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Abstract

Background: Aboriginal women and their infants experience significant disadvantage in health outcomes
compared to their non-Aboriginal counterparts. Access to timely, effective and appropriate maternal and child
healthcare can contribute to reducing these existing health disparities. However, accessing mainstream healthcare
services often results in high levels of fear and anxiety, and low attendance at subsequent appointments among
Aboriginal women, due to inefficient communication, poor service coordination and a lack of continuity of care.

Methods: This integrative literature review sought to explore factors that contribute to continuity of care and
consider service features that contribute to positive care experiences and satisfaction with care received by
Aboriginal women and their infants.
In total, 28 studies were included in the review and were thematically analysed using Braun and Clarke’s six steps of
thematic analysis. This was followed by a collaborative, computer-assisted qualitative analysis, which resulted in the
emergence of five key themes: lack of continuity of care, impact of lack of continuity of care, continuity of care
interventions, impact of continuity of care interventions, and strategies to improve continuity of care.

Results: Most studies focused on health services in rural or remote Aboriginal communities and there was a lack of
documented evidence of continuity of care (or lack thereof) for Aboriginal women living and birthing in regional
and metropolitan areas. The majority of studies focused explicitly on continuity of care during the antenatal,
birthing and immediate postnatal period, with only two studies considering continuity through to an infant’s first
1000 days.

Conclusion: The review highlights a lack of studies exploring continuity of care for Aboriginal families from the
antenatal period through to an infants’ first 1000 days of life. Included studies identified a lack of continuity in the
antenatal, peri- and postnatal periods in both regional and metropolitan settings. This, along with identified
strategies for enhancing continuity, have implications for communities, and healthcare services to provide
appropriate and culturally safe care. It also marks an urgent need to incorporate and extend continuity of care and
carer through to the first 1000 days for successful maternal and infant health outcomes for Aboriginal peoples.
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Background
Compared to non-Indigenous Australians, Aboriginal
Australians experience a significant level of disadvantage
in health, life expectancy, education, employment and
living standards [1–8]. These disparities are evident
when considering maternal and infant health outcomes,
with higher rates of gestational diabetes and smoking
during pregnancy among Aboriginal women, rates of
preterm birth and low birth weight nearly double among
Aboriginal babies, perinatal mortality rates of Aboriginal
infants 50% higher than those of non-Aboriginal infants,
and maternal mortality rates of Aboriginal women nearly
three times higher compared to their non-Aboriginal
counterparts [1, 5–21]. Maternal and infant health out-
comes worsen with increasing remoteness, due to chal-
lenges in health service provision and delivery [6]. This
disproportionately affects Aboriginal women and their
infants, as 26% of Aboriginal births occur in areas classi-
fied as remote or very remote, compared to only 2% of
non-Aboriginal births [1, 10, 12, 13]. The factors con-
tributing to the observed disparities are complex and in-
clude poor access to culturally appropriate health
services, sustained institutional racism, lower educational
attainment, poverty, and the continuing effects of colon-
isation [7, 10, 13, 21, 22].
Healthcare services can contribute to the reduction in

existing health disparities between Aboriginal and non-
Aboriginal women and their infants, through the
provision of timely, effective and appropriate maternal
and child healthcare [9, 11, 17, 19, 23, 24]. Health ser-
vices delivered by a suitably trained and qualified profes-
sional throughout pregnancy, birth and the postpartum
period can reduce maternal and infant morbidity and
mortality, particularly among women whose health sta-
tus is poor [25].
Among Australian Aboriginal women, poor uptake of

health services is associated with geographic isolation,
cost, language barriers, lack of trust, previous negative ex-
periences and culturally inappropriate or unsafe delivery
and practices [9, 20, 26, 27]. Aboriginal women are less
likely than their non-Aboriginal counterparts to attend
mainstream health services, commence antenatal care at

the recommended time, and attend the recommended
number of antenatal visits [10, 19, 28]. This is in part due
to maternal and infant healthcare in remote communities
being logistically complex and fragmented, involving mul-
tiple transfers of care among multiple providers and sec-
tors of the health system, resulting in a lack of continuity
of care, poor service coordination and inefficient commu-
nication between service providers [5, 29]. Furthermore,
Aboriginal women frequently perceived available services
as culturally unsafe. A biomedical model of care underpins
most mainstream health services in Australia, which can
be at odds with traditional Aboriginal ways of giving birth
[5, 11, 20, 22, 30]. Healthcare professionals are often inad-
equately trained and underprepared to work cross-
culturally, further compounding the situation [30]. Conse-
quently, accessing maternal and infant healthcare services
often results in high levels of fear and anxiety, and low at-
tendance at subsequent appointments among Aboriginal
women [11, 27].
Continuity of care is a phrase identified primarily in

midwifery practice that refers to service models that in-
corporate continuity of services and/or continuity of
carer across antenatal, labour, birthing and post-natal
care. (see for example 43). Continuity of care is report-
edly experienced as more culturally safe than siloed care
and can result in greater uptake in health care during
the perinatal period [31, 32]. Where health disparities
continue to exist for Aboriginal women and infants it is
essential to explore the factors that contribute to exten-
sions of this continuity to include the first 1000 days of
life. This literature review explored factors that contrib-
ute to continuity of care as Aboriginal families transition
from antenatal care through to child and family health
care across the first 1000 days of life. Further, it explored
service features that contribute to positive care experi-
ences and satisfaction with care.

