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Abstract
Background: Midwife facilitated, group models of antenatal care have emerged as an alternative to conventional
care both within Australia and internationally. Group antenatal care can be offered in a number of different ways,
however usually constitutes a series of sessions co-ordinated by a midwife combining physical assessment, antenatal
education and peer support in a group setting. Midwife-led group antenatal care is viewed positively by expectant
mothers, with no associated adverse outcomes identified in the published literature for women or their babies when
compared with conventional care. Evidence of an improvement in outcomes is limited. The aim of this study was to
compare mode of birth (any vaginal birth with caesarean birth) between pregnant women accessing midwife-led
group antenatal care and conventional individual antenatal care, in Queensland, Australia.
Methods: This was a retrospective matched cohort study, set within a collaborative antenatal clinic between the local
university and regional public health service in Queensland, Australia. Midwife-led group antenatal care (n = 110)
participants were compared with controls enrolled in conventional antenatal care (n = 330). Groups were matched by
parity, maternal age and gestation to form comparable groups, selecting a homogeneous sample with respect to
confounding variables likely to affect outcomes.
Results: There was no evidence that group care resulted in a greater number of caesarean births. The largest increase in
the odds of caesarean birth was associated with a previous caesarean birth (p < 0.001), no previous birth (compared with
previous vaginal birth) (p < 0.003), and conventional antenatal care (p < 0.073). The secondary outcomes (breastfeeding
and infant birth weight) which were examined between the matched cohorts were comparable between groups.
Conclusions: There is no evidence arising from this study that there was a significant difference in mode of birth
(caesarean or vaginal) between group and conventional care. Group care was associated with a lower risk of caesarean
birth after controlling for previous births, with the highest chance for a vaginal birth being a woman who has had a
previous vaginal birth and was in group care. Conversely, the highest risk of caesarean birth was for women who have
had a previous caesarean birth and conventional care.
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Background
Most women in Australia receive antenatal care routinely
during their pregnancy [1]. Conventional antenatal care in
Australia usually involves women seeing numerous health
care professionals, individually in a clinic setting, during
the course of their pregnancy. These care providers include hospital midwives and doctors, General Practitioners and community-based services. Child birth
education or classes are also offered as an adjunct for this
health care, on an opt-in basis. The recently developed
Australian National Clinical Practice Guidelines recommend a minimum antenatal schedule of ten visits up to,
and including a 40 week (term) appointment [2, 3].
Midwife facilitated, group models of antenatal care
(hereafter referred to as midwife-led group antenatal
care) have emerged as an alternative to conventional
care both within Australia [4] and internationally [5].
Midwife-led group antenatal care can be offered in a
number of different ways, however usually constitutes
a series of sessions co-ordinated by a midwife combining physical assessment, antenatal education and
peer support in a group setting [6].
Midwife-led group antenatal care has been studied
most widely in North America where the CenteringPregnancy model of group antenatal care was developed [5].
The most recent systematic review found midwife-led
group antenatal care to be positively viewed by expectant mothers, with no associated adverse outcomes for
women or their babies when compared with conventional care [7]. Preterm birth rates were not affected by
group or conventional antenatal care [7, 8] however, reduced rates have been reported for midwife led continuity of care models [9]. An earlier integrative review
conducted in 2011 had reported lower rates of preterm
birth associated midwife-led group antenatal care [10],
however, this was not sustained in the most recent systematic review of the evidence. There were only a small
number of studies from which to draw this conclusion,
with 42% of the women in the meta-analysis from one
study. This evidence supports what other authors have
reported: that there is a need to conduct further research
to determine whether or not benefit to women and babies
is associated with midwife-led group antenatal care [7].
Qualitative studies on group antenatal care have reported high maternal satisfaction, peer support and the
value of shared experience associated with group antenatal care [11], especially models that include continuity
of care [12]. Women accessing midwife-led group antenatal care models demonstrate healthier pregnancies
[10, 13] and improved antenatal care attendance
amongst disadvantaged groups [14] compared to conventional antenatal care. Breastfeeding rates have been
shown to be higher following midwife-led group antenatal care [13, 15].
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In the context of the positive outcomes associated with
midwife-led group antenatal care, it follows that providing it as one option for women is appropriate. However,
in the shrinking fiscal environment of healthcare, new
models of care require evaluation to demonstrate models
are evidence-based and at least as good as or better than
what is already offered. “Rising healthcare costs and limited provider availability have intensified the search for
evidence-based, cost-effective prenatal care that maximizes the outcomes of the mother and child” [16].
However, the relationship between midwife-led group
antenatal care and mode of birth (caesarean or vaginal)
has not been established [7]. Models of midwifery care
which have been shown to affect mode of birth reside
within continuity of midwifery care throughout the perinatal continuum, for low-risk pregnant women [17]. Yet,
this same effect on mode of birth has not been demonstrated in all-risk continuity of care models [18, 19].
Given the steadily rising caesarean birth rates both
within Australia and internationally [1, 20, 21], innovative
models of antenatal care may afford one opportunity to
combat this trend, given the potentially high complications associated with caesarean birth. Sandall and colleagues [22] argue that “Whilst it is difficult to exclusively
categorise maternity models of care due to the influence
of generic policies and guidelines, it is assumed that the
underpinning philosophy of a midwifery model of care is
on normality and the natural ability of women to experience birth with minimum or no routine intervention”
[22]. Therefore this study aimed to compare outcomes
(primarily proportion of caesarean births) between a
midwifery-led group based antenatal care service (known
as ‘Expecting and Connecting’) with conventional antenatal care in a regional area of Queensland, Australia.

