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Abstract

Background: The sustainability of Australian rural maternity services is under threat due to current workforce
shortages. In July 2019, a new midwifery caseload model of care was implemented in rural South Australia to
provide midwifery continuity of care and promote a sustainable workforce in the area. The model is unique as it
brings together five birthing sites connecting midwives, doctors, nurses and community teams. A critical precursor
to successful implementation requires those working in the model be ready to adopt to the change. We surveyed
clinicians at the five sites transitioning to the new model of care in order to assess their organizational readiness to
implement change.

Methods: A descriptive study assessing readiness for change was measured using the Organizational Readiness for
Implementing Change scale (ORIC). The 12 item Likert scale measures a participant’s commitment to change and
change efficacy. All clinicians working within the model of care (midwives, nurses and doctors) were invited to
complete an e-survey.

Results: Overall, 55% (56/102) of clinicians participating in the model responded. The mean ORIC score was 41.5
(range 12–60) suggesting collectively, midwives, nurses and doctors began the new model of care with a sense of
readiness for change. Participants were most likely to agree on the change efficacy statements, “People who work
here feel confident that the organization can get people invested in implementing this change and the change
commitment statements “People who work here are determined to implement this change”, “People who work
here want to implement this change”, and “People who work here are committed to implementing this change.
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Conclusion: Results of the ORIC survey indicate that clinicians transitioning to the new model of care were willing
to embrace change and commit to the new model. The process of organizational change in health care settings is
challenging and a continuous process. If readiness for change is high, organizational members invest more in the
change effort and exhibit greater persistence to overcome barriers and setbacks. This is the first reported use of the
instrument amongst midwives and nurses in Australia and should be considered for use in other national and
international clinical implementation studies.
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Background
The Australian government’s Strategic Directions for
Australian Maternity Services [1] highlights the need to
maintain and expand existing maternity services in rural
and remote Australia. More than half of rural maternity
units have closed since 1992 [2, 3] and the sustainability
of existing rural services is under threat due to maternity
workforce shortages. These shortages have led to the be-
lief that this makes birthing ‘unsafe’ and unviable in
rural and remote communities [2]. Closing maternity
services has had significant consequences for women
and communities, with resulting poorer health outcomes
and financial and social hardships [2]. With about 30%
of Australian birthing women living in rural and remote
areas, there is an outstanding demand for pregnancy,
birth and postnatal health services in these areas [4].
Challenges to providing these services include the geo-
graphic spread, low population density, recruitment and
retention difficulties for midwifery and medical staff and
high costs of service delivery [5].
An option for increasing the sustainability of birthing

services in regional and rural Australia is implementing
midwifery services models such as a midwifery caseload
[5]. In most Australian rural and regional settings mid-
wifery care is mostly provided in a traditionally rostered
hospital arrangement, whereby midwives are required to
work across the role of nurse and midwife [6]. Midwifery
caseload is a maternity continuity of carer model
whereby care is provided by a known midwife or a sec-
ondary backup through pregnancy, birth and the postna-
tal period, and with assistance from doctors where
needed in the event of identified risk factors [7]. High
level evidence from trials and multiple studies have dem-
onstrated the benefits and significance of midwifery-led
care in terms of maternal satisfaction, efficacy and de-
creased cost to health services [8–11].
Against this background, a new midwifery continuity

of care service model, Midwifery Caseload Model of Care
(MoC) Pilot in Yorke and Northern (Y&N) Region [12]
was designed in collaboration with midwives, nurses,
and doctors, including general practitioners (GP) and
obstetricians with the aim to ensure a sustainable mid-
wifery workforce in one region of rural South Australia

(SA). This MoC provides each woman with a known
midwife or a team of midwives to provide care through-
out her pregnancy, birth and up to six weeks after birth.
The Y&N region was chosen because, while some birth-
ing units in the region were experiencing critical midwif-
ery workforce shortages, others provided successful team
and group practice midwifery, providing an opportunity
for further development [12]. Collaborations with mid-
wifery and GP/obstetrician workforce focussed on the
service delivery model, prioritising choice and interdis-
ciplinary care an important consideration when develop-
ing new models of care in maternity services [5, 13, 14].
Considerable community engagement, workshops, and

