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Background 

KP Health was engaged to support Clinical Excellence Queensland to pilot  the 

implementation of the Rural Maternity Services Planning Framework (‘the Framework’). 

The Framework was developed by the Rural Maternity Taskforce for the purposes of 

improving the planned approach to assessment and review of rural maternity services in 

Queensland.  

The Rural Maternity Taskforce was a panel of rural maternity consumers, clinicians, 

health service decision-makers and other stakeholders. The Taskforce was led by Dr 

John Wakefield, then Deputy-Director General, Clinical Excellence Queensland, 

Queensland Health and was established at the request of The Honourable Steven Miles 

MP, then Minister for Health and Minister for Ambulance Services. The purpose of the 

Taskforce was to: 

• Engage with key stakeholders in rural and remote Queensland regarding access to 

and provision of safe and sustainable woman-centred maternity care. 

• Gain an understanding of the maternity issues, concerns, and expectations in those 

communities. 

• Enable the development of appropriate recommendations that support and enable the 

provision of suitable woman-centred maternity care as close as possible to where 

women live, whilst enabling good outcomes for mothers and babies in rural and 

remote communities. 

Outputs of the Taskforce included: 

• A report on current maternity services in Queensland which included analysis of 

relevant data, findings from comprehensive stakeholder engagement, an overview of 

the themes from a public submission process and an analysis of the factors that affect 

access to and safety of maternity services, and outcomes for mothers and babies. 

• A planning framework, known as the Rural and Remote Maternity Services Planning 

Framework, developed to assist Hospital and Health Services with planning, 

developing and delivering rural and remote maternity services.  

The Framework has 2 distinct sections. Phase 1, to review current maternity services and 

Phase 2, to design or redesign maternity services. The findings from Phase 1 inform 

Phase 2. The Framework is being piloted by several Hospital and Health Services 

including Central Queensland Hospital and Health Service (CQHHS) to inform revisions 

to the Framework before wider implementation by Queensland hospital and health 

services. This report reflects the experience and findings using Phase 1 of the 

Framework at CQHHS.  
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Pilot activities 

CQHHS convened a steering committee to provide strategic oversight of the pilot  project 

under the Executive sponsorship of the CQHHS Executive Director of Nursing, Midwifery, 

Quality & Safety. The steering committee is chaired by the Nursing Director, Patient 

Safety and Quality Improvement Service, Clinical Excellence Queensland. Steering 

committee membership included: 

• Consumer representation. 

• Aboriginal community representation. 

• The Director of Nursing, Theodore Multipurpose Health Service (Theodore MPS). 

• The Director of Nursing and Midwifery, Family, Women and Children, Rockhampton 

Hospital. 

• GP Obstetrician, Emerald Hospital. 

Meetings are convened as required to progress the activities of the Framework. Meetings 

to date have occurred each two to four weeks on average. The Steering Committee is 

ongoing.  

Minutes are recorded for each meeting and circulated to members together with an action 

register to ensure project milestones were achieved. 

Collation and analysis of maternity services planning data 

System Planning Branch, Queensland Health, provided an analysis of maternity data as 

recommended in the Framework. The Theodore Medical Centre (general practice) also 

provided data to CQHHS to inform the analysis and communications materials. CQHHS 

staff synthesised findings from the data analysis performed by System Planning Branch 

and Theodore Medical Centre to inform the stakeholder consultation. 

Key findings from the analyses were: 

1. Population and maternity service characteristics 

• There are 13,318 people who live in the Banana health service planning region - 

2,364 are women aged between 15 and 44 years.1 

• People from the Banana catchment have high rates of excess alcohol consumption, 

obesity, smoking, asthma, chronic kidney disease, type 2 diabetes and mental health 

problems compared with the Queensland population (not specific to women of 

reproductive age).2  

• Approximately 19% of pregnant women in Theodore identify as being Aboriginal and / 

or Torres Strait Islander.3   

• The maternity population (women aged 15 to 44 years) in the Banana region is 

expected to decrease in size over the next six years (4% decrease).4 

 

1 2018 Estimated Resident population, Australian Bureau of Statistics 3218.0 

2 Social Health Atlas of Australia: Queensland, Published October 2019. 

3 Queensland Health Admitted Patient Data Collection, 2018-19. 

4 2026 projected population, Qld Government population projections, medium series, 2018 edition.  
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• Maternity services accessed by women in Theodore include antenatal care with a 

midwife, shared care antenatal appointments with GPs, postnatal midwife care and / 

or GP, midwife supported telehealth appointments, continuity midwifery care with the 

Midwifery Group Practice in Biloela (of which the Theodore midwife is a team 

member). 

2. Birthing 

• Theodore MPS is currently a Maternity Level 1 facility according to the Queensland 

Clinical Services Capability Framework (no planned birthing). 

• Pregnant women from Theodore give birth in Rockhampton (56%), Biloela (11%), 

Gladstone (4%) and Emerald (2%) or give birth outside central Queensland (25%).5  

• The nearest birthing facility to Theodore is Biloela, which is one hour and nine 

minutes away by road according to the RACQ Trip Planner. The actual time taken to 

drive between Theodore and Biloela is influenced by road conditions and time of day.  

