
 

 
 
 

 
 

Correction Notice 
 

Please note that the references to “Bub Hubs” on pages 4, 5, 24, 34, 43, 49, 50, 53, 
54, 55 and 56 of this Report should be deleted and replaced with a reference to 
“family centres”. 

“The Bub Hub” is an existing trade mark and domain name.  Consequently, to avoid 
any confusion, the family centres recommended to be established in accordance with 
this Report will not be called “bub hubs” and will be named “family centres”. 
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Health/Report/  Queensland Health (2004)  Evaluation of Midwifery Model of Care – Fraser Coast Health Service 

author /date District (FCHSD) 

Informed by  Review of implementation of Maternity Services – Fraser Coast Health Service District (FCHSD) 

recommendations (see QH 2002 on page 8).

Review team visited the District, consulted with stakeholders, community representatives and consumers.

Analysis of data (birth numbers, outcomes, antenatal visits, operation of the team)

Summary  Evaluation of the fi rst six months of operation of the Midwifery Model of Care in the FCHSD.

In implementing the recommendations of the Review of Maternity Services – Fraser Coast Health Service 

District, a team midwifery model was established (six FTE Midwives, drawn from existing staff, working 

between two hospitals).

Recommendations  This was an evaluation of implemented recommendations from Queensland Health 2002 Review of 

Maternity Services – Fraser Coast Health Service District (FCHSD).

Health/Report/  Queensland Health (2003) Maternity Services Review – Banana  HSD & Central Highlands HSD 

author /date [HSD: Health Service District]

Informed by 

Summary  The issue of providing safe and sustainable maternity services is of increasing concern to Queensland 

Health (QH) especially in rural communities. Recruitment and retention diffi culties in rural and some 

provincial areas, both now and into the future, will increasingly defi ne the level of maternity services 

able to be provided. A review of maternity services in Central Zone at the request of some Central Zone 

District Managers, aiming to examine current models for the delivery of maternity services and make 

recommendations for models considered safe and sustainable for the future. Six hospitals were reviewed 

(Biloela, Theodore, Moura, Emerald, Springsure, Blackwater).  

  During the review process, several issues were consistently raised by stakeholders in relation to the 

maternity services:  safety and sustainability of the services; meeting community expectations (including 

QH local staff) regarding access to maternity services; and minimising risk and litigation exposure whilst 

providing acceptable working conditions for the participating clinicians (both doctors and midwives). 

  A solution to the current and future service issues in maternity is believed to be achievable if clinicians 

and community representatives collaborate to ensure that the model of care provided is ‘client focussed’. 

The safety of the mother and baby, above personal interests, must be paramount when considering the 

provision of sustainable maternity services in rural centres and the current level of litigious activity in 

relation to O&G services makes this even more imperative.

Recommendations Recommendations specifi c to the Banana and Central Highlands Health Service Districts relating to:

 • recruitment and retention, as well as general numbers, of skilled clinicians;

 • consolidating birthing sites;

 • antenatal and postnatal care.

Health/Report/  Queensland Health (2003)  Background Paper. Part 1. Maternity Services Care Patterns and 

author /date Models

Informed by Summary of Queensland Health (2002) report:  (see page 4) 

Summary A background paper to advise the Australian Health Ministers’ Advisory Council:

 •  Defi nes maternity services:  The purpose of a maternity service is to provide mothers and babies with 

safe, effective and holistic health care before, during and after delivery.

 •  Summary under headings: External pressures and trends/ Changing demand/ Changing clinical 

practice/ Increased proliferation of policies, standards and strategic directions/ Professional & workforce 

issues/ best practice principles/ models of care (selected models of maternity care)

Recommendations N/A.  Summary document
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Health/Report/  Queensland Health (2002) DRAFT. Clinical Services Framework for Public Sector Maternity Services.  

author /date A synthesis of the literature examining service frameworks including models of care and best  

 practice principles

Informed by  References referred to in the ‘Summary’ and ‘Recommendations’ section  can be found in Attachment 1 

at the end of this document.

Summary  This is a draft paper that provided a synthesis of the literature examining service frameworks, including 

models of care and best practice principles for maternity services.  Similar papers prepared for closely 

related clinical services including Neonatology, Gynaecology, and Paediatric services.  These documents 

were expected to form part of a larger body of work then in progress within the Queensland Health 

Procurement Strategy Unit, Clinical Strategy Team, involving the development of service frameworks and 

service specifi cations across a range of clinical areas.

 Best practice principles

  In canvassing the literature, the following set of best practice principles for delivering maternity services 

were identifi ed:

 •  Safety is paramount for all women during all phases of pregnancy and childbirth (NSW Health, 2000:7).

 •  Maternity Services should be culturally appropriate and responsive to the individual needs of each 

woman (MHCCS, 2001).

 •  Maternity care should be women and family centred (WHO, 1996; MHCCS, 2001; Personal 

Communications C. Davies, 2002).

 •  Maternity care should be provided by multi-disciplinary teams, where appropriate, with the necessary 

knowledge, skills and experience and there should be an emphasis on coordination and integration of 

services (Rowley and Russell, 2000). 

 •  Maternity services should have available the necessary levels of intervention and technology, in 

accordance with the facilities delineation role (NSW, 2000:25). 

 •  It is important to ensure continuity of care, and wherever possible continuity of carer, throughout 

pregnancy and postnatal care (WHO, 1996; CA, 1999:17; Rowley and Russell, 2000; Hodnett, 2001).

 •  Woman should be given and informed of the full range of choices in maternity care (NSW Health, 

2000:7; WHO, 1996).

 •  Women should have, and feel, autonomy and control over the birthing process (WHO, 1996).

 •  For pregnancy and postnatal care it is important to provide as much care locally to enable a high level 

of access to services (Rowley and Russell, 2000; SOGC, 1998:2).  Even so, the perceived benefi ts of 

local community access will need to be balanced with quality considerations and medico-legal risks 

(MNCAHS, 2000). “There is a general acceptance that local access to services must never be provided 

at the expense of quality” (TSO, 2000:1)

 •  High quality maternity services across the continuum of care should be ensured (NHPC, 2000). 

 •  Consumer participation and consultation in planning and evaluating maternity services should be 

promoted (NSW 2000:25)

Recommendations Key recommendations from endorsed documents and evidence

  The following is a synthesis of key recommendations derived from authoritative reports, related evidence 

and previous endorsed work of Queensland Health, as they pertain to the planning and development of 

maternity services.

Preconception and very early pregnancy care

•   Preconception care is most cost-effectively provided as an integral part of primary care services during 

routine health promotion.  Preconception care includes a comprehensive health history and physical 

exam with initiation of health promotion interventions prior to conception (Perry, 1997). 

 •  Queensland Health should take a leading role in the development of comprehensive reproductive 

technology legislation for Queensland, and should promote the need for nationally consistent 

legislation.  This legislation should include requirements for accreditation, licensing and quality 

assurance of all ART  facilities (QH, 1999).
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Health/Report/  Queensland Health (2002) DRAFT. Clinical Services Framework for Public Sector Maternity Services.  

author /date A synthesis of the literature examining service frameworks including models of care and best  

 practice principles (continued)

Recommendations • Termination of pregnancy, specifi cally for serious genetic disease and major chromosomal and 

(continued)     congenital abnormalities, should be performed in appropriate public maternity units in Queensland (QH, 

1998:11).  The unit where the termination is to be carried out should have the appropriate experience in 

both the methods of termination and the care of families in this situation (RCOG – UK, 2000)

 Ante-natal care

 •  All pregnant women should be provided with a maternity record by their principal carer giving details 

of their health as it relates to their pregnancy and any tests results or treatments with a duplicate to be 

held by their principal carer (NHMRC, 1996: Recommendation 5.6; CA, 1999:5).

 •  Comprehensive, accurate and objective information should be made available to all pregnant women 

on the antenatal and birth options available to them (NHMRC, 1996: Recommendation 1; QH, 1998; 

CA, 1999:5).

 •  A list of accredited obstetric specialists, GPs and midwives in their local area should be maintained.  

Team care should be encouraged and identifi ed in these lists and should be available to women 

(NHMRC, 1996: Recommendation 8.1).

 •  Antenatal education classes should be generally available (CA, 1999:6).

 •  Antenatal clinics should be adapted to enable the development of links with GPs, obstetricians and 

midwives to improve and expand models of shared ante-natal care (NHMRC:1996: Recommendation 

5.1; CA, 1999:18).

 •  Public antenatal clinics should take all necessary steps to enable women to have continuity of care and 

carer, in hospital or with a medical practitioner or midwife (NHMRC 1996: Recommendation 5.2) based 

on state-wide guidelines for share care (QH, 1998:8)

 •  The timing and the number of screening and specials tests (including basic, routine tests and 

measurements such as blood pressure and haemoglobin counts as well as more sophisticated tests 

such as ultrasound scanning, amniocentesis and chorionic villus sampling) should be determined by a 

local maternity services committee (NHMRC 1996: Recommendation 5.5).  These guidelines should be 

consistent with national best practice guidelines where available (CA, 1999:45-53)

 •  Routine screening for domestic violence should be undertaken as part of the ante-natal assessment.  

 •  There should be a continuation and expansion of hospital birthing centres (CA, 1999:7).

 •  Birthing centres should be a considered option for all women.  The centres should contain midwifery 

teams with supporting medical staff linked to a traditional obstetric and midwifery unit (ACIL,1996: 3; 

NHMRC 1996: Recommendation 6.3; QH, 1998:10)

 •  All major maternity units should incorporate the philosophy and practice of collaborative, 

comprehensive midwifery care (NHMRC recommendation 6.1) 

 •  A target rate should be determined for Caesarean sections, moving towards the target of 15% 

recommended by the World Health Organisation (CA, 1999:7). 