Methods
Study design and setting

A matched cohort study was conducted in a regional
setting in south-east Queensland, Australia. This is the
second phase of a larger study evaluating the ‘Expecting
and Connecting’ service and the earlier phase (qualitative findings) are reported elsewhere [11]. All pregnant
women who attended a ‘booking-in’ appointment within
the local, public health care service were given an opportunity to opt-in to the ‘Expecting and Connecting’ group
pregnancy care service, run at the campus of a local university or attend another of the conventional service
models available at the local public hospital. There were
a range of options for conventional antenatal care including combinations of Medical practitioner (public
hospital clinic), Midwifery practitioner (public hospital
clinic); or, Medical practitioner–General Practitioner
(shared care).
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The ‘Expecting and Connecting’ group pregnancy care
service (ECGPC) commenced as a collaborative partnership between a regional health service and local university in 2013. This service facilitates midwife-led group
antenatal care for up to 12 women for seven sessions,
six antenatal sessions and one postnatal. Lasting around
two hours each, the sessions include a comprehensive
antenatal assessment and facilitated educational discussion. Topics include preparation for labour and birth,
adjusting to parenting and pregnancy care and allow for
interaction and discussion, rather than a didactic, expert
approach. Operating from the local university, sessions
are facilitated collaboratively by one health service
midwife, and one university midwife. Women commence sessions at around 18–20 weeks gestation. The
model facilitates continuity of midwife during the
antenatal period, but does not extend into the labour
and birthing period.
Pregnant women who opted in to the ECGPC (intervention), were matched with a carefully selected comparison cohort experiencing conventional care. The
control group accessed a range of options for antenatal
care and for analysis, any combination of public prenatal
care other than attendance at ECGPS was termed conventional antenatal care as this is the range of options
available to all women attending as a public patient at
the local hospital (study setting).
The null hypothesis was that the proportion of women
experiencing any vaginal birth would be the same in the
‘Expecting and Connecting’ group pregnancy care group
as in the conventional antenatal care group.
Sampling

The required sample size was approximated using a
background CB rate of 0.25, confidence level of 95%,
and 80% power using published sample size tables for logistic regression [23]. Based on these tables a final sample size between 339 and 549 would be sufficient to
detect an odds ratio for risk of CB between groups of
1.3–1.4 or greater.
Women who had received antenatal care through
ECGPC service were identified and considered as cases
for inclusion in the study. A total of just over 300
women had accessed ECGPC service since its inception
in early 2013. To allow time for establishment of the
new service, and to collect data from the most recent
representation of clients through the service, a sample
period from January, 2014 to Dec 2014, was selected. A
total of 119 cohort cases were identified with nine case
records unable to be matched to the Queensland Perinatal Data Collection (QPDC), as the mothers birthed in
2015. This resulted in 110 cases being included in the
intervention group. The control group comprised a
matched sample accessed via QPDC. Three controls per
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case were selected based on the following shared attributes: Term (Preterm <37 weeks, Term > =37 weeks),
Parity (Nulliparous/Multiparous), Mother Age (5 years
Groups), Singleton births and they gave birth at the local
public hospital. The matching resulted in the selection
of 330 controls. These controls were selected from 1
June 2012 through to 31 December 2012. This process
of matching characteristics between the intervention and
control group has been reported in other Australian
health care research studies with a ratio of 1:3 [24, 25].
All linked data were cross-checked with controls on all
matching criteria. Data corresponded at 100% accuracy
for maternal age, gestational age at birth and parity.
Therefore a total sample of 440 was achieved. It should
be noted that matching on pre-term birth removes the
possibility of detecting any difference in this variable.
However this decision was made to remove any bias in
the primary outcome of mode of birth (CB or VB) as
policies for pre-term birth may result in a higher incidence of caesarean birth [8].

