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1. EXECUTIVE SUMMARY 
Overall Assessment: Midwifery group practice care provided in the community maternity 

Hubs model at Logan improves antenatal attendance and engagement and a range of 

maternity and neonatal outcomes including social determinants of health for priority 

populations. 

 

The purpose of this evaluation was to determine the impact of the Logan Community Maternity 

Hubs, following service expansion and upscaling, on perinatal outcomes, consumer experiences 

and staff satisfaction.  This evaluation compares outcomes between groups of women (and their 

babies) who access the Hubs compared to standard care (SC). 

 

1.1 Background 

The community-based maternity and child health Hubs (referred to as ‘the Hubs’) are designed 

around the Lancet Framework for Maternal and Newborn care. Each community Hub is co-

located with social services that provide targeted support to each priority population.  The Hubs 

priority groups are pregnant women who are: 

• Aboriginal and /or Torres Strait Island (or expecting a baby who is) 

• Maori or Pacific Islander  

• Migrant or from a refugee background 

• Young women aged 18 years or less 

• Vulnerable women with complex psycho-social or medical care needs (not Hub-based 

care) 

The Innovation Fund was established to fund a project to improve, scale up, enhance, develop 

or implement models of care that are innovative, flexible and which address emergent or unmet 

health care needs where nurses and midwives contribute significantly to care outcomes. Metro 

South Health was successful in gaining funding towards this aim.  The Innovation Project 

funding provided the opportunity to build upon the existing MGP Program through the creation of 

an additional Complex Care MGP group, several new graduate positions and MGP navigator to 

deliver improved antenatal care and continuity of care to more mothers giving birth in Logan 

Hospital.  
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1.2 Overall activity and Demographics  

  MGP   SC  % MGP births   
2016  125  3287  3.7%  
2017  187  3160  5.6%  
2018  350  3167  10.0%  
2019  540  3142  14.7%  
2020  352  1433  19.7%  

Table 1: Number of births for MGP vs Standard Care 1 January 2016 to 30 June 2020  

NB: Current data indicates that MGP is trending towards 24% caseload by the end of 
2020. 
 

Demographic analysis of the two models of care showed that MGP cared for significantly more 

woman under the age of 20, indigenous woman, and woman born in outside Australia (New 

Zealand and the Pacific, Asia and Africa)  

 

1.3 Methodology 

This multi-method evaluation included: Review of research literature. Data collection: surveys 

(consumers and staff); interviews and yarning with women and their families (conducted by 

Logan Together); routinely collected perinatal data (Queensland Perinatal Data Collections PDC, 

Logan Hospital Perinatal Data Online). Data analysis: Stata version 13 was used to compare 

outcomes between MGP and SC (July 2019-June 2020) and test for significant differences. In 

addition, trend analysis was performed comparing outcomes of MGP and Standard Care 

(January 2016- June 2020) at annual time points. 

 

1.4 Key Findings 

The overall results show that women in MGP were statistically significantly more likely to: 

• attend 5 or more antenatal appointments  

• undergo antenatal psychosocial screening 

• receive an influenza vaccine  

• have a spontaneous onset of labour  

• have a vaginal non-instrumental birth*  

• use non-pharmacological pain relief 

• exclusively breastfeed  

and significantly less likely to  

• require a caesarean section*  

• have a baby before 37 weeks gestation* 

• require SCN admission* 
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• use epidural anaesthesia*  

• have an induction of labour  

*these outcomes exclude data from the Complex Care MGP Hub.  

A full breakdown of the statistical analysis and percentages can be found in the quantitative 
findings section of the report.  

 

1.5 First Nations  

MGP is performing better than SC for antenatal 

engagement. 

First Nations woman in MGP are more likely to:  

• Attend 5+ antenatal visits 

• Attending their first visit before 14 weeks  

• Undergo antenatal psychosocial screening 

 

A gap analysis comparing Indigenous and non-Indigenous women in MGP showed that MGP is 

Closing the Gap for antenatal engagement and neonatal outcomes. There was no significant 

difference between indigenous and non-indigenous woman for number of antenatal visits, 

gestation at visit, LBW, pre-term birth and healthy birthweight (yellow).  

 

 First 
Nations 

Non-First 
Nations 

Gap P value 

Total antenatal visits ≥5 97.3% 97.8% 0.5% 0.638 

Gestation at first visit <14 weeks 73% 67.1% 5.9% 0.176 

Smoking before 20 weeks 41.2% 17.0% 24.2% <0.001 

Smoking after 20 weeks 37.2% 13.5% 23.7% <0.001 

LBW (<2500g) 8.8% 4.9% 3.9% 0.080 

Pre-term birth (<37 weeks) 8.1% 7.8% 0.3% 0.904 

Healthy weight (2500g-4000g) 86.5% 82.8% 3.7% 0.282 

Table 2: Gap analysis for First Nations vs non-First Nations women in MGP  

There was a significant difference in smoking before and after 20 weeks. MGP is already 

addressing this and has made smoking cessation a priority. In mid-2019 MGP introducing an 

identified First Nations smoking cessation midwife for the Jajumbora (First Nations) Hub. 

Coinciding with this, there was a 19% increase in Indigenous smoking cessation and reduction in 

2020. As this role continues further improvement in smoking cessation statistics is expected.  

“There is something about birth that is 
very spiritual, very healing. Having the 
support all the way through pregnancy 

makes it so much easier giving birth – it’s 
the safety in it” Aunty Faith Green 
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Figure 1: First Nations smoking cessation and reduction  

 

1.6 Consumer experience 

An anonymous consumer survey was conducted in order to gain feedback regarding the MGP 

service. Responses were highly positive, and women were overwhelming satisfied with the 

service; they highly valued the support from their own midwife, enjoyed the Hub environment 

and support services, and talked about feelings of safety and the benefit of continuity of care 

provided. 

 

 

 

 

 

 

1.7 Staff Survey  

An online anonymous survey was also conducted for the staff working in MGP. A number of 

common themes were seen in the responses. Staff identified that there was the need for more 

support and education as well as a more structured and organised orientation. Multiple staff 

commented on the benefit of the clinical facilitator role. 

Level of staff satisfaction was high in MGP, with the majority (85%) of staff saying they were 

satisfied or highly satisfied working in MGP. However, when asked about workplace culture, staff 

opinions were divided with 53% of staff reporting excellent or good workplace culture and 47% 

reporting average culture or poor culture. 

 
 
 
 
 
 

“I love how the hub has different 
programs I’ve never had access to 

before and also has programs for after 
birth to meet new mums and be more 

social.” Birthed at Logan 2020 
 

“It helped to have another Indigenous 
person guide me on my way. At hospital 

you don’t really see many Indigenous 
people there” Birthed at Logan 2020 

 
 
 

“There are issues within the broader 
maternity services with culture and 

support that make it stressful working 
as an MGP midwife” 

“I love its [MGP’s] culture, the support 
we receive from every colleague and 

the passion for continuity of care.” VS 
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1.8 Trend analysis  

There appears to be a trend towards worsening perinatal outcomes in 2020 compared to 

outcomes from 2019. In 2020 there was an increase in term LBW babies, pre-term birth for 

MGP. The adverse neonatal trends were not seen in SC and therefore are unlikely to be 

associated with COVID-19.  Statistical analysis showed the difference between 2019 and 2020 

was not statistically significant for any of the primary maternal or neonatal outcomes for MGP. In 

addition, multivariate logistic regression indicates that term LBW, pre-term birth and SCN 

admission is not associated with model of care, but rather smoking status, antenatal 

engagement, primiparity and aboriginality, which is supported by literature. Nonetheless the 

trend should be re-evaluated in the future once the full year 2020 data is available. 

 

1.9 Unexpected findings 

An investigation into the referral process found that there were significant delays and difficulty 

identifying eligible mothers which had a detrimental and erroneous effect on women in the MGP 

service. Difficulties identifying eligible women often meant that women are first attending 

antenatal clinic for their booking in appointments which causes a disruption to continuity of care 

and early engagement.  Women who were referred to MGP from ANC took an average of 51 

days longer to have their first appointment with their MGP midwife, compared to women who 

were referred to MGP straight from GP triage 

In addition, long wait times between triaging referrals and contacting woman can leave gaps in 

the care of vulnerable woman. Given that the MGP at Logan and the innovation project has been 

largely driven by the need for improving early engagement and engagement overall, urgent 

review and improvement of the referral process is critical.  

 

1.10 Recommendations 

There is strong evidence in the literature for the effectiveness of co-design and community 

development achieving sustainable changes in communities (Styles, Kearney, & George, 2020).   

• First Nations people need a culturally safe model of care that is evidence based   

• Referral processes at Logan Maternity requires urgent review and improvement  

• New graduate midwives and midwives new to MGP require structured orientation, 

support and mentorship 

• Expansion of the community midwifery Hubs at a rate of one Hub per annuum to reach 

50% of women birthing in Logan by 2022/2023  
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2. INTRODUCTION  

2.1 Background 

The first 1000 days of life, commencing in pregnancy, are critical to long-term health and 

wellbeing. Poor health outcomes at the start to life manifest in chronic disease with long term 

costs for individuals, families and health systems. For most women pregnancy is the catalyst to 

seek health care which enables them as the matriarch to meet the long- term health needs of 

their families. Despite the evidence showing that midwifery-led continuity of care is beneficial to 

women and babies (e.g. reduced pre-term birth, reduced obstetric interventions), universal 

access for women to this model is not available. Some women do not engage well with 

mainstream health services and they and their babies are more likely to experience poorer 

health outcomes. This is particularly relevant in the Logan Hospital catchment (Queensland 

Health, 2017). These women often experience disadvantage across a range of psychosocial 

indicators and are likely to benefit most from continuity of care (Hogan, 2017; Sandall, Soltani, 

Gates, Shennan, & Devane, 2016).   

 

The Hub model ‘Community Maternity Hubs’ (the Hubs) and Midwifery group practice (MGP) 

within the Logan maternity service is an innovation targeting the social determinants of health 

and thus improving women’s lives.  The Hub model; based on the framework for Quality 

Maternal and Newborn Care is an innovation that has known benefits for decreasing mortality 

and morbidities for all women, particularly women that are socially disadvantaged who do not 

access, or under-utilise, maternity services.  Such a model helps prevent problems before they 

occur, build capacity and focus on the life course, measure effectiveness, focusing on outcomes 

and delivering interventions that work and are cost effectiveness (Renfrew et al., 2014).  

 

Additionally we can say that caseload midwifery is more cost effective to provide for the health 

service than standard care (SC) both public and private with some studies suggesting up to 

fifteen hundred dollars per woman or childbirth continuum (Callander et al., 2019). The long-term 

cost benefits to the health service given improved long-term health outcomes and life trajectory 

are likely to be substantial.  

 

Non recurrent funding was granted by Queensland Health (Innovation Project) to increase 

midwives in the MGP and Hub model to enable thirty per cent of women accessing Logan for 

birthing services to access MGP care by 2020.  The funding was specifically allocated to our 

most vulnerable women and families with complexities.  The funding also enabled the service to 

investigate the viability of a Birthing on Country model of care and a New Mothers Centre to 

improve care in the first year of life for mothers and their infants. 
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2.2 Our Challenge 

Women in Logan are less likely to engage with mainstream health services, have one of the 

lowest rates of antenatal attendance and experience poorer antenatal outcomes than the 

Queensland average (Queensland Health, 2017). Lower immunisation rates also indicate that 

these families are not engaging with primary care services 

after being discharged from hospital. Where engagement in 

mainstream maternity services has proven difficult for care 

planning, services require coordination of complex risk to 

ensure health outcomes are optimised.  Outcomes for 

mothers and babies can improve where there is early uptake 

of antenatal care and where there is continuity of complex care planning for vulnerable women 

and families such as can be provided by midwifery continuity of care and midwifery navigation of 

complexities.   

 

2.3 Our population  

The Logan local government area (LGA) is in southern Brisbane, between 15 and 50 kilometres 

south of the Brisbane GPO.  Logan is comprised of the five-statistical area 3s (SA3) of 

Beenleigh, Browns Plains, Jimboomba, Loganlea-Carbrook and Springwood-Kingston. It is a 

culturally diverse community with an estimated resident population of 334,358 (at June 30, 2019) 

(Queensland Government Statistician’s Office, 2020). It falls within the boundaries of the 

Brisbane South Primary Health Network and Metro South Health with the major health centre 

being Logan Hospital. 

The Logan LGA is projected to grow to over 500,000 people in the twenty years from 2016 to 
2036. This is a per annum growth rate of 2.3%, compared to the population of Queensland 
which is projected to have a per annum growth rate of 1.6% (Queensland Government 
Statistician’s Office, 2020). The projected per annum growth rate for children aged 0-4 years in 
Logan is 1.7%, which is faster than Queensland at 1.1% (Queensland Government Statistician’s 
Office, 2020). This is shown in  

 
 
 

 

 

 

 

 

Women in Logan are less 
likely to engage with 
mainstream health 

services and have poorer 
antenatal outcomes 
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Figure 2. The higher rate of projected growth for children aged 0-4 years indicates there will be 

an increasing demand for midwifery services in Logan that address the unique needs of the 

population, such as MGP care in the community.  

 

 

 

 

 

 

 

 

 

 

Figure 2 Projected population growth Logan compared to Queensland 2016-2036 

Across Australia's Local Government Areas (LGA) the Socio-Economic Indexes for Areas 

(SEIFA) scores range from 188 (most disadvantaged) to 1,186 (least disadvantaged). The 

SEIFA ranks Logan as 213 out of 544 LGAs in Australia with a score of 959. It is important to 

note that at a suburb level within Logan there is a wide disparity of SEIFA scores with some 

suburbs experiencing greater levels of disadvantage compared with the rest of Logan and 

Queensland. The most disadvantaged suburb is Logan Central with a score of 730, and the least 

disadvantaged suburb is Belivah with a score of 1,090 (Logan City Council, 2016). 

The Logan maternity service is targeting some of the most disadvantaged community groups in 

Logan with concomitant social risk factors that correspond to this disadvantage.  

The State of Logan's Children and Families report discusses the relationship between 

disadvantage and developmental vulnerability and the risk this has of long-term, inter-

generational poverty and disadvantage (Hogan, 2017). The 

report further describes the risk and protective factors 

associated with child developmental outcomes. The linkages 

drawn in the report regarding disadvantage, developmental 

vulnerability and child health outcomes emphasise that 

interventions should not start once a child is born, they 

should begin with the health of the expectant mother before 

and while she is pregnant (Logan Together, 2018).  

 

The Australian Early Development Census (AEDC) data for 

2015 estimates that 31.7% of children in the Logan 
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community are vulnerable in one or more areas of their development while 17.2% are vulnerable 

in two or more areas.  

Data from the Logan Community Health Action Plan (2017) also reflects that: 

• 31.1% of population experiences high levels of disadvantage, compared to 20% across 

Queensland 

• 3.2% adults and 5.8% of children identify as Aboriginal and/or Torres Strait Islander 

• 26.1% were born overseas  

• 12.8 % speak a language other than English at home 

• 68% of 21-34-year-old adults are obese, compared to the state average of 51% 

• 9% do not have any antenatal care compared to state average of 5% 

The Logan Hospital PANDA (Child Protection) Unit data highlights a child population at risk: 

• 877 reports made to Child Safety  

• 212 Child Protection Unit Unborn Baby Referrals 

• 71 Unborn babies reported to child Safety 

• 34 Children removed from families  

Some of these statistics are likely to have increased.  

 

2.4 Evidence of Need 

Maternity care, particularly for priority populations as described above, should be evidence 

based, high quality, safe, effective and equitable while supporting the safe physiological process 

of labour with the lowest level of intervention possible (Renfrew et al., 2014).  It should be 

woman centred, meaning that it meets the individual woman’s needs and preferences and it 

should be continuous across the childbirth continuum  

 

The Quality Maternal and Newborn Care (QMNC) Framework was published as part of The 

Lancet Series on Midwifery in 2014.  The Lancet Framework provides a breakthrough in 

understanding the constituent elements of quality maternity care ( 
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Figure 3).  Metro South Health and the Logan maternity Hubs are the first MGP in Australia to 

commit to using the framework as the overarching principles for their model of care provision. 

The model is unique nationally and state-wide and already producing promising outcomes.  

Health services are looking to replicate the service and Logan Hospital has been allocated funds 

to extend largely based on our innovative evidence-based co-design approach and the success 

of the model to date. 
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Figure 3: The framework for quality maternal and newborn care 

2.5 History of the MGP Program  

Midwifery group practice began at Logan in 2009. In 2017 Queensland Health published the 

Logan Community Health Action Plan 2017 (CHAP) and committed $10 million to improve the 

health and wellbeing of the Logan community. This plan targeted a range of priority areas, 

including maternal and child health, mental health, immunisations and multicultural and refugee 

heath (Queensland Health, 2017). A key priority was addressing the factors which influenced 

childhood disadvantage and vulnerability that were identified in Logan Together’s State of 

Logan's Children and Families report. 

Local hospital data were used to identify key groups of women who had had little or no contact 

with antenatal care services. These were:  

• Women from an Aboriginal and/or Torres Strait Islander background 

• Women from a Maori and/or Pacific Islander background 

• Women from a culturally and linguistically diverse background, including refugees  

• Young women under the age of 18. 

In conjunction with an external Oversight Committee comprised of community groups, NGO’s, 

consumers, Primary Health Network, QNMU, university and internal stakeholders, strategies to 

improve support for Logan mothers and babies during pregnancy were developed, including new 

community-based midwifery Hubs.  

Extensive community co-design and the involvement of local Logan women was integral in 

developing the model of care in response to the local context and needs. Local forums were 

held, and community feedback was sought in relation to maternity support in their community. A 

range of concerns were highlighted, including:  

• Mothers were not sure where they could be provided care, or their care options 

• Mothers were worried care would be unaffordable 

Mothers wanted: 

• Culturally appropriate care 

• Woman-centred care from a female carer 

• Care from the same midwife across the pregnancy 

• Mothers also identified the need for childcare to attend appointments. 

To address the issues identified by mothers in Logan, the Logan Community Maternity Services 

Project (CMSP) recommended a relationship-based long-term continuity of midwifery care 

model. This model would extend across pregnancy, labour and birth and post birth operating 

from within highly localised community settings. The model proposed was informed by evidence 

based best practice reported in the literature. 
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The model recommended by the CMSP formed the basis of the Logan Community Midwifery 

Hub Model that was implemented in April 2018.  

Local consumer voices have indicated support for continuity of care and have indicated the 

challenges involved in fragmented care for themselves and their families. 

2.6 Logan MGP and Hub Model  

The MGP service offers a personalised relationship-based care service to women at risk of lower 

antenatal attendance rates and poorer birth outcomes.  This 

includes women who are refugees or newly arrived 

migrants, Aboriginal and Torres Strait Islander women, 

Maori and Pacific Islander women, younger women and 

women with complex medical or social needs.  While 

delivering best practice antenatal care consistent with 

Queensland Health protocols, the distinguishing 

characteristics of the MGP are: 

• Personalised intervention and care plans developed 

with the mother and integrated with other support services to address wider psychosocial 

support needs 

• Relationship based care, same midwife throughout the antenatal period and at birth 

• Flexible scheduling, accommodating the needs of mother and other siblings and 

providing assertive follow up as required 

• Continuity of obstetrician providing care in the community Hub location 

Four Logan MGP Hubs were established in 2018 targeting the priority populations identified in 

the CMSP.   

 

2.6.1 Access Gateway Hub (Logan Central) 

This Hub is focussed on supporting culturally and linguistically diverse (CALD) or non-English 

speaking women, including refugees.  

The Access Gateway is a community organisation that provides support services to migrants, 

refugees and Australian born clients. The services include English classes, social and 

community connection programs, volunteering opportunities, employment and training 

opportunities, legal advice, health services, and family support and domestic violence services. 

Access Gateway provides a holistic approach to supporting migrants and refugees in 

overcoming cultural barriers, building independence and linking them to services within the 

community (Access Gateway, 2017). 

 

“I was referred to the MGP 
program, which I am so grateful 

for.  They were so helpful, I 
couldn’t have done it without my 
midwife, because of her my care 

became more personal and 
caring, I knew I would be looked 

after by her.  Which made a 
traumatic experience a bit easier” 

Birthed at Logan 2020 



 

20 
 

The midwives at the Access Hub are passionate about providing continuity of care to this 

community and are flexible in how they deliver care to expectant mothers.  

Children and support people are welcome to attend appointments.  This Hub has matured in 

terms of wrap around support services and offers streamlined referral and support in partnership 

with the community liaison officer whose role it is to connect with the midwives and the women 

and provide and identify wrap around supports. 

Case Study 1 

*The following information has been de-identified.  

Sarah is an unemployed single mum of 2. She had concerns about affording car registration 

fees. She was referred to CLO at the Access Gateway Hub requiring financial assistance 

support. The CLO contacted Sarah to discuss her current situation. The CLO received 

documents from Sarah evidencing hardship. The CLO completed a referral to the Access 

Emergency Relief program. The application was successful, and Sarah was notified that her car 

registration had been paid. Sarah was very thankful for the support and felt relief upon finding 

out the good news. 

 

2.6.2 Benevolent Society Early Years Centre (Browns Plains) 

This Hub has a particular focus on young women under the age of 18, however women up to the 

age of 21 are also accepted if there is capacity and if other risk factors or significant 

vulnerabilities are identified.  

 

Co-located at the Benevolent Society Early Years Centre in Browns Plains, this Hub expands on 

the services provided by the centre to support the varying needs of families and their children. 

The services offered include infant health checks, supported playgroups, infant massage 

classes, immunisation clinics, parenting programs, playgroups, toy library, family support 

services, and a coordinated program approach to working with local early year’s services and 

allied health professionals. 

“For women from CALD backgrounds, it can be hard if they have to see a different 
midwife at each appointment and explain their circumstances over and over. At the hub, 
we have the privilege of really getting to know the woman and partnering with her and 

her family in forming truly woman-centred pregnancy care” MGP Midwife 2020 
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The midwives at the Browns Plains Hub work hard to engage their young parents in 

collaboration with a community liaison officer who also works to provide a community connection 

for referrals. There is a social stigma associated with being pregnant as a teenager and they 

often hide their pregnancies until past 20 weeks gestation. 

Even once they have been referred to the Hub, it takes 

time and planning to get them involved. The midwives see 

their role in providing social care just as important as the 

clinical care they provide. They adopt a culture of one that 

is relaxed, informal and flexible, and an understanding that 

it takes time to build rapport with the young women.  This 

Hub also has a committed multidisciplinary ‘wrap’ meeting 

that brings together community support agencies to discuss particular cases with the midwives 

and provide support as required. Of all the Hubs, the Browns Plain Hub is the most difficult 

location wise for transport. It is for this reason; midwives also offer home visits.  

 

2.6.3 Jajumbora (Waterford West) 

Jajumbora is collocated at the Aboriginal and Torres Strait Islander Community Health Service 

(ATSICHS) in Waterford West. ATSICHS is a non-profit community health organisation which 

focuses on the unique health and wellbeing needs of First Nations people in Logan. This service 

strives to enable and empower First Nations people to improve their health and wellbeing 

through awareness, education and engagement.   

Services or referrals available through Jajumbora include: 

• First Nations midwife coordinator 

• Access to Aboriginal Health Worker 

• Family support programs 

• Murri gunyah - Cultural Healing Centre 

• Indigenous kindergarten  

• Breastfeeding support 

• Healthy hearing screening 

• Parenting advice and support 

• Immunisation information and clinics  

• Assistance with birth registration and Centrelink/Medicare forms 

• Referrals to specialist and allied health services 

• Commencing yarning circles ‘stronger together’ – the intent being to engage, provide 

education and social interactions  

 

“One midwife would be really 
good. It would have made 
things a lot easier. As a 

young Mum I had a lot of 
complications, it was hard to 

remember all the things I 
needed to tell the midwives 

when I saw them”- Birthed at 
Logan 2019 

“When a woman is pregnant, 

then she is not just thinking of 

herself, it’s a time to make good 

changes. If we took the 

opportunity to link culture with 

birth, women could learn who 

their people are, their identity, to 

be strong, ways that they can 

pass on to their babies. This 

could improve maternal and child 

health outcomes as much as 

high quality clinical care.” Auntie 

Faith Green 
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As a cohort, Aboriginal and/or Torres Strait Islander women can have very complex 

backgrounds. This can include a range of health and environmental challenges including chronic 

disease and having a high-risk pregnancy while also caring for multiple children, some of whom 

may also have high health needs. As a result, coordinating the antenatal care can be 

challenging. The midwives work with the expectant mothers to develop antenatal plans and 

coordinate necessary appointments, and birthing plans that fit with the complexity of their lives. 