 •  Hostel and other accommodation should be provided for those who need to stay close to a major 

centre during pregnancy and post-natally (NHMRC, 1996: Recommendation 5.8; QH, 1998:12).

 Postnatal care

 •  Training programs should increase awareness of psychological changes and postnatal depression in the 

postnatal period (NHMRC, 1996: Recommendation 9.3).

 •  Professionals and voluntary groups should facilitate successful breastfeeding (NHMRC, 1996: 

Recommendation 9.4).

 •  Early discharge should be an option for all women (NHMRC, 1996: Recommendation 9.1; QH 

1998:11).

 •  In a climate of early discharge, it is imperative that adequate and comprehensive post-natal support is 

readily available to support women with problems including diffi culties with breast-feeding, multiple 

births and post-natal depression (NHMRC, 1996: Recommendation 9.2; CA, 1999:8).
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Health/Report/  Queensland Health (2002) DRAFT. Clinical Services Framework for Public Sector Maternity Services.  

author /date A synthesis of the literature examining service frameworks including models of care and best  

 practice principles (continued)

Recommendations High risk situations

(continued) •  Specifi c funding should be provided to ensure tertiary centres continue with their state-wide obstetric 

and neonatal retrieval and transfer services (NHMRC, 1996: Recommendation 13.2, QH, 1998:10). 

 •  Hostel and other accommodation should be provided for those who need to stay close to a major 

centre during pregnancy and post-natally (NHMRC, 1996: Recommendation 5.8; QH, 1998:12).

 Risk management

 •  There should be a further examination of the complexity and costs of indemnity and their effects on 

current maternity services.  The review should also examine their implications for an effective range of 

options for future maternity care (NHMRC, 1996: Recommendation 10.1).

 Data collection and analysis

 •  Queensland Health should support the development of national integration of data collection and 

analysis (NHMRC, 1996: Recommendations 14.1 – 14.8; QH, 1998:14)

 •  Queensland Health should develop a common minimum data set for all birthing services (i.e. minimum 

data set for alternative birthing services should be the same as for other maternity services) within the 

state with standardised medical records to facilitate a state-wide database management system for 

management and planning of obstetric services in Queensland (ACIL, 1996:1; QH 1998:14).

 Research and evaluation

 •  Evaluation and research into recent initiatives, new strategies/models of care in childbirth, principal 

causes of maternal and prenatal mortality and morbidity, and strategies for reducing the continuing 

high morbidity and mortality rates of Aboriginal and Torres Strait Islander people should be encouraged 

and supported.  The research and evaluation priorities should also have thorough input from 

consumers (NHMRC, 1996: Recommendations 15.1-15.4; ACIL, 1996:2; QH, 1998:10).

 Selective and indicated groups 

 Indigenous

  Nationally, a very diverse range of programs have now been conducted aimed at improving access to and quality 

of antenatal programs for indigenous women.  Many of these programs have also been carefully evaluated.  As 

a result it is possible to identify elements common to successful programs.  Such elements include:

 •  consultation with Aboriginal communities, especially women leaders, at every stage of development, 

implementation and evaluation of service provision (NHMRC 1996: Recommendation 3.3)

 •  the provision of culturally appropriate services

 •  the training of indigenous health workers (including attendants, medical practitioners, obstetricians 

and midwives) to provide such services (NHMRC 1996: Recommendation 3.5)

 •  the training in cultural issues for non-indigenous staff involve in programs

 •  a team approach involving the Aboriginal Medical Service, general practitioners and rural GPs as well 

as community midwives and health workers

 •  links with hospitals, especially through Aboriginal outreach and liaison workers

 •  links to broader health services and

 •  adequate transport and support services (CA, 1999:25)

  It is recognised that improving Aboriginal and Torres Strait Islander health generally is a crucial step in 

improving the outcomes of childbirth for Aboriginal and Torres Strait Islander women (NHMRC 1996:xi).  

It is also recognised that the health standards of Aborigines and Torres Strait Islanders will be improved 

and maintained through the promotion of primary health care principles and evidence-based practice.

  Establishment or enhancement of maternal health services in indigenous communities should be

 consistent with the recommendations from the following endorsed Queensland Health reports (QH, 

1998:13):

 •  Delineation of Maternal Health Services in Aboriginal communities (QH, 1998d:Appendix A). 

 •  Standards for Maternal Health Services in Aboriginal Communities (QH, 1998d:Appendix B).
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Health/Report/  Queensland Health (2002) DRAFT. Clinical Services Framework for Public Sector Maternity Services.  

author /date  A synthesis of the literature examining service frameworks including models of care and best 

practice principles (continued)

Recommendations  Additional recommendations from other authoritative sources pertaining to the provision and   

(continued) development of maternity services for indigenous communities include:

 •  Antenatal information should be made available to all indigenous women in a language and format 

that meets their needs (CA, 1999:6)

Culturally appropriate birthing services, either in hospitals or stand alone, should be provided in centres 

with large Aboriginal and Torres

 •  Strait Islander populations (CA, 1999:7).

 •  Patient transfer assistance schemes should extend to an accompanying family member for Aboriginal 

and Torres Strait Islander women who have to give birth outside their communities (CA, 1999:7) 

 •  Hostel and other appropriate accommodation should be made available for those women who 

are required to leave their communities and need to stay close to a major maternity centre during 

pregnancy and post-natally, (NHMRC, 1996: Recommendation 5.8; QH, 1998:12). 

 Adolescence

  Key recommendations from authoritative sources pertaining to the provision and development of 

maternity services for adolescent women/mothers include:

 •  Antenatal and postnatal programs, in particular outreach support programs, designed specifi cally for 

young women/adolescent mothers should be promoted (CA, 1999:5).

 •  Special services within maternity units and elsewhere need to provide for young women who are 

pregnant.  Where possible these should include “drop-in” services with staff who are aware of the 

special needs of this group (NHMRC 1996: Recommendation 4.4).

 Women from Non-English speaking backgrounds

  Key recommendations from authoritative sources pertaining to the provision and development of 

maternity services for women from non-English speaking backgrounds include:

 •  Antenatal information should be made available to all women from non-English speaking backgrounds 

in a language and format that meets their needs (CA, 1999:6)

 •  All documents made available to pregnant women need to be in their language of fi rst choice with 

interpreter services available for cover for obstetric care including emergencies (NHMRC 1996: 

Recommendation 4.2 and 4.3)

 •  The providers of maternity services need to be informed of and implement maternity services in 

keeping with the cultural and religious requirements for childbirth amongst new and established 

migrant groups (NHMRC 1996: Recommendation 4.1)

 Women in rural and remote areas

 Key recommendations from authoritative sources pertaining to the provision and development of   

 maternity services for women residing in rural and remote areas include:

 •  Major tertiary hospitals should be supported to extend the provision of satellite clinics and visiting 

teams of obstetricians to assist women in rural and remote areas (CA, 1999:22)

 Workforce 

  The following is a continuation of the synthesis of key recommendations derived from authoritative 

reports, related evidence and previous endorsed work of Queensland Health, as they pertain to 

workforce issues in the development of maternity services.

 Professional training and development

 •  Effective health care provision should include continued training and professional eduction for 

all maternity care providers.  This includes health professionals in rural and remote areas, general 

practitioners and community health workers (NHMRC, 1996: Recommendation 11.2; QH, 1998:12).

  •   Priority areas for training and professional development include:

– Special needs of parents whose baby has died before or after birth

– Increasing awareness of physiological changes and postnatal depression with management strategies 

for care providers

– Women’s health issues, including domestic violence

– Cultural awareness of indigenous and ethnic minority groups (QH, 1998:12)



77

This r
eport 

represents 
the view of t

he In
dependent R

eviewer

and does n
ot r

epresent Q
ueensla

nd Government P
olicy

Health/Report/  Queensland Health (2002) DRAFT. Clinical Services Framework for Public Sector Maternity Services.  

author /date  A synthesis of the literature examining service frameworks including models of care and best 

practice principles (continued)

 •  All major maternity units should educate health staff to incorporate the philosophy and practice of 

collaborative, comprehensive midwifery care in the delivery suite (NHMRC, 1996: Recommendation 

6.1; QH, 1998: 10) 

 •  Access to public sector maternity services by independent (visiting) accredited midwives should be 

permitted (NHMRC, 1999: Recommendation 7.5; QH, 1998:12).

 •  Queensland Health should develop policy guidelines for accreditation of visiting midwives and these should 

be adopted by both public and private maternity units.  These guidelines should recognise the need for 

an integrated maternity service with appropriate consultations with other professionals, in particular with 

obstetricians and other medical practitioners (NHMRC recommendations 7.1 – 7.4; QH, 1998:12).

 •  Queensland Health should liaise and negotiate with the Royal Australian College of Obstetrics and 

Gynaecology (RACOG) to ensure intake numbers for fi rst year trainees remain adequate (AMWAC 1998:71). 

 •  With respect to improving the health outcomes of Indigenous and Torres Strait Islander communities it 

is essential to:

– Increase the number of permanent positions for indigenous health workers trained in the principles 

of primary health care.

– Provide increased support in universities to enable Indigenous students training as registered nurses, 

midwives and doctors to complete their courses and provide “bridging courses” to assist Indigenous 

people to enter such training programs.

