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ABSTRACT
Introduction: For over a decade, enquiries into
adverse perinatal outcomes have led to reports that
poor collaboration has been detrimental to the safety
and experience of maternity care. Despite efforts to
improve collaboration, investigations into maternity
care at Morecambe Bay (UK) and Djerriwarrh Health
Services (Australia) have revealed that poor
collaboration and decision-making remain a threat to
perinatal safety. The Labouring Together study will
investigate how elements hypothesised to influence
the effectiveness of collaboration are reflected in
perceptions and experiences of clinicians and
childbearing women in Victoria, Australia.
The study will explore conditions that assist
clinicians and women to work collaboratively to
support positive maternity outcomes. Results of the
study will provide a platform for consumers, clinician
groups, organisations and policymakers to work
together to improve the quality, safety and experience
of maternity care.
Methods and analysis: 4 case study sites have
been selected to represent a range of models of
maternity care in metropolitan and regional
Victoria, Australia. A mixed-methods approach
including cross-sectional surveys and interviews will
be used in each case study site, involving both
clinicians and consumers. Quantitative data analysis
will include descriptive statistics, 2-way multivariate
analysis of variance for the dependent and
independent variables, and χ2 analysis to identify the
degree of congruence between consumer
preferences and experiences. Interview data will be
analysed for emerging themes and concepts. Data
will then be analysed for convergent lines of enquiry
supported by triangulation of data to draw
conclusions.
Ethics and dissemination: Organisational ethics
approval has been received from the case study sites
and Deakin University Human Research Ethics
Committee (2014–238). Dissemination of the results
of the Labouring Together study will be via peer-
reviewed publications and conference presentations,
and in written reports for each case study site to
support organisational change.

INTRODUCTION
Maternity care provision in Australia has
experienced significant changes over the
past 20 years, and it continues to evolve.
Health policy reforms in Australia have been
particularly directed towards offering more
access and choice of models of maternity
care to childbearing women,1 2 and for
increased support for midwifery care in
childbirth.1–3 An international resurgence of
midwifery over recent decades has involved
the profession seeking to gain greater inde-
pendence from medical dominance.3

Midwives are recognised as able to provide
care for childbearing women and support
birth, both within their own professional

Strengths and limitations of the study

▪ The strength of the Labouring Together study is
the robust mixed-methods multiple case study
design, which will objectively measure the
essential elements of collaboration and shared
decision-making in the current maternity care
context.

▪ The Labouring Together study is innovative as it
will provide linkage between interprofessional
collaboration and shared decision-making with
women in maternity care.

▪ The Labouring Together study will be conducted
in four different hospital settings, representing a
wide range of regional and metropolitan models
of public and private maternity care, with a
diverse population of childbearing women.

▪ A limitation to the Labouring Together study is
that midwives in private practice are not specific-
ally included because few Victorian hospitals
have collaborative agreements with midwives in
private practice at the present time.

▪ A potential limitation to the Labouring Together
study is the passive recruitment strategy for
childbearing women to avoid potential distress to
women who may have experienced an adverse
perinatal outcome.
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responsibility and accountability, and in collaboration
with other healthcare professionals.3 4 Despite the polit-
ical impetus for reform, barriers have been identified
that continue to hinder successful collaborative prac-
tice1 5–15 and partnership with consumers16 for mater-
nity care provision in Australia.
In 2005, a review of maternity care in Queensland,

Australia found that many maternity care environments
had two cultures of care that were perceived to be in
opposition, with differing philosophies, values and
ethics around the perception of risk in childbirth.1 One
culture of care viewed pregnancy and birth as a low-risk
life event, with medical care and intervention to be pro-
vided only as needed; whereas the other culture of care
viewed pregnancy and birth as a potentially high-risk
situation, requiring access to technology, intervention
and dedicated medical care.1 The report concluded that
both cultures of care were needed in order for maternity
care to be effective and were crucial to the future of
maternity care, but noted that in many care environ-
ments the two cultures were unable to reconcile their
differences, and was a major obstacle to change.1