 

2.6.4 Pasifika at Hosanna Logan City Church (Slacks Creek)  

Pasifika Hub opening was delayed due to infrastructure and refurbishment works. Pasifika 

women and families were therefore initially cared for by MGP midwives based in Logan Hospital.  

Gathering circles have been held between the Pasifika community, the Hosanna Logan City 

Church, the midwives and other key stakeholders to progress the development of the Hub, 

identify community need, and ensure the support services are relevant.  The Pasifika Hub 

opened in May 2020 and now has community maternity Hub based care with wrap around 

services for the Pasifika community.  The Hub is situated at Village Connect and is supported by 

community connectors that function in a similar way to family support and health workers.  

 

2.6.5 Complex Care  

Funding from the Innovation Project allowed for the creation of a 5th MGP service targeting 

women with complex medical or social needs.  This MGP commenced in December 2019 with 

staggered recruitment being an initial challenge however the full complement of midwives (6) 

was achieved by April 2020.  The women accepted into the Complex Care MGP have a range of 

medical/obstetric and psychosocial health needs that require intensive support.  The Complex 

Care team have a Midwifery Navigator working with them as part of the Innovation Project.   The 

Midwifery Navigator coordinates care for women with complex needs working to mitigate 

barriers, facilitating access to care and streamlining referral processes.  The Complex Care 

MGP team is likely to have a community Hub location within the next 6 months to allow for the 

benefits of wrap around services for this priority population.  This is currently being negotiated. 

 

2.6.6 Wrap around services 

The Hubs are all collocated with community organisations that provide targeted support to the 

priority populations based at each hub. By having the Hubs in the community, midwives can link 

women into support services outside of Metro South Health. In addition, the woman and their 

families have access to continuing support after being discharged from MGP and well into the 

first 1000 days of their child’s life.  

For example, the Young Woman’s Hub is collocated at The Benevolent Society (TBS) in Browns 

Plains. Between 1 July 2020 and 30th Sept 2020, the midwives made 19 referrals to TBS for 
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issues including domestic violence, social isolation, mental health, general parenting knowledge 

and skills, etc. TBS themselves provide support through Child and Family Practitioners, as well 

as referring woman to external support services, including The Wesley Mission, Baby Give Back, 

The Centre for Women and Co, DV Connect and Kingston East Neighbourhood Centre. In 

addition, TBS provide assistance helping young parents engage with Centrelink, Department of 

Housing and community-based housing supports, Legal Aid and Births Deaths and Marriages. 

 

Case Study 2 

*The following information has been de-identified.  

Mary is a 19-year-old single female who was 30 weeks pregnant with her first child at time of 

meeting. She was accessing the Maternal and Child Health Hub at Browns Plains EYC for 

antenatal appointments. Mary disclosed to her midwife during a routine appointment that she 

was being threatened by her ex-partner and feared for her safety and that of her unborn child.  

Mary experiences depression and anxiety, and she had previously been diagnosed with post-

traumatic stress disorder. Mary grew up in an abusive and violent household. Both her parents 

had been heavy drug users from the time she was born. Mary and her siblings were exposed to 

significant domestic violence perpetrated by her father against her mother throughout her 

childhood. She reported having flashbacks to this time and a history of self-harm prior to falling 

pregnant with her child. Mary was not happy about being pregnant and at the time of meeting 

she was still adjusting to becoming a mother and having a child.  

Mary had been in a relationship with her ex-partner for 6 months before falling pregnant and had 

only recently ended the relationship due to experiencing physical and emotional abuse 

perpetrated by her ex-partner. Mary reported being pushed to the ground by her ex-partner 

whilst pregnant. She had ended the relationship and was living with a family member however 

her ex-partner was continuing to contact her by text and on social media as well as through 

mutual friends. He was also aware of where she was living. Mary’s ex-partner was threatening to 

have the baby taken away from her and using intimidating threats as a way to maintain contact 

with her.  

Mary presented as very timid, lacking confidence and she appeared to find it difficult to express 

herself. She had not accessed professional mental health supports regularly or consistently prior 

to engaging with our Child and Family services. She had not reported the domestic violence to 

anyone and did not know how to access help. The continued threats and abuse were impacting 

her mental health and she was very fearful of her safety and that of her unborn child.  

Mary was struggling financially to ensure she was able to access the items for her baby. Mary 

had some resources in preparation for the birth of her child however she required items prior to 

her baby being born. She confirmed that although she had nieces and nephews, she knew little 

about caring for a child on her own.  
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Support Provided  

The benefit of being co-located with the Maternal and Child Health Hub is that practitioners are 

able to respond to situations and provide imminent support to vulnerable parents who are 

accessing these services.  

When Mary disclosed the domestic and family violence, she was experiencing to her midwife 

she was introduced to Senior Practitioner of the Child and Family Team that same day. Mary 

was supported immediately to develop a Safety Plan in response to the domestic violence 

perpetrated against her, and also linked in by telephone with a crisis response team of a 

domestic violence specialist support service (The Centre for Women and Co) who were able to 

provide further support to increase her immediate safety and that of her unborn child.  

Mary consented to engage with TBS family support and agreed to both TBS and her midwife 

sharing information to provide holistic support.  

Mary has been supported by two child and family practitioners to develop clear and relevant 

goals and actions to address the worries in relation to her mental health, domestic violence, 

limited resources and her understanding and limited experience caring for children.  

The child and family practitioner provided Mary with information regarding multiple housing 

supports as Mary wanted to move out from where she was living and into accommodation with 

her mother she had reconnected with, as well as one of her sisters. Mary and her family 

members moved into a three-bedroom unit a week prior to Mary giving birth to her son Caleb.  

A washing machine was purchased for Mary as she was unable to afford this herself and due to 

COVID-19 many support services and charity organisations we not open. The child and family 

practitioner accessed baby items Mary needed through Baby Give Back an organisation 

providing free new and donated baby goods to Brisbane’s vulnerable families.  

The child and family practitioner also referred Mary to The Centre for Women and Co, a 

domestic and family violence specialist service, for ongoing support and counselling. A further 

safety plan was developed with Mary to ensure she felt supported and had clear actions to follow 

in response to threats of violence and abuse against her and her child. The safety plan also 

addressed Caleb having supervised contact with his father which was supervised by Mary’s 

family members to decrease the risk of Caleb being exposed to domestic violence. 

The child and family practitioner referred Mary to both the Women’s Free Legal Service and 

Legal Aid to access legal advice in relation to custody and formal arrangements to ensure her 

child remains in her care. Mary is in the process of commencing legal proceedings to formalise 

custody of Caleb. 

To support Mary with her mental health and previous trauma experienced in her childhood, the 

child and family practitioner referred Mary to Wesley Mission Psychological Therapies program 

which offers eligible persons free sessions with a psychologist for two months with the option to 
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engage further if there is an identified need. Child and family practitioners also supported Mary 

to learn and implement self-care strategies at home to improve her mental health and overall 

wellbeing. Through engaging with Mary in weekly sessions child and family practitioners have 

supported Mary to identify her own strengths and values and encouraged an increased sense of 

wellbeing and confidence. 

Mary was also supported to engage with the TBS online Expectant Parents Group on Facebook 

to learn more about her pregnancy and prepare for the birth of her child. This group is open to all 

expectant mothers and has a psychosocial educational component as well as antenatal and 

healthcare support. 

Mary was supported by the child and family practitioner to create a MY GOV account and 

complete relevant forms to access Centrelink payments which will ensure she has access to her 

own finances to care for her child. She was supported to register the birth of Caleb and to make 

sure she has access to Medicare to proceed with Caleb’s immunisations. 

 
Case Study 3 
*The following information has been de-identified. 
 
Emily is 14-year-old woman who concealed her pregnancy till 32 weeks and no antenatal care. 

This woman was referred to MGP care after travelling interstate from Victoria to live with her 

biological father and stepmother in Queensland. The woman had very limited support in 

Queensland, with her biological mother as her main support remaining in Victoria due to COVID-

19. 

Weekly appointments with her midwife were facilitated immediately to develop a trusting and 

strong relationship with Emily. Emily was supported to engage in pregnancy classes and 

education sessions, as well as connecting with the support workers at the Benevolent Society. 

The midwife also connected her with external support services (e.g. Baby Give Back) to provide 

Emily with all the items she needed for baby. 

 

Whilst in Queensland, Emily resided with her biological father and her wishes were for him to 

raise baby and she would move back to Victoria. Immediate concerns were raised due to the 

Emily’s biological father’s extensive criminal history. There was heavy Child Protection 

involvement throughout Emily’s pregnancy and a Temporary Assessment Order (TAO) and likely 

Custody Assessment Order (CAO) were planned. The midwife attended SCAN meetings and 

regularly liaised with the Child Protection Unit (CPU), MGP management and her MGP team. 

Emily’s mother Deb, in Victoria began to arrange approval to travel into Queensland. The 

midwife collaborated with Deb, communicating information and updating plans as she worked 

towards gaining access into Queensland under compassionate grounds due to COVID-19. All 

documentation, testing and updates provided to the midwife by Deb were passed up to 
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management in a timely manner. All care providers and participants in Emily’s care were aware 

of the plans and updated accordingly and all correct policies were followed. 

 

After completing her isolation period and all necessary testing, Deb was in Queensland and 

attended the woman’s 38-week appointment. Following the appointment, Emily pulled her 

midwife aside to discuss how she had been feeling and her change of mind. Emily disclosed her 

concerns relating to her father and his abusive behaviour and requested assistance to support 

her to keep and raise baby back in Victoria with her mother. Emergent accommodation was 

arranged for Emily and her mother. The Child Protection team was immediately consulted. As 

encouraged by CPU, the midwife supported Emily to engage with her Child Safety officer. A 

safety plan was constructed and plans on the next steps following birth were discussed. 

 

That weekend Emily followed to have a beautiful spontaneous vaginal birth with her mother 

present for support. Emily stated that she felt prepared and very well supported at her birth.  

Emily bonded with baby instantly and thrived in the postnatal period. She went on to travel back 

down to Victoria with her baby and mother a few days later. All the correct supports were in 

place anticipating her arrival back to Victoria. 

 

CPU commented on the care provided to this family at a following SCAN meeting, stating that 

they believe ‘this support of the family and their engagement with Child Safety directly impacted 

the outcome and baby being discharged with the woman to return to Victoria.’ Deb commented 

that she cannot thank QLD Health enough and thanks all team members for ‘making this very 

stressful time as easy as possible.’ 

 

2.6.7 Previous Evaluation 

A preliminary evaluation of the MGP program in 2019 found: 

• The overall rates of antenatal attendance at Logan Hospital were improving  

• There was increased access to antenatal care by the target populations 

• While the first contact of mothers accessing MGP was later in the pregnancy, reflective of 

difficult to access population groups, the average number of attendances was higher, 

indicating effective engagement  

• Mothers accessing the MGP Hubs experienced higher screening rates for alcohol use 

and domestic violence  

• MGP mothers reported higher rates of smoking cessation 

• MGP mothers reported high levels of consumer satisfaction  
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The preliminary evaluation was constrained by limited timeframe for which the program was 

operating (12 months) and the small sample size.  While improvements in access to and 

utilisation of antenatal services were apparent, the number of births was too few to test the 

impact on birth outcomes.  
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2.7 Innovation Project  

2.7.1 Background  

The Innovation Fund was an opportunity for nurses and midwives, through their Hospital and 

Health Service (HHS) management and Nursing and Midwifery Consultative Forums 

(NaMCF), to advance nursing and midwifery excellence.  The Innovation Fund was 

established to fund projects that improve, scale up, enhance, develop or implement models 

of care that are innovative, flexible and which address emergent or unmet health care needs 

where nurses and midwives contribute significantly to care outcomes.   

 

A proposal to the Innovation Fund was submitted in June 2019 from Women’s and 

Children’s division and MGP at Logan Hospital Metro South Health, for funds to upscale the 

midwifery group practices at Logan and improve access to this care for priority populations.  

The proposal was successful in gaining non-recurrent funding towards this aim. 

The Innovation Project funding provided the opportunity to build upon the existing MGP 

model to deliver improved antenatal care and upscale continuity of care to more mothers 

giving birth in Logan Hospital. 

 

2.7.2 Objectives  

The project aimed to deliver: 

• Improved engagement with vulnerable populations in Logan 

• Improved access to and increased utilisation of antenatal services 

• Improved health behaviours of expectant mothers  

• Collaborative partnerships to address the social determinants of health for vulnerable 

mothers 

• Better birth outcomes of mothers and babies  

• Improved access to postnatal and early childhood support services 

• Improved consumer and family experience  

• Improved service provider experience  

• An efficient and sustainable service model  

 

2.7.3 Staffing  

The MGP Hub model was previously funded by to provide: 

• 1 X FTE Midwifery Unit Manager (MUM) 

• 1 X FTE Clinical Midwifery Consultant (CMC) 

• 1 X FTE program administration officer 
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• 22 X FTE Clinical midwife positions   

• 2 x FTE Registered midwife positions  

• 0.42 x FTE obstetric positions 

• 0.42 x FTE obstetric registrar 

• 1 x FTE Community Liaison Officer (allocated as part time funding to Browns Plains 

and Access Hubs)  

• 0.74 x FTE Indigenous health worker  

After Innovation Funding the model was upscaled to provide 

• 31 x FTE Clinical midwife positions (seven (7) temporary from Innovation funding) 

• 3 x FTE New Graduate Registered Midwife 

• 1 x FTE ADONM for Innovation (temporary contract up to 12 months) 

• 1 x FTE NRG7 Project Officer for BOC (temporary contract up to 12 months) 

• 1 x FTE NRG7 Project Officer for New Mothers Centre (temporary contract up to 12 

months 

• 1 x FTE NRG7 Midwifery Navigator for Complex Care MGP (temporary contract up to 

12 months) 

 

With funding from the Innovation Project midwives were recruited to fill the following 

innovative roles. These roles aimed to strengthen MGP and continuity of care models and 

scope innovation in the arena of perinatal mental health.  

 

Complex Care MGP team consisting of seven (7) x midwives  

The MGP team integrated and worked alongside Midwife Navigator for Complex Care and 

named obstetrician to ensure seamless care of vulnerable at-risk women. This was an 

innovative model for continuity for women with high risk and aimed to:  

- Achieve target of 30% MGP by 2020 

- Provide an opportunity to improve Logan Hospital maternal and neonatal outcomes 

when compared with standard care and the state.  

- Facilitate growth and sustainability of midwifery and MGP workforce 

- Further provide priority populations with care likely to improve health outcomes and 

social determinants of health 

 

New Graduate midwife role x 3  

Three new RM new graduate roles were established in MGP to support sustain and grow our 

midwifery population to provide continuity of care. One of the positions was a First Nations 
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identified role and placed in our First Peoples Hub, Jajumbora at Waterford West and the 

other two positions were identified CALD midwives who were placed in the Access Gateway 

Hub in Logan Central. These roles aimed to 

- Support sustainability of MGP workforce 

- Integrate with existing new graduate rotation program 

 

ADON (NRG 10) for Innovation, Continuity and Workforce Development  

The service is planning on expanding continuity across services, investing in innovation and 

new vision, and workforce planning and development is anticipated with the growth and 

scope of redevelopment of the services.  There is currently unpresented growth of the MGP 

services and growth and expansion of grade 7 positions in women’s and children’s (>5)  

An ADON for Innovation, Continuity and Workforce Development in the Women’s and 

Children’s division could take responsibility of continuity of care models across the service 

not exclusive to MGP. This role would act as a change agent/lead and provide pivotal 

support for sustaining of the innovation models that will rapidly expanded over the coming 

months. This role could place an evaluation framework around new roles; evaluating roles 

and models and reporting on Innovation Fund outcomes and daily onsite support, mentoring 

and management of the growing level 7 positions.   

 

2.7.4 Structure 

The Program operates across four main Hub sites and Complex Care MGP alternates 

between care provided at Logan Hospital and in the community. Each midwife is allocated to 

a specific Hub, this is critical in relationship building with referrers, other collocated services 

and the continuity of engagement and care with women accessing the service. Midwives 

may provide some coverage across Hubs, but this is the exception. 

• All staff are employed by Logan Hospital 

• Each Hub is currently staffed by 6 midwives 

• Appointments with midwives are made between 0900 and 1700, with flexibility where 

required 

• The primary midwife will support the mother through pregnancy and birth and the 

postnatal period 

• Midwives ideally work in pairs and the second midwife will meet the also meet the 

woman to ensure that there is a known midwife at the birth should the primary 

midwife not be able to attend 

• Births are covered every day of the year, 24 hours per day 

• MGP midwives work a 10 day on call roster in a 2-week period  
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• Obstetric cover is rostered across Hubs on a scheduled basis. This may be provided 

by an obstetrician or registrar 

• The MUM provides overall clinical and administrative management and has a key 

role in relationship management with services hosting the Hubs 

• The MGP administration officer ensures referrals are provided to the correct Hub and 

provides administrative support to the MGP manager and team 
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3. CONSUMER EXPERIENCE  

3.1 Consumer survey  

3.1.1 Background to the survey  

Queensland Health undertakes regular Maternity Outpatient Clinic Experience surveys. The 

most recent of these was undertaken between October and November 2017, using computer 

assisted telephone interviewing. The Queensland data provides aggregate reporting by 

Hospital. For the largest of the facilities (including Logan), a random sample of mothers was 

selected to achieve at least 300 completed interviews (Queensland Health, 2018).  

The MGP community maternity Hubs program conducted online anonymous consumer 

experience surveys of mothers who were under the MGP model of care. This survey was 

conducted during the postnatal period. The assistance of an interpreter was available for 

mothers who did not read/write English. At the time of the evaluation, 394 mothers had 

responded.  The evaluation aimed to compare the results of the Queensland and MGP 

Program survey results to determine whether mothers using the Hubs reported higher levels 

of patient satisfaction than mothers who had accessed antenatal services at Logan.  

There were two questions within the Program survey similar to the Queensland survey. 

These focussed on the level of satisfaction with the care provided and woman’s involvement 

in decision making. The questions from the respective surveys are detailed in Table 3 below. 

All responses were rated on a Likert type scale. 

 

 Queensland Survey MGP Survey 
Overall satisfaction  
 

Q7 Overall, how would you 
rate the care you received in 
the maternity clinic? 
 

Q3 Overall, how would you 
rate the care you received 
during your pregnancy? 
 

Involvement in decision 
making 
 

Q73 Were you involved as 
much as you wanted to be in 
decisions about your care and 
treatment? 
 

Q9 Were you involved as much 
as you wanted to be, in 
decisions about your care and 
treatment during your 
pregnancy, labour and birth? 

Table 3: Queensland and MGP survey questions  

A copy of the Hub survey data is provided in Figure 4: Ratings of overall quality of care in 
MGP Hubs vs SC 

3.1.3 Involvement in decision making 

Women in MGP were more likely to report that they felt involved in decision making 

regarding their care.  Figure 5 shows the comparison between mothers who were in MGP 

versus mothers in standard care at Logan. Overall, MGP women were 17% more likely to 

report that they were always involved in decision making (92% vs 75%).  
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Figure 5: involvement in decision making in MGP hubs vs SC 

3.1.4 Continuity of Care  

A key feature of the Program is the continuity of midwife throughout pregnancy and birth. 

Nearly all women using the Hubs felt it was helpful to have the same midwife through their 

pregnancy journey (Figure 6). Mothers attending the Program would also have had the same 

obstetrician for their antenatal care. The continuity of care for women giving birth in Logan 

Hospital in 2017 is described in Figure 7 below. The experience of women in SC at Logan 

was markedly different than women in the MGP program. Women using the Hubs saw the 

same midwife during their pregnancy, whereas, 60% of women giving birth in Logan Hospital 

in 2017, reported that they never (47%) or rarely (13%) saw the same midwife at the 

maternity clinic (Q39 Queensland survey). While women in MGP would have largely had the 

same doctor for their antenatal attendances, 50% of women attending Logan Hospital 

reported that they never (36%) or rarely (14%) saw the same doctor (Q37 Queensland 

survey). 

 
Figure 6: Women’s perception of the benefit of continuity of care in MGP  
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Figure 7: Continuity of care in SC at Logan Hospital 

 

3.1.5 What mothers said about the service 

The consumer experience survey captured a range of free text responses. Examples are 

provided on the next page. Nearly all responses were highly positive, and reflected a number 

of key themes, including benefit of continuity of care (mentioned 19 times), support 

(mentioned 85 times) and safety (mentioned 10 times), flexible care to meet their specific 

needs, culturally appropriate care and clear and easy communication. The free text was also 

used to express woman’s overall satisfaction with the MGP program, 126 Women express 

their thanks, 14 talking about how grateful they were, and 100 women discussed how 

“amazing” their midwife and/or the MGP service was.  

 

3.1.6 First Nations Consumer Experience  

First Nations women were also asked to voice their opinions regarding the MGP service. All 

but one of the women who provided feedback in relation to the Birthing on Country said that 

a culturally specific program providing continuity of care was something they would value for 

themselves and their community. Most of the feedback from First Nations women was 

positive, however some did note that there was room for improvement with the MGP 

program, particularly through the provision of First Nations midwives and more culturally 

appropriate facilities.  
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“From the moment I was 
admitted to the moment I was 
discharged we were cared in 

such good hands by the loving 
and dedicated staff” 

“I felt in control the entire time” 

“I was scared to have 
another baby and experience the 
same with my second baby but it 

was the total opposite and I 
had the best midwife” 

“I always felt supported, 
comfortable and in control of the 

situations I could control!” 
 

“K was a great midwife; I was 
lucky to have her deliver both my 

children and I would strongly 
recommend her and the MGP 

program.” 

“Having the same midwife 
through the whole pregnancy 
definitely made it a whole lot 

easier” 

“My surgery was more 
complicated than planned but I 
felt taken care of and supported 

through out 
by C.” 

“By having one midwife it 
provided the opportunity to build 
trust and feel safe with sharing 
such a personal experience.” 

 

“Just what I wanted, and she [the 
midwife] was there all the time” 

“I felt so safe and secured 
throughout my whole birth 

experience” 

“Having all that 
support around me made my 
birthing experience one of a 

kind.” 
 

“K listened to me always and I 
had full trust in K through the 

birth because of the relationship 
we had established over the 

course of my pregnancy.” 

“First in Queensland to do 
traditional Maori birth practice.” 

“She made me feel very 
comfortable within my body 

when I was giving birth. I was 
well looked after.” 

“My whole pregnancy I felt safe 
and supported by my midwife 

and her beautiful team” 

“Having MGP is very good for 
the community and family which 

English is their second 
language… They give all the 
energy that they have to the 

family and communities.” 

“I felt so empowered throughout 
my pregnancies- K and M’s 

support and 
faith in me, allowed me to be 

more confident in my abilities as 
a new mother” 

“I had good experience because 
my midwife was around me 

whole my pregnancy and after I 
had my baby” 

“Amazing birth which I don't think 
would've been achieved without 

J being my midwife” 

“She knew what I needed, when 
I needed it and didn’t make me 

feel uncomfortable or 
pressured.” 

“Always put my needs first, very 
caring - communication was 

always amazing” 

“Everything about having an 
MGP midwife was beneficial… It 

was so much easier for 
appointments and check-ups 

having the same person to talk” 

“I was looked after very well, and 
I was informed of all the 

processes beforehand, so I was 
not stressed” 

“I'm a mother of 6 children so far 
had the greatest support from S 

after birth. I would strongly 
recommend your service to 

anyone.” 

“With support and guidance from 
my midwife T I was able to see 

through the challenges in 
continuing to breastfeed my 

baby” 

“I love how the hub has different 
programs and also has programs 
for after birth to meet new mums 

and be more social.” 

“The thing I liked best was my 
midwife communicated to me in 
language I could understand… 
The other midwives in the team 
always knew what was going on 

with me and I did not have to 
keep retelling my story” 

“A was a great help throughout 
everything. I feel having the 

same midwife is a great comfort 
and felt less stressed” 

“This is my 1st birth in Australia 
and being able to have a midwife 
that you can connect with from 

the start to the end of the 
pregnancy is amazing” 

“My pregnancy was less 
stressful, and since I have an 18-
month-old, visits during and after 

the pregnancy were so much 
more convenient” 

“Having the same midwife was 
truly amazing…it helped me to 
address my concerns about the 
birthing process and the first few 

weeks of my baby’s life.” 

