group Care where the one-to-one medical check-up can
also take place in the same space as the group discussion appears to be difficult. Sites found
creative solutions, such as organising Group Care sessions in a waiting room and conduct the
one-to-one medical check-up in a connecting room, or organise the one-to-one medical check-
up behind a curtain and the group discussion under a tree. A second common adaptation is the
one-to-one medical check-up taking longer than the 3-5 minutes described in the model,
possibly comprising the time for social interaction with the group.

We cannot make a general statement around when the most impactful adaptation regarding
health assessment in the implementation of Group Care took place. It very much depends on
the content of the adaptation when it took place. We do see a clear tendency within the
described adaptations. In particular, the decision to organise Group Care in a separate room for
group discussion and a separate room for one-to-one medical check-up mainly occurred before
the start of the first Group Care session. Even though respondents described the adaptation as
‘planned’, it appears that it was often rather reactive to the situation, e.g. there was no suitable
room available. Information from the survey and extra contacts with the country research teams
revealed that the original idea in most sites was to organise the one-to-one medical check-up
in the same room as the group discussion, but challenges such as logistical issues or preferences
of the facilitators or participants, changed their plan. Therefore, the adaptation happened before
the start of the first Group Care sessions in the pre-implementation phase, but can be considered
as unplanned as it wasn’t part of the original implementation plan and was rather reactive to
the situation. The adaptation regarding the one-to-one check-up lasting longer than 3-5 minutes
mainly occurred within the first year after the start of the Group Care sessions and was
unplanned.

It is striking that the staff at the site is involved in the decision process in almost every site,
which demonstrates great commitment and involvement from the participating sites. There
appears to be a real co-operation to achieve sustainable implementation of Group Care, and not
a research team determining how the implementation will happen. Of the 25 respondents
describing who made the final adaptation, 16 appoint the facilitators themselves as the final
decision makers. There are clear differences between the countries, e.g. in Ghana it appears
that the Group Care Global consultant participated in the discussions to adapt, as well as the
country research team. In Belgium, the country research team was not at all involved in the
decision to adapt. In the UK, two out of three respondents didn’t select the staff at the site as
involved in the decision making process, but it has to be added that the research team was in
close contact with the facilitators at the site, as they also described in the open questions.
Another common group of those making the final decision to adapt is the ‘management at the
site’. But in the end, as one respondent states: ‘team work brings good outcomes’, and those
decisions to adapt are often a result of teamwork.
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A variety of main goals were selected out of the multiple choice question, as indicated by the
FRAME. Despite the scattered responses according to The FRAME's options, it is clear from
the descriptions that successful implementation of Group Care is usually paramount, with the
aim of better care for pregnant people and their families. However, an important remark
must be added. While respondents describe the goal of better care for the participants,
unconsciously it may also originate from a more comfortable feeling for the facilitator. E.g. a
respondent added that, in the end, it may be mainly the facilitator who becomes more
comfortable when the one-to-one medical check-up time is longer: “It might give the midwife
more satisfaction, more closely related to the care they know, they are more used to do it this
way.

As with the 'main goal’, the description regarding for whom the adaptation was made makes
clear that the pregnant participants and their families are almost in every case the priority.
A similar reflection can be made as with the previous category, with here a clear distinction
between the views of the facilitators and the GCG consultants. Mainly in the cases of a
longer one-to-one medical check-up or Group Care as additional care, a difference in views
between the facilitators and Group Care Global consultants emerges. Specifically, the
facilitators indicate that their decisions are made in the interest of the participants, where the
Group Care Global consultants make the reflection that it is not the participants who indicate
that this 3-5-minute one-to-one check-up is too short, but rather an assumption of the
facilitators. Facilitators indicate that they need more time for the one-to-one medical check-up
to provide 'good care'. This was the case for Belgium, The Netherlands, and UK.

In most cases, there were reasons from all of the four categories to adapt regarding self-
assessment. Sometimes, these reasons are intertwined. E.g. when a general health care system
where an obstetrician-led care model is prevalent, this is reflected in the organisation-related
reasons. E.g. by competing demands between midwives and obstetricians. In other cases, the
reasons were stand-alone reasons. Nevertheless, the survey showed that there are often multiple
reasons why an adaptation is put into practice, which confirms the complexity of implementing
new interventions in an organisation.

The Group Care model contains the three core components (health assessment, interactive
learning, and community building), along with various definers, as described in the methods
section. These definers are considered flexible, and the need for this flexibility is confirmed in
our study. All the participating sites succeeded to find creative solutions to their challenges
regarding the health assessment part when implementing Group Care, thereby adhering as
closely as possible to the model core components and definers. E.g. regarding the suitable space
for Group Care sessions, a strategy is to find a space for group discussion where an adjoining
space can serve for the one-to-one medical check-up in order to disrupt the group flow as little
as possible. Another strategy, to meet regulations concerning self-assessment while still
including it as part of Group Care, was to opt for supervision of the midwife during the self-
assessment. Omitting this core component of health assessment did not happen in the respective
sites that participated in the survey. It did occur in one of the sites that participated in the
context-analysis and moved to online Group Care sessions, but was therefore excluded from
this survey. In that site, omitting the health assessment aspect had several positive and negative
consequences. Because of their specific target population (Eritrean pregnant people), they had
a wider reach through online Group Care sessions and could include more participants. But, it
also led to difficulties in funding, because it was not considered health care anymore. As a
middle ground between completely omitting the health assessment component and Group Care
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as stand-alone care, we see that Group Care is sometimes implemented as additional care, e.g.
in two Belgian sites. Here, it was indicated that this does have consequences, such as pregnant
participants more often not showing up for a Group Care session, as they receive medical care
elsewhere anyway. Despite the mainly positive view from the respondents about the
adaptations’ influence on model fidelity, it is necessary to consider whether these adaptations
on the core component of health assessment do affect other core components. Like, for
example, longer one-to-one medical check-ups, affect the time left for social interaction and
group dynamics, this way possibly comprising the other two core components of interactive
learning and community building. It should be noted that our research involves sites starting to
implement Group Care. Another option at more experienced sites could include providing
additional training for facilitators and allowing them to gain more experience in Group Care
facilitation. This could lead to more confidence and trust that a 3-5 minute one-to-one medical
check-up is feasible and will not jeopardize good care. This was already touched by Rising [5],
where it is stated that the shift from individual care to Group Care can be disconcerting for
healthcare providers, as they often initially believe that the provision of quality care must go
hand in hand with an individually evolved relationship with the care recipient.