• The number of births in the Banana region is projected to decrease from 175 to 156 a 

year between 2018-19 and 2026-27 (11% decrease).6 

• In 2018/19, 25% of births of women from Theodore were categorised as minor 

complexity births (4 births according to System Planning Branch birth numbers). All 

other births were higher complexity births and 31% of women from Theodore gave 

birth by Caesarean Section.7  

• 70% of neonates born to pregnant women from the Banana region are 'unqualified' 

(receive no clinical intervention). 8 

3. Australian Rural Birthing Index 

The Framework recommends calculation of the Australian Rural Birthing Index (ARBI) to 

inform rural maternity services planning. The ARBI classification calculation is 

problematic for the Theodore State Suburb (the Australian Bureau of Statistics 

classification for the Theodore community) because the estimated population of 

Theodore is 438 persons (2016 Census) and the ARBI is calculated for populations 

between 1,000 and 25,000 persons in size. According to the ARBI, planned birthing is 

generally not supported for facilities with a catchment population of fewer than 1,000 

persons.  

However, Theodore is situated in a regionally dispersed geographical area and has a 

catchment population that increases the service footprint of Theodore’s health services. If 

calculated using a catchment area of Theodore of 1,000 persons, which is the minimum 

number required to calculate the ARBI and more than double the ABS Census population 

of Theodore, and an average of 30 births a year occur for women in the Theodore 

catchment (provided by Theodore Medical Centre – almost double the number provided 

 

5 Qld Health. System Planning Branch. Service planning region births (public and private) and hospital of birth, 

2018-19. 

6 Qld Health. System Planning Branch. Extrapolated - 2026 projected population, Qld Government population 

projections, medium series, 2018 edition. 

7 Qld Health Admitted Patient Data Collection. System Planning Branch. 2018-19. 

8 Ibid 
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by System Planning Branch (16 births9), the ARBI is 4.81. According to this ARBI 

number, planned birthing in Theodore would not be supported by the ARBI calculation as 

the ARBI is less than 6. 

Consultation with key stakeholders 

The steering committee identified key stakeholders with whom to consult, developed key 

messages to inform the consultation and agreed priority questions to answer through the 

consultation. Questions were informed by the draft planning framework and results of the 

data analysis. 

Key stakeholders included: 

• Maternity services and providers within the CQHHS service network (Theodore, 

Biloela, Rockhampton) including midwifery, hospital medical, nursing and general 

practice personnel. 

• Consumers (women, their families, other community members). 

• Aboriginal and / or Torres Strait Islander community members.  

• A Theodore Medical Centre representative. 

CQHHS Media and Communications department supported the advertising of the 

consultation sessions. Stakeholders were offered video conference and / or survey 

options and / or one to one phone consultation given face to face consultation was not an 

option due to the worldwide pandemic of COVID-19 at the time of the consultation. The 

majority of stakeholders chose to be engaged via video conference or telephone. 

Meetings were between 30 and 120 minutes in duration.  

The following questions are outlined in the Draft Framework and were discussed with 

stakeholders: 

Consumer and community  

• What was the woman’s experience of receiving maternity care? 

• What opportunities do you see to enhance services?   

• What is working well?  

• What are the health needs of women before they get pregnant, when they are 

pregnant, when they give birth and after they give birth?  

• What are the cultural needs of women? 

• How can cultural care needs be better addressed? 

Clinicians and clinical staff 

• How are maternity services delivered within the local community?  

• Which aspects of care can women access locally, and which aspects of care do 

women have to travel to access? What care could be delivered locally but is not?  

• What care needs necessitate women and babies being transferred to a higher-level 

service? How well do these arrangements work? What could be enhanced?   

 

9 Queensland Hospital Admitted Patient Data Collection, 2018-19 financial year. 
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Written notes were taken for each session by KP Health. Stakeholder feedback was 

analysed thematically to identify themes that emerged. Findings are summarised below. 

CQHHS also conducted a survey of consumers to provide an additional opportunity for 

consumers to provide their feedback regarding maternity services. The survey questions 

were agreed by the steering committee after the stakeholder consultation. The survey 

was distributed online to people who registered an interest with CQHHS in participating in 

the survey. Women from the Banana shire who had recently had a baby were also 

directly contacted by CQHHS and invited to participate. Those who agreed had the 

survey emailed to their nominated account. 
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Consultation with consumers and community members 

A total of 22 community members participated in consumer consultations between 

November and December 2020. This number of participants is lower than expected, 

given the previous strong community advocacy and support for re-establishment of rural 

birthing services in Theodore. There were few women who have given birth recently 

(within the past two years) that participated in the consultation. 

One male and 21 females participated. Fifteen women who participated had received 

maternity care for at least one of their children from CQHHS services. Four of these 

women had received care within the past two years. Women ranged in age and 

socioeconomic background.  

Participants described their experiences with the following models of care described in 

the Australian Institute of Health and Welfare nomenclature for models of maternity care : 

• Private GP obstetrician care. 

• Continuity midwifery care (including the Biloela / Theodore extended midwifery care 

service). 

• Public hospital high risk maternity care. 

• Private hospital care. 

• Public hospital low risk maternity care. 

• Private specialist obstetrician care (Rockhampton and Brisbane). 

There were no participants who had experienced private midwifery care, private 

obstetrician and private practice midwife joint care or remote area maternity care (remote 

area midwife model).  