Methods
Search strategy
The purpose of this integrative literature review was to
review, evaluate and synthesise what is known around
continuity of care for Aboriginal families in child and

Table 1 Steps of NVivo guided thematic analysis inspired by Jackson and Bazeley [37]
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family health services in Australia. An integrative litera-
ture review systematically searches, critiques and sum-
marises relevant literature [33]. The review was
performed according to the PRISMA Statement and
checklist and a four-phase flow diagram (Add-
itional File 2). The aim of the PRISMA Statement is to
help authors improve the reporting of systematic reviews
and meta-analyses [34]. Searches were performed on
Scopus and PubMed and were limited to articles pub-
lished from 2008 onwards. The search terms included in
the search are detailed below:

Scopus search
“reproductive health services” OR “maternal-child
health” OR “prenatal care” OR “antenatal care” OR
“postnatal care” OR infant OR “continuity of care” OR
“Indigenous health service” AND Aboriginal.

PubMed search
((“reproductive health services”[MeSH Terms] OR re-
productive health services [Text Word]) OR (“Maternal-
Child Health Centers”[MeSH Terms] OR maternal-child
health centers [Text Word]) OR (“Prenatal Care”[MeSH
Terms] OR antenatal care [Text Word]) OR (“Postnatal
Care”[MeSH Terms] OR postnatal care [Text Word])
OR (“Infant”[MeSH Terms] OR infant [Text Word]) OR
(“Continuity of Patient Care”[MeSH Terms] OR con-
tinuity of care [Text Word]) OR (“Health Services, Indi-
genous”[MeSH Terms] OR Indigenous health service
[Text Word])) AND (“Oceanic Ancestry Group”[MeSH
Terms] OR Aboriginal [Text Word] OR Torres Strait Is-
lander [Text Word])
Additional articles were identified through initial back-

ground searches on Google Scholar, as well as hand-
searching the reference lists of included articles. These
searches yielded a total of 2935 results.

Excluded studies
Identified articles were excluded if they were duplicates
(n = 1147) or did not focus on maternal and child health
services used by Aboriginal people in Australia based on
an initial scan of each article’s title and abstract (n =
1691). The remaining 97 full-text articles were examined
to assess their suitability for inclusion in the review. Ar-
ticles were excluded if they were study protocols, policy
perspectives and position papers, discussions of the risk
factors for specific diseases or practices, descriptions or
evaluations of specific programs or interventions, or re-
ports of pregnancy or birth outcome trends and statistics
(n = 30). The remaining 67 articles were individually
assessed by the authors to determine if continuity of care
was explored at any point across the first 1000 days. Fol-
lowing discussion the authors agreed on exclusion of a
further 39 articles that did not discuss continuity of care

or continuity of care provision at any period across the
first 1000 days. In total, 28 articles were included in the
review (see Additional File 1 ‘Articles included’ and
Additional File 2 ‘Literature Flow Diagram’).

Included studies
Included studies employed a range of methods, with the
majority using mixed methods incorporating qualitative
analysis of interview data and quantitative analysis of
clinical data. Also included were qualitative studies with
interview, focus group and questionnaire data. A small
number of included studies were quantitative, including
cohort studies and cross-sectional audits of existing data.
The remaining studies were reviews of the literature and
descriptions of programs or interventions that included
background performance and outcome data.

Review process
Articles and data were initially analysed by authors NS,
OA and JG separately, using the six steps of thematic
analysis by Braun and Clarke [35] to identify broad con-
cepts and themes. This individual analysis was followed
by computer-assisted qualitative data analysis using
NVivo 12 to enable team-based coding and collaboration
[36]. Jackson and Bazeley’s framework for NVivo-guided
thematic analysis was applied to re-analyse the article
data as outlined in (Table 1) below [37].
The collaborative data analysis processes resulted in

five key themes; lack of continuity of care, impact of lack
of continuity of care, continuity of care interventions,
impact of continuity of care interventions, and strategies
to improve continuity of care.

Results
Study settings
Of the studies included in the review, most (n = 20 of
total 28 studies included) were conducted in remote
Aboriginal communities in the Top End of the Northern
Territory or across both metropolitan and rural and re-
mote settings in Australia [1, 5, 6, 8, 10, 13, 14, 19, 20,
24, 26, 27, 29, 30, 38–43]. The studies conducted in the
Top End of Australia predominantly focused on Aborigi-
nal community-controlled health services and remote
health centres [1, 5, 6, 10, 19, 29, 40], and, in some in-
stances, also included a regional hospital where Aborigi-
nal women relocated for birth [5]. The studies that were
conducted across multiple locations usually included a
metropolitan or regional hospital as well as a number of
remote health centres and explored whether there were
links or established referral pathways between these ser-
vices [1, 5, 6, 8, 13, 19, 24, 29, 44].
The remaining studies were conducted exclusively in

metropolitan settings (Sydney, Brisbane, Perth and Adel-
aide) [11, 26, 39, 44–46] or rural towns in New South
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Wales and Queensland [14, 27, 38]. These studies were
predominantly focused on specific Aboriginal birthing or
Midwifery Group Practice programs within hospitals,
which provided antenatal care to Aboriginal women
within a culturally safe environment and were typically
staffed by female obstetricians, Aboriginal midwives and
Aboriginal Liaison Officers. A further five studies were
review articles examining continuity of maternal health
services among Aboriginal women and their infants in
Australia [4, 7, 12, 19, 30]. One explicitly included ma-
ternal and well child health services [4].

