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ABSTRACT
Objectives To update the Ghana PrenaBelt Trial’s (GPT) 
primary outcome data with the latest fetal growth standard 
and reanalyse it. To estimate the posterior probability, 
under various clinically relevant prior probabilities, of 
maternal nightly positional therapy (PT) throughout the 
third- trimester having a beneficial effect on customised 
birth weight centile (CBWC) using Bayesian analyses.
Design A reanalysis of a double- blind, sham- controlled, 
randomised clinical trial.
Setting A single, tertiary- level centre in Accra, Ghana.
Participants Two- hundred participants entered, 181 
completed and 167 were included in the final analysis. 
Participants were Ghanaian, healthy, aged 18–35 years, 
with low- risk, singleton pregnancies in their third- 
trimester, with Body Mass Index<35 kg/m2 at the first 
antenatal appointment for the index pregnancy and without 
known fetal abnormalities, pregnancy complications or 
medical conditions complicating sleep.
Interventions Participants were randomised to receive 
treatment with either a PT or sham- PT device.
Primary and secondary outcome measures The 
primary outcome was the CBWC using the latest Perinatal 
Institute, Gestation- Related Optimal Weight calculator. 
Using Bayesian methods, posterior probabilities of 
achieving a greater than 0%, 5% and 10% benefit in 
CBWC with PT were estimated. There was no secondary 
outcome.
Results The median (IQR) CBWC was 42% (15–71) and 
28% (9–52) in the PT and sham- PT groups, respectively 
(difference 8.4%; 95% CI −0.30 to 18.2; p=0.06). For 
achieving a >0%, >5% and >10% gain in CBWC with 
PT, the posterior probabilities were highly probable, 
probable and unlikely, respectively, given a range of prior 
probabilities reflecting varying degrees of pre- existing 
enthusiasm and scepticism.
Conclusions Maternal nightly PT throughout the third- 
trimester did not have a statistically significant effect 
on CBWC on a frequentist analysis using the latest fetal 
growth standard. However, from a Bayesian analysis, 
clinicians can infer that PT is likely to benefit fetal growth 
but with a modest effect size.
Trial registration number NCT02379728.

INTRODUCTION
Background
The Russo–Williamson thesis states that a 
causal hypothesis can be established only by 
using both statistical evidence and evidence 
of mechanism.1 In recent years, evidence 
of mechanism between maternal supine 
sleeping position after 28 weeks gestation, 
fetal growth restriction and late stillbirth has 
been mounting.2–14 Biological plausibility 
likely stems from aortocaval compression 
in the supine position and resultant delete-
rious changes in maternal and fetal haemo-
dynamics as well as the effect of the supine 
position on maternal respiratory parame-
ters during pregnancy. Regarding statistical 
evidence, Owusu et al were the first to find 
an association between supine sleep and low 
birth weight, and hypothesised that this asso-
ciation may mediate the relationship between 

STRENGTHS AND LIMITATIONS OF THIS STUDY
 ⇒ A reanalysis of a double- blind, sham- controlled, 
randomised clinical trial.

 ⇒ Used the latest Gestation- Related Optimal Weight 
standard to update the primary outcome using 
country- of- origin ethnicity coefficients and repeated 
the original frequentist analysis.

 ⇒ Completed a Bayesian analysis of the primary 
outcome, incorporating data from a recent meta- 
analysis and a range of representative clinical pri-
or beliefs ranging from enthusiasm to scepticism, 
allowing for more meaningful interpretation of the 
trial results.

 ⇒ Results may not be generalisable to pregnancies 
with medical or pregnancy complications, non- 
Ghanaian ethnicity or living in other parts of the 
world.

 ⇒ All analyses were post hoc, so the results should be 
interpreted with caution.
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supine sleep and stillbirth.15 Several other case–control 
studies have been performed16–20 culminating in two indi-
vidual participant data (IPD) meta- analyses that showed 
the supine going- to- sleep position, when adopted after 
28 weeks of pregnancy, is associated with giving birth to 
a small- for- gestational- age infant and/or having a still-
birth.21 22 In 2021, the Royal College of Obstetricians and 
Gynaecologists with the National Institute for Health and 
Care Excellence analysed this evidence23 and incorpo-
rated sleeping position recommendations into their ante-
natal care guideline.24 Clinical standards have also been 
rewritten in Australia to include advice to settle to sleep 
on the side in pregnancy starting at 28 weeks.25

In 2013, the authors (JC, AK and JW) developed and 
tested a positional therapy (PT) device to minimise time 
spent sleeping in the supine position in pregnancy.26–28 
The device does not prevent the user from lying supine 
during sleep, but it has been shown to cause a signif-
icant reduction in the amount of time spent sleeping 
supine without demonstrable impact on sleep quan-
tity or quality.26 27 The Ghana PrenaBelt Trial (GPT),28 
was a double- blind, randomised, sham- controlled trial 
conducted by the authors (JC and AK) to investigate 
whether nightly use of this PT device by a group of 
healthy pregnant participants during sleep in the home 
setting throughout the third- trimester of pregnancy 
affected birth weight and customised birth weight centile 
(CBWC) when compared with a similar group who used 
a sham- PT device. The original publication of the GPT is 
open access and can be found online.28

In the GPT, the CBWC was calculated using the 
Gestation- Related Optimal Weight (GROW) standard by 
Gardosi et al (Perinatal Institute and Gestation Network, 
Birmingham, UK).29 30 When the original GPT anal-
ysis was completed, the ethnicity coefficient used by 
the GROW calculator (V.6.7.8.1)31 was a regional coef-
ficient (‘West African’) because, at that time, country- 
of- origin specific coefficients for ethnicity were not 
available; however, since the GPT was published, the 
GROW calculator was updated (now version 8.0.6.2)32 
and now includes country- of- origin specific coefficients 
for ethnicity, including ‘Ghanaian’, which is the ethnicity 
of the GPT sample. Given the important contribution of 
maternal ethnicity to fetal growth,33–35 the authors of this 
study contacted the GROW team about this update and 
were advised that the GPT CBWCs should be recomputed 
with the latest GROW calculator using country- of- origin 
ethnicity coefficients and reanalysed, which relates to the 
first objective of this study.

The authors of the GPT used a traditional frequentist 
analysis and were unable to reject the null hypothesis of 
no treatment effect of PT (on birth weight or CBWC) 
because the p- value for each of these outcomes (0.14 
and 0.11, respectively) was greater than the commonly 
accepted cut- off of 0.05.36 In the biomedical literature, 
trials analysed under the frequentist paradigm with 
p- values>0.05 are often labelled as ‘negative’.37 38 While 
this serves as the function of preventing future and futile 

investigations of completely ineffective interventions, it 
could also mean that the trial has low power against an 
important effect size. This often perpetuates the belief 
that the treatment under consideration is ineffective or 
does not work.39 However, Bayesian analyses have been 
used on several such ‘negative’ studies since the early 
2000s, which have clarified the results of clinical trials 
and conveyed more relevant and meaningful information 
to clinicians.40 41 Furthermore, even in the frequentist 
paradigm, it is not uncommon to reanalyse results with 
updated methodologies (eg, adjusted analyses) and data 
sets, especially in the context of meta- analyses and for the 
results of these reanalyses to change clinical practice.42 43 
Here lies the second objective of this study.