Women were very open and willing to share their experiences in a very respectful and 

honest manner.  

The views of fathers about local maternity services were not thoroughly canvassed as 

there was only one man who was a partner of a woman whose daughter had received 

local maternity care who participated in the consultation process. No other men attended 

consultation sessions. 

Women’s experience of receiving maternity care 

Women access maternity services from different hospitals within the CQHHS service 

system from a range of public and private providers of obstetric care. Participants 

described experiences with Theodore MPS and Biloela, Gladstone and Rockhampton 

hospitals. Some women also described accessing maternity services in Brisbane.  

Women described accessing GP care, continuity midwifery care, shared GP and 

midwifery care (mainly within Theodore and Biloela) and public and / or private 

obstetrician care (mainly in Rockhampton or Brisbane).  

Women would like to access maternity care in their local community as close to home as 

possible. Services that are not available locally and that women have to travel to access 
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include planned birthing, specialist obstetrician care, public sector lactation consultant 

support, pelvic floor physiotherapy and specialist mental health services. 

Antenatal and postnatal care 

The Theodore Medical Centre is heavily relied upon to deliver antenatal and postnatal 

care in the Theodore community. Women strongly value the knowledge, skills and 

expertise of their GPs and the local midwife who works at the general practice and the 

MPS. They describe the quality of care they receive from GPs and the midwife as 

excellent or very good.  

Priorities for enhancing antenatal and postnatal care were identified by women.  

• Antenatally, women described gaps in availability of continuity midwifery care, 

antenatal education, communication with women about available maternity options 

and how to access them and specialist nursing and allied health care. 

• Postnatally, women described gaps in services for continence, lactation, sexual 

function, mental health and parenting support.  

Women were generally unaware of the 11 models of maternity care as described in the 

Framework and reported their maternity providers did not describe their maternity 

options, only those that were available locally. Some women expressed disappointment 

they had not been fully informed as they may have elected to travel to access their 

preferred option had they known these were available. Women who had not birthed 

recently were unaware of the CQHHS brochures and promotional materials that have 

recently been distributed in the Theodore community and that describe how to access 

each of the maternity models of care that could be accessed by women.  

Antenatal education is available locally within Theodore. Some women reported good 

access to antenatal classes in Theodore. Other people reported that when they gave 

birth, they had limited access to classes due to other commitments or the need to travel 

long distances to access antenatal education and that there were few alternative options 

available to them for antenatal education. Most women reported they would like to 

receive antenatal education and support from midwives locally. Women reported 

telehealth classes for antenatal care may be useful, particularly for women living or 

working in isolated areas of the catchment. However, others reported poor internet 

connectivity may limit the ability of these women to receive antenatal education via 

telehealth. 

Some women who had given birth more recently (within the past two years) had 

experienced access to a known midwife who provided continuous support throughout the 

pregnancy and postnatal period, including education, family support, preparing for birth 

and regular checks after birth. This service was viewed very positively and was seen as 

an improvement on previous midwife services, where women might see a different 

midwife each time they attended their appointments.  

Women with high-risk pregnancies reported travelling for some or all of their antenatal 

and postnatal care, usually to Rockhampton or Brisbane. Women were generally 

accepting of the need to travel for this care. They demonstrated their understanding that 

local services do not have all the necessary skills to manage complex maternity 

problems. However, women reported a preference to receive care as close to home as 
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possible and for local GPs to work together with specialist obstetricians to deliver aspects 

of care locally wherever possible.  

Women described challenges when they travel to access antenatal and postnatal care 

away from their local community. Women with other children described children 

accompanying them to attend appointments because they had no alternative sources of 

childcare or support, increasing family disruption and costs.  

Some women experienced gaps in communication and information sharing between the 

local GPs and midwife and providers working at health services away from the local 

community (e.g., scan results, pathology results, visit notes not being available to local 

providers). Some women also reported that information about complications of pregnancy 

was not always shared with their local providers.  

For some women, care was described as less personal when it was accessed away from 

their local community. 

Birthing 

All participants were aware that there is currently no planned birthing at the Theodore 

MPS. Women with lower risk pregnancies relocate to the planned birthing site of their 

choice by 38 weeks gestation. Women with higher risk pregnancies relocate earlier, the 

timing of which depends on the woman’s risk factors. 

Some women who participated in the consultation had experienced planned birthing at 

Theodore MPS prior to the cessation of planned birthing services. They descr ibed 

positive experiences of planned birthing at Theodore MPS, with reduced travel burden, 

decreased stress for their family and less financial impact compared with going away for 

planned birthing. These women expressed a strong desire to see planned birthing return 

to Theodore MPS. When asked if they had concerns about the safety of birthing services 

in a small facility, they reported that one of their local GPs is very experienced and has 

had no complications associated with births he has attended, which makes them feel 

safe.  

Women who had experiences of maternity services more recently (after the cessation of 

planned birthing at Theodore MPS) expressed mixed views about the return of planned 

birthing to Theodore MPS. Some women expressed a strong preference to birth locally if 

this option was available. For these women, the reputation of their local GPs as being 

very experienced in delivering maternity services made them feel safe having local 

doctors attend their birth should complications arise. Other women stated they would 

birth away from their local community even if planned birthing was available. Reasons for 

this included: 

• A view that larger centres where emergencies can be managed onsite are safer. 