– Develop strategies to increase the number of permanent female indigenous health workers (both 

medical and allied health), and recognise the role of traditional indigenous birth attendants.

– Develop a module providing information about traditional and contemporary maternity care practices 

to be included in the training of Aboriginal and Torres Strait Islander Health Workers (ACIL, 1996:3).

 NB. Medical

  The Medical Workforce Advisory Committee of Queensland (MWAC-Q on which medical specialist 

colleges are represented) and the Offi ce of the Principal Medical Advisor oversee the application 

and implementation of the Australian Medical Workforce Advisory Committee recommendations in 

Queensland. This includes recommendations relating to the Obstetricians and General Practitioners.  

The Offi ce of the Principal Medical Advisor, supported by MWAC-Q, is undertaking a review of the 

“generalist” senior medical offi cer workforce in rural communities with a view to improving sustainability 

of workforce vital to maternity services in rural Queensland.(Personal Communication D. Lennox, 2002).

 NB. Nursing

  A series of high-level recommendations for nursing, including midwifery, recruitment, retention and 

education have previously been formulated and include:

 – Queensland Health, Ministerial Taskforce nursing recruitment and retention (QH, 1999c) 

  The Commonwealth Senate Community Affairs References Committee are currently undertaking an 

inquiry into nursing to examine the shortage of nurses in Australia, and opportunities to improve current 

arrangements for the education and training of nurses (www.aph.gov.au/senate/committee/clac_ctte/

nursing/index.htm).  In addition, the Commonwealth Department of Education, Training and Youth Affairs 

(DEST) are coordinating a National Review of Nurse Education (www.detya.gov.au/highered/programmes/

nursing/#announce). Recommendations from these initiatives should be available later in 2002.

  The Australian Health Minister’s Advisory Council (AHMAC), Workforce Advisory Committee (AHWAC), 

is currently investigating workforce issues pertaining to midwifery and critical care.  Recommendations 

from this committee should be available mid 2002 (Personal Communications S. Norrie, 2002). 

   Other national mechanisms currently examining nursing workforce issues and undertaking workforce 

planning include:

– The Australian Workforce Offi cers Committee (AWOC).  AWOC will supersede AHWAC once this 

committees work is completed mid 2002 (Personal Communications S. Norrie, 2002). 

– The National Health Workforce Committee (Personal Communications S. Norrie, 2002). 
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Health/Report/  Queensland Health (2002) DRAFT. Clinical Services Framework for Public Sector Maternity Services.  

author /date  A synthesis of the literature examining service frameworks including models of care and best 

practice principles (continued)

Informed by Consultation with stakeholders, community representatives and consumers.

Summary  The review of maternity services at FCHSD was commissioned by District management, on the advice of 

the District Health Council, to examine the current model for the delivery of maternity services and make 

recommendations for model/s of service delivery that is/are safe and sustainable for the future.

 Two issues consistently raised by stakeholders were:

 • safety and sustainability of the service; and

 • meeting community expectations of the service.

 The review highlighted workforce issues including recruitment and retention of staff. 

 Risks relating to the recommended model:

 • lack of commitment from staff to working in a collaborative model of care across two sites

 •  potential for community dissatisfaction/ confusion with no spontaneous/induced births at  

Maryborough Base Hospital (MBH)

 • risk of clients still presenting to birth at MBH

 • Private hospital birthing service not supported after hours

 • lack of public transport between sites.

Recommendations  Collaborative District team model of maternity care, with both sites (Hervey Bay and Maryborough 

Hospitals) to provide a full range of maternity services, with the exception that spontaneous/induced 

vaginal births should occur only at Hervey Bay Hospital.

 Model to include:

 •  two hospitals (30 minutes apart)

 •  24 hour access to consultant medical staff during birthing

 •  elective caesarean section performed

 •  utilisation of multiskilled midwives

 •  client-focused model of care

 •  staff working across continuum of birthing care across the two sites

 •  a training registrar in O&G 

 •  Level 1 & Level 2 nurseries.

Health/Report/  Queensland  Health (2001).  Midwifery Model of Care Working Party – Recommendations.

author /date Obstetric & Gynaecology Advisory Panel

Informed by Midwifery Models of Care Working Party 

 Members:

  • Sue Betts • Jan Roberts

  • Kay Chapman (Chair) • Patricia Schneider

  • Kathleen Fahy • Lyn Schuh

  • Vicki Flenady • Jane Stanfi eld

  • Jenny Gamble • Susan Stratigos

  • Catherine Kilgour • Cathy Styles

  • Shirley Perkins

 Co-opted participants

  • Tina Davey • Narelle Daniels

Summary  Report sets out principles based on a collaborative partnership between Midwives, General Practitioners 

and Obstetricians and should be read in conjunction with the guidelines of the NHMRC which state, ‘Public 

antenatal clinics should take all steps necessary to enable most women to have continuity of care and carer..’ 

(Recommendation 5, xi). Policy issues, guide to implementation, (including mode of delivery), workforce 

issues and outcomes are outlined.
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Health/Report/  Queensland  Health (2001).  Midwifery Model of Care Working Party – Recommendations.

author /date Obstetric & Gynaecology Advisory Panel (continued)

Recommendations  1.  All women to be offered the option of care under the midwifery model with at least 20% of women 

attending Level Three, Four, Five and Six Queensland Hospitals being cared for under this model.  

Smaller hospitals to be encouraged to offer care under the midwifery model depending on their ability 

to do so.  The model to be part of the mainstream maternity service provision.

 2.  Midwives to formulate, in collaboration with key stakeholders including women, policies and agreed 

quality standards including reporting requirements and performance indicators.

 3.  Funding allocation within QH Maternity Services to include ongoing monitoring and evaluation of all 

maternity services according to predetermined Statewide valid and uniform data collection criteria.

 4.  Private midwives who meet predetermined criteria to be given due recognition through admitting and 

visiting rights to major public maternity hospitals, as per the NHMRC Guidelines, 1996, endorsed by 

Queensland Health.

 5.  Within three years, all District Health Services to offer the following options to childbearing women (as 

per the NHMRC Guidelines, 1996):

  a. Freely available information with regard to choices/options

  b. Freely available information with regard to outcome data relevant to individual institutions

  c. The choice of carrying and retaining, as their property, a copy of their antenatal record

 6. Midwives to attain and retain a voice in the affairs and advancement of midwifery

  i.  Midwifery education should be reviewed by all participating educational institutions in light of 

these recommendations.

  ii. Midwifery skills must be appropriately employed to maximise the use of midwifery expertise.

  iii.  Clinical privileges committees considering applications from midwives are to have, as a 

minimum, equal representation from midwives who are active members of the Australian 

College of Midwives, to other disciplines

  iv.  District Health Services to undertake a commitment to facilitate access to clinical and support 

services for midwives and women involved in Midwifery Model of Care/

 7.  Queensland Health to implement the NHMRC Guidelines relating to midwives ordering routine drugs/ 

screening.

Health/Report/  Queensland  Health (2001). Paper 1. Advice to Queensland Health on developing a position

author /date  statement on women choosing different frameworks of maternity care including home births. 

Obstetric & Gynaecology Advisory Panel

Informed by  Panel (as above).  QH, NHMRC, Australian Council for Healthcare Services and Quality Improvement 

Council documents, guidelines from other Australian States and hospitals, articles from medical and 

other journals and consultations with obstetricians and midwives.

Summary  Advice to Queensland Health to assist in the formulation of a position statement on women choosing 

different frameworks for maternity care including homebirths. The diverse range of community needs 

and expectations in Queensland give rise to the need to explore different models for maternity care…. 

the right of women to choose various forms of care should be respected and the highest possible 

standard of service should be available to them. The primary concern in any framework for maternity 

care is the needs of women (NHMRC Options for Effective Care in Childbirth 1995). It is therefore 

important to provide services that enhance safety, effi ciency, effectiveness, quality and accessibility.

Recommendations 1. Queensland Health to recognise the right of women to choose homebirths

 2.  Queensland Health to provide relevant information to consumers which allows them to make 

informed decisions regarding their own healthcare including:

  •  Acknowledgement of the right of women to choose homebirth, have their choice respected and 

be provided with the highest possible standard of service to optimise health outcomes
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Health/Report/  Queensland  Health (2001). Paper 1. Advice to Queensland Health on developing a position

author /date  statement on women choosing different frameworks of maternity care including home births. 

Obstetric & Gynaecology Advisory Panel (continued)

Recommendations • The position of the Royal Australian College of Obstetricians and Gynaecologists which, whilst  

(continued)      not accepting that homebirths are a safe alternative, acknowledges the right of women to choose, 

and its responsibility to support and develop measures that will ‘ensure, as far as possible, maximum 

safety in these circumstances’ (NHMRC 1989, Statement on Homebirths, RANZOC College Statements 

1999/2000).

 •  The scope and practice of midwifery care, and the Queensland Nursing Council Code of Practice for 

Midwives

 • World Health Organization statements/ recommendations

 • The responsibility of District Health Services to have policies and procedures in place to optimise safety

 • Information explaining that the appropriate alternatives should be set in place as early as possible.

 • Information regarding breastfeeding.

Health/Report/  Queensland Health (2001).  Paper 2.  Advice to Queensland Health on developing a position

author /date  statement on transferring women who choose home births from home to hospital.  Obstetric & 

Gynaecology Advisory Panel, 2001

Informed by  Queensland Health, NHMRC, Australian Council for Healthcare Services and Quality Improvement 

Council documents, guidelines from other Australian States and hospitals, articles from medical and 

other journals and consultation with obstetricians and midwives.