See online supplemental file 1 for additional back-
ground information.

Objectives
Primarily, to recompute the CBWC values in the GPT 
using the updated GROW calculator (V.8.0.6.2) and 
repeat the frequentist analysis employed in the GPT to 
determine the effect, on CBWC, of use of PT during 
sleep in the home setting throughout the third- trimester 
of pregnancy in comparison with sham- PT. Secondarily, 
to make more clinically relevant use of the GPT data by 
performing a Bayesian reanalysis of the updated GPT 
CBWC data. Specifically, to determine the probability 
of PT benefiting the CBWC by achieving >0%, >5% and 
>10% improvement in comparison to sham- PT when used 
during sleep in the home setting throughout the third- 
trimester of pregnancy. These objectives were previously 
unplanned for the GPT.

METHODS
Trial design
This study is a reanalysis of the GPT, which was a single- 
centre, double- blind, randomised (one- to- one), sham- 
controlled, clinical trial conducted between September 
2015 and March 2016.28

Patient and public involvement
Patients and the public were not involved in the develop-
ment of the research question or outcome measures, nor 
in the design, recruitment, or conduct of the study.

Participants
The GPT recruited participants from antenatal care 
clinics at the Korle Bu Teaching Hospital (KBTH)—see 
the original GPT publication (open access) for full details 
regarding the study setting, eligibility criteria and number 
of trial participants assessed for eligibility, recruited, 
randomised and analysed.28 The GPT was approved 
and monitored by the Ghana Food and Drugs Authority 
(Accra, Ghana; Clinical Trial Certificate FDA/CT/152).

Interventions
Each participant was instructed to use their assigned 
device (PT or sham- PT) every night from approximately 
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28 weeks’ gestation through birth. The PT device was 
worn at the level of the waist and had two back pockets 
each containing two rigid, hollow, polyethylene balls 
held securely in place by a foam insert. The theoretical 
mechanism of the PT device is based on the tennis- ball 
technique of PT, which is a common treatment to reduce 
snoring in sleep medicine.44 When supine, the balls apply 
pressure points across the user’s lower back, prompting 
them to reposition themself in a lateral position to 
maintain comfort. The sham- PT device was identical in 
appearance, materials and construction to the PT device, 
but had soft foam balls instead of firm plastic balls and 
did not have foam inserts. See the original GPT publi-
cation for further details regarding the recruitment and 
follow- up processes.28

Outcomes
The primary outcomes for the GPT were birth weight 
(grams) and CBWC (%). To address the objectives of this 
study, we recompute and reanalyse only the CBWC in the 
frequentist paradigm because only the CBWC is affected 
by the new GROW calculator, and the birth weight values 
(and analysis) from the GPT are unchanged. In the 
Bayesian framework, we analyse only the CBWC because 
the CBWC, owing to its incorporation of the six main non- 
pathological factors impacting birth weight, is a much 
more accurate proxy for fetal growth in comparison to 
birth weight. For a full description of how the measure-
ments composing the CBWC were taken in the GPT, 
including the study personnel responsible for collecting 
them, see the original publication.28

Sample size
The target sample size of the GPT was 200 participants 
(100 per group), which accounted for an expected 
20%–30% lost- to- follow- up rate and assumed a 300 g 
difference in birth weight between the PT and sham- PT 
groups (with pooled SD of 643 g), power (β) 0.80, and 
type I error probability (α) of 0.05.28

Randomisation
Randomisation to either the PT or sham- PT group in the 
GPT included allocation concealment and followed a 
one- to- one, simple randomisation scheme.28

Blinding
Participants in the GPT remained blinded to the alloca-
tion until after study completion. Efforts to ensure that 
each participant did not know what the alternate device 
looked or felt like included conducting separate introduc-
tion sessions for each group and ensuring no balls or foam 
inserts were in the device (so it was configured neither as 
a PT nor sham- PT device) during demonstrations.

Statistical methods
In the GPT, all data were double- entered from scanned 
PDFs into Microsoft Excel and double- entry checked prior 
to the final analysis.28 These data were provided by the 
principal investigator of the original study (JC). Analyses 

(below) were performed using the psych, nortest, bmrs, 
tidyverse and magrittr packages in the R statistical software 
package (V.4.2.2) and Bayesian inference was conducted 
using Stan probabilistic programming language via brms 
in R. The brms uses Stan and employs the Hamiltonian 
Monte Carlo algorithm to conduct Markov chain Monte 
Carlo (MCMC) sampling.45 We used standard, validated, 
off- the- shelf, open- access MCMC software (ie, Stan) to 
ensure reproducibility of our study results.

Frequentist methods
We used the same data set and completed the same anal-
ysis (difference testing via Wilcoxon rank sum test) as in 
the original GPT, using the CBCW values from the GROW 
V.6.7.8.1 calculator, which specified the ethnicity coeffi-
cient as West African, and then repeated the same analysis 
using the GROW V.8.0.6.2 calculator and specifying the 
ethnicity coefficient as Ghanaian.

Bayesian methods
Bayesian methods focus on providing plausible values 
for the treatment effect that are compatible with both 
the observed data and prior knowledge or beliefs.46 To 
guide statistical inference, Bayesian analysis enables the 
use of both non- informative (NI) priors that minimise 
the influence of priors on the statistical inference, and 
informative priors that are guided by existing evidence 
(eg, meta- analysis and literature) or a range of collective 
expertise from investigators regarding the belief or scep-
ticism regarding treatment efficacy. Under the Bayesian 
framework, the posterior probabilistic summary of treat-
ment efficacy (also known as an updated belief of treat-
ment efficacy) is obtained by combining the prior beliefs 
(ie, prior probability distribution of the treatment effect 
parameter) and the observed data (ie, the likelihood 
distribution of the data specified with the treatment effect 
parameter). Thus, a Bayesian analysis of trials can leverage 
background information allowing the quantification of 
this information as priors to aid the interpretation of the 
trial results. Bayesian analyses are particularly appealing 
and beneficial when the study is underpowered, with a 
small sample size, through the incorporation of clini-
cally relevant priors to improve estimation precision. See 
online supplemental file 2 for more details.