• The woman has a personal history of birth complications or high-risk pregnancies and 

would not be permitted to, or want to, birth locally anyway. 

• Birthing away from home affords more privacy as the woman is not known to local 

staff. 

• A preference to have direct access to specialist obstetricians and / or paediatricians if 

needed. 
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Regardless of whether planned birthing returned to Theodore MPS, women recognised 

that many women would not be able to birth locally anyway because of pregnancy risk 

factors. For these women, a range of issues affecting the quality of the birthing 

experience away from home were identified. 

Birthing away from the local community was reported to pose challenges for women in 

terms of travel and a lack of suitable affordable accommodation. For some women 

accommodation is not affordable, does not suitably accommodate the whole family and / 

or does not provide kitchen facilities, which increases the overall cost to the family of 

relocation prior to the birth. Reimbursement schemes cover some costs, but only after the 

money is spent by the woman. For women that do not have the money upfront this is 

problematic. 

Some members of the local community, including women who are socially and 

economically disadvantaged, have limited access to transport. These women find it 

difficult to travel to the site where they will give birth as there are no public transport 

options.  

Women described both positive and negative birthing experiences regardless of which 

hospital they gave birth in (Biloela, Rockhampton, Brisbane). Some women expressed a 

preference for birthing in a particular hospital, based upon previous experience of that 

hospital, the hospital’s reputation or because of the quality of the amenities in the town 

(quality and affordability of accommodation, availability of shopping and entertainment, 

the presence of family or friends in the town). All hospitals were favoured by at least 

some of the women interviewed as a preferred place to give birth. 

Some women elected to birth in Rockhampton even though Biloela was closer. For these 

women, reasons for travelling to Rockhampton included: 

• A personal history of positive experiences receiving maternity care from 

Rockhampton Hospital. 

• A more favourable reputation of Rockhampton maternity services within the 

community compared with Biloela.  

• A desire to have access to specialists (obstetricians and / or paediatricians) rather 

than GPs for their birth should the need arise. 

• The quality of amenities in Rockhampton compared with Biloela (e.g. range of 

accommodation options, shopping, entertainment). 

Some women described circumstances where their labour resulted in emergency retrieval 

to a higher-level maternity service within the Queensland service system. Women 

described emergency retrieval to services with greater capability as stressful, particularly 

when separated from their partner, children and / or newborn.  

Some women expressed concern babies could be born before arrival at hospital, 

particularly for women with rapid labours or after their third or subsequent child or who 

lived in more remote geographical areas of the broader community. Women were 

generally aware that Theodore MPS is equipped to manage imminent births should they 

occur and were reassured this is the case.  
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Meeting the care needs of Aboriginal and / or Torres Strait Islander women 

Aboriginal and / or Torres Strait Islander women have culturally specific care needs 

during pregnancy, childbirth and in the postpartum period. Aboriginal women in Theodore 

reported difficulties accessing culturally specific care. No women who identified as Torres 

Strait Islander participated in this consultation. 

Travelling away from Theodore for appointments and to give birth takes Aboriginal 

women and their children away from their local community, incurs transport and 

accommodation costs and is disruptive for families. Aboriginal women described their 

limited childcare options while they are away from the community for a period of weeks 

before they give birth. The woman’s other children usually accompany them while they 

are away from the community. In some cases, there is nobody to take care of the other 

children when the woman goes into labour.  

As with other women, Aboriginal women reported that accommodation away from home 

is expensive and does not cater for families, with limited affordable accommodation 

options that enable self-catering. There is local transport in Theodore for Aboriginal and / 

or Torres Strait Islander members of the community. However, this is for transport within 

the Theodore township only and does not transport women to towns where they give birth 

or provide a transport option for them in the town they have relocated to. 

Women attend mainly mainstream clinics and hospitals for maternity care. The Theodore 

Medical Centre has an Aboriginal Health Practitioner who is highly valued by community 

members. However, they do not have access to Aboriginal and / or Torres Strait Islander 

health professionals outside their community. Women report mainstream health 

environments are not very welcoming, with little Aboriginal and / or Torres Strait Islander 

art or cultural amenity to make women and families feel comfortable. Women would like 

access to Aboriginal and / or Torres Strait Islander midwives or birthing staff who provide 

care. Women also report they have not had access to Indigenous Liaison Officers when 

accessing hospital services and would like access to these. 

Opportunities for maternity service improvement 

Stakeholder identified a range of opportunities for service improvement. These are 

described below.  

Greater continuity of midwifery care  

Many women want to receive care from a known midwife. Preferably this would be 

antenatally, intrapartum and postnatally. For Aboriginal and / or Torres Strait Islander 

women, this midwife would preferably be Aboriginal and / or Torres Strait Islander.  

Women reported that recent experiences of Extended Midwifery Services delivered by a 

team of midwives in Biloela and a midwife in Theodore has greatly improved access to 

continuity of midwifery care. In some cases, the known midwife in Theodore has birthed 

the woman in Biloela, which was also viewed favourably by participants.  

Women reported a strong preference to continue to access continuity midwifery care from 

midwives based in Theodore. Local midwives that can facilitate the delivery of enough 

antenatal education to meet women’s needs and to provide the antenatal and postnatal 

support women need. Known midwives can be contacted by women to discuss concerns 
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the woman may have and may improve help seeking behaviours of women who need to 

seek care for pregnancy complications (such as bleeding). Some women reported that if 

there was more midwifery support available, gaps in lactation, mental health, sexual 

function and parenting support may be better addressed.  