Key themes
Lack of continuity of care across the first 1000 days
Studies included in this review reported a general lack of
continuity of care and continuity of carer within mater-
nal and infant health services available to Aboriginal
mothers and their babies [1, 4–6, 13, 19, 29, 30, 42, 43,
45, 47]. Lack of continuity of care and carer were espe-
cially common in healthcare services without dedicated
Aboriginal antenatal and birthing programs and inter-
ventions [1, 4, 6, 10, 13, 27, 29, 30, 42, 45], and were
more commonly observed within hospitals than remote
health centres [10, 45].
Aboriginal women were particularly disappointed with

a lack of continuity of care during labour and birth, as
well as postnatally [44]. Similarly, continuity of care was
compromised for Aboriginal women who presented to
health centres with non-pregnancy related concerns dur-
ing their pregnancies, as they were treated by a different
clinician [10]. This lack of continuity of carer, in some
cases after experiencing continuity of carer antenatally,
contributed to Aboriginal women feeling abandoned and
uncared for [44].
Conversely, one study reported that some Aboriginal

women who had been offered a continuity of care model
of care delivered by an Aboriginal Maternal Infant Care
(AMIC) worker declined the service, stating that they
did not wish to be treated by a known health care pro-
vider [45]. The decision to opt out of a continuity of care
model was primarily motivated by privacy and confiden-
tiality concerns [45].
Midwives highlighted a lack of continuity of care

within hospitals, especially in large organisations where
midwives were particularly time poor and hospital pol-
icies and procedures were inflexible [45]. Health care
providers expressed concerns about the lack of continu-
ity of care in early childhood services, particularly with
regard to access to a Maternal and Child Health nurse
to support a coordinated, culturally responsive approach
to service delivery [42].
The observed lack of continuity of care and carer was

attributed to inappropriate or inadequate resourcing of
remote health services, poor care coordination, poor

discharge documentation and communication between
hospitals and remote health centres, lack of Aboriginal
leadership, a focus on a western model of care provision,
attitudes and practices of clinicians, time constraints
placed on midwives and other health care providers, staff
turnover and rotation, and inflexible hospital policies
and procedures [1, 6, 8, 10, 44, 45].

Impact of lack of continuity of care
Lack of continuity of care and carer impacted Aboriginal
women’s experiences of and satisfaction with the care
they received and influenced their and their infants’
health outcomes. Lack of care continuity was viewed by
midwives as a key barrier to effective care provision
within the mainstream health system [45]. A lack of con-
tinuity of care has been shown to affect communication
and quality of care in antenatal and postnatal services
for Aboriginal women [4]. This can in turn influence
health outcomes, with fragmented care being shown to
increase medical risks and compromise patient safety,
leading to adverse outcomes for Aboriginal women and
their infants [4].

Continuity of care interventions
A number of the included studies described interven-
tions or programs that have been implemented in hospi-
tals and other health care settings to improve continuity
of care and carer for Aboriginal mothers and their in-
fants. These programs typically focused on improving
continuity of care through ongoing contact throughout
pregnancy and birth with a primary midwife, an Aborigi-
nal midwifery student, a district medical officer or AMIC
worker [5, 8, 10, 11, 14, 20, 24, 26, 38–41, 44, 46]. Fea-
tures of these programs that were most highly valued by
Aboriginal women were having a single known care pro-
vider throughout their pregnancy, strong community
links, and being controlled by Aboriginal communities
[5, 12, 14, 39].
Continuity of care following birth was not discussed in

detail and did not feature as a component of most con-
tinuity of care programs. A small number of studies spe-
cifically focused on programs that sought to improve
continuity of care postnatally [38, 39]. For example, the
Malabar Community Link Service in metropolitan Syd-
ney provided continuity of care for Aboriginal women
and their infants postnatally, by referral to child health
services following discharge after birth and access to a
known care provider who Aboriginal women could call
with their queries [39].

Impact of continuity of care interventions
Continuity of care and continuity of carer were highly
valued by Aboriginal women. Having both face-to-face
and telephone access to a single care provider who was
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well known to the woman and who “knew their story”
and could act as their advocate was very important to
Aboriginal women [5, 14, 39, 44, 47, 48]. In particular,
Aboriginal women valued care provided by another Abo-
riginal woman, such as an Aboriginal midwifery student
or AMIC worker, which had a positive impact on cul-
tural appropriateness [8, 14].
Programs that offered continuity of care through ante-

natal and birthing services resulted in greater acceptabil-
ity of care among Aboriginal women and greater
satisfaction with the quality of maternity care they re-
ceived [5, 27, 43, 44, 49]. Continuity of care programs
appeared to have a positive impact on maternal and in-
fant health outcomes, including improvements in ante-
natal attendance, better monitoring and management of
risk factors, lower rates of preterm birth, higher infant
birth weight, and lower perinatal morbidity and mortal-
ity [19, 24, 26, 41, 44, 47–49]. However, the methodo-
logical quality of studies reporting improvements in
maternal and infant health outcomes has previously
been assessed as weak and therefore these findings
should be interpreted with caution [4].

Strategies to improve continuity of care
Included studies put forward numerous strategies to im-
prove continuity of care for Aboriginal women and their
infants, including in mainstream healthcare settings that
do not have dedicated Aboriginal maternal and child
health programs. The importance of establishing and
maintaining designated leadership positions, such as dis-
charge coordinators, was viewed as a means to improve
communication and handover processes between hospi-
tals and remote health services [29]. In order to expand
the role of Aboriginal health care providers in main-
stream health services, partnerships should be estab-
lished with universities and Aboriginal communities to
improve education and encourage employment of Abori-
ginal staff in caseload midwifery models of care [14].
Health services should focus on improving communica-
tion and building stronger and more trusting working
relationships between midwives, Aboriginal health
workers and Aboriginal families [45, 47–49]. This can be
supported through ongoing cultural competency training
for staff and greater flexibility in the application of hos-
pital rules and regulations to support culturally safe care
provision [11].
Aboriginal women should be actively engaged in the de-

sign and delivery of maternity care, and programs de-
signed to improve continuity of care should work with
Aboriginal women on identified needs to strengthen out-
comes [46]. Efforts should be made to ensure that appro-
priate maternity care is available as close to Aboriginal
women’s homes as possible. Where this is not practicable,
Aboriginal women from regional and remote areas should

have access to AMIC workers to improve continuity of
carer, particularly in instance where women relocate to a
large metropolitan hospital for birth [11].