To aid the interpretation of prior and posterior prob-
abilistic summaries of treatment efficacies, we provided 
the following probability perception scale: ‘unlikely’ 
indicates a probability ranging between 0 and 0.5; ‘prob-
able’ indicates a probability ranging between 0.5 and 0.8; 
‘highly probable’ indicates a probability ranging between 
0.8 and 0.95 and ‘almost certain’ indicates a probability 
ranging between 0.95 and 1.00.47

Prior probabilities
The prior beliefs about the plausible range of values of 
the effect of PT on CBCW are represented by a proba-
bility density distribution (‘prior probability’)—see 
figure 1. The wider (more variance) this distribution, the 
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less certainty about the treatment effect and the narrower 
(less variance) this distribution, the more certainty about 
the treatment effect. The area under the distribution 
and to the right of any given CBWC value is the proba-
bility that the treatment effect is greater than that value. 
To develop each statistical prior for this analysis, we used 
normal probability distribution defined by two values. 
The first value was the median gain in CBWC, µ, on which 
we centred the distribution, which reflects the value for 
the treatment effect that an enthusiast or a sceptic would 
assume to have a 50% probability of obtaining. The 
second value was the width of the distribution defined 
by a SD, σ, which reflects the magnitude of uncertainty 
about the plausible range of values for treatment effect.

Five priors were defined to typify varying degrees of 
enthusiasm and scepticism for the benefit of PT on CBWC 
consistent with pre- existing controversy in the literature 
about the association between supine sleeping position 
and adverse pregnancy outcomes.23 48–51 These five arche-
typal beliefs are strongly enthusiastic (SE), moderately 
enthusiastic (ME), NI, moderately sceptical (MS) and 
strongly sceptical (SS), are depicted graphically via prob-
ability density distributions in figure 1, and were derived 
as follows.

Strongly enthusiastic prior
For our SE prior, we derived µ and σ from a recent IPD 
meta- analysis of four case–control studies, which included 
n=1760 participants.22For n=57 participants whose going- 
to- sleep position in the third- trimester was supine, their 
infant’s mean (SE) CBWC was 40.7% (7.6). For n=1703 

participants whose going- to- sleep position in the third- 
trimester was non- supine, their infant’s mean (SE) 
CBWC was 49.7% (6.7). Comparing these two groups, the 
adjusted mean difference in CBWC was 9.0 (95% CI: 1.4 to 
16.6). Therefore, we set µ=9.0 for our SE prior, and using 
the 95% CI, we derived σ to be 3.9 assuming a normal 
distribution. In summary, our SE prior favours a positive 
treatment effect of a 9% gain in CBWC with PT, and there 
is some uncertainty in this belief but not enough to make 
the 95% CI of the treatment effect cross zero.

Finally, to aid in understanding the strength of the 
enthusiasm or scepticism represented by the SE prior, 
we computed the probability that a person holding this 
level of belief (about the treatment effect) would observe 
PT achieving an average gain in CBWC greater than 0%, 
5% and 10% compared with sham- PT on the probability 
scale. See online supplemental file 2 for these computa-
tions for the SE prior and each of the following priors.

Moderately enthusiastic prior
For our ME prior, we derived µ and σ from the original 
published GPT results in which the mean difference in 
CBWC between the PT and sham- PT groups was 7.0 (95% 
CI: −2 to 17). Therefore, we set µ=7.0 for our ME prior, 
and using the 95% CI, we derived σ to be 4.9 assuming a 
normal distribution. In summary, our ME prior favours a 
positive treatment effect of a 7% gain in CBWC with PT, 
but there is more uncertainty in this belief as this distri-
bution is wider than our SE prior and the 95% CI of the 
treatment effect crosses zero.

Figure 1 Probability density distributions of a range of priors selected in an effort to match the spectrum of belief in the clinical 
community about the plausible range of values for the treatment effect of PT on CBWC compared with sham- PT when used 
nightly across the third- trimester of pregnancy. CBWC, customised birth weight centile; PT, positional therapy.
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Non-informative prior
A NI prior, tantamount to keeping an ‘open mind’, has 
little influence on the posterior distribution because it 
regards all possible treatment effect values to be equally 
likely. With an NI prior, minimal information is added to 
the study data in the Bayesian analysis, and the resulting 
posterior distribution is essentially dependent on the 
study data alone.52 For our NI prior, we set µ=0 and σ=10, 
reflecting ignorance about the treatment effect of PT and 
sham- PT. As such, the 95% CI of our NI prior spanned 
−19.6 to +19.6. At this width, the level of uncertainty of 
our NI prior was more than double the uncertainty of our 
next most uncertain prior (ME prior, σ=4.9). In summary, 
being centred at 0%, our NI prior does not favour any 
treatment effect and there is much uncertainty in this 
belief as this distribution is very wide relative to our other 
priors.

Moderately sceptical prior
For our MS prior, we set µ=0, which does not favour a 
treatment effect, and σ=3.9, which just happens to be 
the same uncertainty level as our SE prior. The choice of 
σ was based on the notion that for a person who is MS, 
the width of the MS prior distribution should be set such 
that there is an approximate 10% probability of achieving 
a treatment effect as large or larger than the minimum 
clinically important difference (MCID), which we chose 
as a 5% gain in CBWC for the purposes of defining our 
priors—see online supplemental file 2. In summary, 
being centred at 0%, our MS prior does not favour any 
treatment effect and there is some uncertainty in this 
belief (the same level of uncertainty as in our SE prior).

Strongly sceptical prior
For our SS prior, we also set µ=0, which does not favour a 
treatment effect, but we reduced the width (uncertainty) 
of the distribution by setting σ=2.55. This time, the choice 
of σ was based on the notion that for a person who is 
strongly sceptical, the width of the SS prior distribution 
should be set such that there is very small probability 
(2.5% or less) of achieving a treatment effect as large 
or larger than the MCID. In summary, being centred at 
0%, our SS prior does not favour any treatment effect 
and there is little uncertainty in this belief (this is our 
narrowest prior), reflecting that the sceptic is very confi-
dent that his/her belief that PT has no treatment effect 
is correct.

