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Kansas Perinatal Quality Collaborative
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Fall Conference
REGISTER TODAY!
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Cara Busenhart and Christy Evers
perinatalexcellence@gmail.com 

816-560-3123 (cell)
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Data Collection Surveys

Watch your email Oct. 1st for the 3rd Quarter Data Survey. 

This is our final data collection for the 
Severe Hypertension bundle. 

5



Rapid Response:
Maternal Mental Health and SUD in Pregnancy
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Rapid Response:
Home BP Monitoring
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BEFORE they come to triage, or in labor…

Where are the places we can help?
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Perinatal 
Person

Clinical 
Perinatal 

Care 
Providers

Prenatal 
Education

Social 
Services

Community 
Health 

Workers
Birth 

Centers

Home 
Visiting

Mental/ 
Behavioral 

Health 
Providers

Birth and 
Postpartum 

Doulas

Engaging a Community of Support for Positive Clinical Outcomes
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The MINUTE postpartum care begins
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Envisioned Referral Workflow

SHTN Model 
for Kansas

Perinatal Care Team * This may be a Home Visitor, OB Navigator, Doula, CHW, 
Case Manager, Care Coordinator, etc.

Recognize and
Respond

Identify Hypertension
SHTN Protocols

Screening for:
• Medical conditions 
• Mental health 
• Substance use 
• Breastfeeding
• Family planning
• Structural and social 

drivers of health
Make AP/PP 

appointments
 Cuff Project
 Patient Debrief

Outpatient Care

Appt with Primary OB 
72 hours, 2-3 weeks

Refer to Navigator* 
and/or directly to 
needed services

Cuff Project 

Comprehensive 
PP Visit at 6-12 

weeks PP
Discharge

Breastfeeding 
Support

WIC

Home 
Visiting

Behavioral Health

Housing, 
Transportation, 
Insurance, etc.

Primary 
OB/Medical 

Specialty Care

Patient Support 
Network

Other

Loop Closure

Inpatient Transfer

Transfer Protocol

Lactation Initiation

Specialty services

SSDOH needs

D
ischarge
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No Missed Opportunities…
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Social Supports.

Group Prenatal Care.

Postpartum Support Networks.

13



Centering Healthcare 
Institute: Changing the 
Way We Experience Care
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Meet the CHI TEAM

Jessica Bedoy, Senior Manager 
of FQHC Partnerships

Jessica Bedoy is Senior Manager of FQHC 
Partnerships at Centering Healthcare Institute (CHI), 
partnering with health systems and community 
organizations to bring Centering groups to life at 
scale. With more than 20 years across the Centering 
continuum, as a facilitator, coordinator, community 
health worker, Centering implementation advisor and 
trainer, Jessica brings a deep commitment to 
community centered care. Her passion for maternal 
health and better birth outcomes drives her work to 
advance equitable, accessible care that honors the 
voices and strengths of birthing people, families and 
communities.

Disha Patel, Manager 
of Health Policy

As the Manager of Health Policy, Disha 
Patel, MPH, plays a key role in developing 
and implementing Centering Healthcare 
Institute’s policy strategy at the state and 
federal levels. With nine years of 
experience in policy development, 
program implementation and advocacy for 
value-based payment programs, she 
brings her expertise to CHI, driving efforts 
to support the Centering model and 
improve maternal health outcomes.

Patrice Guzman, Senior 
Manager of Philanthropy

Patrice Guzman, MBA serves as Senior Manager 
of Philanthropy and Department Lead at 
Centering Healthcare Institute (CHI), where she 
advances strategic partnerships, philanthropic 
investment and opportunities that support the 
expansion of Centering group care nationwide. 
With a passion for relationship-building and 
healthcare transformation, Patrice works across 
sectors to connect resources, partners, and 
innovative strategies that strengthen CHI's 
mission to transform how healthcare is practiced 
and experienced.