The midwife currently fulfilling this role is leaving Theodore. Women felt retaining a 

midwife in Theodore who could continue this role is a priority. Women would like this 

midwife to go with them to their chosen hospital to attend their birth if possible. 

Intrapartum care as close to home as possible 

Many participants expressed a desire for planned birthing to return to Theodore MPS as 

a priority for enhancing maternity services. However, participants generally recognised 

this would not be an option for all women as many women have to, or choose to, birth 

away from the Theodore community.  

Early discharge from hospital after planned birth, with transfer back to Theodore MPS for 

the rest of the inpatient stay, was suggested as an option to reduce the length of time 

women are away from their community. Although women are already away from home for 

a period of weeks before they go into labour, early discharge home was still viewed 

favourably by women as, by the time they have given birth, they are eager to return home 

as soon as possible.  

Affordable accommodation and transport 

To mitigate some of the impacts of being away from home before the birth, women want 

improvements in accommodation and transport. This was viewed as an urgent priority.  

Women want access to suitable family accommodation that is near the hospital where 

they are giving birth, is affordable for all women and famil ies, can accommodate children, 

has cooking facilities and ideally does not require upfront payment to use.  

Women want greater access to transport for families who need this and a travel 

reimbursement system that does not require upfront payment. Women and families who 

are experiencing financial disadvantage should not be required to have money upfront to 

pay for accommodation. 

Improved communication and information sharing  

Women are overwhelmingly supportive of their local GPs and emphasised the maternity  

knowledge and skills of Theodore GPs was highly valued by the community. Women 

want hospitals and clinicians outside Theodore and clinicians in Theodore to share 

relevant information with one another.   

Support for Aboriginal and / or Torres Strait Islander women 

Aboriginal women want the option to access Aboriginal Liaison Officers in hospitals away 

from home. They want more support with accommodation, transport and childcare. 

Accommodation needs to be family friendly, affordable and able to accommodate their 

children. 

Ideally, Aboriginal and / or Torres Strait Islander women should receive care from 

Aboriginal and / or Torres Strait Islander midwives and other health professionals. 
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Mainstream health services need to improve the cultural amenity of their infrastructure so 

Aboriginal and / or Torres Strait Islander women and their families feel more comfortable. 

Mental health care 

Women reported greater access to mental health services throughout pregnancy and 

after the delivery was a priority. Women want better access to mental health care and 

support, particularly postnatally.  

Women had limited knowledge of available mental health services. Most women stated 

they would attend their usual GP if they needed mental health support.  Whilst these 

services were valued, women want greater access to specialist mental health 

professionals, particularly for postnatal depression. 

Women expressed a strong preference for access to a known midwife with whom they 

could discuss their mental health who could support them to access mental health 

services if needed.  

Support for lactation, continence, parenting, sexual function 

Women have limited specialist access to support for lactation, parenting, continence and 

sexual function. According to women, the local GPs provide care in these areas and 

midwives at the Theodore and Biloela hospitals can also provide support in these areas. 

However, for some women, more specialised support is needed.  

• Many women described difficulties with lactation. Although some women found 

midwives, GPs or maternal and child health nurses helpful in addressing these 

issues, others reported this support did not meet all their needs (midwives did not 

have time, were not known to them, were not available in the public sector in 

Theodore or their style of clinical service delivery was not a good fit for the woman’s 

needs) and that additional specialist lactation consultant support would be helpful.  

• Specialist advice for sexual health is not available in Theodore. Some participants 

also reported contraception advice could be improved as women do not get presented 

with a range of contraceptive options from which they can select their preferred 

option. 

• Visiting physiotherapist services are not specialised in pelvic floor management and 

women must travel to access this.   

Support for fathers 

Although only one male participated in the consultation, women who participated 

provided some feedback about the needs of fathers. According to stakeholders, fathers 

have limited opportunities to receive support in their parenting role. Women were 

uncertain about what support needs fathers have and how these might be addressed.  
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Findings from the consumer survey 

An online survey of maternity services stakeholders was conducted by CQHHS in 

December 2020. Responses were received from 15 consumers and three health care 

professionals. Of the 15 consumers, 13 had used CQHHS maternity services (three 

within the past 12 months, six between 12 months and 10 years ago and four over 10 

years ago).  

Antenatally, consumers reported social work, smoking cessation parenting support, 

physiotherapy, telehealth, nutrition and mental health care as the highest priorities for 

improvement (Table 1). This is broadly consistent with the findings from face to face 

consultation with the exception of antenatal classes and pregnancy education, which was 

raised as an important area for improvement in face to face consultation.  

Table 1: Antenatal care that needs improvement 

 Needs improvement 

Social work 50% 

Smoking cessation 50% 

Parenting support 46% 

Physiotherapy 46% 

Telehealth 45% 

Nutrition 43% 

Mental health 40% 

Continuity of midwifery care - antenatal 33% 

Diabetes care 29% 

Antenatal classes 23% 

Pregnancy education 17% 

In the birthing period, transport and accommodation were the highest priorities for 

improvement for most consumers (Table 2). 