In 2009, a review of maternity services in Australia
recommended further reform and expansion of the
choice and range of models of maternity care available
to women.2 These reforms include that maternity care
professionals provide care in ‘collaborative partnerships’,
requiring midwives, obstetricians, general practitioners
and rural doctors to work as professional equals with dif-
ferent but complementary skills and knowledge.
Changes to Commonwealth funding arrangements have
included expansion of the role of midwives by initiating
changes to and support for professional indemnity insur-
ance for midwives working in collaborative team-based
models.2 Studies have shown that despite the recommen-
dations of the reviews, development of a common
ground between clinician groups for maternity care pro-
vision has proved challenging.6 7 10 11 17 18

Recognition of midwives as equal stakeholders2 for the
provision of maternity care has been a significant
change in the culture of Australian maternity care.
Compared with other models of maternity care, continu-
ity of midwifery care has been evaluated as more cost-
effective,19 20 has equal or better outcomes for perinatal
morbidity or mortality,21–23 has reduced levels of inter-
vention,20 22 24–28 and has increased maternal satisfac-
tion.3 22 29–32 Despite the growing body of evidence in
relation to midwifery care, midwives continue to call for
midwifery work to be recognised and valued,33 as they
report constraints to working to their full scope of mid-
wifery practice,12 33 and have experienced a lack of
respect for their professional accountability.18 33 Debates
over contested scope of practice, professional role
boundaries and philosophical differences continue to
hinder the success of collaborative alliances in maternity
care.6 10 12 13 17 34 35

Researchers report a gap in knowledge regarding the
true meaning and practice of collaboration in maternity

care.5 6 12 17 34 36 For example, studies show the term
‘collaboration’ is used synonymously with different but
related terms such as cooperation and teamwork,34 37 to
describe processes of information sharing,38 or to
assume superordinate authority and veto-power over
decision-making of midwives or women alike.6 11 12 39 40

Lack of a common understanding of the term ‘collabor-
ation’ at all levels of healthcare exists, with confounding
factors identified from the clinician (individual) level,
clinician group (micro) level, organisational (meso)
level and healthcare policy (macro) level.8 9 34 41 42

Social theorists recognise the development of a collab-
orative alliance as a strategy for organisations or groups
of individual stakeholders can adopt to promote coord-
ination and cooperation, particularly when there are
limitations associated with the traditional adversarial
methods of resolving conflicts.43–46 A collaborative alli-
ance can be described as an interorganisational effort to
address problems too complex and too protracted to be
resolved by unilateral organisational action; collabor-
ation is the process—collaborative alliances are the
forms.45 46 Wood and Gray45 46 suggest that collaborative
alliances are justified when there are complex issues that
one stakeholder alone cannot solve, or to cope with the
complexity of the environments.
Essential elements of an effective collaborative alliance

are proposed to include individual autonomy and inde-
pendent decision-making power of all stakeholders in
the collaborative alliance; shared rules, norms and struc-
tures; an interactive process; a domain orientation; and
an action or a decision.46 If autonomy and independent
decision-making power is relinquished by an individual
stakeholder in the collaborative alliance, a merger is
formed, not effective collaboration.46 Stakeholders in
the collaborative alliance must have a change-orientated
relationship, using an interactive process encapsulating
reflection on process and the collective ownership of
goals.45–47 The interactive process must be governed by
agreed shared norms, rules and structures, with the
intention to act or decide on objectives or issues related
to the problem domain that brought them together.45 46

Characteristics necessary for effective collaboration
between maternity care clinicians have been proposed.
These include understanding practice boundaries and
shared responsibilities; having strategies for open com-
munication and conflict resolution; and the development
of mutual trust between clinicians.34 Current definitions
of collaboration in maternity care do not clarify the role
of the childbearing woman in the collaborative alli-
ance.34 48 In Australia, guidance on national collaborative
maternity care and Victorian maternity capability
propose that the woman should be an active participant
in her care.2 49 This infers that childbearing women
should be considered as active stakeholders in the collab-
orative alliance for collaborative or ‘shared’50–52 decision-
making, rather than as a passive recipient of the actions
or decisions of the collaborative alliance. Debate con-
tinues on how best to incorporate shared decision-
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making with women as the consumers of healthcare into
the interprofessional collaborative decision-making alli-
ance.50 53–63