“This model of care is amazing. 
It makes such a difference being 
able to get to know the team of 

midwives and see the same 
obstetrician throughout 

pregnancy” 
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3.1.7 Logan Together Consumer Consultation  

Metro South Health, in consultation with Logan Together invited local women to share their 

experiences of birthing in Metro-South, not specifically to MGP. Women were asked to 

identify what was good or bad about their experience and to note what would make the 

experience better. Women were recruited via social media with the use of short video 

introduction and data gathered using questionnaires, small group yarning’s, and one on one 

interviews.  

• 78 women took part, 24 via a survey tool, and 54 via interviews 

• 50% of participants were indigenous 

Key points 

• There was universal support for a Mum’s Hub in Logan (including Jimboomba and 

Beaudesert) where women’s holistic needs could be met, most women identified 

access to a local Hub would have improved their experience. 

• All but one of the women who provided feedback in relation to the Birthing on 

Country said that a culturally specific program providing continuity of care was 

something they would value for themselves and their community. 

Themes  

• Being listened to, consent, lack of choice 

o 75 times women said that being listened to and being given adequate 

information or time to make informed choices about their care was very 

important to them and impacted on the health outcomes for themselves or 

their baby.   

• Continuity of care 

o 63 times women wanted or appreciated continuity of care (such as through 

MGP practice) throughout pregnancy birth.  

• Postnatal support 

o 62 times women wanted postnatal support and information once they were at 

home with their baby. 

• Mental health support 

o 36 times women identified the need for mental health support, even if they 

hadn’t accessed it. 

• Breastfeeding 

o 18 times women identified individualised, non-judgemental support regarding 

feeding newborns as important.  



 

37 
 

• Culturally safe care  

o 31 times women talked about the importance of having a consistent midwife 

for a culturally safe birthing experience. 

• Child safety 

o 9 times women talked about concerns about the interactions between Birthing 

Services and Child Safety, and the need for support in regard to address 

these concerns. 

Recommendations  

• 17 recommendations based on the data – this is a snapshot of 8 

• A Centre that provides a one-stop shop for the needs of expectant and new mothers 

and their families 

• Improved focus on maternal needs during post-natal care  

• A focus on a homely and welcoming environment for care, diverse cultures and 

needs 

• A Logan Birthing on Country service be available for First Nations families 

• That cultural connection and healing be part of the service offered 

• Improved support for informed consent around birth care 

 

3.2 Staff Survey 

An online anonymous survey was also conducted for the staff working in MGP. This survey 

looked at staff satisfaction, workplace culture, areas for improvement and areas where the 

midwives felt MGP was doing well in.  

3.2.1 Staff satisfaction  

Levels of staff satisfaction was high in MGP, with the majority (85%) of staff saying they 

were satisfied or highly satisfied working in MGP (Figure 8).  
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Figure 8: Staff satisfaction  

3.2.2 Workplace culture 

When asked about workplace culture, staff opinions were divided with 53% of staff reporting 

excellent or good workplace culture and 21% reporting average culture and 27% poor or 

very poor culture (Figure 9). This divide was also reflected in the free text portion of the 

survey.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 9: Workplace culture in MGP 
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3.2.3 Staff comments 

The survey allowed for free text responses to the questions “What could we be doing to 

improve Logan MGP and the community Hubs?” and “What's great about Logan MGP and 

the community Hubs?” along with a “message in a bottle” section where staff could comment 

on anything that was on their mind.  

A number of common themes were seen in these responses. New staff felt that they would 

have benefited from a more structured and organised orientation, mentioned eight (8) times. 

Staff also commented on needing more support and education with multiple staff 

commenting on the benefit of the clinical facilitator role. In addition, many staff remarked that 

they would like to see the Hubs expanded to include more “low risk” women and/or women 

who do not currently fit MGP eligibility criteria  

When asked why midwives chose to work in Logan MGP the overwhelming theme was that 

the midwives felt strongly about continuity of care model and enjoyed working across all 

areas of midwifery.  
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4. QUANTITATIVE FINDINGS 

4.1 Data Collection 

4.1.1 Data sources 

Metro South Hospital and Health Service (MSHHS): De-identified patient level Logan 

Hospital data was extracted from the Queensland Perinatal Data Collection (PDC) for the 

period 1 Jan 2016 to 30 Jun 2020. This deidentified data was used to identify changes in 

rates of utilisation and outcome indicators subsequent to the introduction and further growth 

of MGP. 

• Relative to trends in state-wide trends 

• Expected rate for Logan based on historical trends 

• Rates for priority populations 

The data extracted from PDC was then compared to the MGP database.  The patient 

identifier numbers were used to identify women in MGP care and which Hub they received 

their care at.  

Queensland wide state data was collected from published Queensland Health Perinatal 

Reports for 2016-2019. It should be noted that the 2019 data state-wide data is only 

preliminary data and potentially subject to change.   

 

4.1.2 Data limitations  

• The demographic breakdown shows that MGP caters for a much higher population of 

vulnerable women which may influence the results  

• Logan Hospital data has not been subject to the same data quality checks as 

Queensland Hospital data. 

• The Community Maternity Hubs MGP service commenced at the beginning of April 

2018. Implementation timing varied across Hub sites; Pasifika was not scheduled to 

become fully operational in its final location until June 2019 however delays meant that 

this Hub was not operational until May 2020 

• Mothers in the Complex Care MGP may not have benefitted from the full effect of 

continuity of care due to the staggered start of the Complex Care MGP, late 

bookings/presentations to hospital for antenatal care and late referrals/recruitments 

from antenatal clinic. It is also critical to note that data reported for a given time period 

relates to babies conceived up to eight months previously and thus the full effect of 

MGP may not be reflected in the outcomes seen in the new established Complex Care 

MGP.  
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• PDC data (Queensland Health and MSHHS) while providing Aboriginal and/or Torres 

Strait Islander background, age and country of birth, did not capture migrant/refugee 

status or Maori background  

• The PDC is not completed until the birth and is influenced by mother recall of frequency 

and timing of antenatal visits, smoking and alcohol consumption, introducing bias in 

data collection. It is hypothesised that if the midwife collecting the PDC is the same 

midwife who has been providing care for the MGP service, there may be increased 

accuracy of reporting. 

• As the project is due to end in September 2020, only data until June 2020 was used in 

the evaluation. The 2020 data therefore may be influenced by seasonal trends, such as 

new staff rotations or training that occurs at set times in the year.   

• Statistical analysis was not performed to compare MGP with state-wide data as only 

aggregated data for QLD was available and no data for 2020 was available at time of 

the evaluation.   

 

4.1.3 Statistical analysis 

Statistical analysis of the outcomes across the two models of care was carried out using 

Stata version 13. P values were calculated using chi-squared test for proportions and 

univariate logistic regression was used to estimate odds ratios (ORs) and 95% confidence 

intervals (CIs).  

 

4.2 Overall activity  

 MGP  SC % MGP births  
2016 125 3287 3.7% 
2017 187 3160 5.6% 
2018 350 3167 10.0% 
2019 540 3142 14.7% 
2020 352 1433 19.7% 

Table 4: Number of births for MGP vs SC- 1 January 2016 to 30 June 2020 

 
 Access 

Gateway 
Browns 
Plains 

Complex 
Care 

Jajumbora Pasifika 

2018 78 64 - 58 150 
2019 152 115 11 106 156 
2020 72 69 56 75 80 

Table 5: Number of births per Hub- 1 January 2016 to 30 June 2020 

Due to the low numbers in each Hub a small fluctuation in outcomes may have a greater 

impact when compared to the larger and more stable cohort of women in SC at Logan.   
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4.2.1 Demographics  

Outcomes  MGP 
(n=637) 

SC 
(n=2958) 

P value QLD 2019 
(n=59540) 

Maternal age group     

<20 18% 5% 0.000 3% 

20-24 22% 22% 0.873 14% 

24-29 28% 32% 0.029 28%  

30-34 20% 25% 0.000 33% 

35-39 10% 13% 0.016 18% 

≥40 3% 3% 0.677 4% 

     

Maternal BMI     

Underweight 
(≤18.5) 5% 4% 

0.234 7%* 

Optimum (18.6-
24.9) 36% 35% 

0.620 46%* 

Overweight (25-
30) 24% 25% 

0.415 24%* 

Obese (≥30) 35% 35% 0.790 22% 

     

Parity     

Primiparous 62% 66% 0.056  41%  

Multiparous 38% 34%   59% 

     

Indigenous status      

Mother or baby 
identify as 
Indigenous  

23% 4.8% 0.000 8% 

  
  

Place of birth     

Australia 43% 57% 0.000 71% 

New Zealand and 
the Pacific 28% 18% 

0.000  7% 

Europe 1% 3% 0.007  5% 

Asia 20% 17% 0.006  12%  

Africa 7% 5% 0.006  4%  

Americas 0% 1% 0.324  2%  

*BMI breakdown for QLD reported as <18, 18-24 and 25-29  
Table 6: demographics of Logan MGP, SC and QLD  

A statistical analysis of the demographic breakdown showed that in 2019 and 2020 MGP 

cared for significantly more women from vulnerable populations, including more women 

under the age of 20, indigenous women, women born outside of Australia (Asia, Africa and 

New Zealand and the Pacific). In addition, the MGP program looked after more primiparous 

women, with the statistical analysis showing that the numbers were approaching 

significance. When compared to state-wide data MGP has higher proportions of vulnerable 

woman, however statistical analysis was not run due data aggregation. It should be noted 

that while the PDC data collects country of birth, this is not necessarily indicative of the 
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cultural identity of the women.  Logan as a whole also cared for a higher population of 

women who are obese, born outside Australia and first-time mothers compared to state-wide 

data.  

 

4.3 Primary Outcomes  

MGP versus SC (1 July 2019 to 30 June 2020) and preliminary QLD 2019 data  

 MGP SC  OR (95% CI) P value QLD  

Antenatal Engagement      

Antenatal visits >5  97.7% 93.6% 0.35 (0.21-0.60) <0.001 95.7% 

Gestation at first visit <14 
weeks 

68.5 74.5% 1.35 (1.12-1.63) 0.002 79.3% 

Vaccinations       

Influenza  65.6% 59.4% 0.77 (0.64-0.92) 0.004 51.5% 

Pertussis  74.7% 74.8% 1.00 (0.82-1.22) 0.977 74.2% 

       

Antenatal Screening:        

Illicit drug use 96.9% 91.7% 0.36 (0.23-0.57) <0.001 85.8% 

Domestic violence 92.5% 85.5% 0.48 (0.35-0.66) <0.001 79.2% 

EPDS 92.6% 86.6% 0.52 (0.38-0.71) <0.001 77.0% 

EPDS 10 or Above 19.3% 13.5% 0.65 (0.52-0.81) <0.001 12.3% 

       

Smoking         

Smoking before 20 weeks 22.6% 18.9% 0.80 (0.65-0.98) 0.034 11.6% 

Reduction 27.1% 23.6% 0.72 (0.50-1.03) 0.381 21.6% 

Cessation 16.0% 15.4% 0.80 (0.50-1.28) 0.856 18.6% 

Cessation and reduction 43.1% 38.9% 0.74 (0.55-0.99) 0.367 40.2% 

Cessation and reduction 
(2020) 

50.6% 39.0% 0.56 (0.38-0.81) 0.060 - 

      

Neonatal outcomes (Live 
Births) 

 
 

   

Term LBW (<2500g)  2.3% 2.02% 1.22 (0.85-1.74) 0.668 1.8% 

Gestation <37 weeks  7.9% 8.9% 1.27 (0.93-1.74) 0.392 9.4% 

5min APGAR <7 0.9% 1.4% 1.97 (0.94-4.10) 0.411 2.2% 

SCN admission 12.8% 14.8% 1.18 (0.92-1.53) 0.174 3.4% 

Table 7: Primary maternal and neonatal outcomes 
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4.3.1 Antenatal Engagement 

The percentage of mothers who attended five or more antenatal visits was significantly 

greater in MGP compared to SC (97.6% vs 93.6% P=<0.001). However, women in MGP 

were significantly less likely to seek antenatal care before 14 weeks when compared to SC 

(68.4% vs 74.5% P=0.002). 

 

 

Figure 10:  Percentage of women attending 5 or more antenatal appointments 

4.3.2 Vaccinations 

Statistical analysis showed that women in MGP were significantly more likely to receive an 

influenza vaccination compared to women in SC (65.6% vs 59.4%, P=0.004). However, no 

difference was seen between the two groups for Pertussis vaccination (74.7% vs 74.8%, 

P=0.977). When compared to state-wide data, both MGP and SC at Logan were performing 

better than QLD for influenza vaccination and on par with the state for Pertussis.  

 

Figure 11: Percentage of women vaccinated for influenza and pertussis  
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4.3.3 Antenatal Screening 

Significantly more women in MGP compared to SC were screened antenatally for illicit drug 

use (96.9% vs 91.7% P<0.001), domestic violence (92.5% vs 85.5% P<0.001), and 

depression (92.6% vs 86.6% P<0.001) using the Edinburgh Postnatal Depression Score 

(EPDS). In addition, a higher percentage of women in MGP scored a 10 or higher on the 

EPDS compared to SC (19.3% vs 13.5% P<0.001).  

 

Figure 12: Percentage of women screened antenatally for drug use, domestic violence and mental health  

4.3.4 Smoking Status 

Women in MGP were significantly more likely to smoke during pregnancy than women in SC 

(22.6% vs 18.9% P=0.034). The statistical analysis showed that while the percentage of 

women who reduced or quit smoking was higher in MGP (43.1% vs 38.9%), the difference 

was not statistically significant (P=0.367).  

 

Figure 13: Smoking reduction and cessation rates 1 Jul 2019- 30 Jun 2020  
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4.3.5 Neonatal Outcomes 

Statistical analysis showed MGP and Standard Care had a similar percentage of LBW 

babies (2.3% vs 2.0% P=0.668), pre-term babies (7.9% vs 8.9% P=0.392), low (<7 at 5min) 

APGARs (0.9% vs 1.4% P=0.411) and SCN admissions (12.8% vs 14.8% P=0.174). 

 

 

Figure 14: Neonatal outcomes 1 Jul 2019- 30 Jun 2020 

Women in the Complex Care MGP are at increased risk of adverse neonatal outcomes due 

to the pre-existing medical and social issues that they experience. When each MGP Hub is 

examined individually, the Complex Care MGP consistently has less favourable neonatal 

outcomes than the other four Hubs. It is reasonable to assume that outcomes would not be 

as good in this cohort however as previously mentioned this MGP group is new and the full 

value of continuity may not yet be realised. 

 

Most women with extremely complex needs are referred to MGP, which creates a difference 

in the cohorts between MGP and standard care.  When the neonatal outcomes are 

examined without the Complex Care MGP an improvement in neonatal outcomes is seen 

(Table 8). In particular, removal of the Complex Care MGP results in a statistically significant 

difference between MGP and SC for pre-term birth (6.2% vs 8.9% P=0.030) and SCN 

admissions (11.3% vs 14.9% P=0.025).  

 

Neonatal outcomes MGP  SC OR (95% CI) P value 

 (W/O Complex Care)     

Term LBW  2.3% 2.0% 1.18 (0.64-2.17) 0.184 

Pre-term birth  6.2% 8.9% 0.67 (0.46-0.96) 0.030 

5min APGAR <7 0.9% 1.4% 0.65 (0.25-1.65) 0.357 

SCN admission 11.3% 14.9% 0.73(0.55-0.96) 0.025 
Table 8:Neonatal outcomes without Complex Care MGP 1 Jul 2019- 30 Jun 2020 
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Multivariate logistic regression analysis was performed to investigate which variables are 

associated with adverse neonatal outcomes. No analysis was performed for APGAR <7 due 

to the small sample size. The analysis found that after controlling for age and BMI; 

Indigenous status, smoking after 20 weeks, primiparity, poor antenatal engagement and 

instrumental/caesarean birth were all associated with adverse neonatal outcomes and that 

model of care was not associated with increased risk of adverse outcomes.  

 

Multivariate analysis:  

 OR (95% CI) P value 

Term LBW   

Smoking after 20 weeks 2.17 (1.22-3.91) 0.009 

Indigenous  2.43 (1.18-5.01) 0.016 

Primiparity 2.51 (1.52-4.13) <0.001 

Model of care-SC 1.05 (0.54-2.02) 0.890 

   

Pre-term Birth   

>5 antenatal visits  0.39 (0.26-0.60) <0.001 

Smoking after 20 weeks 1.77 (1.32-2.38) <0.001 

Primiparity 1.41 (1.10-1.81) 0.008 

Model of care-SC 1.01 (0.72-1.42) 0.933 

   

SCN admission   

>5 antenatal visits  0.43 (0.29-0.62) <0.001 

Smoking after 20 weeks 1.48 (1.15-1.91) 0.003 

Primiparity 1.38 (1.11-1.72) 0.004 

Vaginal birth 0.37 (0.18-0.99) <0.001 

Model of care- SC 1.14 (0.87-1.50) 0.348 
Table 9: Multivariate regression analysis of neonatal outcomes  

 

4.3.6 Referral process 

Logan Hospital is the birthing hospital for the Logan Local Government Area (LGA). There is 

no private hospital in Logan. In 2018, 94% of women giving birth at Logan Hospital lived in 

the Logan LGA. Every woman who anticipates that she will give birth at Logan Hospital and 

will access public antenatal care, must be referred by their GP to Logan Hospital. 

Once the GP referral is received at Logan it is obstetrically triaged. Women who are 

identified as eligible for MGP are referred to the service, while all other women are referred 

to standard antenatal clinic care.  Women who identify as First Nations, CALD women and 

young women are more easily identified from the GP referral than women from a Pacific 

Islander or Maori background or women with complex needs.  

 

If the woman is not identified as eligible for the MGP from the GP referral she can be 

referred to MGP from antenatal clinic, however this is not ideal as it results in a delay in 

women receiving MGP care and impacts continuity. Mothers who self-referred or 
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approached the midwifery Hubs directly were able to be accepted into MGP care without a 

GP referral, however a GP referral was still required within 3 months. 

Once the referral reaches MGP it is further triaged, and the women are sorted into the Hubs. 

Each Hub then has a weekly case conference where the women are accepted into the MGP 

service and assigned a midwife. It is then up to the midwife to contact the women and 

arrange a time for a booking in appointment.  

For the purpose of this evaluation, 40 women (8 from each Hub) who birthed in 2020 were 

chosen at random and the timing between referral steps and first appointment investigated. 

The biggest delay in the referral process was when women were referred first to antenatal 

clinic (ANC) for their booking in and then referred on to MGP, rather than straight to MGP 

from the GP referral. Women who were referred to MGP from clinic took an average of 51 

days longer to have their first appointment with MGP, compared to women who were 

referred to MGP straight from GP triage (78 days vs 27 days). Only 13 of the 40 women had 

their booking in appointment with MGP rather than at ANC. 

 

It took an average of 10 days between the referral being sent to MGP and the referral being 

accepted, and the women assigned to a midwife. In addition, the investigation showed 

delays in midwives contacting woman after they had been accepted into the MGP service. 

On average there was 13 days between midwives being assigned a woman and first attempt 

at contact. Only 7 women were contacted with 2 days and 13 were not contacted till 10+ 

days after being assigned a midwife. The average gestation at the time of referral to MGP 

was 18 weeks and 4 days, and the average gestation at first visit to MGP was 23 weeks and 

6 days   

 

Information regarding contact from the MGP midwife was found by reviewing the 

documentation of the women’s appointments and finding the note from the midwife regarding 

when they first attempted to contact the women, regardless of whether or not they were 

successful. Further, 20% of the women had no documentation regarding first contact (8/40) 

and often those that did were written at a later date, rather than on the day of contact (e.g. 

contacted on *date*, accepted MGP care, woman seen at Hub today).  
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Average number of days between:  
 

GP referral & 1st MGP appt (referred from clinic) 78 

GP referral & 1st MGP appt (straight to MGP) 27 

MGP referral sent and referral accepted 10 

Woman assigned to a midwife & 1st attempt at contact 13 

Woman assigned to a midwife 1st appointment  26 

1st contacted & 1st appointment 14 

Referral to MGP when seen first in ANC  15 

Number of woman (total 40):  

Referred to MGP from GP triage  13 

Referred to MGP from ANC booking in  18 

Referred to MGP at a later date 9 

Average gestation at:   

Referral to Logan Hospital from GP 15+0 

Referral to MGP from Logan Hospital ANC 18+4 

1st appointment with MGP 23+6 

  Table 10: Referral timeframes  

 

 

Figure 15: average number of days between referral process steps 
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Figure 16: Referral process with average number of days between each step  
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4.4 Secondary Outcomes 

MGP versus SC (1 July 2019 to 30 June 2020) and preliminary QLD 2019 data  
 

Outcomes  MGP  SC OR (95% CI)  P value QLD  

Method of Birth       

Vaginal non-
instrumental 

63.0% 58.9% 0.85 (0.71-1.01) 0.062 53.5% 

Instrumental  9.1% 10.9% 1.22 (0.91-1.64) 0.185 10.2% 

Caesarean 27.9% 30.2% 1.11 (0.92-1.35) 0.268 36.3% 

Caesarean 
(emergency) 

14.6% 13.0% 0.87 (0.68-1.11) 0.265 - 

Caesarean (elective) 13.3% 17.21% 1.35 (1.05-1.73) 0.017 22.9% 

      

Onset of Labour      

Spontaneous 54.9% 44.3% 0.65 (0.55-0.78) <0.001 53.0% 

Induced  31.7% 38.5% 1.35 (1.12-1.62) 0.001 30.4% 

      

Monitoring      

CTG in labour  67.3% 68.6% 1.06 (0.88-1.27) 0.539 - 

FSE in labour 37.8% 38.5% 1.03 (0.86-1.23) 0.740 - 

      

Perineal status      

Episiotomy 10.7% 12.3% 1.17 (0.89-1.54) 0.260 15.4% 

3rd/4th degree tear  2.4% 1.6% 0.67 (0.37-1.20) 0.178 2.8% 

      

Analgesia/Anaesthesia       

Epidural  26.5% 29.8% 1.18 (0.97-1.42) 0.101 40.9% 

Nitrous oxide 38.8% 41.0% 1.10(0.92-1.30) 0.305 60.0%  

Systemic Opioid 8.6% 8.7% 1.01 (0.741-1.37) 0.965 15.1%  

Non-pharmacological  54.0% 39.4% 0.55 (0.47-0.66) <0.001 43.2% 

      

Infant feeding      

Exclusive breastfeeding 74.0% 69.3%  0.79 (0.65-0.96) 0.019 69.6% 

Breastfeeding initiation 91.3% 91.1% 0.97 (0.72-1.32) 0.849 95.0% 

Exclusive formula feeding 8.3% 8.0% 0.96 (0.703-1.31) 0.799 6.4% 

Mixed feeding  17.3% 21.8% 1.33 (1.06-1.66) 0.012 25.4% 

NBM/Unknown 0.3% 0.9% 2.73 (0.65-11.5) - - 

Table 11: secondary outcomes for MGP, SC and QLD  
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4.4.1 Method of birth  

No statistically significant difference was seen between vaginal, instrumental and emergency 

caesarean birth for MGP versus SC. However, women in MGP were significantly less likely 

to have an elective caesarean (13.3% vs 17.2 P=0.017). 

 

Figure 17: Method of birth for MGP, standard care and QLD 

The confounding medical and social issues faced by the women in the Complex Care MGP 

yielded increased occurrence of caesarean section. When each MGP Hub is examined 

individually, the Complex Care MGP has the highest amount of caesarean sections 

compared to the other four Hubs (Figure 18).  