Discussion
Most of the studies included in this review focused on
health centres in rural or remote Aboriginal communi-
ties or programs targeting continuity of midwifery care
for Aboriginal women between their remote or regional
homes and metropolitan and regional hospitals. Overall,
this review illuminates that there is a lack of docu-
mented evidence of continuity of care (or lack thereof)
for women birthing in both regional and metropolitan
areas in which they also live. Of note, the majority of
studies focussed explicitly on continuity of care during
the antenatal, birthing and immediate postnatal period.
There were only two studies incorporating research re-
garding experiences of continuity during an infant’s first
1000 days [38, 39]. There was an absence of research
identifying service usage and transitions throughout this
period. This includes access and engagement with cul-
turally focussed and/or mainstream health, education
and welfare services. This review also found that the in-
clusion of the first 1000 days are imperative to demon-
strate that successful family care must have continuity
through pregnancy, before, during and after birth up
until child is well into toddlerhood, and cannot be iso-
lated into separate stages of antenatal, peri- or postnatal
care.
The first 1000 days movement was established to facili-

tate change to improve global under-nutrition [50]. Draw-
ing on evidence for nutrition and support of neonates to
women of reproductive age [51], the movement promotes
development across four domains. These include nutrition
for brain development, better health, and equity for reach-
ing potential and economic prosperity [50]. While nutri-
tion is vitally important, Aboriginal and Torres Strait
Islander leaders in Australia have identified that broader,
holistic and cultural perspectives of health and wellbeing
are required to facilitate change for Aboriginal children
[52]. This is more important now than ever given that the
infant mortality rate for Aboriginal children in 2018 was
double that of non-Aboriginal children, and the gap be-
tween the two rates has widened [53].
Studies included in this review focused primarily on

maternity services in remote areas and their links to re-
gional areas. Approximately 80% of Aboriginal birthing
mothers do not live in remote or very remote areas [54].
This means that they are living in and accessing health
services in regional areas (46%) or major cities (34%)
[54]. Very little is known about how mainstream birthing
units and Aboriginal Community Controlled Health Or-
ganisations (ACCHOs) are connected during the birth-
ing period in these areas. Even less is known about how
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these are linked with well child health services, either
ACCHOs or mainstream services supporting critical
growth and development until an infant’s second
birthday.
The Nurturing Care Framework (NCF) was launched

in 2018 through collaboration between the World
Health Organisation (WHO), the United Nations
Children’s Fund (UNICEF), the World Bank group, the
Partnership between Maternal, Newborn and Child
Health and the Early Childhood Development (ECD) ac-
tion network [55]. It identified pregnancy to age three as
a critical period for growth and development. The life
course is shaped by early childhood experiences that dir-
ectly shape the structure and functioning of the infant’s
brain [56]. These experiences include the nature of care
and enrichment. The research is clear that negative ex-
periences including poor maternal attribution, abuse and
environmental insult cause maladaptive structural
changes that persist into adulthood [57]. Health out-
comes in these early years have long been known to
shape adult health and wellbeing, educational outcomes,
employment and life expectancy [58].
Parental capacity to provide nurturing care is strongly

linked to the social determinants of health and experi-
ences of health inequity and poverty [59, 60]. Recent
Australian data indicate that 46% of Aboriginal birthing
mothers live in the lowest socioeconomic areas, 52% are
aged below 24 years and are 8 times as likely as non-
Aboriginal mothers to be teenagers [54]. To enact the
NCF and 1000 Days Australia [61, 62] these families re-
quire targeted interventions that are experienced as cul-
turally safe and continue after the neonatal period. This
review identified that continuity of care in the provision
of maternity services appeared to have a positive impact
on maternal and infant health outcomes, including im-
provements in antenatal attendance, better monitoring
and management of risk factors, lower rates of preterm
birth, higher infant birth weight, and lower perinatal
morbidity and mortality, and was the preferred approach
for Aboriginal families. To meet the recommendations
of the NCF the same lens on continuity needs to be ap-
plied to ongoing care through to the early years. It is
known that disadvantage is cumulative. Further research
is needed to identify how to disrupt this accumulation
across the critical early years [54], specifically the part
that continuity of care and carer must play in this period
of the first 1000 days of beginning life.
This study identified that continuity was hampered by

structural issues such as inadequate resourcing, inflexible
policies and procedures, time constraints, provision of care
from a western biomedical position, and individual factors
such as poor communication and unhelpful attitudes and
practices of clinicians. Even though much of the research
was conducted with Aboriginal and community-controlled

health services, these services remain situated within na-
tional and jurisdictional biomedical systems of care. These
systems are fragmented, with services across the first 1000
days being siloed and subject to disciplinary scopes of prac-
tice. Western biomedical models of care provision do not
support or maintain an approach to equity in care [63].
Aboriginal perspectives are often relegated to the margins
of health care systems and policies, and there is a call for
‘two-eyed seeing’ [64], which would mean that Aboriginal
and Western world views of health, illness and child well-
being, including health care systems, need to come together
and collaborate. A two-eyed way of seeing means that one
learns to see from one eye the strengths of Aboriginal
knowledges, and from the other eye, the strengths of West-
ern knowledges, but most importantly to use both eyes to-
gether for the benefit of all. Two-eyed seeing honours
multiple perspectives and realities as a gift acknowledged
by many Aboriginal peoples [65, 66]. Two-eyed seeing can
be applied in the Australian maternal and well child health
services, for example by implementing health navigators
contributing to continuity of care for Aboriginal families
journeying the beginning life.
The NCF calls for systemic and policy change for health