Summary •  Advice to Queensland Health on the transfer of women who have chosen homebirths to hospital 

because of changing circumstances. 

 •  Notes that the number of homebirth transfers to hospital is small but that on occasions obtaining the 

best result may require services or treatments that can only be provided in a hospital setting. Planning for 

homebirths must therefore involve appropriate arrangements for the possibility of transfer to hospital.

 •  Outlines barriers to providing the safest possible environment for homebirth as: ineffective 

communication among those involved in providing care (NHMRC Statement on Homebirths, 1989) 

and women having diffi culty accessing standard maternity care tests/equipment/ consultation (eg 

prescriptions for oxytocics).

 •  Coordination, communication and appropriate professional relationships among carers are critical 

to safety (NHMRC Statement on Homebirths 1989, p2). Improved access and greater use of and 

compliance with available, recommended, standard maternity care tests/ equipment/ consultation are 

desirable to minimise risks in homebirths.

 •  Principles noted: equity; access; rights; participation; providing services which are as safe as possible, 

effi cient and effective; supporting the needs of the consumer for safety, control, access to information 

and continuity of care; providing an environment which respects individual choice, involvement and 

confi dentiality.

Recommendations  Detailed recommendations 

The recommended service delivery model is one of improved collaboration between midwives in private 

practice and hospital staff. (Outlined in detail)

 1.  Queensland Health policies and protocols which enhance collaboration between midwives in private 

practice and public health facilities to be developed

 2.  Contact midwives and relevant medical offi cers to be designated at each public hospital to liaise with 

parents choosing homebirth and their private midwives.

  •  contact teams to: incorporate Queensland Health guidelines, adjust to local conditions, oversee 

ongoing implementation and evaluation and seek methods of improving collaboration with 

parents, midwives in private practice and allied health services

  •  full grievance procedure to be available in the event that unresolvable issues arise at a local level
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Health/Report/  Queensland Health (2001).  Paper 2.  Advice to Queensland Health on developing a position

author /date  statement on transferring women who choose home births from home to hospital.  Obstetric & 

Gynaecology Advisory Panel, 2001 (continued)

Recommendations 3. General practitioners and the public system to facilitate expectant mothers’ access to standard   

(continued)      maternity care including:

  •  pathology tests

  •  prenatal diagnosis through local GP and Medicare rebates

  •  immediate postpartum drugs, in particular Syntocinon, Syntometrine, Vitamin K and Anti-D

  •  access to sterilising equipment

  •  specialist medical consultation through Queensland Health facilities as needed.

 4.  The Quality Improvement Council Limited Australian Health and Community Services Standards for 

Maternal and Infant Care services to be the guiding document for implementation and evaluation 

of community-based maternity services (homebirth and visiting midwives) and associated admitting/ 

transferring protocols.

Health/Report/  Queensland Health (2001). Paper 3 - Advice to Queensland Health on developing a Position

author /date   Statement on Admitting Privileges for Private Midwives. Obstetric & Gynaecology Advisory 

Panel, 2001

Informed by  QH, NHMRC, Australian Council for Healthcare Services and Quality Improvement Council documents, 

guidelines from other Australian States and hospitals, articles from medical and other journals and 

consultation with obstetricians and midwives.

Summary  Advice to Queensland Health on the option of admitting privileges for private midwives. Notes examples 

in other states. The most common process involves initial accreditation by the Australian College of 

Midwives, ensuring indemnity cover and completing some hospital requirements and orientation. 

South Australia and the Home Midwifery Association (Qld) have developed other models (outlined). 

Implications, benefi ts and disadvantages of granting admitting privileges for private midwives are 

outlined.

Recommendations 1.  Formal processes to be delineated for accreditation or granting of clinical privileges as a precursor to 

visiting privileges at public hospitals for midwives in private practice.

 2.  Queensland Health to explore, then delineate (with key stakeholders), methods for maintaining and 

enhancing competencies of midwives in private practice in line with Queensland Health policies/ 

stated values

 3.  Ongoing quality assurance programs to be defi ned, in consultation with key stakeholders, to identify 

measurable outcomes; and compliance to be monitored and evaluated by Queensland Health.

 4.  Relevant legislation to be reviewed in terms of visiting (admitting) privileges for midwives and scope of 

practice pertinent to basic prescribing, and processes to be set in place to change these, if required, to 

enable midwives to offer professional and safe services to women seeking these care options.

 Recommended approach of granting admitting privileges to Private Midwives:

  Competencies of private midwives could be assessed by annual review of delineated competencies 

through a formally recognised protocol, reaccreditation procedures and maintenance by the Midwives of 

the ‘Practice Record/ Birth Register’ and a ‘Professional Development Portfolio’, subject to regular peer/ 

consumer review. As an example, The Home Midwifery Association, Queensland, has a formal structure 

of a ‘guiding group’, comprising peers, members of the association and clients of the midwife, to 

whom the midwife is accountable on (minimum) a yearly basis. This group reviews birth outcomes and 

professional development for the year, and guides in planning/ challenging and changing practice, as 

deemed necessary. A similar system exists in New Zealand, where midwives undergo regular reviews with 

a formal body of elected professionals and consumers.
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Health/Report/  Queensland Health (1999).  Report on the Maternity Care Project 1998.  Health Systems Strategy 

author /date Branch, Health Outcomes Unit 1999

Informed by  Consultative workshops to develop strategies for the Maternity Care section of the Women’s Health 

Outcomes Plan, and Mothers and Babies: an evidence based synthesis of Queensland Health endorsed 

documents to guide the development of public sector services for mothers and neonates

Summary  The Project was set up following a Health Systems Strategy Branch Planning Day in December 1997.  The 

Health Funding, Health Outcomes and Aboriginal and Torres Strait Islander Health Units participated in 

the project which was coordinated by the Principal Policy Advisor (Women’s Health). Subsequently other 

Corporate Offi ce Units were invited to join the group. The group met monthly between January 1998 

and January 1999.

Objectives: 

•  to inform strategies designed to optimise maternal and neonatal health outcomes in Queensland;

 •  to guide and inform the development and implementation of the  Department’s population health 

outcomes plans;

 •  to improve allocative effi ciency in purchasing services for public sector maternity care; and

 •        to produce recommendations as a basis for a strategic approach to achieving these objectives.

 Report includes the Women’s Health Outcomes Plan – Maternity Care Outcomes (not published)

Recommendations Services, Resources and Outcomes -

 1.  Queensland Health should undertake a Statewide audit of hospital and community based ante- and 

postnatal services detailed enough to indicate the range of models currently applied.

 2.  Queensland Health should undertake a comparative analysis of expenditure on these services in 

relation to maternal and infant outcomes.

 Data, Maternal Health, Early Discharge, Assisted Reproductive Technology –

 3.  Collaborative ongoing refi nement and modifi cation of Perinatal Data Collection forms is needed to 

ensure they take into account current policy and planning needs.

 4.  Funding agreements between Corporate Offi ce and the Mater Perinatal Epidemiology Unit should 

ensure appropriate prioritisation of issues relevant to the policy and planning needs of maternal health 

services.

 5.  A study to monitor maternal health during the twelve months after birth should be undertaken as a 

matter of priority.

 Evaluation

 6.  A study to monitor and evaluate the short and medium term (to six months post partum) impact 

of early obstetric discharge as practices in Queensland should begin as soon as possible.  It should 

consider resource implications for hospitals, community based services and families as well as maternal 

and infant health outcomes.

 Ongoing themes & other important issues

 7.  Queensland Health should consider the development of standard guidelines for the review and 

evaluation of maternity services to ensure they take corporate policy and planning needs into account.

 8.  The Project Group should continue to meet to discuss maternity services in terms of corporate policy 

and to provide a link with relevant work across QH. The Group should be formalised and expanded to 

include other branches and services.
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Health/Report/  Queensland Health (1998).  Mothers & Babies: an evidence based synthesis of Queensland 

author /date  Health endorsed documents to guide the development of public sector services for mothers and 

babies.

Informed by Queensland Health endorsed documents:

 •  Commonwealth Department of Community Services and Health (1989). The National Women’s Health Policy

 •  Queensland Health  (QH) (1994). Queensland Public Patients’ Hospital Charter

 •  QH (1995). Queensland Health Guide to Consumer Health Rights and Responsibilities

 •  NHMRC (1995). Options for Effective Care in Childbirth

 •  ACIL Economic & Policy Pty Ltd (1996). The Birthing Services Program:  An independent review of 

services funded under the Commonwealth Alternative Birthing Services Program and related services in 

Queensland.

 •  QH (1997). Obstetric & Gynaecology Services Advisory Panel:  Progress Report

 •  QH (1998). Maternal Health Services in Aboriginal Communities:  A clinical needs assessment of fi ve 

communities and a framework for service enhancement

  The recommendations from these reports are considered in relation to QH Perinatal Data Collection and 

the evidence based strategies being developed for the maternity care section of the Women’s Health 

Outcomes Plan.

Summary Section 1:

 Background

  •  Purpose

  •  Population 

  •  Current trends & emergent issues

  •  The QLD maternity and health system

  •  Service utilisation

  •  Funding for maternity care

  •  Work in progress in Corporate Offi ce

 Section 2:

 Synthesis of Recommendations from the endorsed reports.

  •  Characteristics of service delivery

  •  Professional & Workforce Issues

  •  Selected & Indicated Groups

  •  Assisted Reproductive Technology

  •  Data Recommendations.