 

Figure 18: Caesarean birth percentage per Hub 2018-2020 
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Outcomes W/O complex MGP  SC OR (95% CI)  P value 

Method of Birth      

Vaginal non-instrumental 65.1% 59.0% 1.30 (1.08-1.56) 0.006 

Instrumental  9.0% 10.9% 0.80 (0.59-1.10) 0.168 

Caesarean 26.0% 30.2% 0.81 (0.66-1.00) 0.045 

Caesarean (elective) 11.7% 17.2% 0.63 (0.48-0.83) 0.001 

Caesarean (emergency) 14.4% 12.9% 1.13 (0.87-1.46) 0.035 

Table 12: Method of birth without Complex Care MGP 

When method of birth is examined without Complex Care, women in MGP are significant 

more likely to have vaginal births (65.1% vs 59% P=0.006) and less likely to have elective 

caesareans (11.7% vs 17.2% P=0.001). However, the data analysis also showed that 

women in MPG were more likely to have emergency caesareans (14.4% vs 12.9% 

P=0.035).  

 

4.4.2 Onset of labour  

Women in MGP were significantly more likely to have a spontaneous onset of labour (55.9% 

vs 44.3% P<0.001) compared to women in SC. The percentage spontaneous labours were 

also higher in MGP compared to QLD state-wide data.  

When compared to SC, women in MPG were less likely to have an induction (31.7% vs 

38.5% P<0.001) or have no labour (caesarean) (13.3% vs 17.2% P=0.017).  

 

Figure 19: Onset of labour for MGP, SC, QLD 
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4.4.3 Foetal monitoring during labour 

No difference was found between MGP and SC for use of CTG or FSE labour. State-wide 

data for electronic foetal monitoring was not available.  

 

Figure 20: Foetal monitoring in labour MGP vs SC 

4.4.4 Perineal trauma 

No statistically significant difference was found between the two models of care for rates of 

episiotomy’s (P=0.260) and 3rd or 4th degree perineal tears (P=0.178).   

 

Figure 21: Perineal trauma MGP, SC and QLD  
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4.4.5 Pain relief in labour 

Women in MGP were more likely to use non-pharmacological pain relief options than women 

in standard care (54.0% vs 39.4%, P<0.001). No statistically significant difference was seen 

for epidural, nitrous oxide inhalation or systemic opioid use between MGP and SC.  

 

Figure 22: pain relief in labour, MGP, SC, QLD  

When examined without the Complex Care MGP, women in MGP were significantly less 

likely to use epidural anaesthesia (25.3% vs 29.8%, P=0.036) 

Outcomes W/O complex MGP  SC  OR (95% CI)  P value 

Analgesia/Anaesthesia      

Epidural  25.3% 29.8% 0.80 (0.65-0.98) 0.036 

Nitrous oxide 39.5% 41.0% 0.94 (0.78- 1.13) 0.655 

Systemic Opioid 8.9% 8.7% 1.03 (0.75-1.41) 0.776 

Non-pharmacological  55.3% 39.4% 1.90 (1.59-2.28) <0.001 

Table 13: Pain relief in labour without Complex Care MGP 

4.4.6 Infant feeding 

Upon discharge from hospital, women in MGP were more likely to exclusively breastfeed 

their babies compared to women in standard care (74% vs 69% P=0.019). They were also 

less likely to mix feed (breast and formula) (17.3% vs 21.7% P=0.012). However, no 

difference was seen for exclusive formula feeding between the two models of care. 
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Figure 23: Infant feeding method at discharge for MGP, SC and QLD  

Infant feeding on discharge from MGP 

Table 14: Infant feeding methods on discharge from MGP service  

 

 

 

 

 

 

 

 

 

Figure 24: Infant feeding on discharge from MGP 

On discharge from MGP, usually at approximately 6 weeks postpartum, 56% of babies were 

exclusively breastfeed. Women from the Access Gateway Hub were most likely to 

exclusively breastfeed, while women in Complex Care had the highest rates of exclusive 

formula feeding. No data for breastfeeding rates at six (6) weeks for SC was available. 
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Outcomes  Access  Browns 
Plains 

Complex  Jajumbora  Pasifika  Total  

Infant feeding       

Exclusive breastfeeding 67% 48% 43% 51% 59% 56% 

Exclusive formula feeding 23% 26% 36% 16% 27% 24% 

Mixed feeding  10% 26% 21% 33% 15% 20% 
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4.4.7 Summary  

The overall results show that women in MGP were statistically significantly more likely to: 

• attend 5 or more antenatal appointments 

• undergo antenatal psychosocial screening 

• receive an influenza vaccine  

• have a spontaneous onset of labour 

• have a vaginal non-instrumental birth (excluding Complex Care MGP) 

• use non-pharmacological pain relief  

• exclusively breastfeed  

• have an EPDS >10 

and significantly less likely to  

• require a caesarean section (excluding Complex Care MGP) 

• have a baby before 37 weeks gestation (excluding Complex Care MGP) 

• require SCN admission (excluding Complex Care MGP) 

• use epidural anaesthesia (excluding Complex Care MGP) 

• have an induction of labour (excluding Complex Care MGP) 
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4.5 Data trends over time 

 MGP SC 

 2019 2020 P value 2019 2020 P value 

Antenatal visits >5 98% 97% 0.150 93% 93% 0.753 

Gestation at first visit <14 65.7% 71.6% 0.067 74% 75% 0.497 

Vaccinations       

Influenza 61% 58% 0.362 52% 54% 0.317 

Pertussis 73% 73% 0.915 68% 77% <0.001 

       

Antenatal Screening       

Illicit drug use 98% 96% 0.090 94% 91% 0.002 

Domestic violence 93% 93% 0.771 87% 86% 0.398 

EPDS 93% 93% 0.760 89% 86% 0.005 

EPDS 10 or Above 19% 20% 0.612 16% 11% <0.001 

       

Smoking       

Smoking before 20 weeks 19% 24% 0.069 20% 19% 0.218 

Reduction 25 31% 0.415 24% 20% 0.164 

Cessation 16% 20% 0.423 14% 19% 0.085 

Reduction and cessation 41% 51% 0.178 39% 39% 0.933 

       

Neonatal outcomes (Live Births)       

Term LBW 1.5% 3.4% 0.058 2.0% 1.7% 0.639 

Pre-term birth (<37 weeks)  6.5% 9.1% 0.152 10.5% 8.9% 0.126 

5min APGAR <7 1.3% 0.6% 0.495 2.8% 2.3% 0.755 

SCN admission 11.7% 12.8% 0.627 13.8% 15.2% 0.204 

 
Table 15: Comparison of outcomes for MGP and SC, 2019 vs 2020  

 

4.5.1 Antenatal attendance 

 

Figure 25: Percentage of women attending 5 or more antenatal visits 
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The five-year data shows that MGP has consistently surpassed the QLD state-wide 

benchmark and SC for percentage of women attending five or more antenatal appointments. 

In 2019 over 98% of the women in MGP attended 5 or more appointments, however a small 

reduction was seen in 2020 (98.3% vs 96.9%) This difference was not statistically significant 

(P=0.150). As QLD data is not available it is difficult to draw conclusions as to whether this 

drop is related to COVID-19 and fragmented appointments or due to changes in the MGP 

service. 

 

 

Figure 26: Gestation at first visit <14 weeks  

The data from 2016-2020 show that both SC and MGP have been consistently under the 

QLD benchmark for the number of women attending their first appointment before 14 weeks.  

 

4.5.2 Vaccination rates 

The five-year data shows an upwards trend for vaccination rates for all of Logan (SC and 

MGP) and QLD.  As only data from Jan-Jun 2020 was available at the time of the evaluation, 

due to the seasonal influence on vaccination rates, only women who birth the first six months 

of each year are shown in the graphs below.  

 While MGP has seen a consistent rise in antenatal vaccination, in 2020 SC saw a 14% rise 

in pertussis vaccination, while MGP only saw a 4%. While still an improvement, more is 

needed to reach the women in the MGP cohort.  

Women in SC are able to access vaccinations at the ANC, through a vaccination clinic which 

ran each Thursday morning. Women in MGP are unable to receive vaccinations at the Hubs 

(with the exception of Jajumbora) and therefore must either come into hospital or see their 

GP which can be difficult for some of the women in the MGP cohort.  
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Figure 27: Percentage of women vaccinated for influenza (Jan-Jun, 2016-2020) 

 

Figure 28: Percentage of women vaccinated for pertussis (Jan-Jun, 2016-2020) 

4.5.3 Psychosocial Screening 

Over the last five years, women in MGP were consistently more likely to undergo antenatal 

psychosocial screening when compared to both standard care at Logan and QLD state-wide 

data.  It should be noted that both MGP and SC saw a decline in screening in 2020, with the 

difference between 2019 and 2020 statistically significant for SC. This may be attributed to 

COVID-19 and changes in antenatal appointments.  

In addition, women in MGP were more likely to score 10 or more on the EPDS than women 

in SC and QLD.  
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Figure 29: 5-year trend of women screened for illicit drug use  

 

Figure 30: 5-year trend of women screened for domestic violence   

 
Figure 31: 5-year trend of women screened using EPDS  
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Figure 32: 5-year trend of women screened using EPDS 

 

4.5.6 Smoking reduction and cessation 

Since the introduction of the Hub model in 2018 women in MGP have continuously reduced 

or quit smoking at a higher rate than SC (Figure 33). In particular a large difference between 

MGP and SC was seen in 2020 (50.6% vs 39.0%). Statistical analysis shows this 

approached significance (P=0.06), and further data analysis is recommended in the future 

with a larger sample size.  

 

 

Figure 33: Smoking reduction and cessation trends Jan 2016 – Jun 2020 

While all Hubs saw an improvement in smoking cessation and reduction statistics in 2020*, 

the women in the Jajumbora (First Nations peoples) Hub had the largest change between 

2019 and 2020 (33% 2019 vs 54% 2020).  This coincides with the implementation of an 

identified, First Nations smoking cessation midwife mid-2019.  

*Note, no women in the Access Gateway Hub were smokers 2018 and 2020.  
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Figure 34: Individual Hubs smoking reduction and cessation rates  

 

4.5.7 Neonatal outcomes 

The five-year trends show that in 2018 and 2019 MGP has had fewer adverse neonatal 

outcomes compared to SC. In 2020 there was an increase in term LBW infants, pre-term 

birth and SCN admissions for MGP. Statistical analysis showed that this rise between 2019 

and 2020 was not statistically significant and therefore may be random (Table 15).  

 

When 2019 and 2020 are examined as separate year groups, statistical analysis shows that 

in 2019, MGP had significantly less pre-term birth than SC, and was on par with SC for the 

other neonatal outcomes. In 2020, this significance for pre-term birth was lost and the 

amount of term LBW babies dramatically increased (Table 16).  

 

Live births 2019 2020 

Neonatal outcomes  MGP SC P value MGP SC P value 

Term LBW 1.5% 2.0% 0.456 3.4% 1.8% 0.52 

Pre-term birth (<37 weeks)  6.5% 9.5% 0.026 9.1% 8.1% 0.533 

5min APGAR <7 1.3% 1.6% 0.529 0.6% 1.6% 0.156 

SCN admission 11.7% 13.9% 0.173 12.8% 14.8% 0.234 

Table 16: Neonatal outcomes MGP vs SC for 2019 and 2020  
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Figure 35: Trends in LBW for MGP, SC and QLD  

Statistical analysis showed that the number of LBW births fluctuated for MGP. This is likely 

due to the small cohort size, where a small increase has a drastic change on the trend. 

Between 2019 and 2020 there was a large increase in term LBW births for MGP, however 

this increase was not statistically significant.  

 

 

Figure 36: Trends in pre-term birth for MGP, SC and QLD  
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Figure 37: 5-year trends for pre-term birth (without complex care MGP)  

Data shows that when examined without the complex care Hub, the pre-term birth rate for 

MGP has been consistently decreasing since 2016. The data shows that 44% of the pre-

term births in MGP for 2020 can be attributed to the Complex Care Hub.  

 
Figure 38: Trends in APGAR <7 at 5min for MGP, SC and QLD  

Between 2019 and 2020 there was a decrease in APGAR <7 at 5mins for both SC and 

MGP.  
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Figure 39: Trends in SCN admissions for MGP, SC and QLD  

 

 
Figure 40: SCN admission without complex care  

Since 2016, both MGP and SC have consistently had less admissions to SCN than the state 

benchmark. In 2020 MGP saw a 1% rise in admissions to SCN, however when examined 

without complex care there has been a continuous downward trend in admissions for MGP 

since 2018.  
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4.5.8 Secondary outcomes  

The graphs of the trend data for the secondary outcomes can be found in appendix B.  

Outcomes MGP SC 

Method of Birth 2019 2020 P value 2019 2020 P value 

Vaginal non-instrumental 65.7% 59.7% 0.065 60% 57% 0.158 

Instrumental 7.0% 10.5% 0.068 10% 11% 0.141 

Caesarean 27.2% 29.8% 0.398 31% 32% 0.586 

Caesarean (emergency) 15.9% 16.2% 0.915 14% 13% 0.642 

Caesarean (elective) 11.3% 13.6% 0.297 17% 18% 0.276 

       

Onset of Labour       

Spontaneous 54% 53% 0.639 46% 44% 0.293 

Induced 34% 34% 0.820 37% 38% 0.817 

       

Monitoring       

CTG in labour 64% 70% 0.052 68% 68% 0.997 

FSE in labour 37% 38% 0.756 37% 39% 0.171 

       

Perineal status       

Episiotomy 8% 13% 0.042 11% 13% 0.031 

3rd/4th degree tear 4% 3% 0.561 2% 3% 0.889 

       

Analgesia/Anaesthesia       

Epidural 23% 29% 0.041 28% 31% 0.017 

Nitrous oxide 33% 43% 0.002 40% 39% 0.392 

Systemic Opioid 9% 8% 0.584 10% 7% 0.004 

Non-pharmacological 56% 51% 0.144 40% 38% 0.150 

       

Infant feeding       

Exclusive breastfeeding 77% 72% 0.056 71% 67% 0.015 

Breastfeeding initiation 94% 90% 0.029 91% 91% 0.928 

Exclusive formula feeding 6% 9% 0.044 9% 8% 0.774 

Mixed feeding  17% 19% 0.50 20% 23% 0.007 

Table 17: Secondary outcomes 2019 vs 2020 for MGP and SC 

The data trends show that in 2020 there was an increase in birth interventions (episiotomies 

and epidural) for both SC and MGP, as well as a decrease in exclusive breastfeeding and a 

corresponding increase in formula and mixed feeding.   
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4.6 First Nations 

Current MGP data indicates that in Jan-June 2020, 57% of indigenous woman were in MGP 

and had access to continuity of care and integrated health and support services through the 

Hub. 

 

Figure 41: Percentage of Indigenous woman in SC versus MGP.  

  
First Nations comparison of MGP and Standard Care at Logan (Jul 2019-Jun 2020) 
 

Outcomes  MGP  SC   P value 

Antenatal Engagement    

Antenatal visits >5  97% 80% 0.000 

First visit <14 weeks 73% 60% 0.022 

Vaccinations    

Influenza  54% 53% 0.883 

Pertussis  67% 65% 0.768 

    

Antenatal Screening:     

Illicit drug use 98% 84% 0.000 

Domestic violence 93% 79% 0.001 

EPDS 96% 76% 0.000 

EPDS 10 or Above 21% 14% 0.132 

    

Smoking      

Smoking before 20 weeks 41% 42% 0.914 

Smoking after 20 weeks 37% 38% 0.842 

Reduction 28% 25% 0.762 

Cessation 10% 8% 0.796 

Cessation and reduction 38% 34% 0.664 

Cessation and reduction 
(2020) 50% 36% 

0.260 
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Low birthweight <2500g 6% 3% 
0.225 

Gestation <37 weeks  8% 9% 
0.843 

SCN admission 13% 15% 
0.440 

APGAR <7 at 5min 1% 1% 
0.609 

Healthy Birthweight 84% 83% 
0.663 

 
Table 18: First Nations primary outcomes. MGP vs SC  

MGP is performing better than SC for antenatal engagement. More Indigenous women in 

MGP attending 5+ antenatal visits, attending their first visit before 14 weeks and more 

women are undergoing psychosocial screening. MGP also saw a higher number of 

Indigenous women ceasing or reducing smoking, however this was not statistically 

significant, likely due to the small sample size.  

No statistically significant difference was seen when comparing MGP and SC for any of the 

neonatal outcomes. 

4.6.1 Closing the Gap 

Target: Halve the gap in mortality rates for Indigenous children under five 

(Commonwealth of Australia, 2020) 

Key indicators for reducing childhood mortality as per the closing the gap report include:  

▪ Antenatal visits 

▪ Smoking during pregnancy 

▪ Pre-term birth 

▪ Low birthweight 

▪ Healthy birthweight (Commonwealth of Australia, 2020) 

 
MGP (July 2019-June 2020) 

 First 
Nations 

Non-First 
Nations 

Gap P value 

Total Antenatal Visits ≥5 97.3% 97.8% 0.5% 0.638 

Gestation at first visit <14 weeks 73% 67.1% 5.9% 0.176 

Smoking before 20 weeks 41.2% 17.0% 24.2% <0.001 

Smoking after 20 weeks 37.2% 13.5% 23.7% <0.001 

LBW (<2500g) 8.8% 4.9% 3.9% 0.080 

Pre-term birth (<37 weeks) 8.1% 7.8% 0.3% 0.904 

Healthy weight (2500g-4000g) 86.5% 82.8% 3.7% 0.282 
Table 19: MGP Indigenous vs non-Indigenous outcome comparison  
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QLD (2019) 

 First 
Nations 

Non-First 
Nations  

Gap 

Total Antenatal Visits ≥5 90.2% 96.1% 5.9% 

Smoking before 20 weeks 42.5% 9.1% 33.4% 

Smoking after 20 weeks 37.6% 7.2% 30.4% 

LBW (<2500g) 11.7% 7.2% 4.5% 

Pre-term birth (<37 weeks) 12.9% 9.1% 3.8% 

Healthy weight (2500g-4000g) 79.1% 83.0% 3.9% 

Table 20 QLD Indigenous vs non-Indigenous outcome comparison  

NB: LBW refers to all LBW infants, not term LBW as this data for QLD was not available for 

2019.  

• There was no significant difference between Indigenous and non-Indigenous women 

in MGP for antenatal attendance and all neonatal outcomes (yellow). Indicating MGP 

is closing the gap for these target KPI’s  

• Indigenous women in MGP are currently tracking better than state-wide Indigenous 

women for antenatal engagement, low birthweight, pre-term birth and healthy 

birthweight  

• The gap between Indigenous and non-Indigenous women in MGP is smaller in all 

areas compared to the gap seen for QLD wide data  

 

 

Figure 42: Indigenous smoking cessation and reduction trend  
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5. DISCUSSION 

5.1 Midwifery continuity of care 

The benefits of continuity of midwifery care for women and midwives is well established 

(Kildea et al., 2019; Sandall et al., 2016).  Not only are certain outcomes the same or better 

than for standard care, there is emerging evidence that these models can benefit women 

and families well into the first 1000 days of life and beyond (Queensland Health, 2019b; 

Renfrew et al., 2014).  This highlights the holistic nature of relationship based care that is 

responsible for the synergistic development of connection and partnership that contributes 

not only to maternity birth outcomes, also to improved mental health and positive health 

behaviours into the future (Sandall et al., 2016).  Certainly, we are seeing this evidence 

already with the community maternity Hubs model of care which is not surprising (Rendalls, 

Rose, & Daniel, 2019). Women speak of the validation of being seen and heard and how this 

has encouraged them to make choices for themselves and their lives that have led to self-

determination and potentially improving the life trajectory for themselves and their families 

(Rendalls et al., 2019).  

 

Health services and governments are committing to expanding access to these models 

(Metro South Health, 2018) and the rapidly expanding landscape requires review and 

evaluation if we are to progress robust and sustainable models into the future.  Further we 

know that growing continuity models within systems where fragmented care is the norm and 

midwifery continuity and autonomy is difficult to negotiate comes with challenges (Frith et al., 

2014).   Midwives working in MGP at Logan Hospital have commented on the difficulties of 

the ‘culture’ of working in continuity and state that it contributes to the work environment 

feeling like ‘us and them’. This theme is highlighted in the literature (Styles et al., 2020), 

however conversely midwives are convinced of the benefits of the model, motivated to 

advocate for more women to have access to the model and committed to remaining working 

in the model despite the challenges (Rendalls et al., 2019).  Sustaining this model moving 

forward will require attention to improving systems, retention of staff, interdisciplinary 

relationships, communication, robust implementation and contemporary leadership (Styles et 

al., 2020). 

 

5.2 Growth of the service  

This evaluation has shown that there are many hurdles that need to be considered when 

expanding the MGP service. Research has highlighted that for successful upscaling of 

continuity of care supportive leadership, communication, inter-disciplinary collaboration,  

rostering flexibility and a clear implementation plan are essential (Styles et al., 2020). The 



 

72 
 

research also indicated that for effective succession planning, the service should include 

new graduate midwives who work collaboratively with more experienced midwives in a 

supportive team approach. Mentoring support by more experienced midwives has been 

shown to provide a valuable safety net for new graduates and helps them build their 

confidence when transitioning from a student to a practicing midwife (Cummins, Denney-

Wilson, & Homer, 2017). As new graduates are trained in the continuity of care philosophy 

employing them in a case-load model allows them the opportunity to work across their full 

scope of practice and consolidate their skills (Dawson, Forster, McLachlan, & Newton, 

2018). Time needed for experienced midwives to mentor new graduates should be 

considered when determining caseload levels (Queensland Health, 2012). Three new 

graduate midwives were recruited to MGP for the first time in 2020. Staff feedback has 

indicated orientation process was rushed and could have been better structured. The 

midwives felt it was extremely challenging to start in MGP after this orientation, with some 

staff raising their concerns due to perceived inadequate clinical support and mentorship for 

new midwives.  

 

There is a misconception that MGP and case-load midwifery leads to burnout more often 

than standard midwifery shift work. Studies have shown that if managed effectively midwives 

working in an MGP model report lower levels of burnout and higher job satisfaction levels 

than their standard care counterparts (Dawson, Newton, Forster, & McLachlan, 2018). In 

order to build a sustainable service, the literature emphasises the importance of setting clear 

boundaries for time off and scheduled leave and that when implementing or expanding an 

MGP service that arrangements for leave cover is clearly addressed (Dawson, Forster, et al., 

2018). 

 

 

5.3 Financial analysis 

Research has shown that caseload midwifery models of care tend to be more cost effective 

than standard hospital-based midwifery care. A Midwifery Model Estimator (MME) was 

developed in QLD to assist with the implementation and scaling up of COC models 

(Callander, 2020). This resource was developed through a review of literature and evidence 

on cost analyses and can be used to estimate cost savings for caseload midwifery models 

compared to standard care.  

Literature shows that the principle contributors of cost to maternity services include:  

• workforce 

• mode of birth 
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• birth setting 

• length of stay  

Studies show that continuity of care and caseload midwifery models are associated with 

lower rates of instrumental birth and elective caesareans, as well as lower intervention rates, 

including lower rates of induction of labour, epidural analgesia and episiotomy. In addition, 

continuity of midwifery care is associated with reduced antenatal, postnatal and SCN 

admissions and shorter postnatal length of stay. These models often have a focus on 

promoting and improving health outcomes into the infants first 1000 days of life, which may 

result in many positive downstream effects which are difficult to quantify.  

 

The MME predicts that if 30% of women in Logan Hospital were in a caseload model of care 

(MGP) there would be an approximate saving of $248,638 based on a reduction in birth 

interventions. However, most of the studies looking at model of care and costs were based 

on a low risk model. It has been shown that women who identify as Indigenous, women with 

high BMI’s, multiple pregnancies and pre-existing health conditions or pregnancy 

complications incur higher costs regardless of model of care. As such, the midwifery cost 

estimator can provide a general estimation for savings using an MGP model, and 

interpretation of data should be approached cautiously.   

Data from the MME indicates that for a full-time staff member, it is cheaper to employ a 

caseload midwife than a core midwife, despite the higher base salary (Table 21 ). This is 

mainly since caseload midwives do not need to be backfilled for leave or require any leave 

loading. Currently MGP is staffed by 28 midwives, 19 CMs and 9 RMs. In order to reach 

30% of the women in Logan, staffing would need to increase to 32 midwives. Based on this 

number, the staffing cost saving would be approximately $316,385. 

The MME calculator shows that based on hospital savings and staffing, if 30% of women 

birthing at Logan were in MGP, the service could potentially save $565,000pa, or $523 per 

woman. However as noted, these estimations are based on a low risk profile caseload.  