Table 2: Birthing care that needs improvement 

 Needs improvement 

Transport 91% 

Accommodation 80% 

Continuity of midwifery care - pregnancy 69% 

Birthing in place of choice 50% 

Postnatally, consumers rated care for continence, sexual function and mental health care 

as the highest priorities for improvement (Table 3). 
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Table 3: Postnatal care that needs improvement 

 Needs improvement 

Continence 60% 

Sexual function 57% 

Mental health care 56% 

Contraception 42% 

Feeding support 40% 

Parenting support 40% 

Between 16 and 30 women a year from the Theodore catchment give birth (the range of 

number of births estimated by System Planning Branch and Theodore Medical Centre). 

Very few women with recent experience of maternity care delivered by CQHHS 

participated in the survey. Survey findings may therefore not be representative of the 

experiences of current users of maternity services in the catchment. 
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Consultation with clinicians 

A total of 16 clinicians from Theodore and Biloela health services, including Biloela 

Hospital, Theodore MPS and Theodore Medical Centre, participated in consultations. 

The delivery of maternity services  

Clinicians reported that women in Theodore usually receive some or most of their 

antenatal and postnatal care within Theodore. Women with high-risk pregnancies travel 

to receive care, mainly in Rockhampton or Brisbane. Antenatal education is offered 

locally every three months and is available to all women regardless of pregnancy risk. 

Theodore MPS has provision to care for women who present for imminent birth or for 

unplanned pregnancy assessment. There is a Cardiotocograhy (CTG) machine, bedside 

ultrasound and resuscitation equipment. Theodore MPS is currently staffed by a midwife 

who is part of the Biloela Extended Midwifery Service and by GPs from Theodore Medical 

Centre with obstetric qualifications (or progressing towards attainment of obstetric 

qualifications) who are credentialled for the MPS. At the time of writing the Extended 

Midwifery Service midwife based at Theodore MPS had resigned from her position. 

There are two experienced rural generalists with DRANZCOG qualifications who work at 

the Theodore Medical Centre, one of whom does not have current obstetric registration. 

There are also two rural generalists in training. The midwife from the Extended Midwifery 

Service attends patients at the Theodore Medical Centre. Weekly social work / 

psychology services are available at the practice and a physiotherapist visits the practice 

regularly. The practice manager is a diabetes educator. 

All women in Theodore and surrounding areas travel for planned birthing.  Biloela Hospital 

is the closest health service to Theodore where planned birthing is provided. The hospital 

employs three midwives who are based in Biloela and provide Extended Midwifery 

Services. There are also multiple employed midwives who provide core midwifery 

services, visiting GPs with obstetrics credentials and medical officers with anaesthetics 

credentials.  

The Biloela service has established working relationships with Rockhampton, Gladstone 

and Brisbane maternity services. The Theodore midwife has birthed women at Biloela 

and Rockhampton hospitals. The Theodore medical practitioners do not participate in the 

obstetric roster at Biloela Hospital. Rockhampton and Gladstone maternity services 

support obstetrics skills maintenance for the doctors by regular rotations should they wish 

to participate in upskilling. A similar arrangement is planned for midwives to facilitate 

periodic skills maintenance at larger hospitals.  

Women with higher risk pregnancies are usually referred to Rockhampton or Brisbane, 

depending on the woman’s preference and the nature of the pregnancy risks. Brisbane 

has greater capability to manage high risk neonates and is the preferred service for 

referral of complex neonates. Gladstone hospital also employs specialist obstetricians, 

but as Gladstone and Rockhampton are approximately equal distances geographically 

from Theodore, most women with high-risk pregnancies attend the higher-level maternity 

service in Rockhampton. 
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Women with low-risk pregnancies relocate to their preferred destination at 38 weeks 

gestation. If in labour, they present to Theodore MPS for initial assessment. After 

assessment, arrangements are made for the urgent transfer of the woman to the most 

suitable destination. Where delivery is imminent, Theodore MPS is equipped to manage 

imminent births. 

The Theodore MPS midwife visits mothers and babies at home or in a clinical setting 

postnatally, depending on the woman’s preference and logistics of reaching the woman’s 

home. This enables the maternity service to provide continuity of midwifery care 

wherever possible.  

Women who wish to receive private obstetrician care usually travel to Rockhampton or 

Brisbane. Wherever possible and preferred by the woman, Theodore GPs and the local 

midwife provide components of the woman’s maternity care closer to home. 

Planned birthing in Theodore for low-risk pregnancies 

Some clinicians reported that planned births for low-risk pregnancies could be provided at 

Theodore MPS. They reported infrastructure was already available at Theodore MPS but 

additional maternity workforce would need to be employed to provide planned birthing for 

low risk women.  

Other clinicians were not supportive of re-introducing planned birthing at Theodore MPS. 

According to these clinicians, there are too few low risk planned births to safely and 

sustainably deliver planned birthing services in Theodore. They stated the clinical 

complexity of pregnant women was increasing over time and that decreasing numbers of 

women could be cared for locally even if planned birthing was available.  

In some cases, clinicians were reluctant to express publicly their views against the return 

of planned birthing because they did not want to be perceived by the local community as 

being unsupportive of the community or because they were concerned about a negative 

response from local community members who are passionate advocates for the return of 

planned birthing to Theodore.  