Data collection

For the control group all data items were extracted from
QPDC. QPDC data were not included for the case file as
the majority of the case data supplied included mothers
that gave birth in 2014 or later. At the time of this analysis 2014 QPDC data was not finalised. The data for the
cases were accessed by clinical record audit.
The primary outcome was mode of birth, categorised
as any vaginal birth (VB) or caesarean birth (CB). Secondary outcomes included: low birth weight (<2500 g at
term); and, breastfeeding on discharge from hospital. Potential explanatory factors were prenatal care, pharmaceutical pain relief, mode of previous births, maternal
age and gestational age.

Data analysis

All data were entered into the statistical analysis program SPSS (version 22, IBM Corp, Armonk, New York,
USA). Descriptive statistics were calculated for demographic, primary and secondary outcome variables for
each group.
Descriptive statistics were calculated for the two cohorts. T-tests and chi-squared tests were conducted to
confirm groups were approximately equivalent after
matching.
Logistic regression was used to calculate adjusted odds
ratios (aOR) and 95% confidence intervals (CI) where
the dependent variable was mode of birth (CB or any
VB). Antenatal care, pharmaceutical pain relief in labour,
mode of previous births, maternal age and gestational
age were tested as explanatory variables.
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Results
Demographic characteristics of the groups were very
similar (Table 1–Characteristics of groups). Although
mothers were matched in 5 year age groups there was a
small but significant difference in the mean age of the
mothers, with the group care being about 1 year older
on average. There were no other significant differences
in the characteristics of the two groups, including use of
pain relief and birth weight.
Results from the logistic regression analysis are presented in table two comparing conventional antenatal
care with group regarding mode of birth (Table 2).
There was no evidence that group care resulted in a
greater number of Caesarean births, and some evidence
that group care reduced the odds of a Caesarean birth.
The use of epidural or spinal analgesia cannot be used in
the logistic regression model for mode of birth as the
rate for caesarean birth is 100% and causal pathway is
unclear (for example, a planned CB will involve spinal
analgesia where the planning of the caesarean birth
comes first, however, in a prolonged or difficult labour
an epidural or spinal analgesia may be used as pain relief
and a CB may be subsequently advised). The use of opioids was not significantly associated with mode of birth
and removed from the analysis.
Table 1 Characteristics of Groups
Variables

Group Care

Standard care

Total

(n = 110)
No. (%)

(n = 330)
No. (%)

(n = ###)
No. (%)

29 (5.3)

28 (5.2)

28 (5.3)

Term (> = 37 weeks)

107 (97.3)

321 (97.3)

428 (97.3)

Preterm (<37 weeks)

3 (2.7)

9 (2.7)

12 (2.7)

Maternal Agea,* [mean (SD)]
a

Gestational Age

Paritya
Primigravida

80 (72.7)

237 (71.8)

320 (72.7)

Multigravida

30 (27.3)

93 (28.2)

120 (27.3)

No previous birth

80 (72.7)

237 (71.8)

317 (72.0)

Previous SVB

28 (25.4)

73 (22.1)

92 (20.9)

Previous LSCS

2 (1.8)

20 (6.1)

22 (5.0)

>4500 g

2 (1.8)

7 (2.1)

9 (2.0)

4001–4500 g

17 (15.5)

32 (9.7)

49 (11.1)

3501–4000 g

34 (30.9)

122 (37.0)

156 (35.5)

3001–3500 g

39 (35.5)

130 (39.4)

169 (38.4)

2501–3000 g

14 (12.7)

29 (8.8)