consultation amongst clinicians occurred prior to intro-
ducing the MoC as several challenges were anticipated.
The MoC brings together five different geographical
birthing sites and involves midwives providing continuity
of care in partnership with GPs, GP obstetricians, spe-
cialist obstetricians, midwives and nurses working at the
local hospitals. The existing model required rostering
midwives on all shifts at the five rural hospitals and was
highly dependent on local doctors to provide shared
care, sometimes in areas where the general practitioners
were overloaded. While some of these sites had estab-
lished working relationships amongst clinicians, it was
recognised that coming together under one umbrella
would require commitment to address potential
challenges.
The new MoC would also affect how midwives and

nurses operated within the community hospitals. Mid-
wives working in the caseload MoC provide care to
women in the community, clinics and in hospitals to
support labour and birth and initial postnatal care. As
women are provided a primary midwife who is on call,
most of the five hospitals would no longer have on-site
24-h midwifery staff. In this model, caring for new
mothers and babies was seen as a challenge for some of
the nurses accustomed to having onsite midwives in this
role.
The Y&N model of care is a two-year pilot program

with an independent evaluation utilizing the Proctor
framework [15] to assess the implementation of the pro-
gram. As part of the overall evaluation, it was important
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to first assess whether clinicians were ready to commit
to implementing this significant change. In order for
new programs or practices to be successfully imple-
mented in healthcare settings, it is necessary that there
is collective support within an organisation to embrace
the required change. Several change efforts fail in the
health sciences because organisations are not ready or
prepared to change [16]. This paper aims to report on
readiness for change amongst the midwives, nurses and
doctors transitioning to the new model of care.

Methods
Readiness for change was measured using the
Organizational Readiness for Implementing Change
scale (ORIC) [16]. The instrument is based on Weiner’s
organizational theory [17] and was chosen due to mul-
tiple strengths, including; its theory based psychometric-
ally validated measures, measuring readiness for change
at the collective level (rather than the individual level)
and its brevity for use by busy practitioners [18]. The
original English ORIC scale [16] has been translated into
several European languages and validated as reliable and
valid in health care settings, including those in which
nurses, midwives and doctors were participants [18–21].
The 12 item Likert scale ORIC instrument is a robust

multilevel construct with a focus on change commit-
ment and change efficacy. Change commitment (5 state-
ments), reflects organizational members’ shared resolve
to implement a change and change efficacy (7 items), re-
flects organizational members’ shared belief in their col-
lective capacity to implement a change [16]. Each of
these 12 items is scored using a 5-point Likert scale ran-
ging from “Disagree” to “Agree”. Two additional ques-
tions sought the clinician’s primary role and work
location.

Sample
The ORIC survey was timed to coincide with the launch
of the new MoC so that clinicians were knowledgeable
and aware of the impending change to service delivery,
but before the implementation had occurred. The survey
was distributed anonymously in August 2019 to 102 cli-
nicians working directly in the MoC or those impacted
by the changes; midwives (n = 12) and doctors (n = 10)
transitioning to the model of care, and to midwives and
nurses providing direct maternity care at the 5 local hos-
pitals (n = 80). Participation was encouraged, but volun-
tary, and distributed electronically via the survey
software SurveyMonkey©. An information sheet was at-
tached to the ORIC instrument and included a state-
ment of implied consent for those completing the
survey. A printed version of the questionnaire was also
available to clinicians who were unable to access the on-
line survey at work.

Data analysis
Descriptive analyses were used to describe respondent
characteristics and overall ORIC scores. Cronbach’s
alpha was used to assess internal consistency and reli-
ability of the scales. Differences between clinician groups
scores were examined by one-way analysis of variance
(ANOVA) with level of significance specified at 0.05.
Analyses were performed with STATA v14.0 (College
Station, TX).

Results
The overall response rate to the survey was 54.9% (56/
102) and varied by clinical role. The 12 midwives transi-
tioning to the MoC completed the survey (12/12, 100%),
(excludes n = 2 midwives who were away and n = 1 not
yet employed). The response rate of midwives/nurses
working at the five local hospitals was 50% (40/80), and
for doctors 30% (3/10). One respondent did not answer
the two questions regarding location of work and clinical
role and disagreed (score of 12) to all statements. Re-
sponse rates were relatively proportional to the five areas
served. Notably, hospital/area 5 represented over a third
of all responses, but is also the largest of the five com-
munity hospitals (Table 1).
Results of the Cronbach’s alpha test demonstrated an

overall scale reliability coefficient of 0.96, indicating ex-
cellent scale internal consistency quality. The subscale
Cronbach’s alpha coefficients for change efficacy was
0.94, and for change commitment 0.90, indicating good
reliability.
Overall, participants had a mean ORIC score of 41.5