care equity with targeted approaches for infants and chil-
dren most in need. Actions for change are clearly articu-
lated in both the National Framework for Health Services
for Aboriginal and Torres Strait Islander Children and
Families and the National Safety and Quality Health Ser-
vice Standards (NSQHSS) User Guide for Aboriginal and
Torres Strait Islander Health [67, 68]. Key elements of ser-
vice delivery include continuity of care and a place-based
model for collaboration and integration of services [67].
Further, it identifies multidisciplinary collaborative team-
based approaches, well-resourced, highly skilled and com-
petent workforce, holistic care and flexible service delivery
[67]. A call to strengthen links between primary care and
the acute sector to enable continuity of care is reiterated
in the NSQHSS User Guide for Aboriginal and Torres
Strait Islander Health in addition to explicit directions to
work in partnership (Action 2.13), address the specific
health needs of Aboriginal and Torres Strait Islander peo-
ples (Action 1.2), implement and monitor targeted strat-
egies including the allocation of resources (Action 1.4),
and improving cultural competency at system structure
and individual levels (Action 1.21) [68]. If these directions
have existed since 2016 the results of this review indicate
an urgent need for research into continuity of care and ap-
proaches to care that support optimal growth and devel-
opment in the early years.
Policymakers must step up; here is an opportunity to

invest in future health care. Says Professor Kerry Ara-
bena: ‘The First 1000 Days between a woman’s preg-
nancy and her child’s second birthday offers a unique
window of opportunity to shape healthier and more
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prosperous futures’. [69] Arabena talks about a First
Nations model aimed at strengthening all families so
they can give their children the best start in life [52, 61].
Although Elders, community members and early child-
hood program developers work to provide coordinated,
comprehensive, culturally informed interventions to sup-
port families [62], looking at health care holistically we
need to examine the health care systems and workforce
structure – at present even though we know best prac-
tice from research, health care systems, structure and
workforce are not providing optimum health care out-
comes without a focus on continuity of care beyond the
perinatal period.

Limitations
This review was limited by the available published litera-
ture and therefore does not reflect the scope of the
problem that lack of continuity of care presents. Due to
the sparse data and the lack of data from mainstream
health services, the outcomes of the retrieved studies
may not be generalisable to the entire Aboriginal and
Torres Strait Islander populations in Australia. The au-
thors are aware of much work being undertaken at com-
munity and service level for practice improvement that
is not represented in formal research literature.

Conclusions
This literature review provides a picture of continuity of
care, or lack thereof, for Aboriginal families with infants
accessing care through pregnancy and after birth during the
window to life from conception to age two within health
services in Australia. The main themes of lack of continuity
of care, the impacts of this and strategies for achieving con-
tinuity of care all have implications for communities, mem-
bers of communities and the ability of healthcare services to
provide appropriate and culturally safe care. This review
contributes to inform decision makers around best practice
and models of care for Aboriginal families and their babies.
This literature review highlights the importance of incorpor-
ating continuity of care for successful outcomes. This is an
important focus area for future research.

Supplementary information
Supplementary information accompanies this paper at https://doi.org/10.
1186/s12913-020-05673-w.

Additional file 1. 28 Articles CoC Literature Review

Additional file 2. Prisma Literature Flow Diagram

Abbreviations
ACCHOs: Aboriginal Community Controlled Health Organisations;
AMIC: Aboriginal Maternal Infant Care; ECD: Early Childhood Development
(ECD) action network; NACCHO: National Aboriginal Community Controlled
Health Organisation; NCF: Nurturing Care Framework; NSQHSS: National
Safety and Quality Health Service Standards; UNICEF: United Nations
Children’s Fund; WHO: World Health Organization

Acknowledgements
Not applicable.

Endnotes
In this study, Aboriginal refers to Aboriginal and Torres Strait Islander
peoples. See The National Aboriginal Community Controlled Health
Organisation (NACCHO) recommends the word Aboriginal is used instead of
Indigenous and that the word Aboriginal is inclusive of Aboriginal and Torres
Strait Islander. Indigenous should be used for an International context [70].

Authors’ contributions
NS, JG and JD made substantial contributions to conception and design. NS,
JG, OA contributed towards acquisition of literature, analysis and
interpretation of data, and the writing of the manuscript. All authors
reviewed and approved the final version of the manuscript.

Funding
This work was made possible through a Rosemary Bryant AO Research
Centre Seeding Grant and is part of the Building nursing and midwifery
capacity to maintain continuity of care for Aboriginal families and children
accessing mainstream health services in the first 1000 days research project.
The funding body has had no influence on the design, execution, analysis
and/or write-up of the study.

Availability of data and materials
The datasets used and/or analysed during the current study are available
from the corresponding author on reasonable request.

Ethics approval and consent to participate
Ethics approval for this research was granted by the Aboriginal Health
Research Ethics Committee, Adelaide and the Social & Behavioural Research
Ethics Committee, Flinders University.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1College of Nursing and Health Sciences, Flinders University, GPO BOX 2100,
Adelaide, South Australia 5001, Australia. 2School of Public Health, Adelaide
Health and Medical Sciences Building, The University of Adelaide, North Tce,
Adelaide, SA 5005, Australia. 3Manager Aboriginal Services, Child and Family
Health Service, Women’s Children’s Health Network, 295 South Terrace,
Adelaide, SA 5000, Australia. 4School of Nursing, Midwifery & Indigenous
Health, Charles Sturt University, Panorama Ave, Bathurst, NSW 2795, Australia.