43 (9.8)

2001–2500 g

4 (3.6)

2 (0.6)

12 (2.7)

Previous Births

b

Infant birth weight

a

Matching variable
b
Some categories with low cell counts were merged with neighbouring
categories for a valid test
*
Difference between groups significant (p < 0.05)

Table 2 Associations between caesarean section (CS) and risk
factors in a multivariate logistic regression model
Factors

CS

VB

Adjusted OR
(95% CI)

P-value

No

%

No

%

Group care

19

17.8

91

27.3

1

Standard care

88

82.2

242

72.7

1.7 (0.95, 3.04)

Yes

33

30.8

206

61.9

1

No

74

69.2

127

38.1

4.0 (2.45, 6.51)

Previous VB

13

12.1

88

26.4

1

Previous CS

15

14.0

7

2.1

14.8 (4.76, 46.05)

0.000

No previous birth

79

73.8

238

71.5

2.7 (1.42, 5.28)

0.003

Ante-natal care

0.073

Use of nitrous

0.000

Previous births

Maternal Age and gestational age were not significant,
however the overall low rate of preterm births suggests
that to detect a significant effect would require a much
larger sample size.
Breastfeeding rates on discharge were comparable between groups (88.1% v 87.9%; p < 0.3). The usual length
of hospital stay is 2 days for women birthing vaginally
within the study site. Breastfeeding initiation rates were
not collected as they are known to be above 96% within
the study site and a very large sample would be required
to detect a difference.
The original data did not determine whether CB was
elective or emergency, however the confirmed use of nitrous oxide as pain relief indicated that those cases reflect a woman who has laboured prior to the birth mode
of CB, rather than a non-labour elective CB. Therefore,
the increased odds of a CB for women who did not use
nitrous was likely a statistical artefact.

Discussion
There is no evidence arising from this study that there is
a difference in mode of birth (caesarean or vaginal) rates
between group and conventional care. While a difference
was found, it was not significant to p < 0.05 that group
care is associated with a lower risk of caesarean birth
after controlling for previous births (none/caesarean
birth/vaginal birth). In this study, the highest chance for
a vaginal birth was a woman who has had a previous vaginal birth and was in group care. Conversely, the highest risk of caesarean birth was for women who have had
a previous caesarean birth and conventional care.
Ruiz-Mirazo and colleagues also found a slightly decreased risk of caesarean birth in their systematic review
and meta-analysis of midwife-led group antenatal care
when compared with individual care [15]. There remains
however, large variation in the ways in which groupbased antenatal care can be provided and the way in
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which it is facilitated. The findings from this study can
be applied to the unique context of the ‘Expecting and
Connecting’ model. Beckmann and colleagues [19] conducted a large retrospective cohort study examining the
effect Midwifery Group Practice had on mode of birth,
also in Queensland Australia. Their study found no difference on mode of birth (primary outcome unassisted
vaginal birth) between Midwifery Group Practice and
conventional care. Yet the Midwifery Group Practice
(MGP) model is quite different from ‘Expecting and
Connecting’, as the women are cared for in a continuity
of care model (in MGP), with the group dynamics and
approach substantially different from the structure and
focus of ‘Expecting and Connecting’ or other facilitative
group approaches, such as CenteringPregnancy. Group
facilitation skills of midwives may be a variable to consider when comparing the way the antenatal group care
is provided [26]. The depth of information and shared
experience is also a valuable component of midwife-led
group antenatal care. Jenkins et al. [27] found that informational continuity is essential for women during pregnancy and childbirth as they can undergo multiple
interactions with many differing healthcare providers.
Continuity of relationship (relational continuity) is seen
as particularly important to pregnant women in minimising the number of healthcare professionals they
interact with during pregnancy.
The recent systematic review comparing group with
conventional antenatal care on pregnancy and birth outcomes [7], also found no difference on perinatal outcomes such as prematurity or mode of birth, however
report high levels of maternal satisfaction and no demonstration of harm. Unlike many MGP or continuity of
care models, ‘Expecting and Connecting’ does not specifically target ‘low risk’ women, rather all pregnant women
are informed of the service and invited to participate
should they choose to.
Furthermore, the ECGPC model was very popular
amongst primigravid women (72% of the case cohort).
Nulliparity has been associated with an increased risk for
a CB without a clear medical indication [28], and nulliparous women have been identified as the group with the
most modifiable factors present which can be manipulated
to reduce CB, and as such have been listed as a core maternity quality indicator in the United States of America
[29], Despite this, there has been a significant increase in
women birthing via CB in their first pregnancy in
Australia over the past 20 years, and this has led to an ongoing increase in repeat CB [1, 21]. This study found that
the strongest predictor of a CB was a previous CB, and
that the strongest indicator of a VB was a previous VB.
Therefore, it has been argued that strategies aimed at reducing CB rates should focus on promoting and supporting VB for primigravid women [30].
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The secondary outcomes which were examined between the matched cohorts were also comparable between groups. Previous studies have demonstrated an
increase in breastfeeding initiation from group-care
[15]. Our study did not demonstrate a significant difference in exclusive breastfeeding initiation between
the matched cohorts (88.1% v 87.9%; p < 0.3), however
considering the very high rates of breastfeeding on
discharge from the study health service hospital (87%
fully breast feeding, 9% combination of breast milk
and infant formula, 4% infant formula [31]), much
larger numbers would be required to detect difference. It would be perhaps more important to ascertain the potential effect midwife-led group antenatal
care may have on breastfeeding duration, especially in
the context of the peer-support generated through the
service, and is an area for further research.
Limitations