  Notes “maternity care options for women (in Queensland) are limited” (from NHMRC 1996) (see Aust table).

 Acknowledges that specialised obstetric care is needed in cases of high risk pregnancy (NHMRC). 

 Notes there is considerable unmet consumer demand for options in maternity care.

Recommendations Synthesis of Recommendations from the Endorsed reports

 Characteristics of service delivery:

 •  Public antenatal clinics, health care providers and community health centres should inform women of 

their maternity care options and provide details of accredited obstetric specialists, share care general 

practitioners and midwives in their local area when fi rst contracting the health agency (NHMRC, 

O&GSAP)

 •  Public antenatal clinics should provide continuity of care and carer, in hospital or with a medical 

practitioner or midwife based on statewide guidelines for share care (ACIL, NHMRC, O&GSAP) (list of 

references)

 •  Timing and the number of screening and special tests should be determined by a local maternity 

services committee comprising hospital specialist staff, general practitioners, midwives and 

representatives from liaison committees, including local divisions of general practice (NHMRC)

 •  Specifi c funding should be provided to ensure tertiary centres continue their statewide obstetric and 

neonatal retrieval and transfer facilities (NHMRC, O&GSAP)
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Health/Report/  Queensland Health (1998).  Mothers & Babies: an evidence based synthesis of Queensland 

author /date  Health endorsed documents to guide the development of public sector services for mothers and 

babies. (continued)

Recommendations Characteristics of service delivery: (continued)

(continued) • Consultation between consumers of services and providers of maternity services should be   

     undertaken to develop planning and policy directives that ensure acceptable and accessible maternity 

services for Indigenous women (MHSIAC, NHMRC).  Appropriate accommodation be made available 

for Indigenous women required to leave their communities to await the birth of their babies at regional 

centres and following discharge to assist with problems establishing breastfeeding etc. (MSIAC, 

NHMRC, O&GSAP);

 •  All pregnant women should be asked to carry a maternity record providing a summary of their health, 

pregnancy and test results. Duplicate maternity records should be held by a service provider responsible 

for care (NHMRC);

 •  A research and development component including consumer input should be built into future 

implementation of midwifery models of care (ACIL) 

 •  Access to public sector maternity hospitals by independent accredited midwives should be permitted 

(ACIL, NHMRC)

 •  All major maternity units should educate health staff to incorporate the philosophy and practice of 

collaborative, comprehensive midwifery care in the delivery suite and encourage visiting midwives to 

provide their services in both birthing centres and hospital labour wards (ACIL, NHMRC, O&GSAP)

 •  Birthing Centres should be an option for all women. The Centres should contain separate midwifery 

units which have supporting medical staff but with direct links to a traditional obstetric and midwifery 

unit (NHMRC, ACIL)

 •  Early discharge should be an option for all women (NHMRC, O&GSAP)

 •  Adequate and comprehensive postnatal support should be available to all women (NHMRC, O&GSAP)

 •  Termination of pregnancy, specifi cally for serious genetic diseases and major chromosomal and 

congenital abnormalities, should be performed in all public maternity facilities in Qld (O&GSAP)

 •  Funding of maternity services with the public sector should be based on clearly defi ned service 

agreements which specify the appropriate clinical and consumer outcomes to be achieved. Funding 

levels should refl ect best practice costs and intervention rates (ACIL)

 •  Hostel or other accommodation should be provided for those who need to stay close to a major centre 

during pregnancy and post-natally. Mechanisms for funding this accommodation should be explored 

(NHMRC, O&GSAP, MSIAH)

 Professional & Workforce Issues

 •  Effective health care provision should include training and professional education for all maternity care 

providers. This includes health professionals in rural and remote areas and community health workers to 

maintain skill levels (priority areas outlined) (ACIL, MSIAC, NHMRC, NWHP)

 •  Hospitals should grant admission rights to independently practising midwives and policy should be 

developed by QH for accreditation of visiting midwives which recognise the need for an integrated 

maternity service including consultations with other professionals, in particular with obstetricians and 

other medical practitioners (ACIL, NHMRC)

 Selective and Indicated groups – (at risk women)

  Selective population groups: Indigenous women, women from ethnic minority groups, young women. 

Indicated population:  high risk groups (eg women with a diabetic condition during pregnancy)

 •  Future service planning, evaluation design and the selection of outcome and performance indicators 

should be developed in consultation with service providers and consumers including Indigenous 

women, young women, and women from ethnic minority groups, who would be involved in ongoing 

program monitoring and liaison committees with the community and major hospitals. (ACIL, NHMRC, 

NWHP, MSIAC, O&GSAP)

 •  Antenatal and postnatal outreach support programs designed specifi cally for adolescents have been 

shown to improve health outcomes and should be adopted by Queensland Health (NHMRC, O&GSAP)
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Health/Report/  Queensland Health (1998).  Mothers & Babies: an evidence based synthesis of Queensland 

author /date  Health endorsed documents to guide the development of public sector services for mothers and 

babies. (continued)

Recommendations Selective and Indicated groups – (at risk women): (continued)

(continued) •  QH should progress programs which develop appropriate models of maternity services involving 

Indigenous women in their planning and delivery which meet the standards for Maternal Health 

Services In Aboriginal Communities. Establishment or enhancement of maternal health services in 

each community should be consistent with delineation of Maternal Health Services in Aboriginal 

Communities (ACIL, MHSIAC, O&GSAP)

 •  Women’s groups should be resourced to include exchanges of information about traditional (doula) 

and non-traditional practice between the community and non-indigenous maternity staff.  A module 

providing information about traditional and contemporary maternity care practices should be included 

in the training of Aboriginal and Torres Strait Islander Health Workers (ACIL).

 •  All documents made available to pregnant women need to be in their language of fi rst choice with 

interpreter services available for cover for obstetric care including emergencies (NHMRC).

Health/Report/  Queensland Health (1998).  Maternal Health Services in Aboriginal Communities. A Clinical Needs 

author /date  Assessment of Five Communities and A Framework for Service Enhancement. 

Informed by Consultations with women from Cherbourg, Doomadgee, Mornington Island, Palm Island and Yarrabah.

  The reports Some Good Long Talks (1992) and Childbirth Business (1993) provided antecedents for these 

clinical needs assessments and the development of the framework for service enhancement.

Summary  Leading experts in the areas of obstetrics and neonatology, and senior Aboriginal women with extensive 

knowledge and experience in women’s health issues were commissioned by QH to participate in the 

assessment team which prepared the report. Conclusion:  despite considerable efforts of health care 

providers, existing maternal health services in Aboriginal communities visited had been developed in an 

ad hoc fashion, dependent upon the availability  of existing resources. Consequently, the services were 

fragmented, under-resourced and lack direction, limiting their effectiveness

Recommendations Service-wide recommendations:  

 •  The establishment or enhancement of maternal health services in each community be consistent with 

the Delineation of Maternal Health Services in Aboriginal Communities

 •  Maternal health services for any community meet Standards for Maternal Health Services in Aboriginal 

Communities.

 General recommendations for all communities:

 •  Maternal health care be integrated between the regional hospital, community hospital and community 

health service to meet client needs.

 •  The community midwife works in collaboration with Aboriginal Health Workers and facilitates 

Aboriginal Health Workers in taking an active role in the provision of maternal health services.

 •  The cultural requirements of Aboriginal women be identifi ed in consultation with women from the 

community and these requirements be accommodated in the provision of maternal health care.

 •  Participation of the community and health care providers in organisational planning and policy 

development of maternal health services be facilitated by QH

 •  All women have access to female health care providers, including where possible female medical 

practitioners.

 •  Women who are to give birth outside their own communities have the opportunity to be accompanied 

by an escort (as outlined in the Patient Transfer Assistance Scheme section 3.2) and be supported in 

labour by a family member or friend.

 •  When women are evacuated from their community to await the birth of their baby in a regional centre 

every effort be made to reduce the time they spend away from their community

 •  The skills and knowledge of Traditional Birth Attendants be recognised and their role promoted to 

assist in raising cultural awareness in relation to women’s business.
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Health/Report/  Queensland Health (1998).  Maternal Health Services in Aboriginal Communities. A Clinical Needs 

author /date  Assessment of Five Communities and A Framework for Service Enhancement. 

 Facilities and equipment

 •  Community based maternal health services have adequate facilities, clinical equipment and health 

education resources to facilitate provision of comprehensive antenatal and postnatal care and 

education.

 •  Consulting and education rooms be air-conditioned

 •  Resources such as vehicles be available to provide outreach services to meet the needs of women from 

the community.

 •  Portable ultrasound machines be available for use in remote communities and doctors and Aboriginal 

Health Workers providing antenatal care be trained and supported by specialist, in the use of portable 

obstetric ultrasound machines.

 Staffi ng

 •  Selection criteria for recruitment of doctors and midwives for Aboriginal communities include adequate 

obstetric skills and commitment to provide the prescribed level of service.

 •  All community hospitals employ female Aboriginal health Workers and female midwives for maternal 

health services.

 Staff training

 •  Cross cultural awareness training be provided to all health care providers (Aboriginal and non-

Aboriginal health care providers).

 •  All Aboriginal Health Workers be provided as a minimum, the opportunity to participate in the Health 

Worker Certifi cate and Diploma course and the maternal health course.

 •  All staff providing maternal health services have ongoing education to improve knowledge and 

maintain adequate skills through participation in education programs at least twice a year.

 •  Funding be made available for community midwives and medical practitioners to spend at least two 

weeks per year at a major hospital maternity ward to maintain their skills in management of women in 

labour and neonatal resuscitation.