Received: 8 April 2020 Accepted: 20 August 2020

References
1. Barclay L, Kruske S, Bar-Zeev S, Steenkamp M, Josif C, Narjic CW, et al.

Improving Aboriginal maternal and infant health services in the 'Top End' of
Australia; synthesis of the findings of a health services research program
aimed at engaging stakeholders, developing research capacity and
embedding change. BMC Health Serv Res. 2014;14:241.

2. Bar-Zeev SJ, Kruske SG, Barclay LM, Bar-Zeev NH, Carapetis JR, Kildea SV. Use
of health services by remote dwelling Aboriginal infants in tropical northern
Australia: a retrospective cohort study. BMC Pediatr. 2012;12:19.

3. Brown SJ, Weetra D, Glover K, Buckskin M, Ah Kit J, Leane C, et al. Improving
Aboriginal women's experiences of antenatal care: findings from the
Aboriginal families study in South Australia. Birth. 2015;42(1):27–37.

4. Jongen C, McCalman J, Bainbridge R, Tsey K. Aboriginal and Torres Strait
islander maternal and child health and wellbeing: a systematic search of
programs and services in Australian primary health care settings. BMC
Pregnancy and Childbirth. 2014;14:251.

5. Josif CM, Barclay L, Kruske S, Kildea S. 'No more strangers': investigating the
experiences of women, midwives and others during the establishment of a
new model of maternity care for remote dwelling Aboriginal women in
northern Australia. Midwifery. 2014;30(3):317–23.

Sivertsen et al. BMC Health Services Research          (2020) 20:829 Page 7 of 9

https://doi.org/10.1186/s12913-020-05673-w
https://doi.org/10.1186/s12913-020-05673-w


6. Josif CM, Kruske S, Kildea SV, Barclay LM. The quality of health services
provided to remote dwelling Aboriginal infants in the top end of northern
Australia following health system changes: a qualitative analysis. BMC
Pediatr. 2017;17(1):93.

7. Kildea S, Kruske S, Barclay L, Tracy S. 'Closing the Gap': how maternity
services can contribute to reducing poor maternal infant health outcomes
for Aboriginal and Torres Strait Islander women. Rural and Remote Health.
2010;10(3):1383.

8. Middleton P, Bubner T, Glover K, Rumbold A, Weetra D, Scheil W, et al.
'Partnerships are crucial': an evaluation of the Aboriginal family birthing
program in South Australia. Aust N Z J Public Health. 2017;41(1):21–6.

9. Bar-Zeev S, Barclay L, Kruske S, Bar-Zeev N, Gao Y, Kildea S. Use of maternal
health services by remote dwelling Aboriginal women in northern Australia
and their disease burden. Birth. 2013;40(3):172–81.

10. Bar-Zeev S, Barclay L, Kruske S, Kildea S. Factors affecting the quality of
antenatal care provided to remote dwelling Aboriginal women in northern
Australia. Midwifery. 2014;30(3):289–96.

11. Brown AE, Fereday JA, Middleton PF, Pincombe JI. Aboriginal and Torres Strait
islander women's experiences accessing standard hospital care for birth in South
Australia - a phenomenological study. Women and Birth. 2016;29(4):350–8.

12. Corcoran PM, Catling C, Homer CS. Models of midwifery care for indigenous
women and babies: a meta-synthesis. Women and Birth. 2017;30(1):77–86.

13. Gibson-Helm ME, Bailie J, Matthews V, Laycock AF, Boyle JA, Bailie RS. Identifying
evidence-practice gaps and strategies for improvement in Aboriginal and Torres
Strait islander maternal health care. PLoS One. 2018;13(2):e0192262.

14. Kelly J, West R, Gamble J, Sidebotham M, Carson V, Duffy E. She knows how
we feel': Australian Aboriginal and Torres Strait islander childbearing
women's experience of continuity of care with an Australian Aboriginal and
Torres Strait islander midwifery student. Women and Birth. 2014;27:157–62.

15. Kildea S, Tracy S, Sherwood J, Magick-Dennis F, Barclay L. Improving
maternity services for indigenous women in Australia: moving from policy
to practice. MJA. 2016;205(8):374–9.

16. Lowell A, Kildea S, Liddle M, Cox B, Paterson B. Supporting Aboriginal
knowledge and practice in health care: lessons from a qualitative evaluation
of the strong women, strong babies. Strong Culture program BMC
Pregnancy and Childbirth. 2015;15:19.

17. Oliver L, Wood M, Frawley C, Almond J, Larkins S. Retrospective audit of
postnatal attendance for Aboriginal and Torres Strait islander women
attending a community-controlled health service in North Queensland. Aust
Fam Physician. 2015;44(4):243–7.

18. Ou L, Chen J, Hillman K, Eastwood J. The comparison of health status and
health services utilisation between indigenous and non-indigenous infants
in Australia. Aust N Z J Public Health. 2010;34(1):50–6.

19. Rumbold AR, Bailie RS, Si D, Dowden MC, Kennedy CM, Cox RJ, et al.
Delivery of maternal health care in indigenous primary care services:
baseline data for an ongoing quality improvement initiative. BMC
Pregnancy and Childbirth. 2011;11:16.

20. Stamp G, Champion S, Anderson G, Warren B, Stuart-Butler D, Doolan J,
et al. Aboriginal maternal and infant care workers: partners in caring for
Aboriginal mothers and babies. Rural Remote Health. 2008;8(3):883.