Jackie Catron, Billing 
and Coding Specialist

Jackie Catron, MPH, serves as the Billing 
and Coding Specialist at Centering 
Healthcare Institute (CHI), providing billing 
and coding support to staff and sites to 
advance the Centering model. With 
experience across healthcare organizations 
and public health, Jackie brings a broad 
perspective and expertise to her work at 
CHI. She is passionate about supporting 
CHI’s vision for a more balanced, 
sustainable and person-centered approach 
to healthcare that improves health 
outcomes and the experiences of those 
receiving care.
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1)What is Centering?

2) Core Components of Centering 

3)CenteringPregnancy 

4)CenteringParenting 

5)CenteringHealthcare

6)Essential Elements of Centering 

7)Maternity Care Deserts

8) Mobile Sites and Community Partnerships

9) Policy and Payment

10) Channels for Scale

1 1 )KS Support Opportunity

Agenda
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Centering leverages facilitated, group-based medical 
appointments and care focused on health 
assessments, interactive learning and community 
building. CHI offers three Centering programs:

What is ?

Group care for prenatal patients

Family-based group care for patients and babies

Group care for patients with shared health 
experiences
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HEALTH ASSESSMENT

Patients have one-to-one 
assessment time with their 

provider during each visit and 
learn to take their own vital 

signs which empowers them to 
participate in their own care.

Core components of Centering

Engaging activities and 
facilitated discussions help 

patients become more 
informed and confident in 
making healthy choices for 

themselves and their families.

Patients find comfort in knowing 
they are not alone. Group visits 

lessen feelings of social isolation 
and stress while building 

friendships, community, and 
lasting support systems.

INTERACTIVE 
LEARNING

COMMUNITY 
BUILDING
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CenteringPregnancy

Our group-based prenatal care consists of:

• A group visit of 8-12 people due around the 
same time

• Participants of different backgrounds
• Visits that are two hours, giving pregnant

people 10x more time with their provider
• One-on-one time with the provider for a belly 

and baby check
• Assessment training for participants to learn

how to record some of their own health data
• Facilitated “circle-up” discussions and activities
• Centering curriculum and materials that include

everything from nutrition, common discomforts,
stress management, labor and delivery,
breastfeeding and infant care are covered

• Lasting community friendships
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CenteringParenting
● Children were more likely to be up to date with 

scheduled visits and vaccines2

● Maternal depression screenings were more likely to 

be completed and documented2

● Group well-child care creates built-in support for

parenting, shared learning and connection with

other families in the community

Families who stay connected to care in their 
community have more opportunities for routine visits, 
preventive care and trusted postpartum support.

Source: Dimovitz et al., 2023
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CenteringHealthcare

● Supports care for chronic conditions identified during

pregnancy, including diabetes, cardiovascular health and

lifestyle-related needs

● Group visits can provide a sense of learning and 

community that helps patients explore a wider

variety of care options3

● Creates a community-based hub for health support

across life stages

● Offers a flexible model for culturally and

linguistically responsive care, including for migrant

and refugee populations

CenteringHealthcare can support patients beyond 
pregnancy by creating a group care space for learning, 
connection and ongoing health needs.

Source: Meriwether et al., 2022
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Centering Essential Elements

There is 
ongoing 

evaluation

Health 
assessment 
happens in 
the group 

space

Patients 
engage in 
self care 
activities

Group size 
is optimal 

for 
interaction

Group 
members, 
including 

facilitators 
and support 
people, are 
consistent

Groups are
conducted
in a circle

There is 
time for 

socializing

Groups are 
facilitated 

to be 
interactive

Each 
session has 
a plan, but 
emphasis 
may vary
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Centering 
Delivery and 

Quality

Customer 
Service and 

Client 
Relations 

Specialists

Centering 
Training

Practice Transformation

Centering 
Implementation
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Centering as a Solution 
to Care Deserts
Centering group care can help practices 
respond to care gaps by making prenatal care 
more accessible, flexible and community-
centered.