Overall, respondents feel that there is mainly a positive influence of the described adaptations
on the implementation process. More than once, it is suggested that these adaptations,
sometimes containing creative solutions, are needed to make Group Care implementation
possible at all.

4.2 Anticipated challenge category 2: scheduling Group Care into regular
care

Making the Group Care model fit into the regular antenatal or postnatal care often requires
some challenging adaptations. E.g., it is not always easy or possible to adopt the 9 antenatal
and 1 postnatal session as described in the Group Care model, and make these sessions fit with
the health assessments indicated by protocol at the sites. According to the data from the Rapid
Qualitative Inquiries, described in Deliverable 3.2, challenges were expected in all of the
participating sites in the seven countries to schedule the Group Care model into regular care.

4.2.1 Belgium

In order to schedule Group Care into regular care in Belgium, the number of sessions were
adapted to local policies.

Adaptation 1: number of Group Care sessions aligned with local policies

In Belgium, the Group Care schedule was in each participating site aligned with the existing
local antenatal care pathway. In general, this meant that there were seven antenatal and one
postnatal Group Care session, combined with individual appointments with the obstetrician or
GP. Ten Group Care sessions would lead to overconsumption of antenatal care, considering
there are at least 2 or 3 ultrasounds planned at the obstetrician, as these cannot be conducted
by the midwives in Belgium. In two out of the three sites, an antenatal care pathway had been
recently developed, and therefore the Group Care model should fit into this. In the third site,
the reduction in the number of Group Care sessions was to meet the demand of the obstetricians
and not jeopardize the relationship with them. If women only attended Group Care sessions
and no longer had individual appointments with the obstetrician, it would mean a loss of
income for them. In one of the sites, it is explicitly stated that this Group Care care pathway
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enters the participant's medical record so that other health care providers see that the pregnant
person received antenatal care through Group Care.

WHAT was adapted?

Number of Group Care sessions aligned with local policies

Was the adaptation PLANNED? For WHOM/WHAT was the adaptation What were the REASONS to adapt?
. ?
+ Planned (proactive) Taﬁ;‘ivi dual - pregnant person SOCIO-POLITICAL (CO-)FACILITATOR
P S * Existing policies * Previous training and skills
+ Individual — (co-)facailitator + Existing regulations T
WHEN did the adaptation occur? ° TEngE «+ Ppolitical climate * Clinical judgement
+ Site/organisation ¢ Cultural norms

+ Before the first Group Care session * Funding policies

® (T + Historical context

HEatbicatebvaten) = Societal or cultural norms

+ Funding or resources availability
PARTICIPANT
* Access to resources

What was the most important GOAL of the Lo .
+ Cognitive capacity

adaptation?

Do you consider WHO participated in the decision to adapt? ORGANISATION/SITE * Physical capacity
* Increase engagement . s
- . e 'i'l't ) the most « Country research team + Available resources c LEteracy and educational level
mprove feasibility |mporFa nt goal L —— « Competing demands or mandates * First/spoken language
* Improve effectiveness/ achieved? 8 « Time constraints *+ Cultural or religious norms
outcomes * Yes * Staff at the site « Servicestructure *  Comorbidity/multimorbidity
« Partially « Location/accessibility + Motivation and readiness

* Regulation/compliance
« Billing constraints
* Social context

* No

What was the impact on model fidelity?

(1) Health assessment in group space — (2) Self-care activities — (3) On-going evalutation — (4) Interactive — (5) Open circle — (7) 8-12 participants — (8) Stable group composition — (9)
Time for socializing

Figure 15 Results from Belgium regarding scheduling Group Care into regular care —
Adaptation 1

The outlining of this Group Care schedule was planned and took place before the start of the
first Group Care sessions. The sites tried to involve all the relevant stakeholders in the
decision about the schedule, such as staff and management at the site, and partner organisations
involved in the antenatal care pathway. One of the respondents stresses the complexity of this:
“The care pathway for women taking group care is being partially integrated into a long-
standing negotiation of the prenatal care pathway and remains one of the most challenging
aspects of group care in my opinion.” Regarding for whom the schedule is put in place, it
appears that this is mainly done for the site and the health care system. One respondent states
this is also done for the participants and the facilitator. As for the main goal, multiple answers
are selected, but all with a similar explanation: the participating implementation sites want
support from their partner organisations, such as the community health care centre and the
obstetricians, to improve the implementation of Group Care in their site. Some respondents
state that they did achieve this goal, as the community health center and the GPs support their
Group Care schedule. Others only partially agree: “I think we are taking a step in the right
direction, but there is still a long way to go. All healthcare providers are not yet aligned with
each other and not everyone takes agreed care pathways into account”’ Several reasons played
a role in the outline of the Group Care schedule. Two of the reasons that stand out are the
existing policies and societal and cultural norms: “it is the cultural norm to have medical
follow-up of the pregnancy by an obstetrician, they can't be left out of the schedule. Midwives
are not allowed to conduct ultrasounds in Belgium. ” In general, the influence of this schedule
on the Group Care model definers is described as positive. Regarding interaction, it might
have a negative influence: “because there are less sessions, less topics can be discussed ”.
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4.2.2 Ghana

Comparable with Belgium in Ghana the number of Group Care sessions were also adapted to
fit with the national policies.

Adaptation 1: number of Group Care sessions aligned with national policies

In Ghana, the intervals between sessions were designed to fit into existing schedules and
policies. Each group participated in seven antenatal visits or sessions, followed by one
postnatal session, totalling eight sessions. These group sessions were scheduled following
regular ANC clinic visits.