In maternity care, clinicians’ lack of understanding of
women’s autonomy with decision-making and the law
has been identified as a particular barrier to shared
decision-making.64 Women, as the consumers of mater-
nity care, may also experience barriers that affect their
engagement with decision-making as part of the collab-
orative alliance.60 65 Challenging a woman’s ability to
engage in the collaborative alliance are lack of time,60

lack of familiarity with or access to the healthcare system
or preferred model of maternity care,49 66 health policy
and/or health funding models,60 67 cultural or language
barriers, and/or limited health literacy,60 66 and
poverty.67 Women also fear that they may be perceived
as a ‘difficult patient’, which may in turn impact on the
quality of care they receive.68 Women regularly report
experiencing conflicting advice from clinicians, and at
times evaluate the experience of maternity care as being
fragmented, disjointed and disempowering.69–72

Studies suggest that while collaboration in maternity
care is important for all women, it is particularly import-
ant for women with complex pregnancies or those who
develop complications in childbearing and move from
low-risk to high-risk maternity care,34 73 or for women
who move geographical location or hospital site.34 73–75

In the state of Victoria, Australia, studies have high-
lighted the depth of polarised perceptions of stake-
holders on the contested boundaries of normal to
complicated pregnancy, and the power relationships
between them.3 6 10–12 17

Outcomes of poor interprofessional collaboration
between maternity care clinicians may include tension,
poor communication, territorial, adversarial or subver-
sive behaviour, poor teamwork, and delayed escalation
of care.34 39 For childbearing women, the reported out-
comes of ineffective interprofessional collaboration are
serious, and are known to have had a negative impact
on perinatal morbidity and mortality,39 74–77 and to have
exposed women and babies to a greater risk of adverse
outcomes.2 34 78 As such, poor collaboration is recog-
nised as detrimental to the quality, safety and experience
of maternity care.2 75–79

Cultural and organisational characteristics that may
influence the effectiveness of collaboration are diverse,
and may include the decision-making ability and auton-
omy of individuals,45 46 leadership,80 communication
and informatics, negotiation, professional role,5 9 17

organisational structure, gender inequality,45 81 82 hier-
archy and power.38 40 45–48 53 80 83 84 To date, few studies
have assessed the association between collaboration and
the individual-level, microlevel, mesolevel and macrole-
vel organisational factors that may influence the effect-
iveness of the collaborative alliance.42 Studies have also
not measured the essential elements of collaboration in
maternity practice from the perspectives of either clini-
cians or women, and the possible influences of

organisational culture and context on effective collabor-
ation and decision-making.34 42

The Labouring Together study aims to address the
knowledge gaps of collaboration by measuring the essen-
tial elements of collaboration and exploring the perspec-
tives of individual stakeholders in the collaborative
alliance, underpinned by the comprehensive theory of
collaboration developed by Wood and Gray.45 46 The
Labouring Together study will investigate and measure
key elements essential to collaboration and shared
decision-making in maternity care from the viewpoints
of clinicians and consumers in a range of models of
maternity care in regional and metropolitan Victoria,
Australia. The proposed research seeks to identify bar-
riers to and promote enablers of effective collaboration
for consumers, for individual clinicians, for organisations
and for policymakers, to improve the quality, safety and
experience of maternity care.

METHODS AND ANALYSIS
Aims
The aims of the Labouring Together study are to: (1)
investigate perceptions of ‘collaborative maternity care’
held by maternity care professionals working in the variety
of maternity care models available in Victoria, Australia;
(2) investigate how the essential elements hypothesised to
influence the effectiveness of collaborative alliances are
reflected in perceptions of collaboration in maternity care
in Victoria; and (3) investigate the preference for and
experience of shared decision-making with the childbear-
ing woman as a member of the collaborative alliance.
The research questions that will be answered by the
Labouring Together study are:
1. Who are the stakeholders in the collaborative alliance

in maternity care in Victoria?
2. What perceptions do the stakeholders have of the

meaning of collaboration in maternity care?
3. What are the interests of the stakeholders who partici-

pate in the collaborative alliance and to what extent
are the interests shared, differing or opposing?