(range 12–60) which suggests collectively, midwives,
nurses and doctors have begun the new MoC with a

Table 1 Clinical role, distribution and mean ORIC scores of
participants, n = 56

Variables N (%) ORIC score*

Mean (SD)

Clinical Role

MoC midwife 12 (21.4) 40.5 (9.5)

Midwife/nurse working in hospital 13 (23.2) 44.5 (11.1)

Nurse working in hospital 27 (48.2) 41.8 (14.1)

Doctor (GP, obstetrician) 3 (5.4) 40.0 (14.7)

Not stated 1 (1.8) –

Hospital/primary location of work

Hospital/area 1 8 (14.3)

Hospital/area 2 8 (14.3)

Hospital/area 3 16 (28.6)

Hospital/area 4 7 (12.5)

Hospital/area 5 20 (35.7)

Not stated 1 (1.8)
*ANOVA F 0.26, p = 0.86
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sense of readiness for change. Participants were most
likely to agree (33.9%) on the change efficacy statement,
“People who work here feel confident that the
organization can get people invested in implementing
this change”, and the change commitment statements;
“People who work here are determined to implement
this change (32.1%)”, “People who work here want to im-
plement this change” (32.1%), and “People who work
here are committed to implement this change” (32.1%).
Participants were most likely to disagree with the change
efficacy statements (14.3% for each), “People who work
here feel confident that the organization can support
people as they adjust to this change” and “People who
work here feel confident that they can manage the polit-
ics of implementing this change”. Participant responses
to all 12 ORIC statements grouped by subscales are
shown in Fig. 1. There was no statistically significant dif-
ference in the mean ORIC scores as assessed by
ANOVA between the professional groups; MoC mid-
wives, doctor, hospital nurse and hospital midwife (F
0.26, p = 0.86). Bartlett’s test for equal variance was χ2

(3df) =2.49, p = 0.47 (Table 1).

Discussion
The evidence for midwifery models of care is well docu-
mented and it has been noted that to bridge the gap in

translating the evidence to clinical practice in Australia
will require widespread reorganisation of the way mater-
nity services are provided [7]. However, it has been ob-
served that systems for designing rural services in
Australia do not often use a caseload model strategically
to manage the lower numbers that exist in dispersed
populations [13].
A critical element of widespread reform with mid-

wifery continuity of carer models is effective collabor-
ation with obstetricians, general practitioners and
other medical professions involved in the care of
pregnant women [7, 22]. This occurred at an early
stage in the development of the MoC with a project
team and a development committee that agreed on
the terms of reference and were clear in the commu-
nication to reduce anxiety and fear of a future change
and to explore what was possible with all stake-
holders. Within the model of care, graduate midwives
are also included and supported through a transition
to professional practice program, an important core
experience for emerging midwives and a significant
factor in succession planning [22]. This collaborative
approach embraces a key priority area of the regional
strategy; helping clinicians to work together and sup-
porting the attraction and retention of staff for sus-
tainable service well into the future.

Fig. 1 Participant response categories (%) by 12-item ORIC statements
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Results of the ORIC survey indicate that clinicians
transitioning to the new MoC were willing to embrace
change and committed to implementing the new model.
The process of organizational change in health care set-
tings is challenging and a continuous process. In the
case of the new MoC, the proposed changes involved ex-
tensive consultation with maternity care providers and
the community over a period of approximately 14
months, with clear documentation of how the model
would work. The change was viewed as core business in
order for a maternity service to survive in the region.
The benefits to women, clinicians, and the community
were clearly articulated, and this was successful in get-
ting critical buy-in to the MoC, although not without
some resistance. It has been proposed that activities such
as communicating the important need and urgency for
change, and that the benefits are likely to produce
changes that matter to stakeholders, are important strat-
egies in preparing for organizational change [23]. Whilst
readiness to implement change is only one factor in suc-
cessfully introducing improvements to a maternity ser-
vice, readiness to learn and embrace change at various
levels within a maternity service has an impact on
whether successful implementation of best practice is
achieved [24].
Readiness for change is a complex multi-dimensional