WHAT was adapted?
Number of Group Care sessions aligned with natioanl policies

Was the adaptation PLANNED? For WHOM/WHAT was the adaptation What were the REASONS to adapt?
* Planned (proactive) made? u .
« Individual - pregnant person . SeleelEL (CO-)FACILITATOR
— — * Existing mandates  Previous training and skills
Individual — (c?-) acailitator + Existing policies + Clinical judgement
WHEN did the adaptation occur? * Target population « Societal or cultural norms

* Site/organisation

+ Before the first Group Care session * Funding or resources availability

* Group Care 1000 research team
* Country research team
* Health care system

PARTICIPANT

What was the most important GOAL of the * Access to resources

adaptation? + Cognitive capacity
« Increase retention Do you consider WHO participated in the decision to adapt? ORGANISATION/SITE 0 I’.hysical capacity .
1 e ) the most + Country research team « Available resources + Literacyand e.dl.matlonal level
* Improve feasibility important goal ) + Servicestructure ¢ Cultural or religious norms
* Improve fit with achieved? ° NENEEIERE e e + Location/accessibility * Motivation and readiness
recipients * Yes « Staff at the site + Regulation/compliance
* Improve effectiveness/ + Pregnant people/their families + Social context

outcomes * Group Care Global consultant

What was the impact on model fidelity?

(1) Health assessment in group space — (2) Self-care activities — (3) On-going evalutation — (4) Interactive — (5) Open circle — (6) Session plan, emphasis may vary — (7) 8-12 participants
— (8) Stable group composition — (9) Time for socializing

Figure 16 Results from Ghana regarding scheduling Group Care into regular care —
Adaptation 1

This outlining of the Group Care schedule occurred before the first Group Care session and
was planned. The decision to proceed with this Group Care schedule was a collaborative one
that involved various stakeholders, including community leaders, healthcare leaders, service
users, and providers. Research teams and Group Care Global consultants also played a role in
this decision. It is worth noting that the flexible nature of the model gave facilitators room to
make decisions at every stage of implementation as noted by one of the respondents. “Anything
can happen, so no blame game: We decide and move forward.” Based on the feedback
received, it appears that Group Care schedule was primarily made for catering to the
preferences of pregnant women, but are e.g. also for site itself and the broader health care
system. The main goal was to enhance the practicality of implementing Group Care in various
settings, and to increase retention of the participants. The majority of participants confirmed
that this objective was accomplished as they stated that the attendance for antenatal care
significantly improved. As on respondent states: “Averagely the goal of 8 visits was achieved,
which previously there was a struggle to make four visizs. ” In all the participating sites, the
majority of participants attended all eight sessions, which was a significant contrast to previous
attendance patterns in one-to-one antenatal care. This was achieved due to meticulous
scheduling that corresponded with policy, allowing all pregnant people in the group to benefit
fully from Group Care. As a result, every pregnant person in the group attended all seven
sessions prior to delivery. To guarantee that groups could continue running, it was identified
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that conducting continuous groups was one of the most effective strategies in areas with low
populations. This means that every pregnant person at the site is invited to join Group Care,
regardless of gestational age. So, as others deliver and exit the group new pregnant people are
enrolled into the group. One of the main reasons to design this Group Care schedule in Ghana,
was to align with the existing policies. The scheduling of antenatal appointments is based on
the current number of visits and intervals outlined by the Ministry of Health's policies. Due to
the widespread belief that it is not ideal for individuals to learn of a woman's pregnancy at an
early stage, most people in this area delay booking their antenatal appointments. As a result,
pregnant people who report for their first appointment at 16 weeks gestation can still attend all
seven scheduled visits before giving birth. There was an overall positive experience about the
influence on Group Care model fidelity, although not directly linked to the adaptations, but
more to the overall implementation of Group Care in their sites.

4.2.3 Kosovo

In Kosovo, a strategy to integrate Group Care scheduling is the planning of the appointments
for Group Care and the obstetrician on the same day, and shortening of the Group Care
sessions.

Adaptation 1: Bundling appointments on the day of the Group Care session

One of the most impactful adaptations in scheduling Group Care into regular care in Kosovo
involves collaborative efforts between midwives and obstetricians. Pregnant people are
recruited for groups, and their appointments with the obstetricians are scheduled on the same
day as the Group Care sessions. This convenient arrangement facilitates attendance, seamlessly
integrating Group Care into regular care. Moreover, this scheduling strategy addresses the
challenges faced by pregnant people residing in rural areas, eliminating the need for separate
days for doctor appointments and Group Care sessions. This not only reduces travel costs but
also saves valuable time for participants.

WHAT was adapted?
Bundling appointments on the day of the Group Care session
Was the adaptation PLANNED? For WHOM/WHAT was the adaptation What were the REASONS to adapt?
- ?
* Unplanned (reactive) mage. . SOCIO-POLITICAL (CO-)FACILITATOR
* Target population e ) e 3
. Site/ et * Existing mandates + Previous training and skills
Ite/organisation «  Existing policies * Preferences

+ Country research team + Cultural norms

WHEN did the adaptation occur?

= Within the first year after the start of the * Historical context
first Group Care session

+ Political climate

PARTICIPANT
* Accessto resources

What was the most important GOAL of the L .
* Motivation and readiness

adaptation?

. . - . Dy
+ Improve feasibility Do \:ﬁu constlder WHO participated in the decision to adapt? » ORGANISATION/SITE
ST . € mos + Country research team * Service structure
+ Improve fit with important goal e —,
recipients hieved? * Management at the site R @i
achieved: + Mission
+ Yes + Staff at the site

* Group Care steering committee

* Group Care Global consultant

What was the impact on model fidelity?

(1) Health assessment in group space — (2) Self-care activities — (4) Interactive — (5) Open circle— (6) Session plan, emphasis may vary — (7) 8-12 participants —
(8) Stable group composition — (9) Time for socializing

Figure 16 Results from Kosovo regarding scheduling Group Care into regular care —
Adaptation 1
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This decision was unplanned and took place within the first year after the start of the first
Group Care sessions. It arose later in response to feedback from participants who expressed
difficulties in attending medical services on separate days. The adaptation was a responsive
measure, implemented to address the practical challenges faced by participants, highlighting
the flexibility and adaptability of the program to meet the evolving needs of the participants
involved. The decision was a collaborative decision between the facilitators at the site,
management at the site, Group Care Global consultant, and Group Care general steering
committee. The main goals were to improve feasibility and fit with the participants, and are
considered achieved. Regarding for whom/what this adaptation was made, both target
population, the site, and the country research team are selected. Only one respondent mentions
socio-political reasons (e.g. historical climate and existing mandates), and site-related reasons
(e.g. social context). These reasons pertain to the service structure, particularly because group
care has not yet been integrated into the national antenatal care services. Reasons related to
participants center on access to resources, specifically access to the services and information
provided in the Group Care sessions. The adaptation was implemented to enhance the
feasibility, motivation and readiness of participants of the sessions. The survey showed an
experienced positive impact on the definers of the Group Care model. As one respondent
states: “without this decision to have the groups facilitated by the midwives, there wouldn't be
Group Care in Lipjan”. It also had a positive impact on the numbers of participants, as there
was less drop-out because of this measure to plan the appointment with the obstetricians on the
same day as the Group Care session.