Posterior probabilities
MCMC modelling (with four chains, 5000 iterations 
burn- in and 5000 saved iterations per chain; see the Stan 
Reference Manual45 for full details of the implementa-
tion and configuration of the MCMC algorithm) was 
used to fit Bayesian generalised linear models to derive 
estimates of the treatment effect and 95% credible inter-
vals (CrI’s) from the median 2.5th and 97.5th percentiles 
of each posterior distribution. Note that the 95% CrI is 
the interval that has a 95% probability of containing the 
true treatment effect.53 Each of the prior distributions 
was updated by the study data (CBWC values from the 
GROW V.8.0.6.2 calculator) to estimate the posterior 
probabilities that the treatment effect of PT, in compar-
ison to sham- PT, exceeds a range of thresholds for the 
MCID, namely, a >0%, >5% and >10% centile increase in 
the CBWC. In the Bayesian regression analysis, NI priors 
(ie, N(0,100) and Student- t(0,10, df=3)), were used for 
nuisance parameters including the regression intercept 
term and the variance term as these parameters do not 
quantify treatment effectiveness. Convergence of the 
Bayesian estimation is examined using trace plots and the 
R- hat convergence index (a cut- off of 1.01).54

RESULTS
Of two- hundred and seventy- six participants assessed for 
eligibility, 200 were recruited, and 167 (n=83 in the PT 
group, and n=84 in the sham- PT group) were included 
in the final analysis of the CBWC. See the original GPT 
publication for full details on excluded participants and 
sample characteristics.28

Frequentist analysis of customised birth weight centile
For the frequentist analysis of difference in CBWC 
between the PT and sham- PT groups with the GROW 
V.6.7.8.1 calculator and specifying the ethnicity coef-
ficient as West African, we arrived at the same results 
presented in the GPT (see table 1). Repeating the same 
analysis with values from the GROW V.8.0.6.2 calculator 
and specifying the ethnicity as Ghanaian gave a similar 
result and the p- value (0.06) associated with the differ-
ence was close to what many frequentists would consider 
statistically significant. Note that while table 1 presents 
the unadjusted difference, the GROW centile is already 

Table 1 Frequentist analysis of customised birth weight centile in the GPT

Positional therapy
(n=83)

Sham positional therapy
(n=84)

Treatment—Sham
difference (95% CI) P value

GROW v6.7.8.1 centile (%) 43 (18 to 67) 31 (14 to 58) 6.8* (−1.7 to 16.6) 0.11
GROW v8.0.6.2 centile (%) 42 (15 to 71) 28 (9 to 52) 8.4* (−0.3 to 18.2) 0.06

Variables are non- normally distributed and presented as median (IQR).
*Wilcoxon rank sum test.
GPT, Ghana PrenaBelt Trial; GROW, Gestation- Related Optimal Weight.
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adjusted for the six main non- pathological affecting birth 
weight.

Bayesian reanalysis of customised birth weight centile
For the Bayesian reanalysis of the GPT data, the effect of 
PT (in comparison to sham- PT) on CBWC per the GROW 
standard (V.8.0.6.2) was computed under varying levels 
of enthusiasm and scepticism (see table 2). In table 2, 
for three levels of gain in CBWC (>0%, >5% and>10%), 
each prior probability for each predefined level of prior 
belief (SE, ME, NI, MS and SS) from online supplemental 
file 2 can be compared with its corresponding posterior 
probability so one can appreciate how the prior belief 
and GPT data influence the posterior probability. For 
example, considering the SE prior, when its prior proba-
bilities of achieving a >0%, >5% and >10% gain in CBWC 
(0.99 (almost certain), 0.85 (highly probable) and 0.40 
(unlikely), respectively, see online supplemental file 2) 
are combined with the GPT data, the posterior probabil-
ities are 1.00 (almost certain), 0.91 (almost certain) and 
0.37 (unlikely), respectively. The estimated 95% credible 
interval of the treatment effect of PT on CBWC under the 
posterior probability resulting from combining the GPT 
data with the SE prior was a gain of 3%–15% in CBWC. 
In summary, with maternal nightly PT from 28 weeks’ 
gestation to birth, there is a highly probable (from the 
sceptics) to almost certain (from the NI and enthusiasts) 
benefit of >0% gain in CBCW; an unlikely (from the scep-
tics) to highly probable (from the enthusiasts) benefit 
of >5% gain in CBWC and an unlikely (from everyone) 
benefit of >10% in CBWC. That is, maternal nightly 
PT from 28 weeks’ gestation to birth is likely to benefit 
CBWC, but the effect size is considered to be reasonably 
modest.

The results in table 2 are represented graphically in 
figure 2. While table 2 presents the posterior probabili-
ties at three discrete thresholds of gain in CBCW with PT 
(>0%, >5% and >10%), figure 2 shows the distributions 
of the prior probabilities (darker shade) and posterior 
probabilities (lighter shade) for all thresholds. For ease of 
reference, the 0%, 5% and 10% thresholds are indicated 

by blue, purple and pink vertical dashed lines, respec-
tively. The probability of PT conferring a gain in CBWC 
more than a given threshold is the area to the right of 
the threshold and under the posterior probability distri-
bution curve. Furthermore, basic probability rules can be 
used to work out the probability of PT not attaining any 
given threshold for gain in CBWC, which is also just the 
area to the left of the threshold and under the posterior 
probability distribution curve. Note that after combining 
the prior probabilities with the GPT data, regardless of the 
level of enthusiasm or scepticism regarding the plausible 
range of the treatment effect of PT, all the posterior prob-
ability distributions became taller, narrower and moved 
to the right in comparison with their corresponding prior 
probability distribution. For all of the resulting posterior 
probability distributions, the bulk of the areas under the 
curve lie to the right of the zero percentile line, which 
indicates that PT, when used during sleep nightly from 28 
weeks gestation through birth, benefits (results in a gain) 
the CBWC in comparison to sham- PT under the levels 
of enthusiasm and scepticism that we specified. Even 
with the SS prior, PT is more likely to result in a gain in 
CBWC (probability=0.81; see table 2) than a loss (proba-
bility=1.0–0.81 = 0.19). For an SE, ME and NI prior, it can 
also be stated that the probability of PT resulting in more 
than a five percentile gain in CBWC (probability 0.91, 
0.82 and 0.70, respectively; see table 2) is greater than the 
probability of it not doing so (0.09, 0.18 and 0.30, respec-
tively) since the majority of the areas under the curve for 
these posterior probability distributions lie to the right of 
the fifth percentile line.

DISCUSSION
On a frequentist analysis, using the latest GROW calcu-
lator (V.8.0.6.2) to calculate the CBWC in the GPT, we 
failed to reject the null hypothesis (p- value 0.06) that 
nightly maternal PT to minimise supine sleeping time 
from 28 weeks through birth does not have an effect on 
CBWC compared with sham- PT. See online supplemental 

Table 2 Bayesian analysis of customised birth weight centile in the GPT

Prior belief

Probability of gain in CBCW

95% CrI of treatment effect

>0% >5% >10%

Prior Posterior Prior Posterior Prior Posterior

SE 0.99 1.00 0.85 0.91 0.40 0.37 3.0–15.0

ME 0.92 0.99 0.66 0.82 0.27 0.29 1.3–14.8

NI 0.50 0.96 0.31 0.70 0.16 0.27 7.4–15.7

MS 0.50 0.88 0.10 0.33 0.01 0.02 −2.4–9.5

SS 0.50 0.81 0.025 0.09 0.00 0.00 −2.4–6.4

Cells are colour- coded according to the previously defined probability perception scale. Red indicates unlikely. Orange indicates probable. 
Yellow indicates highly probable. Green indicates almost certain.
CBWC, customised birth weight centile; CrI, credible interval; ME, moderately enthusiastic; MS, moderately skeptical;; NI, non- informative; 
SE, strongly enthusiastic; SS, strongly skeptical.
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file 3 for additional discussion. In summary, within the 
frequentist framework, we are unable to draw definitive 
conclusions, including disproving our null hypothesis, 
about the treatment effect of PT on CBWC based on the 
GPT results because the 95% CI of the mean difference 
in treatment effect includes clinically important values, 
which implies a lack of sensitivity (underpowered).