Women who attended the intervention in this study
(‘Expecting and Connecting’) self-selected into this
group, in preference to other models of conventional
antenatal care offered through the local public hospital
and health service. Other studies have reported that
women choosing MGP approaches tend to be older [19],
however this study has aimed to control for maternal
age, and other key confounding factors known to influence mode of birth.
The matched cases from the QPDC were drawn from
late 2012 data, as this was the most current validated
data at the time of linkage. The case data were extracted
from the local birth registration database from 2014. No
significant changes had occurred in the health service or
modifications made to conventional antenatal care during this time, so should have little or no impact on the
data integrity.
Controlling for emergency or elective caesarean birth
and longer follow-up period for breastfeeding duration
would be important to consider for future research. Further, the number of women who had previously accessed
‘Expecting and Connecting’ determined the limited sample size (case group) for this study and as such could
only have the power to detect large differences in caesarean birth rates, therefore future research with larger cohorts of pregnant women would be valuable. Similarly,
instrumental and spontaneous vaginal births were
grouped as ‘any vaginal birth’ and it is important to acknowledge that for some women an instrumental vaginal
birth may be more traumatic than a caesarean birth.
Therefore it would be useful to power future studies to
differentiate between elective and emergency CB and
spontaneous and instrumental VB. The findings of this
study are specific to the context within which the study
was undertaken and should be interpreted as such.
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Conclusion
Considering the known adverse effects of caesarean birth,
especially on subsequent pregnancies and births [32–34],
innovative and supportive models of antenatal care which
mitigate this risk, especially for nulliparous women are essential. The high levels of reported satisfaction [35] and
no increase in adverse outcomes sees midwife-led group
antenatal care as a viable option for antenatal care. There
are mixed findings within the literature about the impact
of various models of maternity care on mode of birth outcome. However, specific to the ‘Expecting and Connecting’
collaborative approach, a non-significant reduction in
odds of caesarean birth was demonstrated and further experimental research with larger cohorts examining this in
the Australian context would be useful.
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this study spontaneous and instrumental vaginal birth)
Acknowledgements
The authors would like to acknowledge Ms Alison Broderick (registered
midwife) who commenced the ‘Expecting and Connecting’ service and
supported the research to evaluate the innovative service.
The authors would like to acknowledge the Health Statistics Branch
(Queensland Government) and the staff within the Sunshine Coast Hospital
and Health Service for assisting with data extraction. They would also like to
acknowledge the former Health Workforce Australia, Department of Health,
which provided funding to establish the original midwife-led group
antenatal care service.
Availability of data and materials
The raw data for this study are stored on a secure electronic drive within the
University where the principal researcher is employed, not available for
public access. Ethics approval for use of this data was restricted for the
use by this study only.
Authors’ contributions
Dr LK designed the study, completed the ethics approvals and contributed
to the writing of the manuscript. Dr MK undertook the data analysis and
supported the statistical design. Dr AC and Dr RR contributed to the
background literature reviews, data collection and discussion. All authors made
a substantial contribution to the manuscript and approved the final version.