construct including psychological and structural factors
that occur at both the individual and organizational level
and requires both a willingness and capability to change
[25]. One of the strengths of the ORIC instrument is the
measurement of the readiness to change at the unit level
rather than the individual level. For successful imple-
mentation to the new MoC, those working in the model
must be willing and ready to adopt to the change; this
has been described as a critical precursor to successful
implementation [26]. Assessing readiness for change
adds an important component to the MoC evaluation
methodology.
Service adaption and innovation is a core strategy of

the Australian Government’s Stronger Rural Health
Strategy and South Australia’s Rural Health Workforce
Plan to promote rural health service sustainability [2].
Change can be very challenging at any time but espe-
cially in teams or communities where they don’t see a
need to change. It was important to address this as an
issue and a risk. It was imperative to bring teams on the
discovery, valuing and considering feedback at every
milestone and hence we then knew we needed to ‘test’
the readiness for change.
The evidence for whether readiness for change pre-

dicts change adoption is an area of great interest and the
ORIC instrument has been noted as a scale with promis-
ing psychometric properties, but has yet to be tested for
predictive validity [23]. If readiness for change is high,

organizational members invest more in the change effort
and exhibit greater persistence to overcome barriers and
setbacks [20]. The ORIC survey is but one element of
the planned evaluation of the regional midwifery MoC
in South Australia. A complete evaluation of the MoC
including provider and user (women’s) assessments is
underway and will be reported at the conclusion of the
two-year study. This will contribute to the evidence re-
garding the predictive abilities of readiness for change
instruments.
Strengths of this study includes the appropriate timing

and targeting of the survey to the appropriate clinician
groups. We distributed the survey to all members who
would be directly affected by the change. It is important
that multiple organizational members who will imple-
ment and use the program be surveyed to avoid single-
source bias, elite bias and champion bias [23]. Limita-
tions to this study include a less than 60% response rate.
However mostly this was due to fewer responses from
nurses working in the hospital wards, who would be less
affected than the primary providers of care.

Conclusions
We have found few studies utilising the ORIC instru-
ment in an Australian healthcare environment [27] and
none that have been used amongst nurses and midwives
in Australia. We believe these results increase the
generalizability to other Australian change settings
where nurses and midwives will be affected. As the
ORIC instrument is theory based, has good to excellent
reliability, structural validity, is brief, and has known
health-care provider validity [23], it is a good and highly
relevant tool to consider when clinical organizational
change is being planned. In this survey, clinicians col-
lectively demonstrated a sense of readiness for change to
a new, rural maternity service model of care that offers
collaborative, safe and effective care to women, babies
and their families.

Abbreviations
ORIC: Organizational Readiness for Implementing Change; MoC: Model of
Care; GP: General Practitioner (medical doctor)

Acknowledgments
The authors would like to thank Lena Boxall and Elizabeth Bennett for
coordinating and ensuring the instrument was made available to all relevant
clinicians at the five study locations and to Greg Sharplin for the helpful
advice regarding organizational change methodologies.

Authors’ contributions
PA and RY conceived the study. PA, RY, JF and LM designed the study. PA
conducted the analyses which were reviewed by RY, JF and LM. PA drafted
the manuscript, which was reviewed and revised by JF, RY and LM. All
authors contributed to and approved the final version.

Funding
Funding for this project was provided in part by The Health Department of
South Australia. The financially supporting institution had no involvement in
the study or the decision to submit the paper for publication.

Adelson et al. BMC Health Services Research          (2021) 21:368 Page 5 of 6



Availability of data and materials
The dataset generated and analysed for this study are available from the
corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
Ethical approval for the Evaluation of the Midwifery Caseload Model of Care
Pilot in Yorke and Northern Region Country Health Region was granted by
the University of South Australia Human Ethics Committee application
202393 and the Women’s & Children’s Hospital Network Human Research
Ethics Committee HREC/19/WCHN/68. Written information and
understanding that consent was implied with return of the ORIC survey was
ethically approved.

Consent for publication
Not Applicable.

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

Author details
1Rosemary Bryant AO Research Centre, UniSA Clinical & Health Sciences,
University of South Australia, City East Campus, Playford Building P4-27,
North Terrace, Adelaide, SA 5000, Australia. 2Rural Support Service, South
Australia Health, Government of South Australia, Mount Gambier Health
Service, Mount Gambier, SA 5290, Australia. 3UniSA Clinical & Health Sciences,
University of South Australia, City East Campus, Playford Building P4-27,
North Terrace, Adelaide, SA 5000, Australia.