Approaching the data from a different analytical para-
digm (Bayesian), however, indicates that there is a high 
probability that nightly maternal PT, compared with 
sham- PT, during sleep throughout the third- trimester 
confers a significant benefit to fetal growth, even for the 
sceptic. Bayesian analyses make more efficient use of the 
available data and present results in more clinically rele-
vant format, telling clinicians the information that they 
want to know when making clinical decisions, namely, 

the direct probability of clinically important benefits. 
A clinician who is strongly sceptical about PT may be 
interested to know that PT is more likely to result in a 
gain in CBWC than to result in a loss—a probability of 
0.81 (highly probable) to be exact. A more enthusiastic 
clinician, such as one with knowledge of Anderson et al’s 
IPD meta- analysis of sleeping position and fetal growth 
(the only such study to date),22 may wish to update their 
knowledge with new information from the GPT via our 
Bayesian analysis. Combination of Anderson et al’s data 
with data from the GPT did not attenuate the treatment 
effect but, rather, confirmed a beneficial effect with less 
uncertainty (see taller and narrower posterior probability 
curve in figure 2). Such a clinician may be interested to 
know that there is a 95% probability that PT will benefit 
CBWC between 3% and 15% (95% credible interval). 

Figure 2 Probability density curves for prior and posterior probabilities for five levels of enthusiasm and scepticism regarding 
the plausible range of values for the treatment effect of positional therapy on customised birth weight centile compared with 
sham- positional therapy when used nightly across the third- trimester of pregnancy. Blue, purple and pink vertical dashed lines 
show the 0%, 5% and 10% thresholds for gain in customised birth weight centile.
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They may also be interested in knowing that the proba-
bility of PT effecting at least a 5% and 10% gain in CBWC 
is 0.91 (highly probable) and 0.37 (unlikely), respectively. 
Similarly, a clinician without any prior knowledge in this 
domain (NI) may be interested to know that the prob-
ability of PT effecting any gain and at least a 5% gain 
in CBWC is 0.96 (almost certain) and 0.70 (probable), 
respectively. Given the relatively low probability of harm 
from PT, evidence of benefit for the CBWC may justify its 
use in clinical practice.

Limitations
First, it must be stated that limitations of this anal-
ysis include those inherent in the original GPT.28 This 
includes lack of video- confirmation of sleeping position; 
lack of objective measurements of sleep architecture; 
reliance on participants’ self- reported adherence to 
device (PT or sham- PT) use; informing participants’ of 
the link between supine sleeping position, stillbirth and 
low birth weight as part of the informed consent process; 
the possibility that some participants may have become 
unblinded if they came into contact with a participant in 
the alternative and sought to compare their devices and 
limited generalisability to healthy pregnancies in Ghana. 
Furthermore, the average self- reported nightly adher-
ence to device use, 56%, was lower than expected, which 
may have diluted the treatment effect.

Given that the present analysis was unplanned and 
post- hoc, the results must be interpreted with caution.55 
The original GPT publication had two primary outcomes: 
birth weight and CBWC. One factor that provides some 
protection against erroneous conclusions is that the 
present analysis tested the same hypothesis and the same 
primary endpoint (CBWC) as the original trial; however, 
we did not analyse the raw birth weight, so conclusions 
regarding the effect of PT on raw birth weight cannot be 
made. The reason the CBWC was chosen for reanalysis is 
two- fold. First, CBWC is more reflective of fetal growth 
than birth weight alone because it accounts for the six 
main non- pathological factors affecting growth,29 which 
raw birth weight alone does not account for. For example, 
a 2500 g infant born at 35 weeks gestation may be normally 
grown, whereas a 2500 g infant born at 39 weeks gesta-
tion would be severely underweight. Second, the original 
analysis of birth weight from the GPT under the frequen-
tist paradigm is unchanged because raw birth weight is 
not affected by the updated ethnicity coefficients in the 
GROW CBWC calculator.

To demonstrate how inferences from a Bayesian anal-
ysis of a trial can combine information from the trial with 
information external to the trial, we reanalysed the GPT 
data using a prior probability distribution of the estimated 
treatment effect of PT on CBWC derived from an earlier 
IPD meta- analysis of sleeping position by Anderson et al 
(see ‘SE prior’ in ‘Methods’ section).22 One limitation 
is that the data composing the meta- analysis are from 
case–control studies, not interventional trials of PT. 
Another limitation is that the participant samples of the 

four studies included in the meta- analysis are different 
from the participant sample in the GPT. See online 
supplemental file 3 for more details.

CONCLUSIONS
A frequentist analysis of CBWCs (updated per the latest 
version of the GROW calculator) from the GPT does not 
show a statistically significant treatment effect (p=0.06) 
of nightly PT compared with sham- PT from 28 weeks 
gestation through birth. A Bayesian reanalysis of the 
GPT data enabled a more flexible and clinically relevant 
interpretation of the trial data. Using the data at hand, 
including a previous meta- analysis and the GPT data, we 
were able to report the probabilities of a range of bene-
ficial treatment effects of PT on CBWC across a menu of 
prior beliefs, from enthusiasm to scepticism, reflecting 
the current range of controversy around the importance 
of sleeping position in pregnancy. Using Bayesian infer-
ence, we showed that nightly PT from 28 weeks gestation 
through birth is highly probable or almost certain to 
benefit CBWC compared with sham- PT.

Author affiliations
1Obstetrics & Gynaecology, Korle Bu Teaching Hospital, Accra, Greater Accra, Ghana
2University of Toronto Faculty of Medicine, Toronto, Ontario, Canada
3The University of Adelaide Faculty of Health and Medical Sciences, Adelaide, South 
Australia, Australia
4Department of Obstetrics & Gynaecology, University of Toronto Faculty of Medicine, 
Toronto, Ontario, Canada
5Maternal- Fetal Medicine Division, Department of Obstetrics and Gynaecology, 
Mount Sinai Hospital, Toronto, Ontario, Canada
6Institute of Health Policy, Management, and Evaluation, University of Toronto Dalla 
Lana School of Public Health, Toronto, Ontario, Canada

X Allan Kember @AllanKember

Contributors JC, AJK and JW conceived the Bayesian reanalysis of the GPT. AJK 
and SG recomputed the customised birth weight centiles using the GROW V.8.0.6.2 
calculator with updated ethnicity coefficients. AJK wrote the R code to analyse the 
study data under the frequentist and Bayesian paradigms under the supervision of 
KL. AJK drafted and revised this manuscript and is guarantor. JC, SG, JW, SRH and 
KL made intellectual contributions to this manuscript.