 
 
2019–20 NG5.7 NG6.4 

1 FTE Core MCOC Core MCOC 

Base salary 90,686 122,426 98,769 133,338 

Qualification allowance 3,174 3,174 3,174 3,174 

Salary 93,860 125,600 101,943 136,512 

Penalties 14,079 - 15,291 - 

Professional development 
allowance  

1,854 1,854 1,854 1,854 

Leave loading 2,868 - 3,123 - 

Superannuation 15,668 16,014 17,023 17,405 

Long service leave 3,108 2,951.60 3,377 3,208 
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Backfill – recreation leave, 
sick leave and professional 
development 

14,947 - 16,279 - 

Workcover premium @ 
1.5% 

1,402 1,318 1,522 1,431 

Non-labour expenses 8,737 8,737 8,737 8,737 

TOTAL 165,909 156,475 179,344 169,147 
Table 21: Staffing cost- MGP (MCOC) vs SC (Core)  

 

5.4 COVID-19 

It is important to note that COVID-19 may have impacted outcomes for MGP and SC in 

2020. COVID-19 has resulted in an increased unemployment, alcohol consumption, mental 

health concerns (20% increase in calls to telephone counselling service Lifeline), domestic 

violence incidents and a growing income inequity (Australian Bureau of Statistics, 2020b; 

O’Sullivan, Rahamathulla, & Pawar, 2020). In addition, ABS found that between April and 

May 2020, 11% of people surveyed had an appointment with their GP or other health 

professional cancelled or postponed and that 22% of women used Telehealth services. They 

also reported lifestyle changes, with more people reporting unhealthy eating habits and 19% 

reporting that they experienced difficulties maintaining a healthy lifestyle due to COVID-19 

(Australian Bureau of Statistics, 2020a).  

 

Studies also indicate that the effect of COVID-19 unequally impacts already vulnerable 

populations and that people who were already suffering from financial hardship, 

homelessness, unemployment, disabilities or people who faced difficulties accessing 

healthcare, were more likely to be further marginalised and were more vulnerable to mental 

and physical health issues (Friel & Demaio, 2020; O’Sullivan et al., 2020). As MGP has a 

higher proportion of women from vulnerable populations, the increase in adverse outcomes 

seen in 2020 may be related to COVID-19.  

 

5.5 Antenatal engagement  

The results show that women in MGP were more likely to have 5 or more antenatal 

appointments than both SC and the QLD benchmark. Research suggests that improving 

antenatal engagement, is linked to a decrease in perinatal mortality and that regular 

antenatal care is associated with better maternal health, fewer pregnancy interventions and 

improved child health outcomes (Australian Institute of Health and Welfare, 2020a).  

Currently the recommendation is that first time mothers with uncomplicated pregnancies 

attend a least 10 appointments (7 for any subsequent pregnancies). While still about the 

state average, Logan MGP saw a decrease in antenatal visits in 2020. This can likely be 

attributed to disruptions to the service due to COVID-19. Appointment times were limited and 
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resources such as telehealth were utilised where possible. The changes to the antenatal 

service may have resulted in confusion amongst women in MGP and impacted their 

attendance to appointments. In addition, many women may have been apprehensive about 

attending appointments or presenting to hospital due to the risk of contracting COVID-19.  

 

5.6 Gestation at first visit 

The current Australian Pregnancy Guidelines recommend that women should attend their 

first antenatal visit before 10 weeks of pregnancy and that antenatal care in the first trimester 

(defined as before 14 weeks gestation by AIHW) is associated with better maternal health, 

fewer interventions and improved child health outcomes (Department of Health, 2019).  It is 

important to note that this visit may be when the woman attends primary care to confirm the 

pregnancy, not necessarily with her main pregnancy care provider (i.e. MGP).  

 

Evidence indicates that Indigenous women, women from lower socioeconomic backgrounds, 

women under the age of 20 or those who were born in non-English speaking countries were 

less likely to receive antenatal care in the first trimester. As the majority of the women in 

MGP fall into these categories, it is not unexpected that MGP has lower rates of antenatal 

care before 14 weeks when compared to SC (Australian Institute of Health and Welfare, 

2020a).  

 

This late gestation at first visit with MGP was due to a combination of later gestation referrals 

from GP’s and delays in the MGP referral process. Only 13 (32.5%) of the 40 women had 

their booking in appointment with MGP. Of those 13 women only 6 (15%) saw the same 

midwife for booking in, during labour and postnatally. As the benefits from MGP are usually 

associated with continuity of care, the gestation at first visit with MGP is extremely important. 

If continuity is lost due to a late booking in, the impact of MGP will likely be reduced.  

This highlights the importance of addressing the issues found with the referral process and 

improving continuity of care in MGP.      

 

5.7 Referral Process 

An investigation into the referral process found that there were significant delays and 

difficulty identifying eligible mothers which had a detrimental and erroneous effect on women 

in the MGP service.  In addition, long wait times between triaging referrals and contacting 

woman can leave gaps in the care of vulnerable woman. Given that the MGP at Logan and 

the Innovation Project has been largely driven by the need for improving early engagement 

and engagement overall, urgent review and improvement of the referral process is critical.  
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5.8 Smoking reduction and cessation 

It is well known that cigarette smoking is linked to adverse maternal and neonatal outcomes. 

Women in both SC and MGP at Logan are more likely to smoke during pregnancy compared 

to the state-wide statistic, with women in MGP smoking at an even higher rate than SC. In 

addition, Logan data showed that Indigenous women are more likely to smoke than non-  

 

Research has shown that for successful smoking cessation interventions, midwives require 

additional professional development and to provide culturally competent smoking cessation 

support (Harris et al., 2019).  Indigenous smoking cessation programs should recognise the 

value of Indigenous peer involvement and include a social focus and community support 

(Walker et al., 2019). 

In mid-2019 the MGP service at Logan introduced an identified, First Nations, smoking 

cessation midwife, who provided culturally suitable interventions and education designed 

specifically for Indigenous women. Subsequently the Jajumbora MGP Hub has seen a large 

increase in smoking reduction and cessation (33% 2019 vs 54% 2020). Unfortunately, due to 

COVID-19 some of the planned interventions were not able to be implemented due to 

infection control concerns.  The multivariate analysis performed for neonatal outcomes show 

that smoking after 20 weeks is associated with term LBW, pre-term birth and SCN 

admission. This association between smoking and adverse birth outcomes is supported by 

literature and emphasises the importance of smoking interventions during pregnancy.  

 

5.9 Low Birthweight 

The evaluation showed that there was no statistically significant difference in term LBW 

between SC and MGP. However, in 2020 there has been a rise in term LBW babies in MGP 

that approached significance (P=0.057) when compared to 2019 MGP data. In particular the 

Jajumbora Hub saw an increase from 3.8% to 9.3% for term LBW between 2019 and 2020. 

Research has shown that Indigenous babies are nearly twice as likely to be born with LBW 

than non-Indigenous babies (Kildea, Tracy, Sherwood, Magick-Dennis, & Barclay, 2016). 

Studies have indicated that MGP programs are usually effective in lowering rates of 

Indigenous LBW babies (Lack, Smith, Arundell, & Homer, 2016). The rise in LBW seen in 

the Indigenous MGP Hub is unexpected and may be linked to the rapid growth of service 

and staffing changes. These changes resulted in a fragmentation of the service and may 

have impacted on the continuity of care women that received, potentially watering down the 

benefit of the MGP service.  
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Multivariate logistic regression shows that aboriginality, smoking and primiparity are all 

significantly associated with an increased risk of term LBW and that model of care was not 

significantly correlated. The demographic data shows that MGP has higher proportions of 

woman from these categories than SC. In addition, in 2020 MGP cared for a higher 

percentage of Indigenous women, first-time mothers and women who smoked than in 2019 

which may explain the increase in LBW babies seen in 2020. In 2020, 70% of the LBW 

babies in the Jajumbora Hub were born to mothers who smoked during pregnancy, further 

emphasising the importance of the smoking cessation midwifery role.  

 

5.10 Pre-term birth 

Research suggests that MGP is protective against pre-term birth (Sandall et al., 2016). In 

particular, recent studies have shown that the gap between Indigenous and non-Indigenous 

pre-term birth rate can be reduced with the implementation of a culturally appropriate service 

which provides continuity of midwifery care and integrates supportive services in a 

community-based Hub (Kildea et al., 2019). In the Logan MGP service the majority of pre-

term births seen in 2020 can be attributed to the Complex Care MGP (43%). When 

examined without this Hub, the pre-term birth rates for MGP have been steadily decreasing 

since the introduction of the Hub model (Appendix B). This highlights the benefit of MGP and 

potential advantages of an expanded MGP model.  

The multivariate regression analysis showed that model of care is not associated with 

increased risk of pre-term birth. However, attending less than 5 antenatal appointments, 

smoking after 20 weeks and primiparity are positively correlated with pre-term birth. In 2019 

and 2020, MGP cared for more woman who smoked both before and after 20 weeks, as well 

as more first-time mothers. Despite this, MGP had lower rates of pre-term birth than SC 

(when excluding complex care), which highlights the benefits seen from the MGP model of 

care. Other factors that may influence pre-term birth such as illicit drug use and confounding 

medical or social issues were not able to be tested for due to lack of available data.  

 

5.11 Admission to SCN 

Australian Mothers and Babies report indicates that babies born to mothers that were aged 

under 20 or over 40, were Indigenous, smoked during pregnancy, or gave birth by 

caesarean section were more likely to be admitted to SCN (Australian Institute of Health and 

Welfare, 2020a).  

Statistical analysis showed that there was no difference between MGP and SC for SCN 

admissions. However, when examined without Complex Care MGP, babies born in MGP 

were significantly less likely to be admitted to SCN. Data regarding SCN admission rates for 



 

78 
 

QLD in 2019 show that nearly 1 in 5 (19.2%) of babies born in QLD were admitted to the 

nursery. This indicates that both Logan MGP and SC were both below the benchmark set by 

the State.   

Multivariate analysis was performed to investigate which variables contributed to SCN 

admissions. It was found that attending less than 5 antenatal visits, primiparity, and both 

instrumental and caesarean births were associated with SCN admission. In 2020 there has 

been a rise in both caesareans and instrumental births, as well as a decrease in antenatal 

attendance for both SC and MGP. This may explain the rise in SCN admissions seen for 

both SC and MGP in 2020.  

 

5.12 Secondary outcomes 

The data analysis showed women in MGP were more likely to have a spontaneous onset of 

labour and use non-pharmacological analgesia, when examined without the high-risk women 

in the complex care Hub, MGP had significantly more vaginal births, less use of epidural 

anaesthesia and less elective caesareans. These outcomes are in line with the expected 

results based on literature (Renfrew et al., 2014; Sandall et al., 2016).   

 

5.13 Trends 

The evaluation showed an upwards trend in 2020 for adverse outcomes both maternal and 

neonatal compared to 2019 for MGP. In particular, there was an increase in women in MGP 

attending less than 5 antenatal appointments, instrumental births, elective caesareans, 

epidural anaesthesia, pre-term birth and LBW. However, statistical analysis showed that for 

there was only a significant increase in epidural anaesthesia and episiotomies for MGP and 

SC, as well as an increase in nitrous oxide use for MGP. In addition, there was a rise in 

either mixed feeding or formula feeding for MGP and SC. It should be noted that in 2020 

there was no permanent Lactation Consultant on the postnatal ward which may explain this 

rise in formula feeding. None of the other outcomes were significant for either MGP or SC 

when comparing 2019 to 2020. While the rise is not statistically significant, this trend should 

still be monitored as it there is potential for this trend to continue and become significant.  

 

5.14 First Nations  

Currently, 55% of Indigenous women in Logan have access to continuity of care through 

MGP. Research suggests this model of care results in improved maternal and neonatal 

outcomes than regular hospital-based models. Data analysis from the 2019 financial year 

show that Indigenous woman in MGP have higher rates of antenatal engagement and 

psychosocial screening. There was no statistically significant difference in neonatal 
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outcomes between MGP and SC, however this may be due to the relatively small sample 

size.  

The gap analysis showed that compared to the QLD benchmark First Nations women in 

Logan MGP are attending more antenatal appointments and having less adverse neonatal 

outcomes such as low birth weight or pre-term births. This is a positive step forward towards 

closing the gap between our Indigenous and non-Indigenous populations.  

 

The consumer feedback indicates that women are satisfied with the care provided, however 

there are areas for improvement when it comes to providing culturally safe care for First 

Nations families. The Growing Deadly Families report published in December 2019 sets out 

a vision for all First Nations babies in Queensland to be born healthy, into strong resilient 

families. A number of priorities were identified in this report, with the essential elements 

focused on building culturally safe maternity services and ensure all First Nations women 

have access to high quality care (Queensland Health, 2019a).  

 

Priority 1. We want a say in how maternity services are designed and delivered 

• Maternity services for Aboriginal and Torres Strait Islander families are co-designed 

and delivered with the community, in partnership with providers. 

o Partnerships and collaborative woman-centred care 

o Leadership and collaboration 

The MGP Hub model was developed after extensive community co-design and the 

involvement of local Logan women, including a strong Indigenous voice. Jajumbora 

continues to provide collaborative woman-centred care within the Logan community. Recent 

consumer consultation as part of the Innovation Project identified areas for improvement. In 

particular First Nations peoples identified the need for an expansion of the current services, 

more Indigenous staff and a Birthing on Country model of care. Currently, the goal for Logan 

MGP is to have a fully integrated Birthing on Country model by 2022. 

Priority 2. We don’t want to keep telling our same story to different people 

• All women in Queensland pregnant with Aboriginal and/or Torres Strait Islander 

babies have access to woman-centred, comprehensive and culturally capable 

maternity care. 

o Continuity of Carer 

o Integrated health and other support services 

o Transferring women for birth 

o Family wellbeing 

o Information sharing, referral and follow-up 
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Current Indigenous MGP Hub data indicates that in 2020, 57% of Indigenous women birthing 

at Logan were part of the MGP service and had access to continuity of care and integrated 

health and support services through the Hub. With expansion of the Hub, Logan would aim 

to offer all Indigenous women the opportunity to access MGP by the end of 2022.  

 

Priority 3. We want more of our people providing our maternity care  

• A culturally capable workforce means more Aboriginal and Torres Strait Islander 

people across all disciplines of maternity care. 

o Aboriginal and Torres Strait Islander workforce 

o A culturally capable workforce 

Logan MGP would benefit from a larger Indigenous workforce. Currently the Jajumbora MGP 

Hub employs only two First Nations midwives. The aim to grow a culturally diverse workforce 

will be facilitated by ongoing targeted recruitment strategies and an ongoing identified new 

graduate position. In addition, each year the Jajumbora Hub aims to facilitate placement of 

identified Indigenous student midwives in the MGP Hub.  

Consumer engagement with midwives working in MGP have shown that most midwives felt 

they did not receive enough culturally specific education when their employment 

commenced. Indicating that Logan MGP needs to increase the opportunity for ongoing 

cultural education of all midwives, not just those in the Jajumbora Hub. Going forward, a 

robust and structured orientation that includes ongoing culturally specific education 

addressing Indigenous history and way of doing things is planned for all staff new to MGP.    
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6. RECOMMENDATIONS 

1. Referral process 

a. Additional resources and education to enable GP’s to identify women eligible 

for the MGP service  

b. Midwifery triage in ANC 

c. KPI’s should be set for target time frames between referral steps.  

d. Education for all MGP midwives regarding expectations surrounding the 

referral process  

e. Commitment to data collection regarding MGP referral processes and 

referrals to wrap around services at hubs 

f. GP liaison midwifery position  
 

Referral Steps Target timeframe  

GP referral received and MGP referral sent  7 days  

MGP referral sent and referral accepted (MGP triage) 7 days 

Woman assigned to a midwife & 1st attempt at contact 2 days 

1st contacted & 1st appointment 14 days 

GP referral & 1st MGP appt 30 days 
Table 22: Target KPI’s for MGP referrals  

2. Wrap around services 

a. Vaccination services should be provided in the community Hubs in order to 

increase vaccination rates amongst vulnerable populations 

b. Education should be provided to upskill midwives to allow them to provide 

contraceptive advice and application, vaccinations and other wrap around 

services in the hubs.  

c. Education and encouragement for broadening scope of practice, pursuant to 

current plans 

d. Investment to ensure adequate equipment is available in Hubs to allow for 

vaccinations and other wrap around services 

3. Workforce expansion  

a. Continuation of the new graduate MGP positions to enable growth within the 

service and assist with succession planning 

b. Expansion of the workforce to include more positions for Indigenous midwives  

c. More structured and expansive orientation program for new staff inclusive of 

cultural education, particularly for the Jajumbora Hub 

d. Continuation of the clinical facilitator role for MGP   

e. Expansion of the community midwifery Hubs at a rate of one Hub per annuum 

to reach 50% of women birthing in Logan by 2022 
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4. Cultural competence 

a. Introduction of a Birthing on Country model of care 

b. Continuation of the Indigenous smoking cessation midwifery role  

c. Further training and professional development to increase all midwives’ 

cultural competence   

5. Complex Care 

a. Continuation of the Complex Care MGP services 

b. Continuation of the MGP Navigator role for complex care 

6. Mental health 

a. Creation of a culturally appropriate Parenting Support Centre  

b. Use of a translated culturally appropriate EPDS for Indigenous and CALD 

diverse women  

c. Increasing mental health training and supporting professional development 

opportunities for midwives  

7. Growth of the service  

a. Continued growth of MGP service to reach women who do not currently meet 

MGP eligibility criteria  

b. Staged, structured and well-planned approach when implementing new MGP 

Hubs as rapid growth can lead to destabilised service  

8. Workplace culture 

a. Encouraging multidisciplinary conversations and collaboration between 

midwives and doctors  

b. Encouraging a “blame free” environment that maintains accountability and 

encourages staff to speak up for safety  

c. Promote transparency and communication between leadership and staff  

d. Consideration should be given to an organisational psychologist  

9. Future work  

a. Further education regarding perinatal data entry for midwives in both MGP 

and SC  

b. Further review of the service in 3-5years to determine if key KPI’s are being 

met and explore opportunities for further expansion and innovation  

c. Commitment to investing in longitudinal research that confirms evidence of 

first 1000 days and improved life trajectory of priority populations 
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8. CONCLUSION 
Midwifery group practice care provided in the community maternity Hubs model within Logan 

Hospital is safe, improves antenatal attendance and engagement and a range of maternity 

and neonatal outcomes including social determinants of health for priority populations. 

Women and midwives are highly satisfied with the model and implementation has been 

successful across the majority of indicators evaluated.  Due to the time constraints of the 

evaluation period, this evaluation did not explore other longitudinal community outcomes that 

may be achieved as a result of the planning and capacity building within Logan and the 

community maternity Hubs.  This is an area for consideration in the future.  Upscaling of 

these models should continue as a priority until 50% (or more) women at Logan can access 

this care. 
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Appendix A.  

 

3.1.2 Overall quality of care 

Figure 4 below compares the woman’s ratings of overall quality of care received at the MGP 

Hubs with the care received in standard care (SC), as per the Queensland 2017 survey. 

Ninety two percent of respondents to the MGP Hub survey rated the quality of care received 

in MGP as “very good” compared to sixty-two percent in SC. 

In addition, 99% of women in MGP indicated that they would choose to use the MGP and 

that they would recommend MGP to family and friends. 

 

Figure 4: Ratings of overall quality of care in MGP Hubs vs SC 

3.1.3 Involvement in decision making 

Women in MGP were more likely to report that they felt involved in decision making 

regarding their care.  Figure 5 shows the comparison between mothers who were in MGP 

versus mothers in standard care at Logan. Overall, MGP women were 17% more likely to 

report that they were always involved in decision making (92% vs 75%).  
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Figure 5: involvement in decision making in MGP hubs vs SC 

3.1.4 Continuity of Care  

A key feature of the Program is the continuity of midwife throughout pregnancy and birth. 

Nearly all women using the Hubs felt it was helpful to have the same midwife through their 

pregnancy journey (Figure 6). Mothers attending the Program would also have had the same 

obstetrician for their antenatal care. The continuity of care for women giving birth in Logan 

Hospital in 2017 is described in Figure 7 below. The experience of women in SC at Logan 

was markedly different than women in the MGP program. Women using the Hubs saw the 

same midwife during their pregnancy, whereas, 60% of women giving birth in Logan Hospital 

in 2017, reported that they never (47%) or rarely (13%) saw the same midwife at the 

maternity clinic (Q39 Queensland survey). While women in MGP would have largely had the 

same doctor for their antenatal attendances, 50% of women attending Logan Hospital 

reported that they never (36%) or rarely (14%) saw the same doctor (Q37 Queensland 

survey). 

 
Figure 6: Women’s perception of the benefit of continuity of care in MGP  
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Figure 7: Continuity of care in SC at Logan Hospital 

 

3.1.5 What mothers said about the service 

The consumer experience survey captured a range of free text responses. Examples are 

provided on the next page. Nearly all responses were highly positive, and reflected a number 

of key themes, including benefit of continuity of care (mentioned 19 times), support 

(mentioned 85 times) and safety (mentioned 10 times), flexible care to meet their specific 

needs, culturally appropriate care and clear and easy communication. The free text was also 

used to express woman’s overall satisfaction with the MGP program, 126 Women express 

their thanks, 14 talking about how grateful they were, and 100 women discussed how 

“amazing” their midwife and/or the MGP service was.  

 

3.1.6 First Nations Consumer Experience  

First Nations women were also asked to voice their opinions regarding the MGP service. All 

but one of the women who provided feedback in relation to the Birthing on Country said that 

a culturally specific program providing continuity of care was something they would value for 

themselves and their community. Most of the feedback from First Nations women was 

positive, however some did note that there was room for improvement with the MGP 

program, particularly through the provision of First Nations midwives and more culturally 

appropriate facilities.  
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‘I was teaching my 
midwife a few things 
here and there about 
our traditions when 

having babies, it’s really 
important to know how 
to talk with someone 
who understands. My 

midwife listened’ Birthed 
in Logan 

 

It helped to have 
another Indigenous 

person guide me on my 
way. At hospital you 
don’t really see many 

Indigenous people 
there’ Birthed in Logan  

‘For me it was really 
cold, room full of cords 
and stuff, and no one 
talking to you, no offer 

of a cuppa. Even though 
I was with Jajumbora 

I’m pretty sure my 
midwife was white. I 

need someone to come 
in like an Aunty…’ 
Birthed in Logan 
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“From the moment I was 
admitted to the moment I was 
discharged we were cared in 

such good hands by the loving 
and dedicated staff” 

“I felt in control the entire time” 

“I was scared to have 
another baby and experience the 
same with my second baby but it 

was the total opposite and I 
had the best midwife” 

“I always felt supported, 
comfortable and in control of the 

situations I could control!” 
 

“K was a great midwife; I was 
lucky to have her deliver both my 

children and I would strongly 
recommend her and the MGP 

program.” 

“Having the same midwife 
through the whole pregnancy 
definitely made it a whole lot 

easier” 

“My surgery was more 
complicated than planned but I 
felt taken care of and supported 

through out 
by C.” 

“By having one midwife it 
provided the opportunity to build 
trust and feel safe with sharing 
such a personal experience.” 

 

“Just what I wanted, and she [the 
midwife] was there all the time” 

“I felt so safe and secured 
throughout my whole birth 

experience” 

“Having all that 
support around me made my 
birthing experience one of a 

kind.” 
 

“K listened to me always and I 
had full trust in K through the 

birth because of the relationship 
we had established over the 

course of my pregnancy.” 

“First in Queensland to do 
traditional Maori birth practice.” 

“She made me feel very 
comfortable within my body 

when I was giving birth. I was 
well looked after.” 

“My whole pregnancy I felt safe 
and supported by my midwife 

and her beautiful team” 

“Having MGP is very good for 
the community and family which 

English is their second 
language… They give all the 
energy that they have to the 

family and communities.” 

“I felt so empowered throughout 
my pregnancies- K and M’s 

support and 
faith in me, allowed me to be 

more confident in my abilities as 
a new mother” 

“I had good experience because 
my midwife was around me 

whole my pregnancy and after I 
had my baby” 

“Amazing birth which I don't think 
would've been achieved without 

J being my midwife” 

“She knew what I needed, when 
I needed it and didn’t make me 

feel uncomfortable or 
pressured.” 

“Always put my needs first, very 
caring - communication was 

always amazing” 

“Everything about having an 
MGP midwife was beneficial… It 

was so much easier for 
appointments and check-ups 

having the same person to talk” 

“I was looked after very well, and 
I was informed of all the 

processes beforehand, so I was 
not stressed” 

“I'm a mother of 6 children so far 
had the greatest support from S 

after birth. I would strongly 
recommend your service to 

anyone.” 