Page 6 of 7

2.

3.

4.

5.
6.

7.

8.

9.

10.
11.
12.
13.

14.

15.

16.
17.

18.

19.
Competing interests
This was an unfunded study and the authors have no competing interests to
declare.

20.

Consent for publication
Not applicable.

21.

Ethics approval and consent to participate
This research study underwent full human research ethics committee review
and was approved by the Royal Brisbane Women’s Hospital Human Research
Ethics Committee (HREC/14/QRBW/305) and university (A/14/619). All data
were de-identified at point of extraction and stored as secure electronic files.
Participant consent was not sought as the data were retrospectively collected and an approval to waive consent was provided through the ethics
committee review process consistent with Queensland legislation.

22.

23.
24.

Received: 10 May 2016 Accepted: 29 December 2016

26.

References
1. Hilder L, Zhichao Z, Parker M, Jahan S, Chambers G. Australia’s mothers and
babies 2012. Canberra: AIHW; 2014.

27.

25.

Australian Health Ministers’ Advisory Council. Clinical Practice Guidelines:
Antenatal Care-Module 1. Canberra: Australian Government Dept of
Health; 2014.
Australian Health Ministers’ Advisory Council. Clinical Practice Guidelines:
Antenatal Care-Module 11. Canberra: Australian Government Dept of
Health; 2014.
Teate A, Leap N, Rising S, Homer CSE. Women’s experiences of group
antenatal care in Australia–the CenteringPregnancy pilot study. Midwifery.
2011;27:138–45.
Rising S, Kennedy H, Klima C. Redesigning prenatal care through
CenteringPregnancy. J Midwifery Womens Health. 2004;49:398–404.
Teate A, Leap N, Homer CSE. Midwives’ experiences of becoming
CenteringPregnancy facilitators: A pilot study in Sydney, Australia. Women
Birth. 2013;26(1):e31–6.
Homer CSE, Ryan C, Leap N, Foureur M, Teate A, Catling-Paull CJ. Group
versus conventional antenatal care for women. Cochrane Database of
Systematic Reviews 2012, Issue 11. Art. No.: CD007622. doi:10.1002/
14651858.CD007622.pub2.
Alfirevic Z, Milan SJ, Livio S. Caesarean section versus vaginal delivery for
preterm birth in singletons. Cochrane Database of Systematic Reviews 2013,
Issue 9. Art. No.: CD000078. doi:10.1002/14651858.CD000078.pub3.
Sandall J, Soltani H, Gates S, Shennan A, Devane D. Midwife-led continuity
models versus other models of care for childbearing women. Cochrane
Database Syst Rev. 2016;4:CD004667.
Manant A, Dodgson J. CenteringPregnancy: An integrative literature review.
J Midwifery Womens Health. 2011;56:94–102.
Craswell A, Kearney L, Reed R. ‘Expecting and Connecting’ Group Pregnancy
Care: Evaluation of a collaborative clinic. Women Birth. 2016;29:416–22.
Novick G, Sadler LS, Kennedy HP, Cohen SS, Groce NE, Knafl KA. Women’s
Experience of Group Prenatal Care. Qual Health Res. 2011;21(1):97–116.
Klima C, Norr K, Vonderheid S, Handler A. Introduction of
CenteringPregnancy in a public health clinic. J Midwifery Womens Health.
2009;54:27–34.
Brock E, Charlton K, Yeatman H. Identification and evaluation of models of
antenatal care in Australia–a review of the evidence. Aust N Z J Obstet
Gynaecol. 2014;54:300–11.
Ruiz-Mirazo E, Lopez-Yarto M, McDonald S. Group prenatal care versus
individual prenatal care: A systematic review and meta-analyses. J Obstet
Gynaecol Can. 2012;34(3):223–9.
Group Prenatal Care. http://www.uptodate.com/contents/group-prenatal-care.
McLachlan HL, Forster DA, Davey MA, Farrell T, Gold L, Biro MA, Albers L, Flood
M, Oats J, Waldenström U. Effects of continuity of care by a primary midwife
(caseload midwifery) on caesarean section rates in women of low obstetric
risk: the COSMOS randomised controlled trial. BJOG. 2012;119(12):1483–92.
Tracy SK, Hartz DL, Tracy MB, Allen J, Forti A, Hall B, White J, Lainchbury A,
Stapleton H, Beckmann M, et al. Caseload midwifery care versus standard
maternity care for women of any risk: M@NGO, a randomised controlled
trial. Lancet. 2013;382(9906):1723.
Beckmann M, Kildea S, Gibbons K. Midwifery group practice and mode of
birth. Women Birth. 2012;25:187–93.
Runmei M, Lao T, Yonghu S, Hong X, Yuqin T, Bailuan L. Practice audits to
reduce caesareans in a tertiary referral hospital in south-west China. Bull
World Health Organ. 2012;90(7):477–556.
Roberts CL, Algert CS, Ford JB, et al. Pathways to a rising caesarean section
rate: a population-based cohort study. BMJ Open. 2012;2:e001725.
doi:10.1136/bmjopen-2012-001725.
Sandall J, Hatem M, Devane D, Soltani H, Gates S. Discussions of findings from
a Cochrane review of midwife-led versus other models of care for childbearing
women: continuity, normality and safety. Midwifery. 2009;25(1):8–13.
Hsieh F. Sample size tables for logistic regression. Stat Med. 1989;8(7):795–802.
Warland J, McHutcheon H, Baghurst P. Placental position and late stillbirth:
A case-control study. J Clin Nurs. 2009;18:1602–6.
Crilly J, Chaboyer W, Wallis M. A structure and process evaluation of an
Australian hospital admission avoidance programme for aged care facility
residents. J Adv Nurs. 2011;68(2):322–34.
Allen J, Gamble J, Stapleton H, Kildea S. Does the way maternity care is
provided affect maternal and neonatal outcomes for young women? A
review of the research literature. Women Birth. 2012;25(2):54–63.
Jenkins M, Ford J, Todd A, Forsyth R, Morris J, Roberts C. Women’s views
about maternity care: How do women conceptualise the process of
continuity? Midwifery. 2015;31:25–30.