Funding The authors have not declared a specific grant for this research from any 
funding agency in the public, commercial or not- for- profit sectors.

Competing interests All authors have completed the ICMJE uniform disclosure 
form at https://www. icmje. org/ disclosure- of- interest/ and declare: Dr Kember is 
the President, CEO and majority shareholder of Shiphrah Biomedical (SBI), which is 
a research- based medical device company specialising in sleep during pregnancy. 
Dr Kember receives no financial or material benefit for his roles at SBI. Dr Kember 
is listed as an inventor on a patent- pending positional therapy device for use 
during sleep in pregnancy. Dr Warland is listed as an inventor on a patent- pending 
positional therapy device for use during sleep in pregnancy. The other authors—Dr 
Coleman, Mr Grewal, Dr Hobson and Dr Liu—have declared no support from 
any organisation for the submitted work, no financial relationships with any 
organisations that might have an interest in the submitted work in the previous 3 
years and no other relationships or activities that could appear to have influenced 
the submitted work.

Patient and public involvement Patients and/or the public were not involved in 
the design, or conduct, or reporting or dissemination plans of this research.

Patient consent for publication Not applicable.

Ethics approval This study involves human participants. This study is a reanalysis 
of data from the Ghana PrenaBelt Trial, which was approved by Noguchi Memorial 
Institute for Medical Research Institutional Review Board (Accra, Ghana; CPN 

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies.
 . 

E
n

seig
n

em
en

t S
u

p
erieu

r (A
B

E
S

)
at A

g
en

ce B
ib

lio
g

rap
h

iq
u

e d
e l

 
o

n
 Ju

n
e 9, 2025

 
h

ttp
://b

m
jo

p
en

.b
m

j.co
m

/
D

o
w

n
lo

ad
ed

 fro
m

 
28 A

p
ril 2024. 

10.1136/b
m

jo
p

en
-2023-078315 o

n
 

B
M

J O
p

en
: first p

u
b

lish
ed

 as 

https://dx.doi.org/10.1136/bmjopen-2023-078315
https://dx.doi.org/10.1136/bmjopen-2023-078315
https://x.com/AllanKember
https://www.icmje.org/disclosure-of-interest/
http://bmjopen.bmj.com/


9Coleman J, et al. BMJ Open 2024;14:e078315. doi:10.1136/bmjopen-2023-078315

Open access

069/14- 15) and the IWK Health Centre Research Ethics Board (Halifax, Canada; 
Project No. 1019318). Participants gave informed consent to participate in the study 
before taking part.

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement Data are available upon reasonable request. Data 
analysis scripts (R code) and output (frequentist and Bayesian analyses) are 
available upon request.

Supplemental material This content has been supplied by the author(s). It has 
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been 
peer- reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY- NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non- commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the use 
is non- commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

ORCID iD
Allan Kember http://orcid.org/0000-0002-9804-1040

REFERENCES
 1 Russo F, Williamson J. Interpreting causality in the health sciences. 

International Studies in the Philosophy of Science 2007;21:157–70. 
 2 Jaffa AJ, Gull I, Amster R, et al. Effect of the supine position on 

uterine and umbilical blood flow during the third trimester of 
uncomplicated pregnancies in multiparous patients. Gynecol Obstet 
Invest 2001;52:252–6. 

 3 Ryo E, Okai T, Kozuma S, et al. Influence of compression of 
the inferior vena cava in the late second trimester on uterine 
and umbilical artery blood flow. Intl J Gynecology & Obste 
1996;55:213–8. 

 4 Couper S, Clark A, Thompson JMD, et al. The effects of maternal 
position, in late gestation pregnancy, on Placental blood flow and 
oxygenation: an MRI study. J Physiol 2021;599:1901–15. 

 5 Karimu AL, Burton GJ. The effects of maternal vascular pressure on 
the dimensions of the Placental Capillaries. Br J Obstet Gynaecol 
1994;101:57–63. 

 6 Kranenburg- Lakeman P, Boer K, van Gemert MJ, et al. In vitro 
Placental pressure- flow behaviour is non- linear and depends on the 
external pressure. Eur J Obstet Gynecol Reprod Biol 2001;99:77–84. 

 7 Zun Z, Zaharchuk G, Andescavage NN, et al. Non- invasive Placental 
perfusion imaging in pregnancies complicated by fetal heart 
disease using velocity- selective arterial spin labeled MRI. Sci Rep 
2017;7:16126. 

 8 Abaci Turk E, Abulnaga SM, Luo J, et al. Placental MRI: effect of 
maternal position and uterine contractions on Placental BOLD MRI 
measurements. Placenta 2020;95:69–77. 

 9 Silva KP, Hamamoto T, Nomura RMY. Transient fetal blood 
redistribution associated with maternal supine position. J Perinat 
Med 2017;45:343–7. 

 10 Khatib N, Weiner Z, Beloosesky R, et al. The effect of maternal 
supine position on umbilical and cerebral blood flow indices. Eur J 
Obstet Gynecol Reprod Biol 2014;175:112–4. 

 11 van Katwijk C, Wladimiroff JW. Effect of maternal posture on the 
umbilical artery flow velocity Waveform. Ultrasound Med Biol 
1991;17:683–5. 

 12 Ryo E, Okai T, Takagi K, et al. Comparison of umbilical artery Doppler 
Velocimetry between maternal supine position and complete left 
lateral position in predicting obstetric complications. Ultrasound 
Obstet Gynecol 1998;11:415–8. 

 13 Sorensen TK, Hendricks S, Easterling TR, et al. Effect of orthostatic 
stress on umbilical Doppler Waveforms in normal and hypertensive 
pregnancies. Am J Obstet Gynecol 1992;167:643–7. 

 14 Stone PR, Burgess W, McIntyre JPR, et al. Effect of maternal position 
on fetal behavioural state and heart rate variability in healthy late 
gestation pregnancy. J Physiol 2017;595:1213–21. 

 15 Owusu JT, Anderson FJ, Coleman J, et al. Association of maternal 
sleep practices with pre- Eclampsia, low birth weight, and 

Stillbirth among Ghanaian women. Intl J Gynecology & Obste 
2013;121:261–5. 

 16 Stacey T, Thompson JMD, Mitchell EA, et al. Association between 
maternal sleep practices and risk of late Stillbirth: a case- control 
study. BMJ 2011;342:d3403. 

 17 Gordon A, Raynes- Greenow C, Bond D, et al. Sleep position, fetal 
growth restriction, and late- pregnancy Stillbirth: the Sydney Stillbirth 
study. Obstet Gynecol 2015;125:347–55. 