Adaptation 2: reduced time of Group Care sessions
The duration of the Group Care sessions is reduced from 2 hours to 1 hour up to 1 hour and
15 minutes.

WHAT was adapted?
Reduced time of Group Care sessions

Was the adaptation PLANNED? For WHOM/WHAT was the adaptation What were the REASONS to adapt?

n 2
+ Unplanned (reactive) [“a‘Ti:r-get population SOCIO-POLITICAL (CO-)FACILITATOR
* Previous training and skills
* Preferences
WHEN did the adaptation occur?

* Within the first year after the start of the
first Group Care session

PARTICIPANT
* Access to resources

What was the most important GOAL of the N -
+ Literacy and educational level

adaptation?

. - " . 5 + Cultural or religious norms
+ Increase retention Do you consider WHO participated in the decision to adapt? ; ORGAN.ISATION/SITE WMot g =
~ themost + Staff at the site + Time constraints otivation and readiness
important goal + Location/accessibility

achieved? + Social context

* Yes

What was the impact on model fidelity?
(1) Health assessment in group space — (2) Self-care activities — (3) On-going evalutation — (4) Interactive — (6) Session plan, emphasis may vary — (7) 8-12 participants —
(8) Stable group composition — (9) Time for socializing

Figure 17 Results from Kosovo regarding scheduling Group Care into regular care —
Adaptation 2

It was an unplanned adaptation that occurred within the first year after the start of the first

Group Care session. One respondent explains: “In the beginning, the sessions were strictly two
hours, but by the end of the session, almost all the women went or were not calm enough to
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continue because their husbands or other family members were waiting at the door and they
were pressured by phone.” The participants often have travelled from rural areas and have
always been in the company of their husband, mother-in-law or sister-in-law. The decision was
made by the facilitators, to respond to the needs of the participants. Accordingly, the target
population is selected as for whom this adaptation was made. The main goal was to increase
retention, and this goal was considered achieved, as the participants are now staying until the
end of the session. One respondent states “Also during the time they are inside they are calm
and not stressed by the others to leave or finish the sessions as soon as possible.” The
respondents select no socio-political reasons, although the historical context of the relationship
of a pregnant person with the partner and family-in-law seems to have played a major role in
the decision. The respondents did state this as a site-related reason (i.e. societal context”) and
a participant-related reason (i.e. cultural norms). The preferences of the facilitators also played
a role, in order for the participants to keep joining the full sessions. A positive impact was
described on most of the Group Care model definers, such as number of participants and a
stable group composition.

4.2.4 South Africa

One strategy to ensure qualitative scheduling was the optimisation of the booking system and
bundling of the consultations and ultrasounds outside Group Care on the same day.

Adaptation 1: adaptation in the booking system

To facilitate the implementation of Group Care in the participating site in South-Africa, there
was an adaptation made into the antenatal care booking system. The hospital uses a booking
system to manage the number of people who present at the hospital daily. On the day of a
Group Care session, the number of patients who are booked for the routine care is reduced so
that there is time left for the midwife to facilitate the Group Care session. This does not however
affect the total number of pregnant people booked in a month, only on that day the number is
reduced. All those who are participating in Group Care are scheduled to come at 11AM on the
day. The facilitator as well needs to attend to the low-risk clinic first, so the agreed start time
was 11AM to limit disruption with routine antenatal care. Participants are booked for Group
Care sessions on the day they would normally come for their scheduled antenatal care
appointments so that they are not inconvenienced. Even if they are scheduled for an ultrasound,
which is not part of Group Care, an arrangement is made so that they do not come at the usual
time which is 7AM for all ultrasound appointments.
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WHAT was adapted?
Adaptation in the antenatal care booking system

Was the adaptation PLANNED? For WHOM/WHAT was the adaptation What were the REASONS to adapt?
* Planned (proactive made? ' _
(e ) * Individual — pregnant person __ 50CI0-POLITICAL (CO-)FACILITATOR
. I~ *  Existing policies * Clinical judgement
* Individual — (co-)facailitator
WHEN did the adaptation occur? + Site/organisation
« Before the first Group Care session * Health care system
PARTICIPANT
What was the most important GOAL of the * Motivation and readiness
adaptation?
. - ; - by
+ Improve feasibility Do y?\u consider WHO participated in the decision to adapt? ) ORGANISATION/SITE
e + Country research team + Available resources
[P el . * Servicestructure
achieved? ¢ Management at the site
+ Yes « Staff at the site

What was the impact on model fidelity?
(2) Self-care activities — (3) On-going evalutation — (4) Interactive — (5) Open circle — (6) Session plan, emphasis may vary — (8) Stable group composition — (9) Time for socializing
Figure 18 Results from South Africa regarding scheduling Group Care into regular care —
Adaptation 1

The decision on how to reschedule the current antenatal care to make Group Care fit within
was planned and took place before the first Group Care session. It was a joint decision: the
staff working in the antenatal care clinic (the manager and the midwife who provides the
antenatal care services) in the hospital were always part of the decision-making process as they
were the ones who needed to implement Group Care. Their insight was the most important and
they made the decision on how best it would work. Also, the midwife who runs the low-risk
clinic is a champion for Group Care and she was highly motivated to make it work in the system
as she believed that Group Care would be good for participants, and she has a very supportive
manager in the antenatal care department. The nursing manager in the hospital was also part of
the decision-making and the country research team provided input into the scheduling decision.
The main goal selected was to improve feasibility, and added that the ultimate goal is patient
satisfaction, and was achieved according to the respondents of the survey. One respondent
states: “It was designed to ensure that group care can be implemented in the site without
compromising routine care and as well the quality of care that women get.” Another
respondent stresses the importance of scheduling it on the same day as routine care: “it is good
to schedule the group on the days of regular care and that only time is changed, and it suits
most women.” Different reasons for the adaptation are selected. The most important
conclusion regarding these reasons seems that the overall approach is to make sure the new
model is fit into service delivery with no or minimal disruptions into institutional functioning
of the hospital. Some positive influence on the Group Care model definers are selected in
the survey, although the adaptation did not directly impact the definers, they all remained intact.