“With support and guidance from 
my midwife T I was able to see 

through the challenges in 
continuing to breastfeed my 

baby” 

“I love how the hub has different 
programs and also has programs 
for after birth to meet new mums 

and be more social.” 

“The thing I liked best was my 
midwife communicated to me in 
language I could understand… 
The other midwives in the team 
always knew what was going on 

with me and I did not have to 
keep retelling my story” 

“A was a great help throughout 
everything. I feel having the 

same midwife is a great comfort 
and felt less stressed” 

“This is my 1st birth in Australia 
and being able to have a midwife 
that you can connect with from 

the start to the end of the 
pregnancy is amazing” 

“My pregnancy was less 
stressful, and since I have an 18-
month-old, visits during and after 

the pregnancy were so much 
more convenient” 

“Having the same midwife was 
truly amazing…it helped me to 
address my concerns about the 
birthing process and the first few 

weeks of my baby’s life.” 

“This model of care is amazing. 
It makes such a difference being 
able to get to know the team of 

midwives and see the same 
obstetrician throughout 

pregnancy” 
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3.1.7 Logan Together Consumer Consultation  

Metro South Health, in consultation with Logan Together invited local women to share their 

experiences of birthing in Metro-South, not specifically to MGP. Women were asked to 

identify what was good or bad about their experience and to note what would make the 

experience better. Women were recruited via social media with the use of short video 

introduction and data gathered using questionnaires, small group yarning’s, and one on one 

interviews.  

• 78 women took part, 24 via a survey tool, and 54 via interviews 

• 50% of participants were indigenous 

Key points 

• There was universal support for a Mum’s Hub in Logan (including Jimboomba and 

Beaudesert) where women’s holistic needs could be met, most women identified 

access to a local Hub would have improved their experience. 

• All but one of the women who provided feedback in relation to the Birthing on 

Country said that a culturally specific program providing continuity of care was 

something they would value for themselves and their community. 

Themes  

• Being listened to, consent, lack of choice 

o 75 times women said that being listened to and being given adequate 

information or time to make informed choices about their care was very 

important to them and impacted on the health outcomes for themselves or 

their baby.   

• Continuity of care 

o 63 times women wanted or appreciated continuity of care (such as through 

MGP practice) throughout pregnancy birth.  

• Postnatal support 

o 62 times women wanted postnatal support and information once they were at 

home with their baby. 

• Mental health support 

o 36 times women identified the need for mental health support, even if they 

hadn’t accessed it. 

• Breastfeeding 

o 18 times women identified individualised, non-judgemental support regarding 

feeding newborns as important.  
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• Culturally safe care  

o 31 times women talked about the importance of having a consistent midwife 

for a culturally safe birthing experience. 

• Child safety 

o 9 times women talked about concerns about the interactions between Birthing 

Services and Child Safety, and the need for support in regard to address 

these concerns. 

Recommendations  

• 17 recommendations based on the data – this is a snapshot of 8 

• A Centre that provides a one-stop shop for the needs of expectant and new mothers 

and their families 

• Improved focus on maternal needs during post-natal care  

• A focus on a homely and welcoming environment for care, diverse cultures and 

needs 

• A Logan Birthing on Country service be available for First Nations families 

• That cultural connection and healing be part of the service offered 

• Improved support for informed consent around birth care 

 

3.2 Staff Survey 

An online anonymous survey was also conducted for the staff working in MGP. This survey 

looked at staff satisfaction, workplace culture, areas for improvement and areas where the 

midwives felt MGP was doing well in.  

3.2.1 Staff satisfaction  

Levels of staff satisfaction was high in MGP, with the majority (85%) of staff saying they 

were satisfied or highly satisfied working in MGP (Figure 8).  
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Figure 8: Staff satisfaction  

3.2.2 Workplace culture 

When asked about workplace culture, staff opinions were divided with 53% of staff reporting 

excellent or good workplace culture and 21% reporting average culture and 27% poor or 

very poor culture (Figure 9). This divide was also reflected in the free text portion of the 

survey.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 9: Workplace culture in MGP 
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3.2.3 Staff comments 

The survey allowed for free text responses to the questions “What could we be doing to 

improve Logan MGP and the community Hubs?” and “What's great about Logan MGP and 

the community Hubs?” along with a “message in a bottle” section where staff could comment 

on anything that was on their mind.  

A number of common themes were seen in these responses. New staff felt that they would 

have benefited from a more structured and organised 

orientation, mentioned eight (8) times. Staff also commented 

on needing more support and education with multiple staff 

commenting on the benefit of the clinical facilitator role. In 

addition, many staff remarked that they would like to see the 

Hubs expanded to include more “low risk” women and/or 

women who do not currently fit MGP eligibility criteria  

When asked why midwives chose to work in Logan MGP the 

overwhelming theme was that the midwives felt strongly about 

continuity of care model and enjoyed working across all areas of midwifery.  

  

“It was the worst 
orientation I have 
experienced. The 

corporate 
orientation was 
rushed++” MGP 

midwife 2020 
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4. QUANTITATIVE FINDINGS 

4.1 Data Collection 

4.1.1 Data sources 

Metro South Hospital and Health Service (MSHHS): De-identified patient level Logan 

Hospital data was extracted from the Queensland Perinatal Data Collection (PDC) for the 

period 1 Jan 2016 to 30 Jun 2020. This deidentified data was used to identify changes in 

rates of utilisation and outcome indicators subsequent to the introduction and further growth 

of MGP. 

• Relative to trends in state-wide trends 

• Expected rate for Logan based on historical trends 

• Rates for priority populations 

The data extracted from PDC was then compared to the MGP database.  The patient 

identifier numbers were used to identify women in MGP care and which Hub they received 

their care at.  

Queensland wide state data was collected from published Queensland Health Perinatal 

Reports for 2016-2019. It should be noted that the 2019 data state-wide data is only 

preliminary data and potentially subject to change.   

 

4.1.2 Data limitations  

• The demographic breakdown shows that MGP caters for a much higher population of 

vulnerable women which may influence the results  

• Logan Hospital data has not been subject to the same data quality checks as 

Queensland Hospital data. 

• The Community Maternity Hubs MGP service commenced at the beginning of April 

2018. Implementation timing varied across Hub sites; Pasifika was not scheduled to 

become fully operational in its final location until June 2019 however delays meant that 

this Hub was not operational until May 2020 

• Mothers in the Complex Care MGP may not have benefitted from the full effect of 

continuity of care due to the staggered start of the Complex Care MGP, late 

bookings/presentations to hospital for antenatal care and late referrals/recruitments 

from antenatal clinic. It is also critical to note that data reported for a given time period 

relates to babies conceived up to eight months previously and thus the full effect of 

MGP may not be reflected in the outcomes seen in the new established Complex Care 

MGP.  
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• PDC data (Queensland Health and MSHHS) while providing Aboriginal and/or Torres 

Strait Islander background, age and country of birth, did not capture migrant/refugee 

status or Maori background  

• The PDC is not completed until the birth and is influenced by mother recall of frequency 

and timing of antenatal visits, smoking and alcohol consumption, introducing bias in 

data collection. It is hypothesised that if the midwife collecting the PDC is the same 

midwife who has been providing care for the MGP service, there may be increased 

accuracy of reporting. 

• As the project is due to end in September 2020, only data until June 2020 was used in 

the evaluation. The 2020 data therefore may be influenced by seasonal trends, such as 

new staff rotations or training that occurs at set times in the year.   

• Statistical analysis was not performed to compare MGP with state-wide data as only 

aggregated data for QLD was available and no data for 2020 was available at time of 

the evaluation.   

 

4.1.3 Statistical analysis 

Statistical analysis of the outcomes across the two models of care was carried out using 

Stata version 13. P values were calculated using chi-squared test for proportions and 

univariate logistic regression was used to estimate odds ratios (ORs) and 95% confidence 

intervals (CIs).  

 

4.2 Overall activity  

 MGP  SC % MGP births  
2016 125 3287 3.7% 
2017 187 3160 5.6% 
2018 350 3167 10.0% 
2019 540 3142 14.7% 
2020 352 1433 19.7% 

Table 4: Number of births for MGP vs SC- 1 January 2016 to 30 June 2020 

 
 Access 

Gateway 
Browns 
Plains 

Complex 
Care 

Jajumbora Pasifika 

2018 78 64 - 58 150 
2019 152 115 11 106 156 
2020 72 69 56 75 80 

Table 5: Number of births per Hub- 1 January 2016 to 30 June 2020 

Due to the low numbers in each Hub a small fluctuation in outcomes may have a greater 

impact when compared to the larger and more stable cohort of women in SC at Logan.   
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4.2.1 Demographics  

Outcomes  MGP 
(n=637) 

SC 
(n=2958) 

P value QLD 2019 
(n=59540) 

Maternal age group     

<20 18% 5% 0.000 3% 

20-24 22% 22% 0.873 14% 

24-29 28% 32% 0.029 28%  

30-34 20% 25% 0.000 33% 

35-39 10% 13% 0.016 18% 

≥40 3% 3% 0.677 4% 

     

Maternal BMI     

Underweight 
(≤18.5) 5% 4% 

0.234 7%* 

Optimum (18.6-
24.9) 36% 35% 

0.620 46%* 

Overweight (25-
30) 24% 25% 

0.415 24%* 

Obese (≥30) 35% 35% 0.790 22% 

     

Parity     

Primiparous 62% 66% 0.056  41%  

Multiparous 38% 34%   59% 

     

Indigenous status      

Mother or baby 
identify as 
Indigenous  

23% 4.8% 0.000 8% 

  
  

Place of birth     

Australia 43% 57% 0.000 71% 

New Zealand and 
the Pacific 28% 18% 

0.000  7% 

Europe 1% 3% 0.007  5% 

Asia 20% 17% 0.006  12%  

Africa 7% 5% 0.006  4%  

Americas 0% 1% 0.324  2%  

*BMI breakdown for QLD reported as <18, 18-24 and 25-29  
Table 6: demographics of Logan MGP, SC and QLD  

A statistical analysis of the demographic breakdown showed that in 2019 and 2020 MGP 

cared for significantly more women from vulnerable populations, including more women 

under the age of 20, indigenous women, women born outside of Australia (Asia, Africa and 

New Zealand and the Pacific). In addition, the MGP program looked after more primiparous 

women, with the statistical analysis showing that the numbers were approaching 

significance. When compared to state-wide data MGP has higher proportions of vulnerable 

woman, however statistical analysis was not run due data aggregation. It should be noted 

that while the PDC data collects country of birth, this is not necessarily indicative of the 
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cultural identity of the women.  Logan as a whole also cared for a higher population of 

women who are obese, born outside Australia and first-time mothers compared to state-wide 

data.  

 

4.3 Primary Outcomes  

MGP versus SC (1 July 2019 to 30 June 2020) and preliminary QLD 2019 data  

 MGP SC  OR (95% CI) P value QLD  

Antenatal Engagement      

Antenatal visits >5  97.7% 93.6% 0.35 (0.21-0.60) <0.001 95.7% 

Gestation at first visit <14 
weeks 

68.5 74.5% 1.35 (1.12-1.63) 0.002 79.3% 

Vaccinations       

Influenza  65.6% 59.4% 0.77 (0.64-0.92) 0.004 51.5% 

Pertussis  74.7% 74.8% 1.00 (0.82-1.22) 0.977 74.2% 

       

Antenatal Screening:        

Illicit drug use 96.9% 91.7% 0.36 (0.23-0.57) <0.001 85.8% 

Domestic violence 92.5% 85.5% 0.48 (0.35-0.66) <0.001 79.2% 

EPDS 92.6% 86.6% 0.52 (0.38-0.71) <0.001 77.0% 

EPDS 10 or Above 19.3% 13.5% 0.65 (0.52-0.81) <0.001 12.3% 

       

Smoking         

Smoking before 20 weeks 22.6% 18.9% 0.80 (0.65-0.98) 0.034 11.6% 

Reduction 27.1% 23.6% 0.72 (0.50-1.03) 0.381 21.6% 

Cessation 16.0% 15.4% 0.80 (0.50-1.28) 0.856 18.6% 

Cessation and reduction 43.1% 38.9% 0.74 (0.55-0.99) 0.367 40.2% 

Cessation and reduction 
(2020) 

50.6% 39.0% 0.56 (0.38-0.81) 0.060 - 

      

Neonatal outcomes (Live 
Births) 

 
 

   

Term LBW (<2500g)  2.3% 2.02% 1.22 (0.85-1.74) 0.668 1.8% 

Gestation <37 weeks  7.9% 8.9% 1.27 (0.93-1.74) 0.392 9.4% 

5min APGAR <7 0.9% 1.4% 1.97 (0.94-4.10) 0.411 2.2% 

SCN admission 12.8% 14.8% 1.18 (0.92-1.53) 0.174 3.4% 

Table 7: Primary maternal and neonatal outcomes 
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4.3.1 Antenatal Engagement 

The percentage of mothers who attended five or more antenatal visits was significantly 

greater in MGP compared to SC (97.6% vs 93.6% P=<0.001). However, women in MGP 

were significantly less likely to seek antenatal care before 14 weeks when compared to SC 

(68.4% vs 74.5% P=0.002). 

 

 

Figure 10:  Percentage of women attending 5 or more antenatal appointments 

4.3.2 Vaccinations 

Statistical analysis showed that women in MGP were significantly more likely to receive an 

influenza vaccination compared to women in SC (65.6% vs 59.4%, P=0.004). However, no 

difference was seen between the two groups for Pertussis vaccination (74.7% vs 74.8%, 

P=0.977). When compared to state-wide data, both MGP and SC at Logan were performing 

better than QLD for influenza vaccination and on par with the state for Pertussis.  

 

Figure 11: Percentage of women vaccinated for influenza and pertussis  
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4.3.3 Antenatal Screening 

Significantly more women in MGP compared to SC were screened antenatally for illicit drug 

use (96.9% vs 91.7% P<0.001), domestic violence (92.5% vs 85.5% P<0.001), and 

depression (92.6% vs 86.6% P<0.001) using the Edinburgh Postnatal Depression Score 

(EPDS). In addition, a higher percentage of women in MGP scored a 10 or higher on the 

EPDS compared to SC (19.3% vs 13.5% P<0.001).  

 

Figure 12: Percentage of women screened antenatally for drug use, domestic violence and mental health  

4.3.4 Smoking Status 

Women in MGP were significantly more likely to smoke during pregnancy than women in SC 

(22.6% vs 18.9% P=0.034). The statistical analysis showed that while the percentage of 

women who reduced or quit smoking was higher in MGP (43.1% vs 38.9%), the difference 

was not statistically significant (P=0.367).  

 

Figure 13: Smoking reduction and cessation rates 1 Jul 2019- 30 Jun 2020  
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4.3.5 Neonatal Outcomes 

Statistical analysis showed MGP and Standard Care had a similar percentage of LBW 

babies (2.3% vs 2.0% P=0.668), pre-term babies (7.9% vs 8.9% P=0.392), low (<7 at 5min) 

APGARs (0.9% vs 1.4% P=0.411) and SCN admissions (12.8% vs 14.8% P=0.174). 

 

 

Figure 14: Neonatal outcomes 1 Jul 2019- 30 Jun 2020 

Women in the Complex Care MGP are at increased risk of adverse neonatal outcomes due 

to the pre-existing medical and social issues that they experience. When each MGP Hub is 

examined individually, the Complex Care MGP consistently has less favourable neonatal 

outcomes than the other four Hubs. It is reasonable to assume that outcomes would not be 

as good in this cohort however as previously mentioned this MGP group is new and the full 

value of continuity may not yet be realised. 

 

Most women with extremely complex needs are referred to MGP, which creates a difference 

in the cohorts between MGP and standard care.  When the neonatal outcomes are 

examined without the Complex Care MGP an improvement in neonatal outcomes is seen 

(Table 8). In particular, removal of the Complex Care MGP results in a statistically significant 

difference between MGP and SC for pre-term birth (6.2% vs 8.9% P=0.030) and SCN 

admissions (11.3% vs 14.9% P=0.025).  

 

Neonatal outcomes MGP  SC OR (95% CI) P value 

 (W/O Complex Care)     

Term LBW  2.3% 2.0% 1.18 (0.64-2.17) 0.184 

Pre-term birth  6.2% 8.9% 0.67 (0.46-0.96) 0.030 

5min APGAR <7 0.9% 1.4% 0.65 (0.25-1.65) 0.357 

SCN admission 11.3% 14.9% 0.73(0.55-0.96) 0.025 
Table 8:Neonatal outcomes without Complex Care MGP 1 Jul 2019- 30 Jun 2020 

2%

9%

1%

15%

2%

8%

1%

13%

2%

9%

2%
3%

0%

2%

4%

6%

8%

10%

12%

14%

16%

LBW Preterm birth APGAR <7 at 5min SCN Admission

Neonatal Outcomes

SC MGP QLD (2019)



 

99 
 

 
Multivariate logistic regression analysis was performed to investigate which variables are 

associated with adverse neonatal outcomes. No analysis was performed for APGAR <7 due 

to the small sample size. The analysis found that after controlling for age and BMI; 

Indigenous status, smoking after 20 weeks, primiparity, poor antenatal engagement and 

instrumental/caesarean birth were all associated with adverse neonatal outcomes and that 

model of care was not associated with increased risk of adverse outcomes.  

 

Multivariate analysis:  

 OR (95% CI) P value 

Term LBW   

Smoking after 20 weeks 2.17 (1.22-3.91) 0.009 

Indigenous  2.43 (1.18-5.01) 0.016 

Primiparity 2.51 (1.52-4.13) <0.001 

Model of care-SC 1.05 (0.54-2.02) 0.890 

   

Pre-term Birth   

>5 antenatal visits  0.39 (0.26-0.60) <0.001 

Smoking after 20 weeks 1.77 (1.32-2.38) <0.001 

Primiparity 1.41 (1.10-1.81) 0.008 

Model of care-SC 1.01 (0.72-1.42) 0.933 

   

SCN admission   

>5 antenatal visits  0.43 (0.29-0.62) <0.001 

Smoking after 20 weeks 1.48 (1.15-1.91) 0.003 

Primiparity 1.38 (1.11-1.72) 0.004 

Vaginal birth 0.37 (0.18-0.99) <0.001 

Model of care- SC 1.14 (0.87-1.50) 0.348 
Table 9: Multivariate regression analysis of neonatal outcomes  

 

4.3.6 Referral process 

Logan Hospital is the birthing hospital for the Logan Local Government Area (LGA). There is 

no private hospital in Logan. In 2018, 94% of women giving birth at Logan Hospital lived in 

the Logan LGA. Every woman who anticipates that she will give birth at Logan Hospital and 

will access public antenatal care, must be referred by their GP to Logan Hospital. 

Once the GP referral is received at Logan it is obstetrically triaged. Women who are 

identified as eligible for MGP are referred to the service, while all other women are referred 

to standard antenatal clinic care.  Women who identify as First Nations, CALD women and 

young women are more easily identified from the GP referral than women from a Pacific 

Islander or Maori background or women with complex needs.  

 

If the woman is not identified as eligible for the MGP from the GP referral she can be 

referred to MGP from antenatal clinic, however this is not ideal as it results in a delay in 

women receiving MGP care and impacts continuity. Mothers who self-referred or 
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approached the midwifery Hubs directly were able to be accepted into MGP care without a 

GP referral, however a GP referral was still required within 3 months. 

Once the referral reaches MGP it is further triaged, and the women are sorted into the Hubs. 

Each Hub then has a weekly case conference where the women are accepted into the MGP 

service and assigned a midwife. It is then up to the midwife to contact the women and 

arrange a time for a booking in appointment.  

For the purpose of this evaluation, 40 women (8 from each Hub) who birthed in 2020 were 

chosen at random and the timing between referral steps and first appointment investigated. 

The biggest delay in the referral process was when women were referred first to antenatal 

clinic (ANC) for their booking in and then referred on to MGP, rather than straight to MGP 

from the GP referral. Women who were referred to MGP from clinic took an average of 51 

days longer to have their first appointment with MGP, compared to women who were 

referred to MGP straight from GP triage (78 days vs 27 days). Only 13 of the 40 women had 

their booking in appointment with MGP rather than at ANC. 

 

It took an average of 10 days between the referral being sent to MGP and the referral being 

accepted, and the women assigned to a midwife. In addition, the investigation showed 

delays in midwives contacting woman after they had been accepted into the MGP service. 

On average there was 13 days between midwives being assigned a woman and first attempt 

at contact. Only 7 women were contacted with 2 days and 13 were not contacted till 10+ 

days after being assigned a midwife. The average gestation at the time of referral to MGP 

was 18 weeks and 4 days, and the average gestation at first visit to MGP was 23 weeks and 

6 days   

 

Information regarding contact from the MGP midwife was found by reviewing the 

documentation of the women’s appointments and finding the note from the midwife regarding 

when they first attempted to contact the women, regardless of whether or not they were 

successful. Further, 20% of the women had no documentation regarding first contact (8/40) 

and often those that did were written at a later date, rather than on the day of contact (e.g. 

contacted on *date*, accepted MGP care, woman seen at Hub today).  
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Average number of days between:  
 

GP referral & 1st MGP appt (referred from clinic) 78 

GP referral & 1st MGP appt (straight to MGP) 27 

MGP referral sent and referral accepted 10 

Woman assigned to a midwife & 1st attempt at contact 13 

Woman assigned to a midwife 1st appointment  26 

1st contacted & 1st appointment 14 

Referral to MGP when seen first in ANC  15 

Number of woman (total 40):  

Referred to MGP from GP triage  13 

Referred to MGP from ANC booking in  18 

Referred to MGP at a later date 9 

Average gestation at:   

Referral to Logan Hospital from GP 15+0 

Referral to MGP from Logan Hospital ANC 18+4 

1st appointment with MGP 23+6 

  Table 10: Referral timeframes  

 

 

Figure 15: average number of days between referral process steps 
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Figure 16: Referral process with average number of days between each step  
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4.4 Secondary Outcomes 

MGP versus SC (1 July 2019 to 30 June 2020) and preliminary QLD 2019 data  
 

Outcomes  MGP  SC OR (95% CI)  P value QLD  

Method of Birth       

Vaginal non-
instrumental 

63.0% 58.9% 0.85 (0.71-1.01) 0.062 53.5% 

Instrumental  9.1% 10.9% 1.22 (0.91-1.64) 0.185 10.2% 

Caesarean 27.9% 30.2% 1.11 (0.92-1.35) 0.268 36.3% 

Caesarean 
(emergency) 

14.6% 13.0% 0.87 (0.68-1.11) 0.265 - 

Caesarean (elective) 13.3% 17.21% 1.35 (1.05-1.73) 0.017 22.9% 

      

Onset of Labour      

Spontaneous 54.9% 44.3% 0.65 (0.55-0.78) <0.001 53.0% 

Induced  31.7% 38.5% 1.35 (1.12-1.62) 0.001 30.4% 

      

Monitoring      

CTG in labour  67.3% 68.6% 1.06 (0.88-1.27) 0.539 - 

FSE in labour 37.8% 38.5% 1.03 (0.86-1.23) 0.740 - 

      

Perineal status      

Episiotomy 10.7% 12.3% 1.17 (0.89-1.54) 0.260 15.4% 

3rd/4th degree tear  2.4% 1.6% 0.67 (0.37-1.20) 0.178 2.8% 

      

Analgesia/Anaesthesia       

Epidural  26.5% 29.8% 1.18 (0.97-1.42) 0.101 40.9% 

Nitrous oxide 38.8% 41.0% 1.10(0.92-1.30) 0.305 60.0%  

Systemic Opioid 8.6% 8.7% 1.01 (0.741-1.37) 0.965 15.1%  

Non-pharmacological  54.0% 39.4% 0.55 (0.47-0.66) <0.001 43.2% 

      

Infant feeding      

Exclusive breastfeeding 74.0% 69.3%  0.79 (0.65-0.96) 0.019 69.6% 

Breastfeeding initiation 91.3% 91.1% 0.97 (0.72-1.32) 0.849 95.0% 

Exclusive formula feeding 8.3% 8.0% 0.96 (0.703-1.31) 0.799 6.4% 

Mixed feeding  17.3% 21.8% 1.33 (1.06-1.66) 0.012 25.4% 

NBM/Unknown 0.3% 0.9% 2.73 (0.65-11.5) - - 

Table 11: secondary outcomes for MGP, SC and QLD  
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4.4.1 Method of birth  

No statistically significant difference was seen between vaginal, instrumental and emergency 

caesarean birth for MGP versus SC. However, women in MGP were significantly less likely 

to have an elective caesarean (13.3% vs 17.2 P=0.017). 