Impacts on other maternity services 

Clinicians within the broader CQHHS network felt that a planned birthing service in 

Theodore would require recruitment of additional midwives. This could further increase 

competition for midwifery workforce recruitment and retention when existing sites already 

find it difficult to recruit and retain enough midwives. 

Some clinicians expressed concerns regarding the impact of introducing planned birthing 

at Theodore MPS on services at Biloela Hospital. Declines in births at Biloela may 

adversely impact the ability of Biloela Hospital to continue to recruit and maintain the 

skills of its maternity workforce.  

Clinician perspectives on other aspects of maternity care 

Antenatal and postnatal care 

Clinicians reported more specialised antenatal and postnatal care and support could be 

delivered to women in Theodore.  
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• Clinicians agreed with women that there are gaps in provision of antenatal education 

and support. Additional education and resources with a specific focus on parenting 

classes, birthing classes, classes for continence and lactation support would be 

helpful.  

• According to clinicians, the sociodemographic characteristics of the population of 

women of reproductive age in both communities make provision of social support 

services a priority. Significant health literacy issues, social isolation, family violence, 

poverty, a lack of access to transport, housing issues made delivery of maternity care 

for some consumers challenging. Additional social work support may be beneficial to 

address this. 

• Women of reproductive age in the Theodore catchment have high rates of lifestyle 

health risk factors. Few service options were identified by clinicians for referral of 

women with obesity other than to local GPs. Funded health promotion worker 

positions and specialist wellness services for pregnant women in addition to those 

provided by local GPs and the extended care midwife may address this. 

• Improved access to specialist perinatal mental health care may be of assistance to 

women whose care needs exceed the capability of their local GP and visiting 

psychologist.  

There is limited access to specialist postnatal care for women with issues relating to 

lactation, continence and sexual function. Midwives, GPs and visiting allied health 

providers address less complex issues. Addressing these more specialised service gaps 

is problematic as these are areas of workforce shortage across the whole HHS and are 

unlikely to be locally accessible for the small number of women who need access to more 

specialised care.  

Continuity of midwifery care 

Continuity of midwifery care was viewed by clinicians as necessary to improve maternity 

outcomes; reduce mental health, continence, lactation and sexual health problems; 

improve identification and management of parenting and social support issues; and 

improve women’s experience of maternity care and quality of antenatal and postnatal 

care. Some clinicians suggested the woman’s midwife could also perform planned births 

at the hospital where the woman elected to give birth.  

Clinicians reported the HHS had already taken steps to provide greater continuity of 

midwifery care for women in Theodore. The establishment of the Extended Midwifery 

Service, with a midwife based in Theodore, was felt to have improved continuity of 

midwifery care.  

They advocate for recruitment and retention of midwives based in Theodore who can 

continue to deliver continuity of midwifery care to women in Theodore, and possibly travel 

with the woman to birth in Biloela if appropriate. 

Communication and information sharing 

Clinicians reported relationships between clinicians in Theodore and Biloela could be 

enhanced to support use of shared guidelines and clinical pathways and foster greater 

communication and information sharing.  
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Through the CQHHS Obstetric, Gynaecology and Maternity Network, there is a 

mechanism for clinicians to share information with one another, including information 

sharing to promote an integrated approach to manage complex pregnancies.  

Workforce training and skills maintenance 

Theodore and Biloela midwives attend joint training sessions. Training is delivered onsit e 

in Theodore or Biloela wherever possible and was felt to have improved relationships 

between providers and built team skills. Training is coordinated by a midwifery educator. 

This position was viewed as having improved the coordination of training.  

Midwives and doctors can attend other hospitals in the CQHHS maternity services 

network for skills maintenance. At present only midwives attend other sites for maternity 

skills maintenance. Some clinicians felt these arrangements could be formalised to 

provide a more standardised approach to workforce training and skills maintenance.  

Governance 

Participants reported there is a suite of policies, guidelines and procedures that support 

the delivery of standardised practice across the maternity network. Monthly patient safety 

and quality maternity meetings are convened and regular morbidity and mortality 

meetings are run jointly with Biloela and Gladstone. There is a Shared Care Plan for 

CQHHS which was reported by participants to be an excellent plan. However, 

opportunities to better implement the plan were identified. 

Some participants identified a need for a clinical supervision framework and more robust 

processes to support regular collaboration between maternity service providers (medical, 

midwifery and allied health) to strengthen skills development and maintenance and 

reflective practice.  

The CQHHS referral pathway was reported to require clarification. Maternity services at 

Biloela and Gladstone are both CSCF3 services. However, Gladstone has a higher level 

of workforce specialisation and employs specialist obstetricians whereas Biloela does 

not. Clinicians across the network stated they were unsure how levels of maternity risk 

should influence referral practices to these services and requested greater clarity from 

CQHHS regarding this. 

Psychological safety 

Systems for psychological safety and reflective practice were viewed as an area for 

improvement. Participants reported CQHHS convene an action review meeting within 24 

hours of serious adverse events, at which staff support needs are identified and 

addressed. Whilst viewed favourably by participants, a need for additional regular support 

delivered by a psychologist or skilled mental health professional, to facilitate reflective 

practice and better support the team was identified.  