4.2.5 Suriname

In order to optimise scheduling, Group Care sessions were planned in the afternoon instead of
the morning. A second adaptation described in Suriname was allowing flexibility in offering
child vaccination in postnatal Group Care.
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Adaptation 1: shift in working hours of the facilitator

Regarding scheduling antenatal Group Care into regular care in Suriname, the most impactful
adaptation was that groups were shifted from morning to afternoon hours to accommodate
the need of the participants (after working hours). This required rescheduling of the working
hours of the facilitators from 7AM-3PM to 11AM-7PM.

WHAT was adapted?
Shift in working hours of the facilitators

Was the adaptation PLANNED? For WHOM/WHAT was the adaptation What were the REASONS to adapt?
* Unplanned (reactive made? g
i : s * Individual — pregnant person I Sy P.OLITIUAL (CO-)FACILITATOR
* Existing regulations « Ppreferences
* Individual — (co-)facailitator .
i * Societal or cultural norms
WHEN did the adaptation occur? * Target population
« Within the first year after the start of the * Site/organisation
first Group Care session * Other: partners of the women
PARTICIPANT
What was the most important GOAL of the * Accessto UL
adaptation? + Cultural or religious norms
i icil i isi ? * Motivation and readiness
+ Increase engagement Do \ccﬁu const|der WHO participated in the decision to adapt? ' ORGAN.ISATION/SITE
o | Glomes + Country research team * Time constraints
* Improve fit with important goal
recipients achieved? * Management at the site
. Yes + Staff at the site

+ Pregnant people/their families

What was the impact on model fidelity?
(7) 8-12 participants — (8) Stable group composition — (9) Time for socializing

Figure 19 Results from Suriname regarding scheduling Group Care into regular care —
Adaptation 1

Shifting from morning to afternoon sessions for antenatal care was discussed after the second
group had low attendance rates and afternoon sessions started from the third group. Thus, it
happened after the start of the first Group Care sessions, and this shift in working hours
was not part of the original Group Care implementation plan. The adaptation was a joint
decision by the facilitators, management at site, and the country research team. Indirectly, the
participants were also involved in the decision, as they brought up the idea. The main goal of
organizing the antenatal Group Care sessions in the afternoon was to improve fit with
recipients: to be able to attend Group Care sessions after working hours. The goal is considered
achieved, because before the adaptation the Group Care sessions’ attendance dropped to a
minimum, and after the adaptation the attendance increased considerably. This rescheduling
was not a simple matter. There are several reasons behind this difficulty, including the need
for approval of the management in the site and of the human resources department. The societal
norms also played a role, more specifically considering that many pregnant people are working
in the morning. There is also a cultural norm that is considered a reason to shift the Group Care
sessions’ timing: involvement of partners is generally low in Suriname, and they want to
improve this by organising the sessions in the afternoon. This way the partners can join the
sessions. A positive influence on some of the Group Care model definers is experienced,
mainly those related to the group composition, as the adaptation solved an enrolment issue.

Adaptation 2: Flexibility around vaccination inclusion in postnatal Group Care

In Suriname, postnatal Group Care is a new concept. Therefore, they allowed flexibility and
parental choice around vaccination inclusion during the sessions. Parents have the choice to
have vaccination either during the Group Care session in the hospital site for a charge or at the
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RGD (regional health service) free of charge. If during the session the baby did not reach the
age to be vaccinated, parents are invited for another day to come with their baby for the
vaccination only, in addition to the Group Care session. Because vaccinations are provided for
free at the regional health service, the participating implementation site does not want to oblige
parents to have their child vaccinated in Group Care for a charge. Additionally, by offering the
possibility of vaccinations, the site grants the option of receiving full medical care for the
children during Group Care sessions.

WHAT was adapted?

Flexibility around vaccination inclusion in postnatal Group Care

Was the adaptation PLANNED? For WHOM/WHAT was the adaptation What were the REASONS to adapt?
* Planned (proactive made? Y
L . ) * Individual — pregnant person - SOC!Q HOSTICRE (CO-)FACILITATOR
* Unplanned (reactive) * Existing policies + Preferences

: T.arget pnp'ulat‘mn * Funding policies
WHEN did the adaptation occur? * Site/organisation

* Before the first Group Care session * Other: baby
* Within the first year after the start of the

first Group Care session

PARTICIPANT
What was the most important GOAL of the 0 MRS TS
adaptation?
} - - - 5

« Improve fit with Do \Ccr)\u coaner WHO participated in the decision to adapt? . ORGANISATION/SITE

recipients . € mos « Country research team * Available resources

important goal o . + Service structure
achieved? anagement at the site * Regulation/compliance
* Yes * Staff at the site « Billing constraints

+ Partially

What was the impact on model fidelity?

Figure 20 Results from Suriname regarding scheduling Group Care into regular care —
Adaptation 2

The decision to give the parents a choice whether or not to include the vaccinations was
planned and took place before the start of the first Group Care sessions. The suggestion
for an extra individual consult when the baby did not reach the correct age for vaccination at
the time of the Group Care was reactive to the situation and thus unplanned. These were joint
decisions, among others with the staff and management at the site involved. The adaptation
was done for the participants of the Group Care sessions (both parents and babies), and the
site, with the main goal to improve fit with patients. This main goal is considered (partially)
achieved: Some parents attending postnatal group care made use of the opportunity to vaccinate
their children at the Group Care implementation site (for charge) instead of going back to the
primary care for free-of-charge vaccination. One respondent gives an example of how this
adaptation did work out in practice when a baby did not have the appropriate vaccination age
at the time of the Group Care session: “The mother came back with the baby and the baby was
vaccinated at the appropriate age.” Several reasons are selected for his adaptation. E.g., the
existing policies regarding timing and costs of vaccinations were reasons connected to the
decision to include this flexibility regarding vaccinations in Group Care sessions, to align with
the existing policies. No influence on the Group Care model fidelity is described.