21. Wong R, Herceg A, Patterson C, Freebairn L, Baker A, Sharp P, et al. Positive
impact of a long-running urban Aboriginal medical service midwifery
program. Aust N Z J Obstet Gynaecol. 2011;51(6):518–22.

22. Ussher JM, Charter R, Parton C, Perz J. Constructions and experiences of
motherhood in the context of an early intervention for Aboriginal mothers and
their children: mother and healthcare worker perspectives. BMC Public Health. 2016;
16:620.

23. Bertilone C, McEvoy S. Success in closing the gap: favourable neonatal outcomes in
a metropolitan Aboriginal maternity group practice program. MJA. 2015;203(6):262.

24. Lack BM, Smith RM, Arundell MJ, Homer CS. Narrowing the gap? Describing
women's outcomes in midwifery group practice in remote Australia.
Women and Birth. 2016;29(5):465–70.

25. Bhutta ZA, Ali S, Cousens S, Ali TM, Haider BA, Rizvi A, et al. Interventions to
address maternal, newborn, and child survival: what difference can integrated
primary health care strategies make? Lancet. 2008;372(9642):972–89.

26. Bertilone CM, McEvoy SP, Gower D, Naylor N, Doyle J, Swift-Otero V.
Elements of cultural competence in an Australian Aboriginal maternity
program. Women and Birth. 2017;30(2):121–8.

27. Parker S, McKinnon L, Kruske S. 'Choice, culture and confidence': key
findings from the 2012 having a baby in Queensland Aboriginal and Torres
Strait islander survey. BMC Health Serv Res. 2014;14:196.

28. Panaretto KS, Lee HM, Mitchell MR, Larkins SL, Manessis V, Buettner PG, et al.
Impact of a collaborative shared antenatal care program for urban
indigenous women: a prospective cohort study. MJA. 2005;182:514–9.

29. Bar-Zeev SJ, Barclay L, Farrington C, Kildea S. From hospital to home: the
quality and safety of a postnatal discharge system used for remote dwelling
Aboriginal mothers and infants in the top end of Australia. Midwifery. 2012;
28(3):366–73.

30. Kruske S, Kildea S, Barclay L. Cultural safety and maternity care for Aboriginal
and Torres Strait islander Australians. Women and Birth. 2006;19:73–7.

31. 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.

32. Allen J, Gibbons K, Beckmann M, Tracy M, Stapleton H, Kildea S. Does model
of maternity care make a difference to birth outcomes for young women?
A retrospective cohort study. Int J Nurs Stud. 2015 Aug 1;52(8):1332–42.

33. Torraco RJ. Writing integrative literature reviews: using the past and present
to explore the future. Hum Resour Dev Rev. 2016;15(4):404–28.

34. Moher D, Liberati A, Tetzlaff J, Altman DG, The PRISMA Group (2009)
Preferred reporting items for systematic reviews and meta-analyses: the PRIS
MA statement. PLoS Med 6(7): e1000097. https://doi.org/10.1371/journal.
pmed.1000097.

35. Braun V, Clarke V. APA handbook of research methods in psychology. Vol. 2,
research designs : quantitative, qualitative, neuropsychological, and
biological. Washington, D.C.: American Psychological Association; 2012.

36. Houghton C, Murphy K, Meehan B, Thomas J, Brooker D, Casey D. From
screening to synthesis: using nvivo to enhance transparency in qualitative
evidence synthesis. J Clin Nurs. 2017;26(5–6):873–81.

37. Jackson K, Bazeley P. Qualitative data analysis with Nvivo: SAGE publications
limited; 2019.

38. Crook L, Longbottom H, White K, Thompson M, Worner F. Waminda: mums and
bubs program. Aboriginal and Islander Health Worker Journal. 2012;36(2):17–9.

39. Homer CS, Foureur MJ, Allende T, Pekin F, Caplice S, Catling-Paull C. 'It's
more than just having a baby' women's experiences of a maternity service
for Australian Aboriginal and Torres Strait islander families. Midwifery. 2012;
28(4):E449–E55.

40. Kildea S, Gao Y, Rolfe M, Josif CM, Bar-Zeev SJ, Steenkamp M, et al. Remote
links: redesigning maternity care for Aboriginal women from remote
communities in northern Australia - a comparative cohort study. Midwifery.
2016;34:47–57.

41. Murphy E, Best E. The Aboriginal maternal and infant health service: a
decade of achievement in the health of women and babies in NSW. NSW
Public Health Bulletin. 2012;23(3–4):68–72.

42. Myers J, Thorpe S, Browne J, Gibbons K, Brown S. Early childhood nutrition
concerns, resources and services for Aboriginal families in Victoria. Aust N Z
J Public Health. 2014;38(4):370–6.

43. Reibel T, Wyndow P, Walker R. From consultation to application: practical
solutions for improving maternal and neonatal outcomes for adolescent
Aboriginal mothers at a local level. Healthcare. 2016;4(4):E90.

44. Kildea S, Stapleton H, Murphy R, Low NB, Gibbons K. The Murri clinic: a comparative
retrospective study of an antenatal clinic developed for Aboriginal and Torres Strait
islander women. BMC Pregnancy and Childbirth. 2012;12:159.

45. Brown AE, Middleton PF, Fereday JA, Pincombe JI. Cultural safety and
midwifery care for Aboriginal women - a phenomenological study. Women
and Birth. 2016;29:196–202.

46. Kildea S, Hickey S, Nelson C, Currie J, Carson A, Reynolds M, et al. Birthing
on country (in our community): a case study of engaging stakeholders and
developing a best-practice indigenous maternity service in an urban setting.
Aust Health Rev. 2018;42(2):230–8.