4. If the stakeholders perceive the collaborative alliance
to increase complexity for their own interests, what
does the collaborative alliance offer in exchange for
this undesired effect?

5. What are the stakeholders’ perceptions of autonomy,
and what level of autonomy do the stakeholders hold
in the collaborative alliance?

6. To what extent do childbearing women want to be
active participants in decision-making as part of the
collaborative alliance, rather than a passive recipient
of care?

7. To what extent do women experience a collaborative
approach to care?

Design
The Labouring Together study will use a sequential,
mixed-method, multisite case study approach; the
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multiple sources of evidence offered by this approach
will encourage convergent lines of enquiry and triangu-
lation of data.85 This approach will add to the construct
validity and reliability of the Labouring Together study,
will enhance the generalisability of the results,85 and will
enable in-depth exploration of collaboration, within a
real-life context.86

The sequential strategy will allow elaboration and
expansion of findings from each phase of the Labouring
Together study using literal and theoretical replication
logic. Replication logic is used in multisite case study
research to enhance reliability and external validity by
repeating the same case study in multiple case study
sites in order to predict similar results in each case study
site (literal replication); or to predict or contrasting
results for anticipatable reasons (theoretical replica-
tion).85 87 Literal replication of similar results across the
case study sites will provide compelling support for the
Labouring Together study findings. Theoretical replica-
tion using the theory of collaboration proposed by
Wood and Gray45 46 may predict or anticipate contrast-
ing results between the case study sites, and enable
rigour for analysis of the Labouring Together study find-
ings; whereas contradictory results may provide direction
for future research.85 The Wood and Gray46 theory of
collaboration will also be used for exploration, descrip-
tion and explanation of the collaborative alliances in the
clinical contexts,85 and to facilitate analytical generalisa-
tion to enhance external validity.

Setting
Four hospitals providing maternity services in Victoria,
Australia have been purposively selected to represent the
range of models of low-risk and high-risk maternity care
in metropolitan and regional Victorian hospitals. Models

of care represented in the Labouring Together study are
presented in table 1, and are described in table 2.

Sample
Within each of the four case study sites, a convenience
sample of maternity clinicians and consumers will be
recruited; representatives from all groups providing and
accessing maternity care will be recruited until saturation
of qualitative data has been reached. All eligible clini-
cians and consumers will be invited to participate in the
survey and interviews. Inclusion and exclusion criteria
for clinicians and consumers are provided in tables 3
and 4, respectively.
Maternity clinicians will be informed of the Labouring

Together study by means of posters displayed in the
workplace and by presentations to staff at meetings at
intervals throughout the duration of the data collection
period. This is to ensure that a representative sample of
clinicians is achieved to minimise selection bias, as a
recent study has suggested that the mean number of
contact attempts before completion of a survey per par-
ticipant in healthcare research is 5.7 times.88

Cross-sectional surveys will be administered to eligible
clinicians in paper-based format and electronically, to
maximise the response rate and to minimise response
bias.88–90 Studies suggest a benchmark of 35–45% for
response rates in organisational research,89 91 and as
such, a minimum response rate within these parameters
will be deemed acceptable by the Labouring Together
study.
Consumers of maternity care will be informed of the

Labouring Together study by means of posters displayed
in the patient areas of the postnatal ward. Paper surveys
will be offered to eligible childbearing women at the dis-
cretion of the midwife in charge of the postnatal ward,
to minimise distress to women who have experienced a

Table 1 Case study sites and models of maternity care included in the Labouring Together study

Case study site Models of maternity care offered Location

1 Midwifery group practice Metropolitan Melbourne

Midwifery shared care

GP shared care

Obstetric high-risk pregnancy care

Specialist maternity services

Private obstetric care

2 Midwifery group practice Outer Metropolitan Melbourne

Midwifery shared care

GP shared care

Obstetric high-risk pregnancy care

Specialist maternity services

Private obstetric care

3 Midwifery shared care Regional Victoria

GP shared care

Obstetric high-risk pregnancy care

Specialist maternity services

4 Private obstetric care Regional Victoria

GP, general practitioner.
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traumatic event or adverse outcome such as a stillbirth.
To ensure that childbearing woman who wish to partici-
pate in the study are offered an opportunity to opt-in to
the study, posters advertising the Labouring Together
study will include the contact details of the researchers.
This approach will be adopted to mitigate the limitations
associated with the passive approach to recruitment
recommended by the research ethics committee.
Women under the age of 18 years or non-English speak-
ing without access to interpreter services will be
excluded from the Labouring Together study. Field
et al90 reported that response rates between 13% and
39% are common in healthcare research, and as such, a
minimum response rate within these parameters will be
deemed acceptable by the Labouring Together study.