4.2.6 The Netherlands

One adaptation to optimise scheduling of Group Care sessions in the Netherlands was
described and includes a shift in the working hours of the facilitators.
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Adaptation 1: shift in working hours of the facilitators

In the Netherlands, one of the participating sites shifted the Group Care sessions to the
evening, instead of organizing them during the day. The midwives preferred to hold the
sessions during the day, but they experienced difficulties in achieving a preferred group size of
8-12 participants. Therefore, they changed the timing of their Group Care session.

WHAT was adapted?
Shift in working hours of the facilitators

Was the adaptation PLANNED? For WHOM/WHAT was the adaptation What were the REASONS to adapt?

5 »
* Planned (proactive) ekt SOCIO-POLITICAL (CO-)FACILITATOR

s e rsEnanterson * Societal or cultural norms « Preferences
+ Individual — (co-)facailitator

WHEN did the adaptation occur? + Site/organisation

« Within the first year after the start of the
first Group Care session

PARTICIPANT

What was the most important GOAL of the * Literacy and educational level

adaptation?

. - ) - -

o hEceseeiEieln Do \G:]u cons,t|der WHO participated in the decision to adapt? ) ORGANISATION/SITE
__themos «  Staff at the site * Available resources
oAt oal * Servicestructure

achieved? * Pregnant people/their families

*+ Yes

What was the impact on model fidelity?

(1) Health assessment in group space — (2) Self-care activities — (3) On-going evalutation — (4) Interactive — (5) Open circle — (6) Session plan, emphasis may vary — (7) 8-12 participants
— (8) Stable group composition — (9) Time for socializing

Figure 21 Results from the Netherlands regarding scheduling Group Care into regular care
— Adaptation 1

It was a planned adaptation that occurred within the first year after the start of the Group
Care sessions. The staff at the site, i.e. the facilitators, and the participants were involved in the
decision. The main goal to shift the timing of the Group Care sessions, was to increase
satisfaction, which is considered achieved. According to one of the respondents, the
participants are very enthusiastic about Group Care. Societal and cultural norms are described
as socio-political reasons to play a role in the decision, as most pregnant people are at work
during the day. This makes it hard to arrange to attend a Group Care session within working
hours. The evening attendance however could be a barrier for other groups, such as some
pregnant people that are not at work during the day, but cannot attend sessions in the evening
because of household and caring responsibilities. Multiple other reasons were selected, such as
available resources at the site, educational level of the participants, and preferences of the
facilitator. Despite the respondent indicating a preference for daytime groups at the beginning
of the survey, it does not outweigh the benefits of a larger group in the evening: it makes it
easier and more motivating to facilitate larger groups and is financially more profitable. An
overall positive influence on model fidelity was expressed in the survey. The hypothesis is
that the fidelity regarding interactive facilitating and group building activities is increased when
the group size is not too small.

427 UK

Two adaptations to enhance scheduling of Group Care into regular care in the UK were
described. A first adaptation includes the integration of Group Care in the online booking
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system. Next, one of the sites scheduled the Group Care sessions in a mix with individual
appointments.

Adaptation 1: integrating Group Care into electronic booking system

The first adaptation in the UK to get Group Care scheduled into regular care was that they
worked very hard to integrate scheduling of groups into their electronic scheduling system.
This required significant back and forth with IT, and resulted in some confusion for participants
and missed Group Care sessions during the initial GC_1000 roll out. Despite these challenges,
the site managed to make it work. One respondent states the following about this adaptation:
“I was impressed by how hard the site steering committee worked to correct this and | think
early involvement of IT for scheduling in future in a context where there is electronic
scheduling is essential. ” The participants knew their appointments would be in a circle and so
that their individual appointments were cancelled and replaced with the circle. A brand new
clinic code had to be created for Group Care sessions.

WHAT was adapted?
Integrating Group Care into electronic booking system

Was the adaptation PLANNED? For WHOM/WHAT was the adaptation What were the REASONS to adapt?
. i de?
Planned (proactive) _malnedivi RO SOCIO-POLITICAL (CO-)FACILITATOR
preg P * Funding policies « Preferences
+ Individual — (co-)facailitator n e
. o * Funding or resource availability
WHEN did the adaptation occur? * Site/organisation
« Within the first year after the start of the R tblcateivete
first Group Care session
PARTICIPANT
What was the most important GOAL of the
adaptation?
« Improve feasibility Do you consider WHO participated in the decision to adapt? ORGANISATION/SITE
> Moreerehe . t:ft;ctmual « Country research team . C.opeting derr.mnds or mandates
Echieveg'ﬁ * Management at the site . Tlme. IR
: ) * Service structure
* yes + Staff at the site « Billing constraints
* Partially * Site steering committee

What was the impact on model fidelity?

Figure 22 Results from UK regarding scheduling Group Care into regular care — Adaptation
1

The IT adaptations were planned and put in practice after the start of the first Group Care
sessions. Respondents recommend to have these IT-changes before the start of the Group Care
sessions. This adaptation was made for the participants, facilitators, the site and the broader
healthcare system. The main goal of this adaptation was to improve feasibility and increase
retention, which are considered (partially) achieved. Organizational chaos would be expected
if the Group Care sessions were not in the booking system of the hospital. The mentioned
reasons are related to funding and billing constraints: “If the billing is not sorted, even in an
NHS you need to understand the wider strategic outcomes of moving women about because it
all comes into the costings how many women are being cared for in circle.” This shows that
the IT-system is not only helpful to solve practical booking issues, but also for billings, and
possibilities for evaluation, e.g. on attendance. No influence on the Group Care model
definers are described.

Adaptation 2: mix of individual appointments and Group Care sessions
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One of the three participating implementation sites redesigned the format of exclusive Group
Care sessions into three individual antenatal appointments and five antenatal Group Care
sessions. The standard UK antenatal care standards as advised by NICE are followed. Also, it
was decided in one group to try having one of the sessions virtual.