 18 McCowan LME, Thompson JMD, Cronin RS, et al. Going to sleep 
in the supine position is a Modifiable risk factor for late pregnancy 
Stillbirth; findings from the New Zealand Multicentre Stillbirth case- 
control study. PLoS ONE 2017;12:e0179396. 

 19 Heazell A, Li M, Budd J, et al. Association between maternal sleep 
practices and late Stillbirth - findings from a Stillbirth case- control 
study. BJOG 2018;125:254–62. 

 20 O’Brien LM, Warland J, Stacey T, et al. Maternal sleep practices 
and Stillbirth: findings from an international case- control study. Birth 
2019;46:344–54. 

 21 Cronin RS, Li M, Thompson JMD, et al. An individual participant data 
meta- analysis of maternal going- to- sleep position, interactions with 
fetal vulnerability, and the risk of late Stillbirth. EClinicalMedicine 
2019;10:49–57.

 22 Anderson NH, Gordon A, Li M, et al. Association of supine going- 
to- sleep position in late pregnancy with reduced birth weight. JAMA 
Netw Open 2019;2:e1912614.

 23 National Institute for Health and Care Excellence, National Guideline 
Alliance, Royal College of Obstetricians and Gynaecologists. 
Antenatal care: [W] maternal sleep position during pregnancy - NICE 
guideline Ng201 - evidence reviews underpinning recommendations 
1.3.24 to 1.3.25. 2021.

 24 Overview | Antenatal care | guidance | NICE. NICE. n.d. Available: 
https://www.nice.org.uk/guidance/ng201

 25 Stillbirth Clinical Care Standard. Australian Commission on 
safety and quality in health care. 2022. Available: https://www. 
safetyandquality.gov.au/publications-and-resources/resource-library/ 
stillbirth-clinical-care-standard-2022

 26 Warland J, Dorrian J, Kember AJ, et al. Modifying maternal sleep 
position in late pregnancy through Positional therapy: A feasibility 
study. Journal of Clinical Sleep Medicine 2018;14:1387–97. 

 27 Kember AJ, Scott HM, O’Brien LM, et al. Modifying maternal sleep 
position in the third trimester of pregnancy with Positional therapy: a 
randomised pilot trial. BMJ Open 2018;8:e020256. 

 28 Coleman J, Okere M, Seffah J, et al. The Ghana Prenabelt trial: a 
double- blind, sham- controlled, randomised clinical trial to evaluate 
the effect of maternal Positional therapy during third- trimester sleep 
on birth weight. BMJ Open 2019;9:e022981. 

 29 Gardosi J, Francis A. Gestation Network. Gestation network Centile 
Calculator. n.d. Available: https://www.gestation.net/cc/about.htm

 30 Gardosi J, Chang A, Kalyan B, et al. Customised Antenatal growth 
charts. The Lancet 1992;339:283–7. 

 31 Gardosi J, Francis A. A Customised weight Centile Calculator - 
gestation related optimal weight. Gestation Network; 2016. Available: 
www.gestation.net

 32 Gardosi J, Hugh O, Francis A. Gestation related optimal weight 
bulk Centile Calculator. Gestation Network; 2022. Available: www. 
gestation.net

 33 Freni- Sterrantino A, Afoakwah P, Smith RB, et al. Birth weight 
Centiles and small for gestational age by sex and Ethnicity for 
England and Wales. Arch Dis Child 2019;104:1188–92. 

 34 Mikolajczyk RT, Zhang J, Betran AP, et al. A global reference for fetal- 
weight and birthweight Percentiles. The Lancet 2011;377:1855–61. 

 35 Buck Louis GM, Grewal J, Albert PS, et al. Racial/ethnic standards 
for fetal growth: the NICHD fetal growth studies. Am J Obstet 
Gynecol 2015;213:449. 

 36 Fisher R. Statistical Methods and Statistical Inference. Edinburgh: 
Oliver and Boyd, 1956.

 37 Pope JE, Ouimet JM, Krizova A. Scleroderma treatment differs 
between experts and general Rheumatologists. Arthritis Rheum 
2006;55:138–45. 

 38 Altman DG, Bland JM. Statistics notes: absence of evidence is not 
evidence of absence. BMJ 1995;311:485. 

 39 Alderson P, Chalmers I. Survey of claims of no effect in abstracts of 
Cochrane reviews. BMJ 2003;326:475. 

 40 Johnson SR, Feldman BM, Pope JE, et al. Shifting our thinking about 
uncommon disease trials: the case of methotrexate in scleroderma. J 
Rheumatol 2009;36:323–9. 

 41 Goligher EC, Tomlinson G, Hajage D, et al. Extracorporeal 
membrane oxygenation for severe acute respiratory distress 
syndrome and posterior probability of mortality benefit in a 
post hoc Bayesian analysis of a randomized clinical trial. JAMA 
2018;320:2251–9. 

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies.
 . 

E
n

seig
n

em
en

t S
u

p
erieu

r (A
B

E
S

)
at A

g
en

ce B
ib

lio
g

rap
h

iq
u

e d
e l

 
o

n
 Ju

n
e 9, 2025

 
h

ttp
://b

m
jo

p
en

.b
m

j.co
m

/
D

o
w

n
lo

ad
ed

 fro
m

 
28 A

p
ril 2024. 