 

Figure 17: Method of birth for MGP, standard care and QLD 

The confounding medical and social issues faced by the women in the Complex Care MGP 

yielded increased occurrence of caesarean section. When each MGP Hub is examined 

individually, the Complex Care MGP has the highest amount of caesarean sections 

compared to the other four Hubs (Figure 18).  

 

Figure 18: Caesarean birth percentage per Hub 2018-2020 
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Outcomes W/O complex MGP  SC OR (95% CI)  P value 

Method of Birth      

Vaginal non-instrumental 65.1% 59.0% 1.30 (1.08-1.56) 0.006 

Instrumental  9.0% 10.9% 0.80 (0.59-1.10) 0.168 

Caesarean 26.0% 30.2% 0.81 (0.66-1.00) 0.045 

Caesarean (elective) 11.7% 17.2% 0.63 (0.48-0.83) 0.001 

Caesarean (emergency) 14.4% 12.9% 1.13 (0.87-1.46) 0.035 

Table 12: Method of birth without Complex Care MGP 

When method of birth is examined without Complex Care, women in MGP are significant 

more likely to have vaginal births (65.1% vs 59% P=0.006) and less likely to have elective 

caesareans (11.7% vs 17.2% P=0.001). However, the data analysis also showed that 

women in MPG were more likely to have emergency caesareans (14.4% vs 12.9% 

P=0.035).  

 

4.4.2 Onset of labour  

Women in MGP were significantly more likely to have a spontaneous onset of labour (55.9% 

vs 44.3% P<0.001) compared to women in SC. The percentage spontaneous labours were 

also higher in MGP compared to QLD state-wide data.  

When compared to SC, women in MPG were less likely to have an induction (31.7% vs 

38.5% P<0.001) or have no labour (caesarean) (13.3% vs 17.2% P=0.017).  

 

Figure 19: Onset of labour for MGP, SC, QLD 
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4.4.3 Foetal monitoring during labour 

No difference was found between MGP and SC for use of CTG or FSE labour. State-wide 

data for electronic foetal monitoring was not available.  

 

Figure 20: Foetal monitoring in labour MGP vs SC 

4.4.4 Perineal trauma 

No statistically significant difference was found between the two models of care for rates of 

episiotomy’s (P=0.260) and 3rd or 4th degree perineal tears (P=0.178).   

 

Figure 21: Perineal trauma MGP, SC and QLD  
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4.4.5 Pain relief in labour 

Women in MGP were more likely to use non-pharmacological pain relief options than women 

in standard care (54.0% vs 39.4%, P<0.001). No statistically significant difference was seen 

for epidural, nitrous oxide inhalation or systemic opioid use between MGP and SC.  

 

Figure 22: pain relief in labour, MGP, SC, QLD  

When examined without the Complex Care MGP, women in MGP were significantly less 

likely to use epidural anaesthesia (25.3% vs 29.8%, P=0.036) 

Outcomes W/O complex MGP  SC  OR (95% CI)  P value 

Analgesia/Anaesthesia      

Epidural  25.3% 29.8% 0.80 (0.65-0.98) 0.036 

Nitrous oxide 39.5% 41.0% 0.94 (0.78- 1.13) 0.655 

Systemic Opioid 8.9% 8.7% 1.03 (0.75-1.41) 0.776 

Non-pharmacological  55.3% 39.4% 1.90 (1.59-2.28) <0.001 

Table 13: Pain relief in labour without Complex Care MGP 

4.4.6 Infant feeding 

Upon discharge from hospital, women in MGP were more likely to exclusively breastfeed 

their babies compared to women in standard care (74% vs 69% P=0.019). They were also 

less likely to mix feed (breast and formula) (17.3% vs 21.7% P=0.012). However, no 

difference was seen for exclusive formula feeding between the two models of care. 
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Figure 23: Infant feeding method at discharge for MGP, SC and QLD  

Infant feeding on discharge from MGP 

Table 14: Infant feeding methods on discharge from MGP service  

 

 

 

 

 

 

 

 

 

Figure 24: Infant feeding on discharge from MGP 

On discharge from MGP, usually at approximately 6 weeks postpartum, 56% of babies were 

exclusively breastfeed. Women from the Access Gateway Hub were most likely to 

exclusively breastfeed, while women in Complex Care had the highest rates of exclusive 

formula feeding. No data for breastfeeding rates at six (6) weeks for SC was available. 
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4.4.7 Summary  

The overall results show that women in MGP were statistically significantly more likely to: 

• attend 5 or more antenatal appointments 

• undergo antenatal psychosocial screening 

• receive an influenza vaccine  

• have a spontaneous onset of labour 

• have a vaginal non-instrumental birth (excluding Complex Care MGP) 

• use non-pharmacological pain relief  

• exclusively breastfeed  

• have an EPDS >10 

and significantly less likely to  

• require a caesarean section (excluding Complex Care MGP) 

• have a baby before 37 weeks gestation (excluding Complex Care MGP) 

• require SCN admission (excluding Complex Care MGP) 

• use epidural anaesthesia (excluding Complex Care MGP) 

• have an induction of labour (excluding Complex Care MGP) 
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4.5 Data trends over time 

 MGP SC 

 2019 2020 P value 2019 2020 P value 

Antenatal visits >5 98% 97% 0.150 93% 93% 0.753 

Gestation at first visit <14 65.7% 71.6% 0.067 74% 75% 0.497 

Vaccinations       

Influenza 61% 58% 0.362 52% 54% 0.317 

Pertussis 73% 73% 0.915 68% 77% <0.001 

       

Antenatal Screening       

Illicit drug use 98% 96% 0.090 94% 91% 0.002 

Domestic violence 93% 93% 0.771 87% 86% 0.398 

EPDS 93% 93% 0.760 89% 86% 0.005 

EPDS 10 or Above 19% 20% 0.612 16% 11% <0.001 

       

Smoking       

Smoking before 20 weeks 19% 24% 0.069 20% 19% 0.218 

Reduction 25 31% 0.415 24% 20% 0.164 

Cessation 16% 20% 0.423 14% 19% 0.085 

Reduction and cessation 41% 51% 0.178 39% 39% 0.933 

       

Neonatal outcomes (Live Births)       

Term LBW 1.5% 3.4% 0.058 2.0% 1.7% 0.639 

Pre-term birth (<37 weeks)  6.5% 9.1% 0.152 10.5% 8.9% 0.126 

5min APGAR <7 1.3% 0.6% 0.495 2.8% 2.3% 0.755 

SCN admission 11.7% 12.8% 0.627 13.8% 15.2% 0.204 

 
Table 15: Comparison of outcomes for MGP and SC, 2019 vs 2020  

 

4.5.1 Antenatal attendance 

 

Figure 25: Percentage of women attending 5 or more antenatal visits 

80%

85%

90%

95%

100%

2016 2017 2018 2019 2020

Total Antenatal Visits ≥5

Standard Care MGP QLD Linear (QLD)



 

111 
 

The five-year data shows that MGP has consistently surpassed the QLD state-wide 

benchmark and SC for percentage of women attending five or more antenatal appointments. 

In 2019 over 98% of the women in MGP attended 5 or more appointments, however a small 

reduction was seen in 2020 (98.3% vs 96.9%) This difference was not statistically significant 

(P=0.150). As QLD data is not available it is difficult to draw conclusions as to whether this 

drop is related to COVID-19 and fragmented appointments or due to changes in the MGP 

service. 

 

 

Figure 26: Gestation at first visit <14 weeks  

The data from 2016-2020 show that both SC and MGP have been consistently under the 

QLD benchmark for the number of women attending their first appointment before 14 weeks.  

 

4.5.2 Vaccination rates 

The five-year data shows an upwards trend for vaccination rates for all of Logan (SC and 

MGP) and QLD.  As only data from Jan-Jun 2020 was available at the time of the evaluation, 

due to the seasonal influence on vaccination rates, only women who birth the first six months 

of each year are shown in the graphs below.  

 While MGP has seen a consistent rise in antenatal vaccination, in 2020 SC saw a 14% rise 

in pertussis vaccination, while MGP only saw a 4%. While still an improvement, more is 

needed to reach the women in the MGP cohort.  

Women in SC are able to access vaccinations at the ANC, through a vaccination clinic which 

ran each Thursday morning. Women in MGP are unable to receive vaccinations at the Hubs 

(with the exception of Jajumbora) and therefore must either come into hospital or see their 

GP which can be difficult for some of the women in the MGP cohort.  
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Figure 27: Percentage of women vaccinated for influenza (Jan-Jun, 2016-2020) 

 

Figure 28: Percentage of women vaccinated for pertussis (Jan-Jun, 2016-2020) 

4.5.3 Psychosocial Screening 

Over the last five years, women in MGP were consistently more likely to undergo antenatal 

psychosocial screening when compared to both standard care at Logan and QLD state-wide 

data.  It should be noted that both MGP and SC saw a decline in screening in 2020, with the 

difference between 2019 and 2020 statistically significant for SC. This may be attributed to 

COVID-19 and changes in antenatal appointments.  

In addition, women in MGP were more likely to score 10 or more on the EPDS than women 
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Figure 29: 5-year trend of women screened for illicit drug use  

 

Figure 30: 5-year trend of women screened for domestic violence   

 
Figure 31: 5-year trend of women screened using EPDS  
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Figure 32: 5-year trend of women screened using EPDS 

 

4.5.6 Smoking reduction and cessation 

Since the introduction of the Hub model in 2018 women in MGP have continuously reduced 

or quit smoking at a higher rate than SC (Figure 33). In particular a large difference between 

MGP and SC was seen in 2020 (50.6% vs 39.0%). Statistical analysis shows this 

approached significance (P=0.06), and further data analysis is recommended in the future 

with a larger sample size.  

 

 

Figure 33: Smoking reduction and cessation trends Jan 2016 – Jun 2020 

While all Hubs saw an improvement in smoking cessation and reduction statistics in 2020*, 

the women in the Jajumbora (First Nations peoples) Hub had the largest change between 

2019 and 2020 (33% 2019 vs 54% 2020).  This coincides with the implementation of an 

identified, First Nations smoking cessation midwife mid-2019.  

*Note, no women in the Access Gateway Hub were smokers 2018 and 2020.  
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Figure 34: Individual Hubs smoking reduction and cessation rates  

 

4.5.7 Neonatal outcomes 

The five-year trends show that in 2018 and 2019 MGP has had fewer adverse neonatal 

outcomes compared to SC. In 2020 there was an increase in term LBW infants, pre-term 

birth and SCN admissions for MGP. Statistical analysis showed that this rise between 2019 

and 2020 was not statistically significant and therefore may be random (Table 15).  

 

When 2019 and 2020 are examined as separate year groups, statistical analysis shows that 

in 2019, MGP had significantly less pre-term birth than SC, and was on par with SC for the 

other neonatal outcomes. In 2020, this significance for pre-term birth was lost and the 

amount of term LBW babies dramatically increased (Table 16).  

 

Live births 2019 2020 

Neonatal outcomes  MGP SC P value MGP SC P value 

Term LBW 1.5% 2.0% 0.456 3.4% 1.8% 0.52 

Pre-term birth (<37 weeks)  6.5% 9.5% 0.026 9.1% 8.1% 0.533 

5min APGAR <7 1.3% 1.6% 0.529 0.6% 1.6% 0.156 

SCN admission 11.7% 13.9% 0.173 12.8% 14.8% 0.234 

Table 16: Neonatal outcomes MGP vs SC for 2019 and 2020  
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Figure 35: Trends in LBW for MGP, SC and QLD  

Statistical analysis showed that the number of LBW births fluctuated for MGP. This is likely 

due to the small cohort size, where a small increase has a drastic change on the trend. 

Between 2019 and 2020 there was a large increase in term LBW births for MGP, however 

this increase was not statistically significant.  

 

 

Figure 36: Trends in pre-term birth for MGP, SC and QLD  
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Figure 37: 5-year trends for pre-term birth (without complex care MGP)  

Data shows that when examined without the complex care Hub, the pre-term birth rate for 

MGP has been consistently decreasing since 2016. The data shows that 44% of the pre-

term births in MGP for 2020 can be attributed to the Complex Care Hub.  

 
Figure 38: Trends in APGAR <7 at 5min for MGP, SC and QLD  

Between 2019 and 2020 there was a decrease in APGAR <7 at 5mins for both SC and 

MGP.  
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Figure 39: Trends in SCN admissions for MGP, SC and QLD  

 

 
Figure 40: SCN admission without complex care  

Since 2016, both MGP and SC have consistently had less admissions to SCN than the state 

benchmark. In 2020 MGP saw a 1% rise in admissions to SCN, however when examined 

without complex care there has been a continuous downward trend in admissions for MGP 

since 2018.  
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4.5.8 Secondary outcomes  

The graphs of the trend data for the secondary outcomes can be found in appendix B.  

Outcomes MGP SC 

Method of Birth 2019 2020 P value 2019 2020 P value 

Vaginal non-instrumental 65.7% 59.7% 0.065 60% 57% 0.158 

Instrumental 7.0% 10.5% 0.068 10% 11% 0.141 

Caesarean 27.2% 29.8% 0.398 31% 32% 0.586 

Caesarean (emergency) 15.9% 16.2% 0.915 14% 13% 0.642 

Caesarean (elective) 11.3% 13.6% 0.297 17% 18% 0.276 

       

Onset of Labour       

Spontaneous 54% 53% 0.639 46% 44% 0.293 

Induced 34% 34% 0.820 37% 38% 0.817 

       

Monitoring       

CTG in labour 64% 70% 0.052 68% 68% 0.997 

FSE in labour 37% 38% 0.756 37% 39% 0.171 

       

Perineal status       

Episiotomy 8% 13% 0.042 11% 13% 0.031 

3rd/4th degree tear 4% 3% 0.561 2% 3% 0.889 

       

Analgesia/Anaesthesia       

Epidural 23% 29% 0.041 28% 31% 0.017 

Nitrous oxide 33% 43% 0.002 40% 39% 0.392 

Systemic Opioid 9% 8% 0.584 10% 7% 0.004 

Non-pharmacological 56% 51% 0.144 40% 38% 0.150 

       

Infant feeding       

Exclusive breastfeeding 77% 72% 0.056 71% 67% 0.015 

Breastfeeding initiation 94% 90% 0.029 91% 91% 0.928 

Exclusive formula feeding 6% 9% 0.044 9% 8% 0.774 

Mixed feeding  17% 19% 0.50 20% 23% 0.007 

Table 17: Secondary outcomes 2019 vs 2020 for MGP and SC 

The data trends show that in 2020 there was an increase in birth interventions (episiotomies 

and epidural) for both SC and MGP, as well as a decrease in exclusive breastfeeding and a 

corresponding increase in formula and mixed feeding.   
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4.6 First Nations 

Current MGP data indicates that in Jan-June 2020, 57% of indigenous woman were in MGP 

and had access to continuity of care and integrated health and support services through the 

Hub. 

 

Figure 41: Percentage of Indigenous woman in SC versus MGP.  

  
First Nations comparison of MGP and Standard Care at Logan (Jul 2019-Jun 2020) 
 

Outcomes  MGP  SC   P value 

Antenatal Engagement    

Antenatal visits >5  97% 80% 0.000 

First visit <14 weeks 73% 60% 0.022 

Vaccinations    

Influenza  54% 53% 0.883 

Pertussis  67% 65% 0.768 

    

Antenatal Screening:     

Illicit drug use 98% 84% 0.000 

Domestic violence 93% 79% 0.001 

EPDS 96% 76% 0.000 

EPDS 10 or Above 21% 14% 0.132 

    

Smoking      

Smoking before 20 weeks 41% 42% 0.914 

Smoking after 20 weeks 37% 38% 0.842 

Reduction 28% 25% 0.762 

Cessation 10% 8% 0.796 

Cessation and reduction 38% 34% 0.664 

Cessation and reduction 
(2020) 50% 36% 

0.260 
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Low birthweight <2500g 6% 3% 
0.225 

Gestation <37 weeks  8% 9% 
0.843 

SCN admission 13% 15% 
0.440 

APGAR <7 at 5min 1% 1% 
0.609 

Healthy Birthweight 84% 83% 
0.663 

 
Table 18: First Nations primary outcomes. MGP vs SC  

MGP is performing better than SC for antenatal engagement. More Indigenous women in 

MGP attending 5+ antenatal visits, attending their first visit before 14 weeks and more 

women are undergoing psychosocial screening. MGP also saw a higher number of 

Indigenous women ceasing or reducing smoking, however this was not statistically 

significant, likely due to the small sample size.  

No statistically significant difference was seen when comparing MGP and SC for any of the 

neonatal outcomes. 

4.6.1 Closing the Gap 

Target: Halve the gap in mortality rates for Indigenous children under five 

(Commonwealth of Australia, 2020) 

Key indicators for reducing childhood mortality as per the closing the gap report include:  

▪ Antenatal visits 

▪ Smoking during pregnancy 

▪ Pre-term birth 

▪ Low birthweight 

▪ Healthy birthweight (Commonwealth of Australia, 2020) 

 
MGP (July 2019-June 2020) 

 First 
Nations 

Non-First 
Nations 

Gap P value 

Total Antenatal Visits ≥5 97.3% 97.8% 0.5% 0.638 

Gestation at first visit <14 weeks 73% 67.1% 5.9% 0.176 

Smoking before 20 weeks 41.2% 17.0% 24.2% <0.001 

Smoking after 20 weeks 37.2% 13.5% 23.7% <0.001 

LBW (<2500g) 8.8% 4.9% 3.9% 0.080 

Pre-term birth (<37 weeks) 8.1% 7.8% 0.3% 0.904 

Healthy weight (2500g-4000g) 86.5% 82.8% 3.7% 0.282 
Table 19: MGP Indigenous vs non-Indigenous outcome comparison  
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QLD (2019) 

 First 
Nations 

Non-First 
Nations  

Gap 

Total Antenatal Visits ≥5 90.2% 96.1% 5.9% 

Smoking before 20 weeks 42.5% 9.1% 33.4% 

Smoking after 20 weeks 37.6% 7.2% 30.4% 

LBW (<2500g) 11.7% 7.2% 4.5% 

Pre-term birth (<37 weeks) 12.9% 9.1% 3.8% 

Healthy weight (2500g-4000g) 79.1% 83.0% 3.9% 

Table 20 QLD Indigenous vs non-Indigenous outcome comparison  

NB: LBW refers to all LBW infants, not term LBW as this data for QLD was not available for 

2019.  

• There was no significant difference between Indigenous and non-Indigenous women 

in MGP for antenatal attendance and all neonatal outcomes (yellow). Indicating MGP 

is closing the gap for these target KPI’s  

• Indigenous women in MGP are currently tracking better than state-wide Indigenous 

women for antenatal engagement, low birthweight, pre-term birth and healthy 

birthweight  

• The gap between Indigenous and non-Indigenous women in MGP is smaller in all 

areas compared to the gap seen for QLD wide data  

 

 

Figure 42: Indigenous smoking cessation and reduction trend  
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5. DISCUSSION 

5.1 Midwifery continuity of care 

The benefits of continuity of midwifery care for women and midwives is well established 

(Kildea et al., 2019; Sandall et al., 2016).  Not only are certain outcomes the same or better 

than for standard care, there is emerging evidence that these models can benefit women 

and families well into the first 1000 days of life and beyond (Queensland Health, 2019b; 

Renfrew et al., 2014).  This highlights the holistic nature of relationship based care that is 

responsible for the synergistic development of connection and partnership that contributes 

not only to maternity birth outcomes, also to improved mental health and positive health 

behaviours into the future (Sandall et al., 2016).  Certainly, we are seeing this evidence 

already with the community maternity Hubs model of care which is not surprising (Rendalls, 

Rose, & Daniel, 2019). Women speak of the validation of being seen and heard and how this 

has encouraged them to make choices for themselves and their lives that have led to self-

determination and potentially improving the life trajectory for themselves and their families 

(Rendalls et al., 2019).  

 

Health services and governments are committing to expanding access to these models 

(Metro South Health, 2018) and the rapidly expanding landscape requires review and 

evaluation if we are to progress robust and sustainable models into the future.  Further we 

know that growing continuity models within systems where fragmented care is the norm and 

midwifery continuity and autonomy is difficult to negotiate comes with challenges (Frith et al., 

2014).   Midwives working in MGP at Logan Hospital have commented on the difficulties of 

the ‘culture’ of working in continuity and state that it contributes to the work environment 

feeling like ‘us and them’. This theme is highlighted in the 

literature (Styles et al., 2020), however conversely midwives 

are convinced of the benefits of the model, motivated to 

advocate for more women to have access to the model and 

committed to remaining working in the model despite the 

challenges (Rendalls et al., 2019).  Sustaining this model 

moving forward will require attention to improving systems, 

retention of staff, interdisciplinary relationships, communication, robust implementation and 

contemporary leadership (Styles et al., 2020). 

 

“I find the culture in 
the mainstream 
unsupportive of 
MGP” MPG staff 

survey 2020 
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5.2 Growth of the service  

This evaluation has shown that there are many hurdles that 

need to be considered when expanding the MGP service. 

Research has highlighted that for successful upscaling of 

continuity of care supportive leadership, communication, inter-

disciplinary collaboration,  rostering flexibility and a clear 

implementation plan are essential (Styles et al., 2020). The 

research also indicated that for effective succession planning, 

the service should include new graduate midwives who work 

collaboratively with more experienced midwives in a supportive team approach. Mentoring 

support by more experienced midwives has been shown to provide a valuable safety net for 

new graduates and helps them build their confidence when 

transitioning from a student to a practicing midwife 

(Cummins, Denney-Wilson, & Homer, 2017). As new 

graduates are trained in the continuity of care philosophy 

employing them in a case-load model allows them the 

opportunity to work across their full scope of practice and 

consolidate their skills (Dawson, Forster, McLachlan, & 

Newton, 2018). Time needed for experienced midwives to mentor new graduates should be 

considered when determining caseload levels (Queensland Health, 2012). Three new 

graduate midwives were recruited to MGP for the first time in 2020. Staff feedback has 

indicated orientation process was rushed and could have been better structured. The 

midwives felt it was extremely challenging to start in MGP after this orientation, with some 

staff raising their concerns due to perceived inadequate clinical support and mentorship for 

new midwives.  

 

There is a misconception that MGP and case-load midwifery leads to burnout more often 

than standard midwifery shift work. Studies have shown that if managed effectively midwives 

working in an MGP model report lower levels of burnout and higher job satisfaction levels 

than their standard care counterparts (Dawson, Newton, Forster, & McLachlan, 2018). In 

order to build a sustainable service, the literature emphasises the importance of setting clear 

boundaries for time off and scheduled leave and that when implementing or expanding an 

MGP service that arrangements for leave cover is clearly addressed (Dawson, Forster, et al., 

2018). 

 

 

“Visionary leadership is a 
critical driver and enabler 

to employing new 
graduate midwives to 

work in midwifery 
continuity of care models” 
(Cummins, Denney-Wilson, 

& Homer, 2016) 
 

“New grads need solid, 
supportive supervision 

and this is largely absent 
at Logan MGP” 

Anonymous staff 
feedback 2020 
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5.3 Financial analysis 

Research has shown that caseload midwifery models of care tend to be more cost effective 

than standard hospital-based midwifery care. A Midwifery Model Estimator (MME) was 

developed in QLD to assist with the implementation and scaling up of COC models 

(Callander, 2020). This resource was developed through a review of literature and evidence 

on cost analyses and can be used to estimate cost savings for caseload midwifery models 

compared to standard care.  

Literature shows that the principle contributors of cost to maternity services include:  

• workforce 

• mode of birth 

• birth setting 

• length of stay  

Studies show that continuity of care and caseload midwifery models are associated with 

lower rates of instrumental birth and elective caesareans, as well as lower intervention rates, 

including lower rates of induction of labour, epidural analgesia and episiotomy. In addition, 

continuity of midwifery care is associated with reduced antenatal, postnatal and SCN 

admissions and shorter postnatal length of stay. These models often have a focus on 

promoting and improving health outcomes into the infants first 1000 days of life, which may 

result in many positive downstream effects which are difficult to quantify.  