 •  The community midwife facilitates the skill development of Aboriginal Health Workers.

 •  Aboriginal Health Workers and community midwives providing maternal health services have a 

minimum of three hours per week dedicated to staff development.

 Health education

 •  Women from the community be involved in the ongoing development of health education programs 

for the community

 •  Education resources and strategies related to maternal health should also target men and adolescents 

within the appropriate context.

 Specifi c recommendations for each community were also outlined.

Health/Report/  Queensland Health (1998). Obstetric & Gynaecology Advisory Panel. Progress Report (2) 

author /date 

Informed by Panel

  •  Dr John Menzies (Previous Chair) •  Dr John MacMillan

  •  Dr Roger Brown •  Dr Jeremy Oats

  •  Ms Kay Chapman •  Ms Shirley Perkins

  •  Dr Deryck Charters •  Ms Jane Stanfi eld

  •  Ms Leane Christie •  Ms Susan Stratigos

  •  Dr John Evans •  Dr Roscoe Taylor

  •  Dr Kevin Forbes •  Dr Paul Tofi lau

  •  Dr Eric Green •  Ms Joan Webster

  •  Prof Michael Humphrey •  Ms Vicki Assenheim (Secretariat)

  •  Dr James King
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Health/Report/  Queensland Health (1998). Obstetric & Gynaecology Advisory Panel. Progress Report (2) 

author /date (continued)

Summary  This is the second Progress Report from the Obstetrics and Gynaecology Services Advisory Panel.  It provides 

an up-date on the deliberations of the Panel since the last report in September 1997.  (The Progress 

Report is based on the recommendations of a clinical advisory panel. The recommendations have not 

been endorsed by Queensland Health).  In the 1997 Progress Report, the Panel identifi ed several issues for 

future consideration by the Advisory Panel, a number of which are addressed in this report.  These include:  

Workforce Planning particularly the provision and rationalisation of specialist obstetric and gynaecological 

services to rural and provincial areas and appropriate training programs;  Midwifery training; Evaluation 

and impact of early post-natal discharge from hospital.  Emerging issues discussed in this report include:  

Screening for diabetic conditions in pregnancy; the prevention and pre-natal detection of neural tube defect; 

‘Share Care’ arrangements between public hospital antenatal clinics and general practitioners.

 Early Discharge Program

 •  Members of the Advisory Panel have cautioned that early discharge programs should not be introduced 

without thorough evaluation of long term outcomes of this practice and have described the current move 

towards early post-natal discharge as a ‘massive uncontrolled human experiment driven by economic 

rationalists without the normal safe guards for the introduction of such an intervention”.  This topic will 

remain on the agenda of the O&G Services Advisory Panel for further discussion

 Screening for Gestational Diabetes in Queensland

 •  Currently, there is no agreed position on the need to screen for gestational diabetes. The Panel advised that 

at this point in time, no conclusive evidence exists to support universal screening of pregnant women for 

gestational diabetes and that the World Health Organisation criteria for population based screening are not met. 

 •  Recommendation:  Screening for gestational diabetes mellitus should be provided for pregnant women 

who are at high risk of developing the condition. Pregnant women who meet any of the following criteria 

should be regarded as being at high risk of developing GDM – glycosuria, aged over 30 years, obese, 

family history of diabetes, past history of gestational diabetes or impaired glucose tolerance, belong to an 

ethnic group which has high or moderately high prevalence of GD (Australian Aboriginal, Polynesian and 

South Asian/Indian, Middle Eastern and other Asian groups).

 Rural Workforce and Training Issues

 •  A subgroup of the Panel was formed to discuss possible strategies to improve workforce supply and 

training in rural/remote and provincial areas of the state. To date this subgroup has…recommended 

vertical integration of rural obstetrics and gynaecology training between rural and urban programs and 

university programs.  The work of this sub-group is still in progress with the provision and training of the 

midwifery, nursing and allied health workforce yet to be discussed. These discussion will be informed by 

the Midwifery Workforce Planning Project…which has indicated a growing shortage in the midwifery 

workforce state-wide and particularly in rural areas.

 •  Funding was being sought from the Commonwealth Department of Health and Ageing ‘Rural Health 

Support Education and Training’ scheme to cover the cost of enhancing the clinical skills of endorsed 

midwives who care for women and families in rural and remote areas of Queensland.

 Neural Tube Defect – Prevention and Early Detection

 •  Advice was requested from the Panel regarding the prevention of neural tube defect (NTD) through pre-

conception and antenatal folate supplementation and the early detection of NTD by obstetric ultrasound

 •  It has been noted that although almost all women have an ultra-sound at 18 weeks gestation, on national 

comparisons, Queensland ahs the second highest rate of neonates born with NTD. This could be due to:  

1. an underlying higher occurrence of NTD in Queensland; 2. a failure to detect NTD prenatally by ultra-

sound; 3.  lack of access to termination of pregnancy for such malformation; or 4. parents in Queensland 

being less likely to choose the option of termination of pregnancy in the event of NTD being detected.

 •  There may be a need for improved quality control in obstetric ultra-sound.

 • It has been suggested that lower birth rates of NTD in other states could be due to the active   

    promotion of perinatal folate supplementation.

 •  Many questions regarding the relationship between dietary folate supplementation, the use of 

obstetric ultra=sound and the elevated birth incidence of NTD in Queensland cannot be addressed until 

data regarding the underlying occurrence of NTD are available.
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 Health/Report/  Queensland Health (1998). Obstetric & Gynaecology Advisory Panel. Progress Report (2) 

author /date (continued)

Recommendations Gynaecological Health:  Female Urinary Incontinence

 •  A sub-group of the Panel has identifi ed female urinary incontinence as an important health issue 

and has provided a number of recommendations for improved management of this condition. The 

sub-group has prepared a paper providing strategic direction for the management of female urinary 

incontinence which is attached in Appendix 2.

 •  Urinary incontinence is a widespread and largely unaddressed health problem which may affect 

between 25% and 35% of all women

 •  Major strategies:  increasing public and professional awareness; professional curriculum development, 

opportunistic screening possibilities, state-wide network of specialist continence advisers; a state-wide 

phone service for incontinence advice.

 Guidelines for Shared Maternity Care

 •  A maternity shared care program is one that provides comprehensive and holistic maternity care 

through the integration of various levels of care.  In practice shared care arrangements exist between 

hospital obstetric units, obstetricians and general practitioners.  A minority of hospitals have 

arrangements for shared care with midwives and other health practitioners, as appropriate

 •  Shared maternity care offers an opportunity to integrate the public tertiary health care sector with the 

often under utilised obstetric resources of the primary health care sector (Del Mar & O’Connor). For 

individual women shared care arrangements may offer more continuous personalised care, greater 

fl exibility in appointment times and care provided closer to where women live (Webster, P et al 1995).  

Shared care arrangements involving GPs assist in building relationships between patients and their GP 

for the ongoing care of the child. (Del Mar & O’Connor)

 •  Some studies have reported possible disadvantages experience by women in maternity shared care 

arrangements. Webster et all (1996) reported that some women complain that their maternity care is 

fragmentation (sic) by shared care arrangements. Whilst Small et al (1998) cautions that shared care 

arrangements remove nmaternity care from the “well woman” context of the antenatal clinic to the 

“sick patient” context of the GP waiting room and query whether it is a reasonable assumption that 

GPs will have more time to spend with antenatal patients than maternity staff at antenatal clinics

 •  Recommendation:

  o  Queensland health should explore models of shared maternity care with GPs and midwives which 

reduce fragmentation of care

 •  Protocols and Guidelines

  o  Shared care arrangements, usually with GPs, are in operation through most public obstetric 

units in Queensland. In most of these units between 59 and 95% of patients are in shared care 

arrangements between their GPs and the antenatal clinic

  o  Arrangements for shared maternity care in Queensland are based on local agreements 

between the hospital and the primary health providers, usually GPs and occasionally midwives. 

Consequently, arrangements vary considerably across hospitals. Some hospitals have detailed, 

formal protocols for shared care, while others have none.  Communication strategies vary, 

however, almost all hospitals utilise some form of patient-held record. Some hospitals have very 

specifi c requirements for practitioner’s wishing to enter into shared care arrangements with the 

hospital, while others have no special requirements.

  o  The implementation of a formal protocol for shared maternity care establishes mutual objectives 

of care, clearly defi nes responsibilities and formalises links between hospital maternity services 

and primary health care providers for education and audit (Del mar et all 1991). However, it is 

acknowledged that in Queensland local circumstances may differ signifi cantly, particularly between 

metropolitan/large provision areas and rural/remote areas. Therefore, the implementation of a uniform 

state-wide protocol or set of guidelines may not be useful. A clinical pathway, developed by a sub-

group of the Panel (outlined in the document), describes share care arrangements at the operational 

level. It applies to the metropolitan and large provisional area context and the rural and remote context 

respectively. It is provided as a guideline to assist in the development of locally based agreements.
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Health/Report/  Queensland Health (1997). Obstetric & Gynaecology Advisory Panel. Progress Report. 

author /date 

Informed by Panel

 •  Ms Joy Vickerstaff (Chair) •  Dr James King

 •  Dr John Menzies (Previous Chair)  •  Dr John MacMillan

 •  Dr Roger Brown •  Dr Jeremy Oats

 •  Ms Kay Chapman •  Ms Shirley Perkins

 •  Dr Deryck Charters •  Ms Jane Stanfi eld

 •  Ms Leane Christie •  Ms Susan Stratigos

 •  Dr John Evans •  Dr Roscoe Taylor

 •  Dr Kevin Forbes •  Dr Paul Tofi lau

 •  Dr Eric Green •  Ms Margaret Wall

 •  Prof Michael Humphrey •  Ms Joan Webster

   •  Ms Vicki Assenheim (Secretariat)