● Keep more patients connected to prenatal care 

within their own communities

● CenteringPregnancy can be flexible in meeting

patient volume, local capacity, access, and

workforce needs
● Strengthen collaboration between local providers 

and delivering providers

● Support practices in maternity care deserts, rural

communities and HPSA-designated regions
● Explore opportunities to expand group care beyond 

pregnancy to support families across the care

journey 24



Mobile Site Licensing
One license. Flexible delivery. Greater reach.

● Designed for organizations delivering Centering 

across mobile, rotating, outreach or other 

nontraditional service locations.

● Creates flexibility beyond a traditional fixed-site

licensing structure

● Supports health systems, FQHCs, public health

entities and other healthcare partners.

● Provides a consistent framework for training,

implementation support, quality and fidelity.
● Creates potential for regional and statewide 

expansion strategies.

● Strategic value: Scalable reach for care-delivery

models that do not fit a traditional site-by-site

approach.

Mobile 
Centering
Across communities
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Community Partnership License
Connecting healthcare + community infrastructure

Outreach and patient 
engagement

Local resource connections

Community voice and 
feedback

Support for access and 
participation

COMMUNITY 
PARTNERS

Trusted community 
relationships

CENTERING 
HEALTHCARE INST ITUE

Licensing and model
standards

Training and 
implementation 

techniques

Technical assistance and 
quality support

Data and continuous 
learning

National partnership 
infrastructure

HEALTHCARE 
PARTNERS

Clinical leadership and 
care delivery

Staffing and facilitation

Patient identification and 
referrals

Bi l l ing and 
reimbursement 

pathways

Operational sustainability
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● Supports providers delivering eligible 
CenteringPregnancy group prenatal care
services

● Recommend approval of CPT code 
 99078 -TH

● Separate from the individual prenatal 
assessment

● Documentation of time spent for each 
expectant person and topics discussed

○ 90-120 minutes recommended

CenteringPregnancy Enhanced 
Reimbursement and Billing

● Include FQHCs, RHCs, THCs

● Co-Facilitation method- One facilitator 
needs to be a Physician, Physician 
Assistant or Advanced Practice 
Registered Nurse
○ This provider bills the individual 

assessment and enhanced 
reimbursement for group care

● Recommend approval of at least 10 
sessions
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Enhanced Reimbursement Rates (Per 
patient per visit unless otherwise noted)

● Arizona: $45
● Maryland: $50
● Michigan: $45
● Missouri: $40
● Montana: $30
● New Jersey: $7
● North Carolina: $250 on or 

after the fifth visit (one-time)
● Ohio: $45
● South Carolina: $30
● Texas: $43

Sustaining 
CenteringPregnancy

States wi th enhanced
reimbursement for
group prenatal c are
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Strategic Impact Priority : Channels for scale
Test partnerships and new channel-level services to determine whether FQHCs and health

systems are viable channels to reach priority populations efficiently at scale

THREE-YEAR GOAL

Pilot partnerships with at least two FQHC systems and at least two health systems 
serving priority populations to test viability as a scaling channel and inform a scalable 
partnership offering – including indications of greater and more efficient permeation of 
clinical sites with the system, ability to sustain Centering groups over time and 
willingness to pay for CHI’s services
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The Future of Maternal Health

As an evidence-based model CenteringPregnancy improves maternal health outcomes 
such as breastfeeding rates, less time in the NICU, birth weight and preterm birth.

We are looking forward to partnering with a health system like yours that has such a 
dynamic vision to impact maternal health.

Each hospital icon represents a site. Each row of people represents the patients and families impacted.
A s s i tes grow, t h e i m p a c t multiplies:

+ + + +
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Health System Scaling

• FQHC system scaling to five
additional locations.

o All successful in launching 
groups

o All reaching accredited status

• Lessons learned:
o Adaptations and tailoring
o Low census and affinity groups
o Systems Implementation

workshop with continued
advisor(s) support
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Kansas Funding Opportunity
The Health Fund will support the implementation of Centering Pregnancy at three (3)

Kansas sites

• Funding Available and what's
included

• Eligibility For Sites
• Requirements
• Application Process
• Goals and Outcomes
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Questions?
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