 

The MME predicts that if 30% of women in Logan Hospital were in a caseload model of care 

(MGP) there would be an approximate saving of $248,638 based on a reduction in birth 

interventions. However, most of the studies looking at model of care and costs were based 

on a low risk model. It has been shown that women who identify as Indigenous, women with 

high BMI’s, multiple pregnancies and pre-existing health conditions or pregnancy 

complications incur higher costs regardless of model of care. As such, the midwifery cost 

estimator can provide a general estimation for savings using an MGP model, and 

interpretation of data should be approached cautiously.   

Data from the MME indicates that for a full-time staff member, it is cheaper to employ a 

caseload midwife than a core midwife, despite the higher base salary (Table 21 ). This is 

mainly since caseload midwives do not need to be backfilled for leave or require any leave 

loading. Currently MGP is staffed by 28 midwives, 19 CMs and 9 RMs. In order to reach 

30% of the women in Logan, staffing would need to increase to 32 midwives. Based on this 

number, the staffing cost saving would be approximately $316,385. 



 

126 
 

The MME calculator shows that based on hospital savings and staffing, if 30% of women 

birthing at Logan were in MGP, the service could potentially save $565,000pa, or $523 per 

woman. However as noted, these estimations are based on a low risk profile caseload.  

 
 
2019–20 NG5.7 NG6.4 

1 FTE Core MCOC Core MCOC 

Base salary 90,686 122,426 98,769 133,338 

Qualification allowance 3,174 3,174 3,174 3,174 

Salary 93,860 125,600 101,943 136,512 

Penalties 14,079 - 15,291 - 

Professional development 
allowance  

1,854 1,854 1,854 1,854 

Leave loading 2,868 - 3,123 - 

Superannuation 15,668 16,014 17,023 17,405 

Long service leave 3,108 2,951.60 3,377 3,208 

Backfill – recreation leave, 
sick leave and professional 
development 

14,947 - 16,279 - 

Workcover premium @ 
1.5% 

1,402 1,318 1,522 1,431 

Non-labour expenses 8,737 8,737 8,737 8,737 

TOTAL 165,909 156,475 179,344 169,147 
Table 21: Staffing cost- MGP (MCOC) vs SC (Core)  

 

5.4 COVID-19 

It is important to note that COVID-19 may have impacted outcomes for MGP and SC in 

2020. COVID-19 has resulted in an increased unemployment, alcohol consumption, mental 

health concerns (20% increase in calls to telephone counselling service Lifeline), domestic 

violence incidents and a growing income inequity (Australian Bureau of Statistics, 2020b; 

O’Sullivan, Rahamathulla, & Pawar, 2020). In addition, ABS found that between April and 

May 2020, 11% of people surveyed had an appointment with their GP or other health 

professional cancelled or postponed and that 22% of women used Telehealth services. They 

also reported lifestyle changes, with more people reporting unhealthy eating habits and 19% 

reporting that they experienced difficulties maintaining a healthy lifestyle due to COVID-19 

(Australian Bureau of Statistics, 2020a).  

 

Studies also indicate that the effect of COVID-19 unequally impacts already vulnerable 

populations and that people who were already suffering from financial hardship, 

homelessness, unemployment, disabilities or people who faced difficulties accessing 

healthcare, were more likely to be further marginalised and were more vulnerable to mental 

and physical health issues (Friel & Demaio, 2020; O’Sullivan et al., 2020). As MGP has a 

higher proportion of women from vulnerable populations, the increase in adverse outcomes 

seen in 2020 may be related to COVID-19.  
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5.5 Antenatal engagement  

The results show that women in MGP were more likely to have 5 or more antenatal 

appointments than both SC and the QLD benchmark. Research suggests that improving 

antenatal engagement, is linked to a decrease in perinatal mortality and that regular 

antenatal care is associated with better maternal health, fewer pregnancy interventions and 

improved child health outcomes (Australian Institute of Health and Welfare, 2020a).  

Currently the recommendation is that first time mothers 

with uncomplicated pregnancies attend a least 10 

appointments (7 for any subsequent pregnancies). 

While still about the state average, Logan MGP saw a 

decrease in antenatal visits in 2020. This can likely be 

attributed to disruptions to the service due to COVID-

19. Appointment times were limited and resources such 

as telehealth were utilised where possible. The 

changes to the antenatal service may have resulted in 

confusion amongst women in MGP and impacted their attendance to appointments. In 

addition, many women may have been apprehensive about attending appointments or 

presenting to hospital due to the risk of contracting COVID-19.  

 

5.6 Gestation at first visit 

The current Australian Pregnancy Guidelines recommend that women should attend their 

first antenatal visit before 10 weeks of pregnancy and that antenatal care in the first trimester 

(defined as before 14 weeks gestation by AIHW) is associated with better maternal health, 

fewer interventions and improved child health outcomes (Department of Health, 2019).  It is 

important to note that this visit may be when the woman attends primary care to confirm the 

pregnancy, not necessarily with her main pregnancy care provider (i.e. MGP).  

 

Evidence indicates that Indigenous women, women from lower socioeconomic backgrounds, 

women under the age of 20 or those who were born in non-English speaking countries were 

less likely to receive antenatal care in the first trimester. As the majority of the women in 

MGP fall into these categories, it is not unexpected that MGP has lower rates of antenatal 

care before 14 weeks when compared to SC (Australian Institute of Health and Welfare, 

2020a).  

 

“Antenatal care is associated 
with positive maternal and 
child health outcomes—the 

likelihood of receiving 
effective health interventions 

is increased through 
attending antenatal care” 

(Australian Institute of Health 
and Welfare, 2020a). 
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This late gestation at first visit with MGP was due to a combination of later gestation referrals 

from GP’s and delays in the MGP referral process. Only 13 (32.5%) of the 40 women had 

their booking in appointment with MGP. Of those 13 women only 6 (15%) saw the same 

midwife for booking in, during labour and postnatally. As the benefits from MGP are usually 

associated with continuity of care, the gestation at first visit with MGP is extremely important. 

If continuity is lost due to a late booking in, the impact of MGP will likely be reduced.  

This highlights the importance of addressing the issues found with the referral process and 

improving continuity of care in MGP.      

 

5.7 Referral Process 

An investigation into the referral process found that there were significant delays and 

difficulty identifying eligible mothers which had a detrimental and erroneous effect on women 

in the MGP service.  In addition, long wait times between triaging referrals and contacting 

woman can leave gaps in the care of vulnerable woman. Given that the MGP at Logan and 

the Innovation Project has been largely driven by the need for improving early engagement 

and engagement overall, urgent review and improvement of the referral process is critical.  

 

 

5.8 Smoking reduction and cessation 

It is well known that cigarette smoking is linked to adverse maternal and neonatal outcomes. 

Women in both SC and MGP at Logan are more likely to smoke during pregnancy compared 

to the state-wide statistic, with women in MGP smoking at an even higher rate than SC. In 

addition, Logan data showed that Indigenous women are more likely to smoke than non-  

 

Research has shown that for successful smoking 

cessation interventions, midwives require additional 

professional development and to provide culturally 

competent smoking cessation support (Harris et al., 

2019).  Indigenous smoking cessation programs 

should recognise the value of Indigenous peer 

involvement and include a social focus and community 

support (Walker et al., 2019). 

In mid-2019 the MGP service at Logan introduced an 

identified, First Nations, smoking cessation midwife, 

who provided culturally suitable interventions and 

education designed specifically for Indigenous women. 

“Indigenous women strongly 

preferred culturally 

responsive approaches to 

smoking cessation, placing 

value on programs designed 

specifically for and by 

Indigenous people” (Walker, 

Graham, Palmer, Jagroop, 

& Tipene-Leach, 2019) 
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Subsequently the Jajumbora MGP Hub has seen a large increase in smoking reduction and 

cessation (33% 2019 vs 54% 2020). Unfortunately, due to COVID-19 some of the planned 

interventions were not able to be implemented due to infection control concerns.  The 

multivariate analysis performed for neonatal outcomes show that smoking after 20 weeks is 

associated with term LBW, pre-term birth and SCN admission. This association between 

smoking and adverse birth outcomes is supported by literature and emphasises the 

importance of smoking interventions during pregnancy.  

 

5.9 Low Birthweight 

The evaluation showed that there was no statistically significant difference in term LBW 

between SC and MGP. However, in 2020 there has been a rise in term LBW babies in MGP 

that approached significance (P=0.057) when compared to 2019 MGP data. In particular the 

Jajumbora Hub saw an increase from 3.8% to 9.3% for term LBW between 2019 and 2020. 

Research has shown that Indigenous babies are nearly twice as likely to be born with LBW 

than non-Indigenous babies (Kildea, Tracy, Sherwood, Magick-Dennis, & Barclay, 2016). 

Studies have indicated that MGP programs are usually effective in lowering rates of 

Indigenous LBW babies (Lack, Smith, Arundell, & Homer, 2016). The rise in LBW seen in 

the Indigenous MGP Hub is unexpected and may be linked to the rapid growth of service 

and staffing changes. These changes resulted in a fragmentation of the service and may 

have impacted on the continuity of care women that received, potentially watering down the 

benefit of the MGP service.  

Multivariate logistic regression shows that aboriginality, smoking and primiparity are all 

significantly associated with an increased risk of term LBW and that model of care was not 

significantly correlated. The demographic data shows that MGP has higher proportions of 

woman from these categories than SC. In addition, in 2020 MGP cared for a higher 

percentage of Indigenous women, first-time mothers and women who smoked than in 2019 

which may explain the increase in LBW babies seen in 2020. In 2020, 70% of the LBW 

babies in the Jajumbora Hub were born to mothers who smoked during pregnancy, further 

emphasising the importance of the smoking cessation midwifery role.  

 

5.10 Pre-term birth 

Research suggests that MGP is protective against pre-term birth (Sandall et al., 2016). In 

particular, recent studies have shown that the gap between Indigenous and non-Indigenous 

pre-term birth rate can be reduced with the implementation of a culturally appropriate service 

which provides continuity of midwifery care and integrates supportive services in a 

community-based Hub (Kildea et al., 2019). In the Logan MGP service the majority of pre-
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term births seen in 2020 can be attributed to the Complex Care MGP (43%). When 

examined without this Hub, the pre-term birth rates for MGP have been steadily decreasing 

since the introduction of the Hub model (Appendix B). This highlights the benefit of MGP and 

potential advantages of an expanded MGP model.  

The multivariate regression analysis showed that model of care is not associated with 

increased risk of pre-term birth. However, attending less than 5 antenatal appointments, 

smoking after 20 weeks and primiparity are positively correlated with pre-term birth. In 2019 

and 2020, MGP cared for more woman who smoked both before and after 20 weeks, as well 

as more first-time mothers. Despite this, MGP had lower rates of pre-term birth than SC 

(when excluding complex care), which highlights the benefits seen from the MGP model of 

care. Other factors that may influence pre-term birth such as illicit drug use and confounding 

medical or social issues were not able to be tested for due to lack of available data.  

 

5.11 Admission to SCN 

Australian Mothers and Babies report indicates that babies born to mothers that were aged 

under 20 or over 40, were Indigenous, smoked during pregnancy, or gave birth by 

caesarean section were more likely to be admitted to SCN (Australian Institute of Health and 

Welfare, 2020a).  

Statistical analysis showed that there was no difference between MGP and SC for SCN 

admissions. However, when examined without Complex Care MGP, babies born in MGP 

were significantly less likely to be admitted to SCN. Data regarding SCN admission rates for 

QLD in 2019 show that nearly 1 in 5 (19.2%) of babies born in QLD were admitted to the 

nursery. This indicates that both Logan MGP and SC were both below the benchmark set by 

the State.   

Multivariate analysis was performed to investigate which variables contributed to SCN 

admissions. It was found that attending less than 5 antenatal visits, primiparity, and both 

instrumental and caesarean births were associated with SCN admission. In 2020 there has 

been a rise in both caesareans and instrumental births, as well as a decrease in antenatal 

attendance for both SC and MGP. This may explain the rise in SCN admissions seen for 

both SC and MGP in 2020.  

 

5.12 Secondary outcomes 

The data analysis showed women in MGP were more likely to have a spontaneous onset of 

labour and use non-pharmacological analgesia, when examined without the high-risk women 

in the complex care Hub, MGP had significantly more vaginal births, less use of epidural 
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anaesthesia and less elective caesareans. These outcomes are in line with the expected 

results based on literature (Renfrew et al., 2014; Sandall et al., 2016).   

 

5.13 Trends 

The evaluation showed an upwards trend in 2020 for adverse outcomes both maternal and 

neonatal compared to 2019 for MGP. In particular, there was an increase in women in MGP 

attending less than 5 antenatal appointments, instrumental births, elective caesareans, 

epidural anaesthesia, pre-term birth and LBW. However, statistical analysis showed that for 

there was only a significant increase in epidural anaesthesia and episiotomies for MGP and 

SC, as well as an increase in nitrous oxide use for MGP. In addition, there was a rise in 

either mixed feeding or formula feeding for MGP and SC. It should be noted that in 2020 

there was no permanent Lactation Consultant on the postnatal ward which may explain this 

rise in formula feeding. None of the other outcomes were significant for either MGP or SC 

when comparing 2019 to 2020. While the rise is not statistically significant, this trend should 

still be monitored as it there is potential for this trend to continue and become significant.  

 

5.14 First Nations  

Currently, 55% of Indigenous women in Logan have access to continuity of care through 

MGP. Research suggests this model of care results in improved maternal and neonatal 

outcomes than regular hospital-based models. Data analysis from the 2019 financial year 

show that Indigenous woman in MGP have higher rates of antenatal engagement and 

psychosocial screening. There was no statistically significant difference in neonatal 

outcomes between MGP and SC, however this may be due to the relatively small sample 

size.  

The gap analysis showed that compared to the QLD benchmark First Nations women in 

Logan MGP are attending more antenatal appointments and having less adverse neonatal 

outcomes such as low birth weight or pre-term births. This is a positive step forward towards 

closing the gap between our Indigenous and non-Indigenous populations.  
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The consumer feedback indicates that women are satisfied with 

the care provided, however there are areas for improvement 

when it comes to providing culturally safe care for First Nations 

families. The Growing Deadly Families report published in 

December 2019 sets out a vision for all First Nations babies in 

Queensland to be born healthy, into strong resilient families. A 

number of priorities were identified in this report, with the 

essential elements focused on building culturally safe maternity 

services and ensure all First Nations women have access to 

high quality care (Queensland Health, 2019a).  

 

Priority 1. We want a say in how maternity services are designed and delivered 

• Maternity services for Aboriginal and Torres Strait Islander families are co-designed 

and delivered with the community, in partnership with providers. 

o Partnerships and collaborative woman-centred care 

o Leadership and collaboration 

The MGP Hub model was developed after extensive community co-design and the 

involvement of local Logan women, including a strong Indigenous voice. Jajumbora 

continues to provide collaborative woman-centred care within the Logan community. Recent 

consumer consultation as part of the Innovation Project identified areas for improvement. In 

particular First Nations peoples identified the need for an expansion of the current services, 

more Indigenous staff and a Birthing on Country model of care. Currently, the goal for Logan 

MGP is to have a fully integrated Birthing on Country model by 2022. 

Priority 2. We don’t want to keep telling our same story to different people 

• All women in Queensland pregnant with Aboriginal and/or Torres Strait Islander 

babies have access to woman-centred, comprehensive and culturally capable 

maternity care. 

o Continuity of Carer 

o Integrated health and other support services 

o Transferring women for birth 

o Family wellbeing 

o Information sharing, referral and follow-up 

Current Indigenous MGP Hub data indicates that in 2020, 57% of Indigenous women birthing 

at Logan were part of the MGP service and had access to continuity of care and integrated 

health and support services through the Hub. With expansion of the Hub, Logan would aim 

to offer all Indigenous women the opportunity to access MGP by the end of 2022.  

“There is something 
about birth that is very 
spiritual, very healing. 

Having the support all the 
way through pregnancy 
makes it so much easier 

giving birth – it’s the 
safety in it”. Aunty Faith 

Green 
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Priority 3. We want more of our people providing our maternity care  

• A culturally capable workforce means more Aboriginal and Torres Strait Islander 

people across all disciplines of maternity care. 

o Aboriginal and Torres Strait Islander workforce 

o A culturally capable workforce 

Logan MGP would benefit from a larger Indigenous workforce. Currently the Jajumbora MGP 

Hub employs only two First Nations midwives. The aim to grow a culturally diverse workforce 

will be facilitated by ongoing targeted recruitment strategies and an ongoing identified new 

graduate position. In addition, each year the Jajumbora Hub aims to facilitate placement of 

identified Indigenous student midwives in the MGP Hub.  

Consumer engagement with midwives working in MGP have shown that most midwives felt 

they did not receive enough culturally specific education when their employment 

commenced. Indicating that Logan MGP needs to increase the opportunity for ongoing 

cultural education of all midwives, not just those in the Jajumbora Hub. Going forward, a 

robust and structured orientation that includes ongoing culturally specific education 

addressing Indigenous history and way of doing things is planned for all staff new to MGP.    
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6. RECOMMENDATIONS 

10. Referral process 

a. Additional resources and education to enable GP’s to identify women eligible 

for the MGP service  

b. Midwifery triage in ANC 

c. KPI’s should be set for target time frames between referral steps.  

d. Education for all MGP midwives regarding expectations surrounding the 

referral process  

e. Commitment to data collection regarding MGP referral processes and 

referrals to wrap around services at hubs 

f. GP liaison midwifery position  
 

Referral Steps Target timeframe  

GP referral received and MGP referral sent  7 days  

MGP referral sent and referral accepted (MGP triage) 7 days 

Woman assigned to a midwife & 1st attempt at contact 2 days 

1st contacted & 1st appointment 14 days 

GP referral & 1st MGP appt 30 days 
Table 22: Target KPI’s for MGP referrals  

11. Wrap around services 

a. Vaccination services should be provided in the community Hubs in order to 

increase vaccination rates amongst vulnerable populations 

b. Education should be provided to upskill midwives to allow them to provide 

contraceptive advice and application, vaccinations and other wrap around 

services in the hubs.  

c. Education and encouragement for broadening scope of practice, pursuant to 

current plans 

d. Investment to ensure adequate equipment is available in Hubs to allow for 

vaccinations and other wrap around services 

12. Workforce expansion  

a. Continuation of the new graduate MGP positions to enable growth within the 

service and assist with succession planning 

b. Expansion of the workforce to include more positions for Indigenous midwives  

c. More structured and expansive orientation program for new staff inclusive of 

cultural education, particularly for the Jajumbora Hub 

d. Continuation of the clinical facilitator role for MGP   

e. Expansion of the community midwifery Hubs at a rate of one Hub per annuum 

to reach 50% of women birthing in Logan by 2022 
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13. Cultural competence 

a. Introduction of a Birthing on Country model of care 

b. Continuation of the Indigenous smoking cessation midwifery role  

c. Further training and professional development to increase all midwives’ 

cultural competence   

14. Complex Care 

a. Continuation of the Complex Care MGP services 

b. Continuation of the MGP Navigator role for complex care 

15. Mental health 

a. Creation of a culturally appropriate Parenting Support Centre  

b. Use of a translated culturally appropriate EPDS for Indigenous and CALD 

diverse women  

c. Increasing mental health training and supporting professional development 

opportunities for midwives  

16. Growth of the service  

a. Continued growth of MGP service to reach women who do not currently meet 

MGP eligibility criteria  

b. Staged, structured and well-planned approach when implementing new MGP 

Hubs as rapid growth can lead to destabilised service  

17. Workplace culture 

a. Encouraging multidisciplinary conversations and collaboration between 

midwives and doctors  

b. Encouraging a “blame free” environment that maintains accountability and 

encourages staff to speak up for safety  

c. Promote transparency and communication between leadership and staff  

d. Consideration should be given to an organisational psychologist  

18. Future work  

a. Further education regarding perinatal data entry for midwives in both MGP 

and SC  

b. Further review of the service in 3-5years to determine if key KPI’s are being 

met and explore opportunities for further expansion and innovation  

c. Commitment to investing in longitudinal research that confirms evidence of 

first 1000 days and improved life trajectory of priority populations 
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8. CONCLUSION 
Midwifery group practice care provided in the community maternity Hubs model within Logan 

Hospital is safe, improves antenatal attendance and engagement and a range of maternity 

and neonatal outcomes including social determinants of health for priority populations. 

Women and midwives are highly satisfied with the model and implementation has been 

successful across the majority of indicators evaluated.  Due to the time constraints of the 

evaluation period, this evaluation did not explore other longitudinal community outcomes that 

may be achieved as a result of the planning and capacity building within Logan and the 

community maternity Hubs.  This is an area for consideration in the future.  Upscaling of 

these models should continue as a priority until 50% (or more) women at Logan can access 

this care. 
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APPENDIX A 

 

1. Where did you receive MGP care? Total Percentage 

Benevolent HUB Browns Plains 50 12% 

Jajumbora HUB Waterford West 49 12% 

Access Gateway HUB Logan Central 86 21% 

Pasifika HUB Slacks Creek 15 4% 

Complex Care HUB Logan Hospital 19 5% 

Logan hospital MGP 189 46% 

Total  408 100% 

 

   

2. Is this your first baby? Total Percentage 

Yes 169 34% 

No 242 48% 

Total 499 100% 

   
3. Overall, how would you rate the care that you received 
during pregnancy? Total Percentage 

Very good 311 92% 

Good 22 6% 

Adequate 5 1% 

Poor 0 0% 

Very poor 1 0% 

Total 339 100% 

   

4. How did you find out about MGP? Total Percentage 

My midwife contacted me 243 59% 

My HUB referred me 47 11% 

My family/friends told me 36 9% 

I researched for myself 4 1% 

GP 19 5% 

Other 61 15% 

Total 410 100% 

   

   

5.What is the main language spoken in your home? Total Percentage 

English 284 69% 

Other 125 31% 

Total 409 100% 

   

   

6. Do you identify as Aboriginal or Torres Strait Islander Total Percentage 

Yes 81 20% 



 

138 
 

No 329 80% 

Total 410 100% 

   

7. Age Total Percentage 

16 or under 13 3% 

17-21 108 26% 

22-30 183 45% 

31-39 93 23% 

40+ 11 3% 

Total 408 100% 

   

8. Support services accessed Total Percentage 

MGP navigator 25 7% 

Social work  52 14% 

Health workers  85 23% 

Perinatal wellbeing service 45 12% 

ATODs 0 0% 

Intensive family support  22 6% 

Services at Hub location  58 15% 

Multiple or other services 54 14% 

None/did not answer 34 9% 

Total 375 100% 

   
9.Were you involved as much as you wanted to be, in 
decisions about your care and treatment during your labour 
and birth?  Total Percentage 

Yes, definitely 311 92% 

Yes, to some extent 23 7% 

No 2 1% 

I didn’t make any decisions about my care 1 0% 

Total 337 100% 

   

10. What was your midwives name   

Free text:    

   
11.Were you able to make informed decisions about your 
pregnancy, labour and birth Total Percentage 

Very satisfied 367 91% 

Satisfied 34 8% 

Dissatisfied 2 0% 

Very dissatisfied  0 0% 

Total 403 100% 

   
12. It was helpful to have the same midwife during your 
pregnancy journey Total Percentage 

Strongly agree 362 90% 
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Agree 38 9% 

Disagree 3 1% 

Strongly disagree 1 0% 

Total 404 100% 

   

13. The care from your midwife met your expectations Total Percentage 

Very satisfied 381 93% 

Satisfied 28 7% 

Dissatisfied 0 0% 

Very dissatisfied  1 0% 

Total 410 100% 

   

14. You felt good about your birth experience Total Percentage 

Very satisfied 335 82% 

Satisfied 62 15% 

Neither Satisfied nor Dissatisfied  7 2% 

Dissatisfied 2 0% 

Very dissatisfied  3 1% 

Total 409 100% 

   

15. I would choose to have MGP again Total Percentage 

Yes 406 99% 

No 4 1% 

Total 410 100% 

   

16. I would recommend MGP to family and friends Total Percentage 

Yes 405 99% 

No 5 1% 

Total 410 100% 

   

17. We highly value your feedback so if you have any further 
comments regarding your care or any suggestions then 
please let us know   

Free text:    
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APPENDIX B 

Secondary outcome trends 
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