Retrieval services 

Clinicians expressed high levels of satisfaction with retrieval services. They reported 

retrieval services and ambulance services for women with time critical care needs were 

timely and accessing urgent retrieval was a straightforward process. No improvement 

opportunities were identified by participants. 
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Summary 

The Theodore population is geographically dispersed. The population of women aged 

between 15 and 44 years is projected to decrease over time, with a result ing decrease in 

the number of births.  

Theodore health services are accessed by people from a broad geographical area. 

Maternity services are delivered by skilled local rural generalists, midwives and visiting 

allied health providers. Some maternity services are accessed by women via telehealth. 

Women need to travel to access ultrasound services and more specialised maternity 

services antenatally and postnatally. 

Women travel to access planned birthing services. Theodore MPS historically provided 

planned birthing services. This was discontinued after a natural disaster in 2010 and was 

not re-established after damaged infrastructure was repaired.  

Travelling to access services is burdensome for women and families. Women want to 

access maternity services as close to home as possible. Accommodation and transport 

options are insufficient for some women and families and do not cater to the support 

needs or cultural needs of women and their families. 

Continuity of midwifery care is preferred by most women. A locally employed midwife 

delivering continuity of midwifery care is the preferred option for consumers and 

clinicians.  

Women have difficulty accessing education and parenting supports. Although greater 

access to continuity of midwifery care has addressed some of these needs, CQHHS will 

need to continue to work with consumers and clinicians to ensure women’s education and 

support needs are being met. 

Women have difficulty accessing clinicians with specialist skills across numerous 

antenatal and postnatal disciplines. In some cases, greater local access to specialist 

services can be provided. In other cases, access to specialists via telehealth or through 

greater provision of suitable accommodation and transport will facilitate access to 

specialist supports. 

Aboriginal women have cultural care needs that are not being met. CQHHS will need to 

work with Aboriginal and / or Torres Strait Islander women to identify options to address 

the issues Aboriginal women have identified through this consultation.  

Re-establishing planned birthing at Theodore MPS is a complex and emotive issue within 

the community, and with the current numbers of births from the catchment area very 

challenging to support.  

• There is a highly skilled and experienced rural medical practitioner in Theodore with 

advanced obstetric skills and current obstetric credentials. 

• Theodore MPS has updated maternity service infrastructure.  
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• Some community members and clinicians are strongly supportive of re-establishing 

planned birthing whereas others are not. Some people who are not supportive of re-

establishing planned birthing are reluctant to express this view publicly.  

• If planned birthing was re-established, the number of women whose planned birth 

could occur at Theodore MPS is low as pregnant women have increasingly complex 

care needs and most pregnancies of women in Theodore are not low risk. 

• Re-establishment of planned birthing at Theodore MPS would require additional 

maternity workforce. 

• Impacts of planned birthing at Theodore MPS on service sustainability at Biloela 

Hospital are likely to be small; however, impacts need to be considered further due to 

declining number of births in the Banana shire and maternity workforce recruitment 

and retention challenges in rural areas more broadly. 

• The Australian Rural Birthing Index is not calculated for populations with fewer than 

1,000 people. When calculated based upon assumptions about Theodore’s broader 

population catchment and birthing numbers, planned birthing is not indicated.  

• Despite this, there are a number of areas where service improvements will assist in 

meeting the maternity needs of local women and their families. 

Opportunities for improvement 

Key opportunities for improvement that arise from this consultation for CQHHS to 

consider include the following: 

• Work with recent users of maternity services to continue to provide improvements to 

maternity service delivery. 

• Continue to provide continuity of midwifery care with a midwifery workforce based in 

Theodore and part of the Biloela team. 

• Improve access to antenatal education and support for women and families. 

• Address gaps in specialist maternity allied health and nursing care. 

• Leverage telehealth infrastructure to reduce travel burden for women and families.  

• Improve communication and information sharing between local health providers and 

other maternity services.  

• Work with Aboriginal and Torres Strait Islander women to make maternity services 

more culturally appropriate. 

• Provide greater access to family friendly, affordable accommodation. 

• Improve transport for women and families. 

Although re-establishing planned birthing at Theodore MPS was advocated for by some 

consumers and clinicians within the Theodore community, this was not supported by the 

majority of stakeholders who participated in this consultation. Further, the small number 

of low risk births across the broader Theodore catchment means re-instating planned 

birthing at Theodore MPS is unlikely to be sustainable. 

The Rural Maternity Services Planning Framework 

Key findings from piloting the Framework were as follows: 

• The Framework provided a structured approach to review of maternity services in the 

Theodore community. 
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• A community survey was added to the stakeholder consultation component of the 

Framework. This enabled broader community participation in the consultation 

process. 

• Consultation had to be completed via telephone or video link rather than face-to-face 

because a global pandemic of COVID-19 had been declared. This was generally well 

received by participants but may have prevented some people from participating due 

to telephone / internet connectivity issues or preference for face-to-face consultation. 

• CQHHS required support from System Planning Branch, Queensland Health, to 

complete data analysis tasks outlined in the planning framework. 

• Maternity services review is resource intensive and requires resources to be made 

available by the HHS to complete the tasks outlined in the Framework.  

• The Framework provides an approach to partnering with consumers and clinicians in 

understanding how maternity services can be improved.  
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Attachments 

Attachment 1: Queensland Rural Maternity Planning Framework 