10.1136/b
m

jo
p

en
-2023-078315 o

n
 

B
M

J O
p

en
: first p

u
b

lish
ed

 as 

http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0002-9804-1040
http://dx.doi.org/10.1080/02698590701498084
http://dx.doi.org/10.1159/000052985
http://dx.doi.org/10.1159/000052985
http://dx.doi.org/10.1016/S0020-7292(96)02760-9
http://dx.doi.org/10.1113/JP280569
http://dx.doi.org/10.1111/j.1471-0528.1994.tb13011.x
http://dx.doi.org/10.1016/s0301-2115(01)00375-x
http://dx.doi.org/10.1038/s41598-017-16461-8
http://dx.doi.org/10.1016/j.placenta.2020.04.008
http://dx.doi.org/10.1515/jpm-2016-0288
http://dx.doi.org/10.1515/jpm-2016-0288
http://dx.doi.org/10.1016/j.ejogrb.2013.12.043
http://dx.doi.org/10.1016/j.ejogrb.2013.12.043
http://dx.doi.org/10.1016/0301-5629(91)90099-i
http://dx.doi.org/10.1046/j.1469-0705.1998.11060415.x
http://dx.doi.org/10.1046/j.1469-0705.1998.11060415.x
http://dx.doi.org/10.1016/s0002-9378(11)91564-6
http://dx.doi.org/10.1113/JP273201
http://dx.doi.org/10.1016/j.ijgo.2013.01.013
http://dx.doi.org/10.1136/bmj.d3403
http://dx.doi.org/10.1097/AOG.0000000000000627
http://dx.doi.org/10.1371/journal.pone.0179396
http://dx.doi.org/10.1111/1471-0528.14967
http://dx.doi.org/10.1111/birt.12416
https://www.nice.org.uk/guidance/ng201
https://www.safetyandquality.gov.au/publications-and-resources/resource-library/stillbirth-clinical-care-standard-2022
https://www.safetyandquality.gov.au/publications-and-resources/resource-library/stillbirth-clinical-care-standard-2022
https://www.safetyandquality.gov.au/publications-and-resources/resource-library/stillbirth-clinical-care-standard-2022
http://dx.doi.org/10.5664/jcsm.7280
http://dx.doi.org/10.1136/bmjopen-2017-020256
http://dx.doi.org/10.1136/bmjopen-2018-022981
https://www.gestation.net/cc/about.htm
http://dx.doi.org/10.1016/0140-6736(92)91342-6
www.gestation.net
www.gestation.net
www.gestation.net
http://dx.doi.org/10.1136/archdischild-2018-316518
http://dx.doi.org/10.1016/S0140-6736(11)60364-4
http://dx.doi.org/10.1016/j.ajog.2015.08.032
http://dx.doi.org/10.1016/j.ajog.2015.08.032
http://dx.doi.org/10.1002/art.21714
http://dx.doi.org/10.1136/bmj.311.7003.485
http://dx.doi.org/10.1136/bmj.326.7387.475
http://dx.doi.org/10.3899/jrheum.071169
http://dx.doi.org/10.3899/jrheum.071169
http://dx.doi.org/10.1001/jama.2018.14276
http://bmjopen.bmj.com/


10 Coleman J, et al. BMJ Open 2024;14:e078315. doi:10.1136/bmjopen-2023-078315

Open access 

 42 Berghella V, Odibo AO, To MS, et al. Cerclage for short Cervix on 
Ultrasonography: meta- analysis of trials using individual patient- level 
data. Obstet Gynecol 2005;106:181–9. 

 43 Saccone G, Rust O, Althuisius S, et al. Cerclage for short Cervix 
in twin pregnancies: systematic review and meta- analysis of 
randomized trials using individual patient- level data. Acta Obstet 
Gynecol Scand 2015;94:352–8. 

 44 Eijsvogel MM, Ubbink R, Dekker J, et al. Sleep position Trainer 
versus tennis ball technique in Positional obstructive sleep apnea 
syndrome. Journal of Clinical Sleep Medicine 2015;11:139–47. 

 45 Team SD. 15 MCMC sampling | Stan reference manual. n.d. 
Available: https://mc-stan.org/docs/reference-manual/hmc.html

 46 Zampieri FG, Casey JD, Shankar- Hari M, et al. Using Bayesian 
methods to augment the interpretation of critical care trials. 
An overview of theory and example Reanalysis of the alveolar 
recruitment for acute respiratory distress syndrome trial. Am J Respir 
Crit Care Med 2021;203:543–52. 

 47 Fagen- Ulmschneider W. Perception of probability words. 2023. 
Available: https://waf.cs.illinois.edu/visualizations/Perception-of- 
Probability-Words/

 48 Silver RM, Hunter S, Reddy UM, et al. Prospective evaluation of 
maternal sleep position through 30 weeks of gestation and adverse 
pregnancy outcomes. Obstet Gynecol 2019;134:667–76. 

 49 McCowan LME, Cronin RS, Gordon A, et al. Prospective evaluation 
of maternal sleep position through 30 weeks of gestation and 
adverse pregnancy outcomes. Obstet Gynecol 2020;135:218. 

 50 Silver RM, Reddy UM, Gibbins KJ. Response to letter. Obstet 
Gynecol 2020;135:218–9. 

 51 Fox NS, Oster EF. The advice we give to pregnant women: sleep on 
it. Obstet Gynecol 2019;134:665–6. 

 52 Berry DA. Bayesian clinical trials. Nat Rev Drug Discov 2006;5:27–36. 
 53 Dienes Z. Understanding Psychology as a Science. New York, USA: 

Palgrave Macmillan, 2008.
 54 Vehtari A, Gelman A, Simpson D, et al. Folding, and localization: an 

improved Rˆ for assessing convergence of MCMC (with discussion). 
Bayesian Anal 2021;16:667–718. 

 55 Head ML, Holman L, Lanfear R, et al. The extent and consequences 
of P- hacking in science. PLoS Biol 2015;13:e1002106. 

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies.
 . 

E
n

seig
n

em
en

t S
u

p
erieu

r (A
B

E
S

)
at A

g
en

ce B
ib

lio
g

rap
h

iq
u

e d
e l

 
o

n
 Ju

n
e 9, 2025

 
h

ttp
://b

m
jo

p
en

.b
m

j.co
m

/
D

o
w

n
lo

ad
ed

 fro
m

 
28 A

p
ril 2024. 

10.1136/b
m

jo
p

en
-2023-078315 o

n
 

B
M

J O
p

en
: first p

u
b

lish
ed

 as 

http://dx.doi.org/10.1097/01.AOG.0000168435.17200.53
http://dx.doi.org/10.1111/aogs.12600
http://dx.doi.org/10.1111/aogs.12600
http://dx.doi.org/10.5664/jcsm.4460
https://mc-stan.org/docs/reference-manual/hmc.html
http://dx.doi.org/10.1164/rccm.202006-2381CP
http://dx.doi.org/10.1164/rccm.202006-2381CP
https://waf.cs.illinois.edu/visualizations/Perception-of-Probability-Words/
https://waf.cs.illinois.edu/visualizations/Perception-of-Probability-Words/
http://dx.doi.org/10.1097/AOG.0000000000003458
http://dx.doi.org/10.1097/AOG.0000000000003634
http://dx.doi.org/10.1097/AOG.0000000000003635
http://dx.doi.org/10.1097/AOG.0000000000003635
http://dx.doi.org/10.1097/AOG.0000000000003466
http://dx.doi.org/10.1038/nrd1927
http://dx.doi.org/10.1214/20-BA1221
http://dx.doi.org/10.1371/journal.pbio.1002106
http://bmjopen.bmj.com/

	Maternal positional therapy for fetal growth and customised birth weight centile benefit in a Bayesian reanalysis of a double-blind, sham-controlled, randomised clinical trial
	Abstract
	Introduction
	Background
	Objectives

	Methods
	Trial design
	Patient and public involvement
	Participants
	Interventions
	Outcomes
	Sample size
	Randomisation
	Blinding
	Statistical methods
	Frequentist methods
	Bayesian methods
	Prior probabilities
	Strongly enthusiastic prior
	Moderately enthusiastic prior
	Non-informative prior
	Moderately sceptical prior
	Strongly sceptical prior
	Posterior probabilities

	Results
	Frequentist analysis of customised birth weight centile
	Bayesian reanalysis of customised birth weight centile

	Discussion
	Limitations

	Conclusions
	References