Received: 30 September 2020 Accepted: 9 April 2021

References
1. COAG Health Council. Woman-centred care. Strategic directions for

Australian maternity services. Caberra, ACT: Department of Health; 2019.
2. Brown M, Dietsch E. The feasibility of caseload midwifery in rural Australia: a

literature review. Women Birth. 2013;26(1):e1–4. https://doi.org/10.1016/j.
wombi.2012.08.003.

3. Sweet LP, Boon VA, Brinkworth V, Sutton S, Werner AF. Birthing in rural
South Australia: the changing landscape over 20 years. Aust J Rural Health.
2015;23(6):332–8. https://doi.org/10.1111/ajr.12214.

4. Kruske S, Kildea S, Jenkinson B, Pilcher J, Robin S, Rolfe M, et al. Primary
maternity units in rural and remote Australia: results of a national survey.
Midwifery. 2016;40:1–9. https://doi.org/10.1016/j.midw.2016.05.004.

5. Durst M, Rolfe M, Longman J, Robin S, Dhnaram B, Mullany K, et al. Local
birthing services for rural women: adaptation of a rural New South Wales
maternity service. Aust J Rural Health. 2016;24(6):385–91. https://doi.org/1
0.1111/ajr.12310.

6. Yates K, Usher K, Kelly J. The dual roles of rural midwives: the potential for
role conflict and impact on retention. Collegian. 2011;18(3):107–13. https://
doi.org/10.1016/j.colegn.2011.04.002.

7. Homer CSE. Models of maternity care: evidence for midwifery continuity of
care. Med J Aust. 2016;205(8):370–4. https://doi.org/10.5694/mja16.00844.

8. Waldenstrom U, Turnbull D. A systematic review comparing continuity of
midwifery care with standard maternity services. BJOG. 1998;105(11):1160–
70. https://doi.org/10.1111/j.1471-0528.1998.tb09969.x.

9. Turnbull D, Holmes A, Shields N, Cheyne H, et al. Randomised, controlled
trial of efficacy of midwife-managed care. Lancet. 1996;348(9022):213–8.
https://doi.org/10.1016/S0140-6736(95)11207-3.

10. 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.

11. McLachlan HL, Forster DA, Davey MA, Farrell T, Flood M, Shafiei T, et al. The
effect of primary midwife-led care on women's experience of childbirth:
results from the COSMOS randomised controlled trial. BJOG. 2016;123(3):
465–74. https://doi.org/10.1111/1471-0528.13713.

12. Government of South Australia. Midwifery Caseload Model of Care Pilot in
Yorke & Northern Region Country Health South Australia Local Health
Network Sustainable Midwifery Workforce 2018.

13. Barclay L, Kornelsen J. The closure of rural and remote maternity services:
where are the midwives? Midwifery. 2016;38:9–11. https://doi.org/10.1016/j.
midw.2016.03.007.

14. Heatley M, Kruske S. Defining collaboration in Australian maternity care.
Women Birth. 2011;24(2):53–7. https://doi.org/10.1016/j.wombi.2011.02.002.

15. Proctor E, Silmere H, Raghavan R, Hovmand P, Aarons G, Bunger A, et al.
Outcomes for implementation research: conceptual distinctions,
measurement challenges, and research agenda. Admin Pol Ment Health.
2011;38(2):65–76. https://doi.org/10.1007/s10488-010-0319-7.

16. Shea CM, Jacobs SR, Esserman DA, Bruce K, Weiner BJ. Organizational
readiness for implementing change: a psychometric assessment of a new
measure. Implement Sci. 2014;9(1):7. https://doi.org/10.1186/1748-5908-9-7.

17. Weiner BJ. A theory of organizational readiness for change. Implement Sci.
2009;4(1):67. https://doi.org/10.1186/1748-5908-4-67.

18. Storkholm MH, Savage C, Tessma MK, Salvig JD, Mazzocato P. Ready for the
triple aim? Perspectives on organizational readiness for implementing
change from a Danish obstetrics and gynecology department. BMC Health
Serv Res. 2019;19(1):517. https://doi.org/10.1186/s12913-019-4319-3.

19. Storkholm MH, Mazzocato P, Tessma MK, Savage C. Assessing the reliability
and validity of the Danish version of organizational readiness for
implementing change (ORIC). Implement Sci. 2018;13(1):78. https://doi.org/1
0.1186/s13012-018-0769-y.

20. Lindig A, Hahlweg P, Christalle E, Scholl I. Translation and psychometric
evaluation of the German version of the Organisational readiness for
implementing change measure (ORIC): a cross-sectional study. BMJ Open.
2020;10(6):e034380. https://doi.org/10.1136/bmjopen-2019-034380.

21. Ruest M, Léonard G, Thomas A, Desrosiers J, Guay M. French cross-cultural
adaptation of the organizational readiness for implementing change (ORIC).
BMC Health Serv Res. 2019;19(1):535. https://doi.org/10.1186/s12913-019-43
61-1.

22. Haines HM, Baker J, Marshall D. Continuity of midwifery care for rural
women through caseload group practice: delivering for almost 20 years.
Aust J Rural Health. 2015;23(6):339–45. https://doi.org/10.1111/ajr.12232.

23. Weiner BJ, CAS, Klaman SL, Turner K, Alishahi-Tabriz A. Organizational
Readiness for Change: What We Know, What We Think We Know, and What
We Need to Know. In: Albers B, SA, Mildon R, editors. Implementation
Science 3.0. Cham: Springer; 2020.

24. Crowe C, Manley K. Assessing contextual readiness: the first step towards
maternity transformation. IPDJ. 2019;9(2):1–20.

25. Holt DT, Helfrich CD, Hall CG, Weiner BJ. Are you ready? How health
professionals can comprehensively conceptualize readiness for change. J
Gen Intern Med. 2010;25(1):50–5. https://doi.org/10.1007/s11606-009-1112-8.

26. Weiner BJ, Amick H, Lee S-YD. Conceptualization and measurement of
organizational readiness for change: a review of the literature in health
services research and other fields. Med Care Res Rev. 2008;65(4):379–436.
https://doi.org/10.1177/1077558708317802.

27. Stark Z, Nisselle A, McClaren B, Lynch F, Best S, Long JC, et al. Attitudes of
Australian health professionals towards rapid genomic testing in neonatal
and paediatric intensive care. Eur J Hum Genet. 2019;27(10):1493–501.
https://doi.org/10.1038/s41431-019-0429-y.

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

Adelson et al. BMC Health Services Research          (2021) 21:368 Page 6 of 6

https://doi.org/10.1016/j.wombi.2012.08.003
https://doi.org/10.1016/j.wombi.2012.08.003
https://doi.org/10.1111/ajr.12214
https://doi.org/10.1016/j.midw.2016.05.004
https://doi.org/10.1111/ajr.12310
https://doi.org/10.1111/ajr.12310
https://doi.org/10.1016/j.colegn.2011.04.002
https://doi.org/10.1016/j.colegn.2011.04.002
https://doi.org/10.5694/mja16.00844
https://doi.org/10.1111/j.1471-0528.1998.tb09969.x
https://doi.org/10.1016/S0140-6736(95)11207-3
https://doi.org/10.1111/1471-0528.13713
https://doi.org/10.1016/j.midw.2016.03.007
https://doi.org/10.1016/j.midw.2016.03.007
https://doi.org/10.1016/j.wombi.2011.02.002
https://doi.org/10.1007/s10488-010-0319-7
https://doi.org/10.1186/1748-5908-9-7
https://doi.org/10.1186/1748-5908-4-67
https://doi.org/10.1186/s12913-019-4319-3
https://doi.org/10.1186/s13012-018-0769-y
https://doi.org/10.1186/s13012-018-0769-y
https://doi.org/10.1136/bmjopen-2019-034380
https://doi.org/10.1186/s12913-019-4361-1
https://doi.org/10.1186/s12913-019-4361-1
https://doi.org/10.1111/ajr.12232
https://doi.org/10.1007/s11606-009-1112-8
https://doi.org/10.1177/1077558708317802
https://doi.org/10.1038/s41431-019-0429-y

	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Sample
	Data analysis

	Results
	Discussion
	Conclusions
	Abbreviations
	Acknowledgments
	Authors’ contributions
	Funding
	Availability of data and materials
	Declarations
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