WHAT was adapted?
A mix of individual appointments and Group Care sessions

Was the adaptation PLANNED? For WHOM/WHAT was the adaptation What were the REASONS to adapt?
: ?
+ Planned (proactive) Taﬁ;vi g R — SOCIO-POLITICAL (CO-)FACILITATOR
* Funding policies « Preferences
* Individual — (co-)facailitator
WHEN did the adaptation occur? * Site/organisation

* Before the first Group Care session * Health care system

PARTICIPANT

What was the most important GOAL of the
adaptation?

Do you consider WHO participated in the decision to adapt? ORGANISATION/SITE
) th?t mCtJSt | + Management at the site « Available resources
important goa . i
:chieveg? + Staff at the site Competing demands or mandates

* Time constraints
* Service structure
« Billing constraints

What was the impact on model fidelity?
(7) 8-12 participants

Figure 23 Results from the UK regarding scheduling Group Care into regular care —
Adaptation 2

The adaptations in scheduling format was planned and decided upon the start of the first
Group Care sessions. Both the mix of individual appointments and Group Care sessions and
the online component was then dropped for subsequent circles as it wasn’t working well.
According to the survey, the adaptations are put in practice for the participants, the facilitators,
the site, and the health care system. The plan to include a virtual visit was a post-Covid
adaptation because this service had already been providing Group Care in the Pregnancy
Circles trial and had to switch to virtual during Covid to maintain any group element. As this
worked in the lockdown situation the teams decided to try keeping a small virtual element.
Management and staff at the site were involved in this decisions. No clear aim was described
for the adaptations, but there are some involved reasons. These are mainly site-related, such
as available resources: additional time and personnel was needed for the Group Care sessions.
With staffing shortages they hoped to save time. In fact, they found the mixed approach did
not really save time, however, as it caused confusion and led to duplication when some
participants did not attend the groups and so needed to be followed up. Furthermore, organizing
Group Care sessions is linked to difficulties in finding large enough rooms. Facilitating
midwives and those overseeing model implementation reported that participants were
repeatedly missing the last Group Care session prior to an individual appointment. There was
speculation that participants skipped the last group session because an individual appointment
was scheduled shortly thereafter. Because of participants skipping Group Care sessions, this
may influence the Group Care model definers, such as an ideal group size of 8-12
participants. One participant states: “Scheduling individual appointments so close to group
appointments may contribute to women missing either of the appointments.” The schedules
were more complex and it seemed to undermine confidence in the group model as covering
clinical care, not just like a parent education session.
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4.2.8 Cross-country analysis regarding scheduling Group Care into regular care

There are three common described adaptations regarding scheduling Group Care into regular
care. Some involved a change in the model to accommodate the needs of the context, such as
a mixture of Group Care and individual appointments. Others involved a change in the context
to accommodate Group Care, such as shifting the working hours of the facilitators.

In three countries (Belgium, Kosovo and UK), a Group Care schedule was created that had a
mixture of individual follow-up appointments and Group Care sessions. Whereas in the UK
this was rather confusing for the participants and later dropped, in Belgium and UK this
appeared to be needed to get the obstetricians on board of Group Care implementation. In the
UK and Belgium, this was a planned decision, whereas in Kosovo it was an unplanned
reactive adaptation. As with the health assessment adaptations, these were also joint decisions
with multiple stakeholders involved. The big difference between these countries is that in
Belgium and Kosovo, there is an antenatal obstetrician-led care model, whereas in the UK there
is a strong midwifery-led antenatal care model. In the obstetrician-led countries, the number of
Group Care sessions was reduced to maintain some individual appointments at the obstetrician.
This was considered essential to make Group Care implementation a possibility at their site. In
both countries, the existing policies and historical context with this regard was one of the main
reasons to opt for this schedule with both individual appointments and Group Care sessions.
This was not the case in the UK, where there were more site-related reasons rather than socio-
political reasons playing a decisive role. The staff shortages is one of these site-related reasons,
as de facilitators hoped to save time by implementing this schedule. But in the end, it didn’t
save time and these schedules were more complex. A very important reflection with regard to
these mixture of individual appointments and Group Care sessions, is that it seemed to
undermine confidence in the Group Care model as covering clinical care. In the UK, as there
were no existing policies forcing them to this schedule, they acted upon their lessons learned
and shifted to exclusive Group Care sessions. This highlights the flexibility and open-
mindedness of the team to switch from the original plan and develop a new schedule during an
implementation process.

In two countries (South Africa and UK) adapting the booking system was central to start
scheduling Group Care into regular care. In the UK, the most important lesson learned was that
it would have been beneficial if this booking system was set-up prior to the start of the Group
Care sessions. This was the case in South-Africa where the electronic booking system is not
designed to book groups of women together, it was therefore decided before the first group
session that the midwife would need to book participants in Group Care manually in a paper
book before the first Group Care session. It worked for the midwife as she was highly
motivated. The electronic booking system would need to be reconfigured in South Africa to
allow for booking Group Care within the electronic booking system. The participation of
multiple stakeholders in the decision to adapt the booking system enabling the inclusion of
Group Care scheduling was similar in UK and South Africa. Mainly site-related reasons
occurred in both countries, as this booking system is necessary for fluent patient follow-up and
attendance evaluation, among others.

In the Netherlands, Suriname and Kosovo there was a shift in the timing of the sessions. In
Kosovo, the sessions were shortened, and in the Netherlands and Suriname some of the Group
Care sessions shifted in timing to afternoon or evening. Despite the different context of these
countries, there are in all three of them societal norms as a reason for adaptation. In Kosovo
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regarding the role of the partner and family-in-law, and in The Netherlands and Suriname to fit
the working hours of the participants. In all three countries, it was a reactive unplanned
adaptation, to improve the enrolment of participants in Group Care sessions.

In general, the participating implementation sites showed great flexibility and took into account
different interests, always keeping the interests of the participants in the foreground.
Although it is becoming clear that the actions taken to schedule Group Care in regular care go
beyond merely these interests of the participants. Those of health care providers and the general
health care system were often cited as well. The main goal of the majority of the described
adaptations is to improve feasibility of Group Care implementation.