Summary  The Obstetrics and Gynaecology Advisory Panel was formed to provide expert advice on issues including 

strategic approaches to service provision, specifi c clinical issues, benchmarking, planning of resources 

and workforce needs for obstetric and gynaecological services 

Recommendations Evidence-based care

 •  QH to develop a common data collection system across services, with standardised medical records and 

the adoption of validated practice guidelines, standards and models of care

 •  A statewide database management system…

 Service provision

 •  Accommodation to be provided for those who need to stay close to a major centre during pregnancy 

and post-natally. Funding mechanism to be explored (NHMRC rec 5.8)

 •  Adequate and comprehensive post-natal support to be readily available (especially in climate of early 

discharge)… (breastfeeding, multiple births, post-natal depression. (NHMRC rec 9.2)

 •  The outcomes of early discharge programs to be monitored and assessed

 Indigenous Issues

 •  QH to progress programs such as the Aboriginal Birthing on the Homelands project which develop 

appropriate models of maternity services involving Indigenous women in their planning and delivery

 Models of Care

 •  QH to work towards increasing options for childbirth…

 •  Women to be informed of options for maternity care when they fi rst contact their health care provider, 

hospital or community health centre (NHMRC rec 1.1)

 •  Public hospital antenatal clinics to be adapted to enable the development of links with GP, 

Obstetricians and Midwives to improve Share Care (NHMRC, rec 5.1)

 •  Statewide guidelines to be developed for Share Care arrangements with GPs and Private Practice 

Midwives in the rural and public hospital settings

 •  All major maternity units to incorporate the philosophy and practice of collaborative, comprehensive 

midwifery care in the delivery suite (NHMRC rec 6.1)

 •  Hospitals to be encouraged to maintain a list of accredited obstetric specialists, GPs and midwives in 

their local area. Team care should be encouraged and identifi ed in these lists and the lists should be 

available to the women  (NHMRC rec 8.1)

  Specifi c Issues  (recommendations outlined under each bullet point in the Progress Report, but not 

elaborated on here)

 •  Sexually Transmitted Infections

 •  Assisted Reproductive Technology

 •  Adolescent Pregnancy

 •  Termination of Abnormal Pregnancy

 •  Transfer In-Utero
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Health/Report/  Queensland Health (1997). Obstetric & Gynaecology Advisory Panel. Progress Report. 

author /date (continued)

Workforce •  Queensland Health to develop policy guidelines for accreditation of visiting midwives and these should 

be adopted by both public and private maternity units

 •  The health standards of Aborigines and Torres Strait Islanders will be improved and maintained through 

the promotion of Primary Health Care Principles and evidence-based practice

Health/Report/  ACIL (1996).  The Birthing Services Program. An independent review of services funded under the

author /date Commonwealth Alternative Birthing Services Program and related services in Queensland.

Informed by Literature review, consultations 

Summary Services reviewed:

 •  Cherbourg Community Midwifery Program

 •  Cairns Outreach Midwifery Service

 •  The Ngua Gundi Program

 •  Community Outreach Midwifery Program in the Outer Islands of the Torres Strait

 •  The Community Midwifery Service (ABSP/CMS) at the Mater Misericordiae Mothers’ Hospital, Brisbane

 •  Young Women’s Outreach Midwifery Service, Inala

 •  The Family Birthing Program – Bundaberg

 •  Mackay Birth Centre

 •  Birthing Services Funded Aboriginal and Torres Strait Islander Women’s Health Promotion Resources

 •  The Demand for Home Birth

Recommendations 54 recommendations are outlined, covering:

 For action at the Commonwealth level:

 •  Commonwealth reviews of funding, private health insurance and Medicare Benefi ts Scheme in relation 

to birth centres and midwifery models of care.

 For action by Queensland Health:

 Ongoing evaluation

 •  Qld Perinatal Data Set

 •  funding for the analysis of existing external data sets (eg Mackay Birth Centre and Mater Mothers’ 

Hospital Community Midwifery Service

 Research and development

 •  funding to support ongoing monitoring and research  of the clinical and economic aspects of 

midwifery models of care

 •  R&D to support future program planning

 •  R&D input into future implementation of midwifery models of care

 •  Research into Aboriginal health

 •  consider NZ legislation and UK House of Commons Select Committee on Health (1992)

 Policy Issues

 •  BSP model as core service provision model

 •  QH provide clarifi cation for maternity service providers on midwifery indemnity

 •  information and clarifi cation to Aboriginal communities on policies and strategies for the introduction 

of birthing on Aboriginal and Torres Strait Islander Communities

 •  QH should make a policy response to the demand for home birthing services

 Integration of Birthing Centres/Services

 •  all maternity units in Qld should consider the incorporation of the philosophy and practice of birthing 

centre care in the delivery suite. The long term aim in QH should be for all women to have the option 

to access midwifery models of care

 •  resources prioritised for new birth centres

 •  team midwifery model of care be investigated (such as Westmead Hospital)
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Health/Report/  ACIL (1996).  The Birthing Services Program. An independent review of services funded under the

author /date  Commonwealth Alternative Birthing Services Program and related services in Queensland. 

(continued)

Recommendations Services for Indigenous Women

(continued) •  enhance culturally appropriate care, support education and information exchange

 •  resources and strategies should target reproductive health education with menfolk

 •  obbying by QH of training institutions for affi rmative action policy in recruitment of Aboriginal and To 

rres Strait Islander women to midwifery and women’s health courses

 •  training in traditional and contemporary midwifery for Aboriginal and Torres Strait Islander Health 

Workers

 Health Promotion resources

 •  Use pregnancy education videos. Health Promotion campaigns should be coordinated with existing 

treatment programs 

 •  interagency collaboration in the development of educational resources

 •  funding for health promotion training of Health Workers

 •  funding for trial and evaluation of variety of health promotion materials

 Service Agreements and Management

 •  funding based on clinical and consumer outcome focussed service agreements

 •  QH should to negotiate with recipient District services related to their anticipated potential to absorb 

the program into base funding

 •  QH consider raising fees for the use of birth centres by private patients and independent midwives

 •  with cost-effectiveness goal, procedures for costing service delivery should be established

 Action by Peak/professional groups (in conjunction with Queensland Health)

 •  Midwives from the BSP programs to provide information/education sessions with medical and 

midwifery education programs. Students to work in BSP programs. ACMI provide opportunities for 

midwifery students to be provided with education into current midwifery models of care in QLD

 •  professional and industrial support for midwives

 •  Qld branch of RCO&G and ACMI continue dialogue to improve mutual understanding of midwifery 

practice in Qld

 •  Birth Centre Program midwives participate in accreditation decision making process through ACMI and 

admission rights to Independently Practising Midwives

 For Action by District Health Services

 Consumer Input

 •  service evaluation design, outcome and performance indicators developed and monitored by providers 

and consumers

 •  services should actively inform Queensland women about midwifery-based options

 •  consumer education in critical evaluation of maternity services to enhance consumer input.

 Change management

 •  if implementing new model of care, funding for change management should be quarantined, 

including high level information sharing and consultation

 •  education and orientation for all staff on philosophy and potential outcomes on the model.

 •  develop awareness of special needs of particular groups, (young women, migrant women, Indigenous 

women). These women should have a representative on birth centre management committee.

Health/Report/  Queensland Health (1995).  Aboriginal Birthing on the Homelands Women’s Health Unit.

author /date 

Informed by  Based on (Indigenous women’s) ideas as expressed in previous reports, consultations, and the reference 

groups, committees and working parties which guided the program.  The work in Corporate Offi ce was 

carried out through the Aboriginal and Torres Strait Islander Health Branch and the Women’s Health Unit.  

(based on reports:  Some Good Long Talks 1992, Childbirth Business 1993, Options for Effective Care in 

Childbirth/NHMRC )
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Health/Report/  Queensland Health (1995).  Aboriginal Birthing on the Homelands Women’s Health Unit.

author /date (continued)

Summary •  This project aimed to achieve major health gains for indigenous mothers and babies by the 

development of safe, acceptable birthing services planned and implemented in partnership by the 

community, the District Health Service and Queensland Health’s Corporate Offi ce.

 •  This report outlines an incremental approach to setting up appropriate maternity services in certain 

identifi ed Aboriginal communities (Cherbourg, Doomadgee, Mornington Island, Palm Island, Yarrabah)

 •  The report acknowledges the unacceptably high rates of morbidity and mortality among indigenous 

mothers and babies.  Infant mortality rates for indigenous infants are 2.5 to 3 times higher than the 

non-indigenous population and maternal mortality rates for Aboriginal women are seven times higher 

than that for non-indigenous women.

 •  In the current hospital setting Aboriginal women do not have opportunities to draw on their own 

heritage, use their customs or language or to choose other options. ‘The Queensland Aboriginal and 

Torres Strait Islander Health Policy emphasises that effective approaches to maternal and child health 

must draw upon communities’ own resources and traditional knowledge.

 •  This project focuses on the fi ve communities identifi ed in the initial reports – Cherbourg, Yarrabah, Palm 

Island, Mornington Island and Doomadgee.  It sets out the initial steps which will gradually, with careful 

concern for the health and well-being of indigenous families, promote safe birthing on homelands.