Data sources
Descriptive data
To provide a comprehensive description of the context
of care for each case study site, descriptive data regard-
ing the model of care, demographic characteristics of
the consumers and consumer outcomes will be col-
lected. These data will determine the nature, context
and services provided at each case study site, and iden-
tify what is common and what is unique to each case
study site. A predesigned proforma will be used to
ensure consistent and objective reporting across all case
study sites. Maternity managers at each case study site
will be asked to review the data to ensure an authentic
representation of each site is captured.
Selected clinical outcome data will also be collected,

including the rates of induction of labour, caesarean
section rates and use of epidural for ‘standard prim-
iparae’.92 Standard primiparae are defined as women
between 20 and 34 years of age who gave birth for the
first time, free of obstetric and specific medical

complications, with a singleton pregnancy at term gesta-
tion (371–406 weeks), not small for gestational age
(≥10th centile) newborn, with cephalic presentation.
Standard primiparae are by definition at low risk of com-
plications and so intervention rates should be low and
outcomes consistent across all hospitals.92

These data are important because they provide indica-
tors of practice, quality and workload and also give an
indication about the demographic characteristics of the
population each site serves which are key elements of
the context of care and practice. The clinical outcome
data are routinely reported on for maternity services in
the state of Victoria as part of the Victorian perinatal ser-
vices performance indicators, and are published in the
public domain to allow consumers to make informed
decisions about their own care and care of their baby.92

Instruments
Context Assessment Index
Clinician perceptions of organisational factors that may
influence their ability to integrate childbearing women
as stakeholders of the collaborative alliance will be
explored by the Context Assessment Index (CAI).93 The
CAI examines organisational context by reviewing per-
ceptions of clinicians on the receptiveness of the organ-
isation to change and to develop work practices that are
‘person centred’.93 The theoretical framework underpin-
ning development of the CAI is the Promoting Action
on Research Implementation in Health Services
(PARiHS).94 According to the PARiHS framework, suc-
cessful implementation of evidence in practice is
dependent on the inter-relationship between the nature
of the evidence, the quality of the context and expert
facilitation. As such, a comprehensive method of asses-
sing context is required.93 The measures of homogeneity
were calculated to measure internal reliability.

Table 2 Description of the models of maternity care included in the Labouring Together study

Model of maternity care Description

Midwifery group practice Publically funded continuity of low-risk maternity care is primarily provided by a named midwife

or small team of midwives throughout pregnancy, birth and in the early weeks of caring for the

new baby.

Midwifery shared care Publically funded low-risk maternity care is primarily provided by midwives, shared with obstetric

doctors via the maternity hospital throughout pregnancy, birth and in the early weeks of caring

for the new baby.

GP shared care Publically or privately funded low-risk to moderate-risk antenatal care is primarily provided by a

GP, shared with an obstetrician and/or midwives via the maternity hospital throughout

pregnancy and birth and in the early weeks of caring for the new baby.

Obstetric high-risk

pregnancy care

Publically funded maternity care is provided to women with medically complex pregnancies by a

team of obstetricians, physicians, midwives and other healthcare providers throughout

pregnancy and birth and in the early weeks of caring for the new baby.

Specialist maternity

services

Publically funded low-risk to high-risk maternity care is provided to vulnerable women and/or

babies by a team of midwives, obstetricians and other healthcare providers throughout

pregnancy and birth and in the early weeks of caring for the new baby.

Private obstetric care Privately funded low-risk to high-risk maternity care is provided by a named obstetrician during

pregnancy and birth

GP, general practitioner.
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