Regarding model fidelity, there is a similar observation compared to the adaptations when
implementing the health assessment aspect of Group Care: these adaptations are often needed
to make Group Care possible in a site. Overall, there is the perception of a positive influence
on model fidelity, although these are often not directly linked to the described adaptation but
rather to the general Group Care model.
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5 DISCUSSION

At the start of the Group Care 1000 project, extensive context analyses were conducted via
Rapid Qualitative Inquiries to gain an in-depth knowledge and understanding of the context of
the participating implementation sites. These context-analyses indicated, among other things,
that challenges were anticipated in each of the sites around specific aspects of Group Care
implementation, and that adaptations are needed to tackle these challenges and make Group
Care implementation possible. The occurring challenges identified in each of the participating
implementation sites are elaborated in the GC_1000 Deliverable 3.2 and structured in the
‘Anticipated Challenges Framework to support the implementation of Centering-Based Group
Care’. The developed framework enables for anticipation of these required adaptations.
Therefore, this framework can be regarded as part of a blueprint for start-up.

Recommendation for blueprint and scale-up

Anticipate necessary adaptations — the ‘Anticipated Challenges Framework to support
Group Care implementation’ can be useful

Two of these general cross-country anticipated challenges came to the forefront: (1) how the
health assessment component of the Group Care model can be operationalized, and (2) how
Group Care as an antenatal care model can be integrated into regular antenatal care in the site.
Based on this, we examined which adaptations the participating implementation sites made and
who/what played a role in this adaptation process. Respondents were given the opportunity to
describe the most impactful adaptation with regard to health assessment and scheduling Group
Care into regular care. This included both adaptations to the model to operate within a particular
context, and adaptations to the context to enable implementation of the model. In-depth
understanding of these adaptations were gained through incorporating all aspects of the
FRAME.

The data from this survey confirm the anticipated challenges related to health assessment and
scheduling Group Care into regular care that emerged during the RQIs. In all participating
implementation sites, actions taken to incorporate health assessment and to schedule Group
Care into regular care are described. Remarkably, these are rarely real adaptations to the model,
but rather changes to the context or implementation strategies to make it possible to implement
the Group Care model.

Recommendation for blueprint and scale-up

In an implementation process, “adaptation” goes beyond merely modifying the original
intervention. It can also include adaptations in the context or implementation strategies.
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Despite careful planning in all participating implementation settings, there appears to be a mix
of planned and unplanned adaptations. A well-planned adaptation process is strongly
encouraged, but our research also demonstrates that the unplanned adaptations can lead to a
beneficial result. More than that, it shows a strong flexibility of the sites to deviate from their
planned implementation process. These unplanned adaptations are mainly linked to improve
the fit the participants, and the general feasibility of Group Care implementation in the site.
For example, a shift in working hours of the facilitator to create increased Group Care
attendance possibilities for participants. Most of the unplanned adaptations occurred in an early
stage of the implementation process. Regardless of whether the adaptation was planned or
unplanned, it nearly always entailed a joint decision. Decisions to make adaptations are
generally made by the facilitators and management of the organization. It was stated several
times that this broad-based support contributed to successful adaptation.

Recommendation for blueprint and scale-up

Benefit from the steering committee to reach planned, informed, and supported decisions
on adaptations. Monitor model fidelity in these choices.

The overall main goal of the adaptations was often linked to feasibility of Group Care
implementation, mainly to optimize it for participants and facilitators. The reasons to adapt are
mostly related to the organization of the healthcare system, either its policy or infrastructure.
The importance of the current organization of antenatal and postnatal care, for example
midwifery-led versus obstetrician-led, became clear. The health care system has a much greater
influence on the implementation process and need for adaptations than the socioeconomic
status of the country.

Recommendation for blueprint and scale-up

Lessons learned from others can contribute to optimized adaptation strategies. Identify
countries with a similar perinatal health care system, rather than a similar socio-
economic context.

Regarding the inclusion of the health care component in Group Care, which appeared to be the
biggest change compared to regular care, we can conclude that this is possible in all countries.
If a country has limited space available, it seems to be possible everywhere to find an adjoining
room or other creative solutions to include the medical one-to-one medical check-up without
deviating too much from the goal of organizing it all in one room. The time needed to realize
this medical follow-up was an adaptation in several countries that has an impact on the time
left for facilitated discussions. Learning from other facilitators could be a strategy to reduce
this time in the long run, e.g. via a global and/or local Group Care community of practice. If,
given the cultural or policy context, it is unusual or not allowed for participants to complete
the self-assessment individually, facilitators can support them. In the long run, this strategy
could be phased out, especially when the cultural context is the influencing factor.

When scheduling Group Care into regular care, good practices are described on changes in the
antenatal or postnatal care booking system, to optimise enrolment and extend evaluation
possibilities. In countries where the regular antenatal care pathway consists of less than 10
appointments or in case of an obstetrician-led care system, we see a reduction in the number of

GC_1000 Deliverable 3.3 Page 45 of 47



Group Care sessions. This in order to reduce the gap with current care or avoid the
overconsumption of healthcare resources. If there is no reduction in the number of sessions in
obstetrician-led countries, we see Group Care shorter or fewer Group Care sessions.

All implementing sites strongly adhered to the vision to implement Group Care in a sustainable
manner so that pregnant people in these sites can continue to benefit from Group Care, even
when the Group Care 1000 project is finished. Hence, much attention was also paid to aligning
a Group Care model of care as closely as possible with current local and national antenatal care
policies. In general, the adaptation process is often a complex matter. However, creativity and
flexibility of implementation sites has shown many possibilities. It is relevant to consider the
various reasons that play a role in adapting. Hence, it is useful to put different perspectives
together and place the adaptations within the local contexts to get a larger picture. Sometimes,
important underlying reasons still emerge this way. By putting these different perspectives
together, a joint decision can be reached to enhance the chances of a successful adaptation and,
this way, a sustainable implementation.

Recommendation for blueprint and scale-up

The Group Care 1000 project demonstrates that creative solutions can be found by
taking context-specific and manageable steps throughout the project phases, even for
challenges that seemed too big to tackle at the start of the implementation process.
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