47. Kildea S, Hickey S, Barclay L, Kruske S, Nelson C, Sherwood J, et al.
Implementing Birthing on Country services for Aboriginal and Torres Strait
Islander families: RISE Framework. Women and Birth. 2019;32(466–475).

48. Brookfield J. Group antenatal care for Aboriginal and Torres Strait Inslander
women: an acceptability study. Women and Birth. 2019;32:437–48.

49. Hartz DL, Blain J, Caplice S, Allende T, Anderson S, Hall B, et al. Evaluation of
an Australian Aboriginal model of maternity care: the Malabar community
midwifery link service. Women and Birth. 2019;32:427–36.

50. 1000 Days. Why 1000 Days? 2020 [Available from: https://thousanddays.org/
why-1000-days/.

51. Bhutta ZA, Das JK, Rizvi A, Gaffey MF, Walker N, Horton S, et al. Evidence-
based interventions for improvement of maternal and child nutrition: what
can be done and at what cost? Lancet. 2013;382:452–77.

Sivertsen et al. BMC Health Services Research          (2020) 20:829 Page 8 of 9



52. Arabena K, Ritte R, Panozzo S, Johnston L, Rowley K. First 1000 days
Australia: an Aboriginal and Torres Strait islander led early life intervention.
Aboriginal and Islander Health Worker Journal. 2016;40:21–2.

53. Australian Government. Closing the gap. Australian Government: Canberra;
2020.

54. Australian Institute of Health and Welfare. Australia’s mothers and babies
2017—in brief. Perinatal statistics series no. 35. Cat. no. PER 100. Canberra:
AIHW; 2019.

55. World Health Organization, United Nations Children's Fund, World Bank
Group. Nurturing Care for Early Childhood Development: A Framework for
Helping Children Survive and Thrive to Transform Health and Human
Potential. Geneva: World Health Organization; 2018.

56. Glaser D. Neurodevelopment in the first three years: implications for child
development, professional practice and policy. Journal of Children's
Services. 2014;9(2):154–64.

57. Herzog JI, Schmahl C. Adverse childhood experiences and the
consequences on neurobiological, psychosocial, and somatic conditions
across the lifespan. Frontiers in Psychiatry. 2018;9:420.

58. Irwin L, Siddiqi A, Hertzman C. World Health Organization’s commission on
the social determinants of health final report; early child development: a
powerful equalizer. Geneva: World Health Organization; 2007.

59. The Marmot Review. Fair Society, Healthy Lives. London: The Marmot
Review; 2010.

60. McLachlan R, Gilfillan G, Gordon J. Deep and persistent disadvantage in
Australia. Australian Government Productivity Commission: Melbourne; 2013.

61. Arabena K. The first 1000 days: catalysing equity outcomes for Aboriginal
and Torres Strait islander children. MJA. 2014;200(8):442.

62. Ritte R, Panozzo S, Johnston L, Agerholm J, Kvernmo SE, Rowley K, et al. An
Australian model of the First 1000 Days: an Indigenous-led process to turn
an international initiative into an early-life strategy benefiting indigenous
families. Global Health, Epidemiology and Genomics. 2016;1:e11.

63. Taylor K, Guerin P. Health care and indigenous Australians: cultural safety in
practice. South Yarra, Victoria: Palgrave Macmillan; 2010.

64. Sivertsen N, Harrington A, Hamiduzzaman M. ‘Two-eyed seeing’: the
integration of spiritual care in Aboriginal residential aged care in South
Australia. J Relig Spiritual Aging. 2020;32(2):149–71.

65. Barlett C, Marshall M, Marshall A, Iwama M. Integrative science and two-
eyed seeing: enriching the discussion framework for healthy communities.
In: Hallstrom LK, Guehlstrof N, Parkes M, editors. Ecosystems, society and
health: path was through diversity, convergence and integration. Ontario,
Canada: McGill-Queen’s University Press; 2015.

66. Hall L, Dell CA, Fornssler B, Hopkins C, Mushquash C, Rowan M. Research as
cultural renewal: applying two-eyed seeing in a research project about
cultural interventions in first nations addictions treatment. International
Indigenous Policy Journal. 2015;6(2):1–15.

67. Department of Health. National Framework for the health Services for
Aboriginal and Torres Strait Islander Children and families. Canberra:
Australian Government; 2016.

68. The Wardliparingga Aboriginal Research Unit of the South Australian Health
and Medical Research Institute. NSQHS Standards User Guide for Aboriginal
and Torres Strait Islander Health. Sydney: Australian Commission on Safety
and Quality in Health Care;; 2017.

69. First 1000 days Australia. Why 1000 Days? 2020 [Available from: https://
www.first1000daysaustralia.com/].

70. The National Aboriginal Community Controlled Health Organisation (NACC
HO) 2020. Definitions. [Available from: https://www.naccho.org.au/about/
aboriginal-health-history/definitions/].

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Sivertsen et al. BMC Health Services Research          (2020) 20:829 Page 9 of 9

https://www.first1000daysaustralia.com/
https://www.first1000daysaustralia.com/
https://www.naccho.org.au/about/aboriginal-health-history/definitions/
https://www.naccho.org.au/about/aboriginal-health-history/definitions/

	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Search strategy
	Scopus search
	PubMed search

	Excluded studies
	Included studies
	Review process

	Results
	Study settings
	Key themes
	Lack of continuity of care across the first 1000&thinsp;days
	Impact of lack of continuity of care
	Continuity of care interventions
	Impact of continuity of care interventions
	Strategies to improve continuity of care


	Discussion
	Limitations

	Conclusions
	Supplementary information
	Abbreviations
	Acknowledgements
	Endnotes
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