Kearney et al. BMC Pregnancy and Childbirth (2017) 17:39

Page 7 of 7

28. Souza J, Gülmezoglu A, Lumbiganon P, Laopaiboon M, Carroli G, Fawole B,
Ruyan P. Caesarean section without medical indications is associated with
an increased risk of adverse short-term maternal outcomes: the 2004–2008
WHO Global Survey on Maternal and Perinatal Health. BMC Med. 2010;8(1):71.
29. Nippita TA, Lee YY, Patterson JA, Ford JB, Morris JM, Nicholl MC, Roberts CL.
Variation in hospital caesarean section rates and obstetric outcomes among
nulliparae at term: a population-based cohort study. BJOG. 2015;122(5):702–11.
30. Wong N, Browne J, Ferguson S, Taylor J, Davis D. Getting the first birth
right: A retrospective study of outcomes for low-risk primiparous women
receiving standard care versus midwifery model of care in the same tertiary
hospital. Women Birth. 2015;28:279–84.
31. Statistical Services Branch, Department of Health, Queensland. Exerpt from
the Perinatal Data Collection (PDC), Prepared by: Statistical Reporting and
Coordination Unit, Statistical Services Branch, Department of Health,
retrieved 19 Oct 2016.
32. MacDorman M, Declercq E, Menacker F, Malloy M. Infant and neonatal
mortality for primary cesarean and vaginal births to women with “no
indicated risk” United States, 1998–2001 birth cohorts. Birth. 2006;33(3):175–82.
33. Lydon-Rochelle M, Holt V, Easterling T, Martin D. First-birth cesarean and placental
abruption or previa at second birth (1). Obstet Gynecol. 2001;97(5 pt 1):765–9.
34. Smith G, Cordeaux Y, White I, Pasupathy D, Missfelder-Lobos H, Pell J,
Charnock-Jones D, Fleming M. The effect of delaying childbirth on primary
cesarean section rates. PLoS Med. 2008;5(7):e144.
35. Kearney L, Craswell A, Reed R. ‘Expecting and connecting’: Evaluation of a
collaborative antenatal service. Women Birth. 2015;28 Suppl 1:S11.

Submit your next manuscript to BioMed Central
and we will help you at every step:
• We accept pre-submission inquiries
• Our selector tool helps you to find the most relevant journal
• We provide round the clock customer support
• Convenient online submission
• Thorough peer review
• Inclusion in PubMed and all major indexing services
• Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit

