
Barrett et al. Archives of Public Health          (2022) 80:169  
https://doi.org/10.1186/s13690-022-00927-x

SYSTEMATIC REVIEW

Holistic antenatal education class 
interventions: a systematic review 
of the prioritisation and involvement 
of Indigenous Peoples’ of Aotearoa New 
Zealand, Australia, Canada and the United 
States over a 10-year period 2008 to 2018
Nikki M. Barrett1*, Lisette Burrows1, Polly Atatoa‑Carr2, Linda T. Smith3 and Bridgette Masters‑Awatere4 

Abstract 

Background: Research into the effectiveness of antenatal education classes is crucial for Indigenous Peoples from 
Aotearoa New Zealand, Australia, Canada and the United States who experience poorer maternal and infant health 
outcomes compared to non‑Indigenous populations. Our systematic review questions were intended to determine 
the extent of Indigenous Peoples prioritisation and involvement in antenatal education classes, and to understand the 
experience of Indigenous Peoples from these countries in antenatal education classes.

Methods: Using a standardised protocol, we systematically searched five electronic databases for primary research 
papers on antenatal education classes within the four countries noted and identified 17 papers that met the criteria. 
We undertook a qualitative meta‑synthesis using a socio‑critical lens.

Results: Systematic review of the academic literature demonstrates that Indigenous Peoples of Aotearoa New 
Zealand, Australia, Canada and the United States are not prioritised in antenatal education classes with only two of 
17 studies identifying Indigenous participants. Within these two studies, Indigenous Peoples were underrepresented. 
As a result of poor engagement and low participation numbers of Indigenous Peoples in these antenatal education 
classes, it was not possible to understand the experiences of Indigenous Peoples.

Conclusion: Given that Indigenous Peoples were absent from the majority of studies examined in this review, it is 
clear little consideration is afforded to the antenatal health needs and aspirations of Indigenous Peoples of Aotearoa 
New Zealand, Australia, Canada and the United States. To address the stark antenatal health inequities of Indigenous 
Peoples, targeted Indigenous interventions that consider culture, language, and wider aspects of holistic health must 
be privileged.
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Background
Antenatal care is an opportunity to provide important 
health-care functions such as medical, physical and edu-
cational interventions to expectant mothers [1]. Ante-
natal education is a core component of antenatal care. 
Maternal health and wellbeing impacts baby, in utero, 
after birth, and in future life course health [2–5] and in 
most developed countries, high quality antenatal educa-
tion is prioritised to support these crucial life stages.

Childbirth education or antenatal education classes 
(AEC) aim to prepare prospective parents with skills and 
knowledge for childbirth and parenthood, in turn sup-
porting improved health outcomes for mother and baby 
[6–9]. For the last three decades, antenatal education has 
attracted considerable attention within both practice and 
research [10–12]. AEC has been a widely accepted prac-
tice in many developed countries, particularly within 
Aotearoa New Zealand (thereafter Aotearoa), Australia, 
Canada, and the United States (US), though content and 
delivery style varies both amongst, and within, these 
countries [13].

In the four countries noted above, maternal and child 
health inequities between Indigenous Peoples and the 
dominant population group of the respective country 
are stark, with Indigenous Peoples experiencing signifi-
cantly poorer maternal health outcomes [14–17]. The 
incidence of infant mortality, particularly Sudden Unex-
pected Death in Infancy (SUDI) which accounts for both 
explained and unexplained infant deaths, is significantly 
higher among Indigenous infants [18–20]. These Indig-
enous populations are also overrepresented in other 
negative infant health outcomes, such as; greater expo-
sure to cigarette smoke and alcohol while in utero, have 
lower-birth-weight, higher rates of hospital admission for 
respiratory illnesses, and lower childhood immunisation 
rates [21, 22]. These health conditions highlight the need 
to focus efforts on the health and wellbeing of pregnant 
mothers during this important period.

Māori are the Indigenous Peoples of Aotearoa. In Can-
ada, there are three Indigenous/Aboriginal groups rec-
ognised by the Constitution Act of 1982; First Nations, 
Inuit, and Métis [23, 24]. In the continental US, the 
Indigenous peoples are known collectively as Native 
Americans and, in Alaska, the Indigenous peoples are col-
lectively known as Alaska Native [23]. In Hawaii, a State 
located approximately 2000 miles off the mainland of 
the US, Native Hawaiians are the Indigenous population 
recognised in the Native American Programs Act [25]. 
Aboriginal and Torres Strait Islander are the Indigenous 

Peoples of Australia. Each of the four Indigenous popu-
lation groups have numerous sub tribes/groups, having 
their own distinct set of languages, histories, and cul-
tural traditions [26]. “Canada, the United States, Aus-
tralia, and New Zealand consistently place near the top of 
the United Nations Development Programme’s Human 
Development Index (HDI) rankings, yet all have minor-
ity Indigenous populations with much poorer health and 
social conditions than non-Indigenous people” [27]. This 
is a clear breach of the United Nations Declaration on the 
Rights of Indigenous Peoples (UNDRIP) and reflective of 
a lack of culturally appropriate and responsive initiatives, 
contributing to the growing health inequities for Indig-
enous Peoples [28].

Framework for health and wellbeing for Indigenous 
Peoples
In these same countries, programmes and research activ-
ities aimed to improve health outcomes have been largely 
focused on non-Indigenous, rather than Indigenous, 
understandings of health [23]. Within many Indigenous 
cultures health and wellbeing goes beyond a biomedi-
cal view and is more than the mere absence of illness or 
disease [29, 30]. Holistic models of health particularly 
resonate with Indigenous Peoples. Chakanyuka et al. [31] 
describe holistic health as;

The vision most First Nations peoples articulate as 
they reflect upon their future. At the personal level 
this means each member enjoys health and wellness 
in body, mind, heart, and spirit. Within the family 
context, this means mutual support of each other. 
From a community perspective it means leadership 
committed to whole health, empowerment, sensitiv-
ity to interrelatedness of past, present, and future 
possibilities, and connected between cultures (p.82).

Holistic health is a concept echoed by King et al. [23] 
whereby they expand on how the four life elements, 
physical, emotional, mental, and spiritual, are privileged 
amongst Indigenous populations, and that all elements 
are intricately woven together and interact to support 
a strong and healthy person. Specific to Māori holistic 
and whānau-centred (family-centred) approaches have 
been integral to Māori conceptualisations of health and 
wellbeing [32]. While each of the Indigenous population 
groups have their own autonomy and sovereignty over 
their own health and wellbeing aspirations, they share a 
collective perspective of health that is intrinsically linked 
to culture and the environment [33–35].
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Siloed health programmes are failing many Indig-
enous and minority peoples. As King et al. [23] explain, 
“services and support for health and social programmes 
are typically fragmented in Indigenous populations…
Fragmentation results in the isolation of symptomatic 
issues—addiction, suicide, fetal alcohol syndrome, poor 
housing, and unemployment—followed by the design 
of stand-alone programmes to try to manage each issue 
separately” (p.83). As opposed to stand-alone pro-
grammes, holistic approaches aim to address numerous 
issues. These holistic approaches to health services align 
to Indigenous aspirations of health and can support the 
improvement of Indigenous health.

Colonisation and its impact on Indigenous birthing 
knowledge and practices
These four Indigenous population groups share a simi-
lar history of colonisation, with the negative impacts still 
being felt today [36]. Removal of land, the conscious, 
strategic and forcible loss of identity and culture, and 
validity of traditional knowledge, are some of the effects 
of colonisation [37] and each contributes to the inequities 
of Indigenous health and wellbeing [28].

In Canada, Brown et  al. [38] explains that Indigenous 
Peoples were “…forced into dependency through a sys-
tem of reserves, compulsory residential schools for chil-
dren, and a series of policies that prevented the people 
from pursuing their traditional ways of living and sup-
porting themselves” (p.103). In Australia, the Aboriginal 
people were “subjected to widespread dispossession, vio-
lence, and introduced diseases in the nineteenth century 
as Europeans took up large areas of country and forced 
Aboriginal communities onto missions and reserves” 
([39] p.82).

In relation to childbirth knowledge, colonisation 
affected almost all aspects of Māori maternities [40]. 
Three major factors contributed to the disestablishment 
of traditional Māori pregnancy, birthing, and parenting, 
knowledge and practices. First, the introduction of the 
Western health system, specifically hospital births [41]; 
Second, the introduction of Western policies and legis-
lations such as the Tohunga Suppression Act [42]; and 
third, the assimilation of Western family hierarchical 
structures that ostracised the traditional role of wāhine 
(women) and tapu (sacredness) of the maternal body 
[43].

The introduction of hospitals and Western policies 
have also impacted the Indigenous Peoples of Canada 
with implementation of Health Canada’s mandated ‘birth 
evacuation policy’, whereby “all pregnant First Nations 
and Inuit people (regardless of health risk) living on 
rural, remote and northern reserves leave their commu-
nities near the end of their third trimester and travel to 

urban hospitals to give birth” ([25] p.173). This policy 
undermines the voices, experiences, and knowledge of 
Indigenous women and is an ongoing example of “settler 
colonialism, white dominance, and national-patriarchy” 
([25] p.184).

In contemporary times, AEC have become a prominent 
form of antenatal knowledge transmission in Aotearoa, 
Australia, Canada and the US [10]. Fabian et al. [12] attest 
that most health professionals recommend AEC to most 
expectant parents using the service. Indigenous Peoples, 
however, have lower rates of attendance at AEC [44]. 
Gagnon and Sandall [13] note that AEC have replaced 
previous Indigenous forms of knowledge transmission. 
“The existence of structured education in preparation for 
childbirth and parenthood has come about as traditional 
methods of information sharing have declined” (p.3).

Nolan and Hicks [11] proclaim AEC aims to create 
a “cohesive network amongst class members to enable 
them to support each other through the transition to par-
enthood. In this way, classes attempt to recreate the sup-
port which women traditionally found within extended 
families and local communities” (p. 186). AEC are firmly 
grounded in a social model of support for parents during 
pregnancy and the postnatal period [11]. Social support, 
assessment, and education are core programme com-
ponents of Centering Pregnancy, an example of an AEC 
[45].

AEC are a significant cost to maternity services requir-
ing careful evaluation [9]. Recently the effectiveness of 
AEC has come into question, with mixed findings on 
whether AEC have any impact on labour and birthing 
outcomes [9, 12, 46, 47] or effect on obstetric and psy-
cho-social outcomes [10]. Nolan and Hicks [11] have 
stressed that antenatal education’s survival is “dependant 
upon its being perceived and evaluated as a broad educa-
tional intervention and not as an obstetric one. Its effec-
tiveness needs to be audited according to educational 
criteria and not clinical” (p. 187). Gagnon and Sandall’s 
[13] review of studies demonstrated there is a wide spec-
trum of antenatal education, including variants on what 
education or information is delivered, how it is delivered, 
and to whom it is delivered.

AEC can vary in delivery mode, ranging from large 
lecture style classes, small classes, internet-based pro-
grammes, or one on one sessions [13]. The information 
taught also varies and can include topics about preg-
nancy, labour, birth, and parenting. Buultjens et  al. [48] 
highlights the limited research investigating perceptions 
of the educational content currently communicated in 
antenatal service provision, resulting in inconsistency of 
AEC delivery.

Gagnon and Sandall [13] found AEC on offer typically 
attracted attendees who were “well educated women in 
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the middle-to-upper socio-economic strata” (p. 4). Deeb-
sossa and Kane’s [49] analysis of prenatal classes found 
“the content and messaging of these classes appears to 
have contributed to a societal tendency to make preg-
nant women, especially poor women and women of 
color, invisible…” (p. 380). Fabian et al. [12] suggest future 
research “should focus on current forms of antenatal 
education, with special focus on women of low socioeco-
nomic status” (p.436).

AEC are considered an important opportunity to sup-
port positive antenatal health outcomes [11, 50, 51]. 
Maternal and infant health outcomes are statistically 
worse for Indigenous Peoples in Aotearoa, Australia, 
Canada and the US. Given the potential of Indigenous 
frameworks to enhance health and wellbeing to address 
antenatal inequities, and the legal and moral obliga-
tions to uphold Indigenous Peoples health sovereignty 
within these four countries, the expectation that Indig-
enous frameworks would at a minimum, be present in 
AEC classes is warranted. The colonial history of these 
Indigenous populations influences inequities of out-
comes and drives how health systems are designed and 
delivered. AEC have replaced a traditional maternity 
system and have remained the dominant form of ante-
natal education transmission post colonisation, though 
delivery mode and content varies. Therefore, this paper 
provides the results of a systematic literature review to 
determine what extent Indigenous Peoples are prioritised 
and involved in antenatal education classes in Aotearoa, 
Australia, Canada, and US. Further, to understand the 
experience of Indigenous Peoples from these countries in 
antenatal education classes.

Methods
Our team employed a qualitative meta-synthesis method 
to undertake this systematic review using a socio-critical 
lens. This socio-critical perspective acknowledges the 
environmental, social, cultural determinants of health, 
critique and social justice [52] and aligns to studies 
involving respondents’ perspectives and broader experi-
ences of healthcare [53]. Alongside our approach we con-
ducted a systematic review following the PRISMA 2009 
guidelines.

Search strategy
We used the PRISMA protocol to search the follow-
ing databases: EBSCOhost, ProQuest Central, PubMed, 
PubMed Central (PMC), and Google Scholar search. For 
the purposes of this review, antenatal education classes 
(AEC) are defined as, ‘an organised and structured inter-
vention delivering pregnancy related information and 
education on different health topics/areas’. Across and 
within countries, AEC can have interchangeable names 

therefore the following search terms were used: “ante-
natal education” OR “prenatal education” OR “antenatal 
classes” OR “prenatal classes” OR “birth preparation” OR 
“childbirth classes” n = 3291. We then added the follow-
ing search terms; AND Indigenous n = 114; AND Aus-
tralia n = 564; AND New Zealand n = 157; AND United 
States n = 950; AND Canada; AND ‘Maori’ OR ‘Aborigi-
nal’ OR ‘First Nations’ OR ‘Native’ n = 229.

Inclusion and exclusion criteria
Inclusion criteria were: 1) qualitative or mixed-methods 
studies based in Aotearoa New Zealand, Australia, Can-
ada or the United States; 2) a primary focus or objec-
tive on an antenatal education class/intervention with 
a holistic focus; and 3) participants were end-users of 
intervention.

Exclusion criteria were: 1) non-English language stud-
ies; 2) published outside of the selection period between 
January 2008 and December 2018; and 3) studies that 
were resources for health professionals such as childbirth 
educators or nurses.

Study selection
Title and abstracts of records identified from database 
and individual journal searches were screened, and arti-
cles not meeting the eligibility criteria were excluded. The 
full text of potentially eligible papers was reviewed, and 
only those meeting the eligibility criteria were included 
in the review.

Risk of bias in individual studies
The methods, data quality, study context and other risks 
of bias in each eligible paper were assessed to ascertain 
their validity. Papers at risk of bias were identified, and 
their potential impact on the results was assessed.

Two publications were identified as being the same 
study but published in two different journals with subtle 
changes. The authors agreed that though they were sim-
ilar they were included in the final selection and that if 
there was any impact on results this would be identified 
in the Results section of this article.

Analysis
We applied a socio-critical lens to the qualitative meta-
synthesis. Our team undertook an independent analyti-
cal process lead by the first author; followed by robust 
collaborative discussions with remaining authors. From 
these discussions we were able to identify key themes rel-
evant to our research questions.
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Results
The searches identified 5796 records in the EBSCOhost, 
ProQuest Central, PubMed and PubMed Central (PMC) 
databases, with a further two identified from Google 
Scholar (Fig.  1). After removing the duplicates there 
were 2145 initial records. A screening of each record was 
undertaken of the title and abstract with 1842 records 
excluded and 303 articles identified as potentially eligible 
for inclusion. The 303 full-text articles were then assessed 
for eligibility and 286 studies were excluded with reasons 
(Fig.  1). This yielded 17 papers considered eligible for 
inclusion in this review.

Table 1 is a summary of the 17 studies included in this 
review. In relation to our first review question, deter-
mine the extent of Indigenous Peoples prioritisation and 
involvement in antenatal education classes, we present 
first the results of how many studies recorded ethnicity 
data, and then identify which of those studies included 
Indigenous Peoples as participants. Of the reviewed 
manuscripts only nine of the 17 studies fully identi-
fied participants’ ethnicity. Two studies partially identi-
fied participants’ ethnicity describing their participants 
as “mostly Anglo-Australian” [54, 55]. The remaining 
six studies had no mention of participant ethnicity. Five 

Fig. 1 PRISMA flow chart study inclusion
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studies had no involvement of Indigenous participants 
and it is unclear whether Indigenous participants were 
involved in 10 of the 17 studies. Consequently, only two 
studies definitively included Indigenous participants with 
both studies based in the United States.

Of the two studies where Indigenous Peoples were par-
ticipants of AEC, American Indian made up 12% (n = 3) 
of total participants in one study [62]; whilst American 
Indian/Alaska Native made up 9% (n = 3) of total par-
ticipants in the second study [66]. Our second review 
question was to understand the experience of Indigenous 
Peoples from these countries in AEC. Within these two 
studies the sample size of Indigenous Peoples was less 
than a quarter of the participant numbers. As a result of 
poor engagement of Indigenous Peoples in these AEC it 
was not possible to understand their experience of AEC.

Discussion
This systematic review reveals that AEC in Aotearoa, 
Australia, Canada and US do not prioritise the engage-
ment of, or experiences of, Indigenous Peoples with only 
two studies identifying Indigenous Peoples as partici-
pants. Furthermore, most of these studies paid no atten-
tion to ethnicity data collection and whether Indigenous 
Peoples were involved. The two studies that did collect 
ethnicity data were far from representative of the antena-
tal health inequities of each of the Indigenous population 
groups.

This review highlighted a lack of thought and consid-
eration afforded to Indigenous Peoples of these countries. 
Indigenous Peoples’ health perspectives, sovereignty, and 
self-determination, all of which are fundamental rights of 
Indigenous Peoples [71], were not evident in the reviewed 
papers. This lack of consideration meant there was an 
absence of data pertaining to our second review question, 
which was to understand the experience of Indigenous 
Peoples in AEC. In so saying, the absence of this data has 
identified important areas that need to be addressed in 
order to improve antenatal health inequities.

AEC need to collect quality ethnicity data
Identity is fundamental to Indigenous Peoples. Self-
identification is the right of all ethic-cultural groups, as 
Chiriboga [72] explains “…to be recognized as different; 
to maintain their characteristic culture and their cul-
tural patrimony, both tangible and intangible; and not 
be forced to belong to a different culture or to be unwill-
ingly assimilated by it” (p.45). Article 33 section 1 of the 
United Nations Declaration on the Rights of Indigenous 
Peoples [73], states that “Indigenous peoples have the 
right to determine their own identity or membership in 
accordance with their customs and traditions” (p.10). 
Self-identification is the right to be counted [74] and 

asserting this right is shared by all Indigenous Peoples. 
This right was ignored in the AEC studies we canvassed. 
For Indigenous Peoples’ identity is central to good health 
and this oversight is a key contributor to maternal and 
infant health inequities.

Reporting of quality ethnicity data was not consistent 
across all studies, with eight of the 17 studies collecting 
no or partial ethnicity data. Quality ethnicity data collec-
tion is needed to monitor ethnic inequities in health and 
social outcomes [75]. If it is not completed accurately or 
even included at all, this will impede strategic implemen-
tation of health initiatives that aim to reduce avoidable 
deaths [76]. This process of ethnicity data collection is 
especially important for Indigenous Peoples of colonised 
countries where leading government/crown/state entities 
have legal and moral obligations to uphold their rights 
[75]. Without collecting ethnicity data there is no way 
to monitor accountability of these entities nor whether 
health equity is achieved. Access to ethnicity data also 
permits sovereignty for Indigenous Peoples, to measure 
and monitor their own vital health statistics, to deter-
mine priorities and conduct strategic future planning.

AEC classes to benefit Indigenous Peoples
The majority of studies included in this review yielded 
positive responses from participants in relation to the 
AEC or intervention, however data on Indigenous expe-
riences was not present in the manuscripts. There were 
three studies that targeted a specific ethnic group of peo-
ples, each employing elements of culture and language 
in a manner that resonated with the intended partici-
pants. Findings from these studies showed participants 
highly valued and appreciated the respective interven-
tions. This supports Laverack’s [77] statement that peo-
ple “want to participate [in health interventions] and will 
do so in large numbers if they are properly engaged and 
have a shared interest in the program” (p.3). This targeted 
approach received participant endorsement resulting in 
life changing knowledge and behaviours.

In contrast, a study conducted by Nguyen et  al. [78] 
based in the United States on women from racial or eth-
nic minority and low socioeconomic backgrounds, con-
cluded that “despite reporting higher levels of prenatal 
health education on a variety of health-related topics, 
disadvantaged women continue to experience dispari-
ties in adverse birth outcomes suggesting that educa-
tion is insufficient in promoting positive behaviors and 
birth outcomes” (p. 157). The preceding quote validates 
the need for targeted health approaches for intended 
participants and that inadequate content and mode of 
delivery of AEC can increase maternal and infant health 
inequities.
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Responsive AEC are needed for Indigenous Peoples to 
engage intended communities and achieve health equity. 
The urgency to prioritise Indigenous interventions is 
clear. “The inconsistent progress in the health and well-
being of Indigenous populations over time, and relative to 
non-Indigenous populations, points to the need for fur-
ther efforts to improve the social, economic, and physical 
health of Indigenous peoples” ([27] p.1). Context-specific 
and relational approaches that privilege local Indigenous 
knowledge are shown to be more responsive in achieving 
health equity. Fijal and Beagan’s [79] literature synthesis 
of Indigenous perspectives on health found, “Indigenous 
knowledge and ways of life, Indigenous cultures, and 
Indigenous identities were all identified in the literature 
as critical to health and well-being…” (p. 220).

This review, albeit relatively brief compared to the 
depth of knowledge needed to understand the complexi-
ties and targeted approaches for each of the four Indige-
nous population groups (and their subgroups), highlights 
that Indigenous approaches share elements of common-
ality, resonating with one another. Hilgendorf et al. [80] 
goes further to iterate, “recent perspectives on Indig-
enous health have recognized language, culture, and val-
ues as central to well-being and recovery from historical 
trauma” (p.824). As health professionals and researchers, 
if the aim is to move beyond the exchange of knowledge 
and instead elicit behaviour change and empowerment, 
an approach that affects participants’ identity, where a 
meaningful connection is made, is needed.

Barriers for publishing community health initiatives 
for Indigenous Peoples
This review highlights a lack of Indigenous focused AEC, 
however we acknowledge there are Indigenous led inter-
ventions within these countries, specifically regarding the 
revitalisation of traditional birthing practices [40, 43, 81]. 
There are several barriers and factors that may account 
for why interventions are not present in the literature. For 
many Indigenous communities publishing in scholarly 
journals may not be a priority or desire, or they lack sup-
port to share their findings on a global stage. Academic 
literature, specifically submission of articles into prestig-
ious journals, is predominantly an activity for research-
ers, with many communities and health organisations 
focused on delivery of services rather than dissemination 
of findings in academic journals.

Indigenous researchers must navigate the complexi-
ties of academic processes that can at times be in direct 
opposition of Indigenous obligations [37, 82]. Publica-
tion is a familiar and encouraged process for Western 
scholars yet the constraints of publishing research data 
in journals is a barrier for many Indigenous research-
ers [83]. Tierney et  al. [83] further argue that in some 

instances, non-Western scholars have undertaken pro-
cesses to “accommodate or assimilate to Western stand-
ards” (p.296). Indigenous scholars must overcome the 
peculiarities of Western academia, including having to 
continuously defend and validate Indigenous knowledge 
[84, 85] whilst navigating the obligations of being first 
and foremost, an Indigenous person. In relation to Indig-
enous birthing revitalisation, there are several Indigenous 
scholars actively working in this academic space such as 
Simmonds [86], Moewaka Barnes et  al. [2], Gabel [87] 
from Aotearoa. Indigenous researchers can overcome 
these challenges however it is an added complexity that 
contributes to the dominated Western studies.

Strengths and limitations
Acknowledged above, much work that Indigenous health 
professionals are conducting in their communities is 
not published in academic sources or may have been 
excluded due to the limitations of a systematic review. 
Our team have found sources that show there is knowl-
edge and experience surrounding traditional Indigenous 
maternity systems that was absent from the published 
literature, confirming that a wider body of anecdotal and 
grey literature exists [88].

Conclusion
Indigenous Peoples of Aotearoa, Australia, Canada and 
US are not prioritised in antenatal education research, 
with only two of 17 studies identifying Indigenous partic-
ipants. Of these two studies, Indigenous Peoples made up 
less than one quarter of participants. As a result of poor 
engagement and low participation numbers of Indig-
enous Peoples in these antenatal education classes it was 
not possible to understand the experience of Indigenous 
Peoples from these countries.

The absence of Indigenous Peoples’ data highlights 
a lack of consideration from both the researchers and 
developers of antenatal education classes, and subse-
quently, the rights of Indigenous Peoples’ health and sov-
ereignty. The fundamental right for Indigenous Peoples 
to self-identification was severely lacking with six of the 
17 studies disregarding the right to self-identification. 
Neglecting this process negatively impacts Indigenous 
Peoples as Durie [89] exclaims, “a secure Māori cultural 
identity is central to good health” (p. 189). The absence 
of identity in health stems from a Western definition of 
health, which is at odds with Indigenous and holistic 
health perspectives. Collecting quality ethnicity data is 
an essential first step toward upholding the fundamental 
right of Indigenous Peoples’ to be counted.

Of the studies analysed in this review, a need for cul-
tural embeddedness rather than as an add-on was dem-
onstrated by three of the studies, each with interventions 
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that targeted a specific ethnic population. Those stud-
ies embedded elements such as identity, language, and a 
feedback loop from participants for the intervention to be 
strengthened. A dedicated commitment where the inter-
vention designers do not see themselves as ‘the expert’ but 
genuinely valuing the expertise and knowledge of their par-
ticipants. These elements align to Indigenous health mod-
els and provide a basis for authentic health intervention 
design.

To address the stark inequities of Indigenous Peoples 
antenatal health and wellbeing statistics, there is a clear 
need for more studies driven by Indigenous Peoples attend-
ing to Indigenous ways of knowing. This is not to say that 
Indigenous interventions are not being delivered for these 
priority communities, but instead highlights the lack of 
support and little emphasis for Indigenous knowledge in 
scholarly sources. Targeted Indigenous interventions that 
consider culture, language, and wider aspects of holistic 
health provide a solution moving forward. These solutions 
must be privileged.
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