Recommendations  Phase 1:  implementation of appropriate antenatal and postnatal care with a partnership of midwives 

and qualifi ed Aboriginal health workers, as the primary care providers in collaboration with medical 

practitioners and others who will provide back up services and resources. 

  Phase 2:  piloting birthing programs at two sites, Cherbourg and Yarrabah, for women who are at low 

risk of complications in pregnancy and birthing.

  Community based midwifery model of care programs can reach relatively high risk groups and support 

women as they take greater responsibility for their own health and well-being.’  The project will 

require the placement of a Level II or III midwife and an Aboriginal Health Worker in each of the fi ve 

communities and appropriate professional training and skills development for them.

 Specifi c practices and attitudes that were identifi ed as requiring change are:

 •  cutting the umbilical cord according to the wishes of the mother;

 •  the women’s wishes in respect to the afterbirth;

 •  women’s access to smoking babies if that is their wish; 

 •  women’s wish about bathing their baby; provision of a model of care that is culturally appropriate and 

provided where the Aboriginal women’s law can be practised;

 •  the employment of Aboriginal health workers in health service facilities, in particular maternity units in 

hospitals;

 •  the employment of Aboriginal hospital liaison offi cers at Mt Isa, Cairns, and Kingaroy hospitals;

 •  a support person of the mother’s choice to accompany her if she must give birth away from the 

community; and

 •  accommodation in regional centres.

 Implementation of the Project

 •  a three-year project

 •  implement recommendations from ‘Some Good Long Talks’ and ‘Childbirth Business’

 Stage 1

 •  implementation of appropriate community based antenatal and postnatal care in designated 

communities

 Stage 2

 •  development of protocols and guidelines and the establishment of minimum standards and 

requirements relating to screening and assessment, recruitment and staffi ng levels, quality assurance, 

education and training, birthing facilities, appropriateness of services, data management, service 

management, and equipment and maintenance
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Health/Report/  Queensland Health (1995).  Aboriginal Birthing on the Homelands Women’s Health Unit.

author /date (continued)

Recommendations •  development of a minimum essential services model for maternity services

(continued) •  clinical needs analysis of the communities conducted by a suitably qualifi ed and experienced medical 

practitioner and midwife (MHSIAC 1998)

 Stage 3

 •  piloting of demonstration birthing models at Cherbourg and Yarrabah, subject to community 

acceptance and compliance with minimum standards and requirements for safe birthing

 Stage 4

 •  strengthening referral, support and medical back-up systems in North Queensland to enable birthing 

trials at Palm Island, Mornington Island and Doomadgee

Health/Report/  Mater Misericordiae Mothers’ Hospital (1996).  Evaluation – Alternative Birthing Services Program 

author /date (Community Midwifery Service). Report produced by Kate Ramsay.

Informed by  The evaluation consultation process sought to capture the view of a broad range of community members 

and service providers from both government and non government organisations. Data collection 

involved interviews, focus groups and a workshop to include views of both staff and consumers.

Summary The data collected revealed seven themes, which went to inform the recommendations.

 Themes:

 1.  Choice for women and recognition of birth as a normal event.

 2.  Structural issues

 3.  Issues of professional practise and professional development

 4.  Relationships between health professionals

 5.  Role defi nition and clarifi cation

 6.  Attitudinal change

 7.  Relationships between clients and Alternative Birthing Service Program (CMS)

Recommendations •  The promotion of greater choice through midwifery models of care for more women birthing at the 

mater Misericordiae Mothers’ Hospital, Brisbane, Queensland

 •  That a midwifery model of care be available as a choice for women birthing at the Mater Misericordiae 

Mothers’ Hospital, Brisbane, Queensland

 •  That a team midwifery approach be adopted at the Mater Misericordiae Mothers’ Hospital, Brisbane, 

Queensland

 •  That a team midwifery approach be adopted at the Mater Misericordiae Mothers’ Hospital, Brisbane, 

Queensland and the team midwifery program at Westmead Hospital, Sydney, New South Wales be 

investigated as a model.

 •  That a program Coordinator with a background of midwifery and women’s health be employed to 

further develop a midwifery model of care and implement strategies to ensure integration of that 

model into the Mater Misericordiae Mothers’ Hospital setting, Brisbane, Queensland,

 •  That a research and evaluation component be built into future implementation of midwifery models of care.

 •  That future planning development and implementation of a midwifery model of care be inclusive of all 

health care professionals involved in the care of birthing women to meet local conditions

 •  That student midwives have the opportunity to complete a supervised clinical placement within a 

midwifery model of care.  That within that clinical placement contribution of continuity of care by 

caring for a woman through her pregnancy and delivery be expected.

 •  That selection criteria be developed to promote a home visiting antenatal service for women who for 

physiological, emotional and social reasons be benefi t from that service

 •  That the home visiting component of the current midwifery model of care be phased out immediately 

except for those with a demonstrated need.

 •  That an education and orientation program be developed to raise awareness about the midwifery 

model of care amongst staff.  That sustainability of innovative models of care be informed by inclusion 

and education of all staff.
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Health/Report/  Mater Misericordiae Mothers’ Hospital (1996).  Evaluation – Alternative Birthing Services Program 

author /date (Community Midwifery Service). Report produced by Kate Ramsay. (continued)

Recommendations • That a specifi c component of a community based midwifery model of care be appropriate for   

     non-english speaking background women, new settlers to Australia, women and their partners   

considered to be socially disadvantaged, indigenous women and young women..

 •  That education addressing the cultural diversity of clients and needs of those in their care be provided 

appropriately to birthing services staff.

 •  That any future implementation of this model considers the role of the ABSP (CMS) co-ordinator 

and is to be managed and administered by a designated department or individual within the Mater 

Misericordiae Mothers’ Hospital Executive, Brisbane, Queensland

Health/Report/  Queensland Health (1992).  Some Good Long Talks. About Birthing for Aboriginal Women in 

author /date Remote Areas of Queensland. The Aboriginal and Torres Strait Islander Health Policy Unit & The  

 Women’s Health Policy Unit.

Informed by Community consultations

Summary  This report is the outcome of a series of talks with the women of Palm Island, Mornington Island, 

Doomadgee, Cherbourg and Yarrabah on their own communities and is the beginning of a project being 

developed by Queensland Health(see Birthing on the Homelands).

Recommendations Birthing Issues 

 •  a program be established which builds towards a birthing on the land and communities through 

improvement in antenatal and postnatal care and education and the improvement of women’s primary 

health status. It is recognised that this ultimate objective requires a number of carefully planned steps 

designed to enhance the primary health status of women and to increase the number of women with 

low risk pregnancies.  This will involve addressing the basic health issues including nutrition and the 

quality and availability of antenatal and postnatal care and education.

 •  All major urban centres to which women are transferred from remote areas for the purpose of 

awaiting the birth of their baby have suitable community based accommodation for Aboriginal women 

and Torres Strait Islander women (such as Mukai Rosie-Bi-Bayan in Cairns) 

 Midwifery

 •  Registered Midwives and especially trained Aboriginal health Workers be appointed to begin antenatal 

care and education programs in selected communities.  In addition, they will develop appropriate 

postnatal programs for parents and children in conjunction with other health providers.  These 

midwives should be experienced in self-reliant practice situations and be culturally sensitised through 

experience and specifi c training. Appropriate Aboriginal Registered Midwives should be given 

preference and the community should be represented on the selection panels for these positions.

 •  culturally appropriate antenatal care be available in all communities

 •  nursing faculties be encouraged to actively recruit Aboriginal students with a  view to increasing the 

numbers of Aboriginal registered midwives. This process should also include provision of social, cultural 

and educational support to students throughout the courses.

 •  All midwifery courses include, in a structured, formal manner, Aboriginal cultural, social and 

environmental awareness within the curriculum

 •  an exchange of information about traditional and non-traditional midwifery practice take place as part 

of both the process of gathering the information for a cultural orientation and awareness module as 

well as enhancing Aboriginal community awareness and education. This would involve invitations to a 

small group of women from one community where motivation and commitment were well established, 

to visit another community and talk about their approach and success. The process should include 

face to face sharing of knowledge, followed by the production of a Remote Midwifery Manual which 

includes both traditional and contemporary practices.

 •  A module providing information about traditional and contemporary midwifery be included in the 

training of Aboriginal Women’s Health Workers
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Health/Report/  Queensland Health (1992).  Some Good Long Talks. About Birthing for Aboriginal Women in 

author /date Remote Areas of Queensland. The Aboriginal and Torres Strait Islander Health Policy Unit & The  

 Women’s Health Policy Unit. (continued)

Recommendations • Aboriginal Women’s Health Workers be given the opportunity to work with community-based   

(continued)    Registered Midwives so that they may learn antenatal, labour support and postnatal skills

 •  Health workers offer continuity of carers for women during their pregnancy, birth and postnatal period.

 •  Work begin immediately on recording traditional Aboriginal methods and practices of midwifery still 

remembered by numerous older women.

 •  At least one female Aboriginal liaison offi cer should be appointed to all hospitals where Aboriginal 

women give birth

 Education

 •  the Education Department be approached to make cultural programs available at primary school level 

in Aboriginal communities.  These programs should include information about traditional birthing and 

its signifi cance in Aboriginal culture.  The teaching of these programs should utilise the traditional 

teachers in Aboriginal culture- elders appointed by the community

 Educational Resources

 •   Educational video tape recordings be produced for use during antenatal and postnatal care and 

education programs.  All educational resources are to feature Aboriginal women, be culturally and 

environmentally appropriate as well as gender sensitive. The main focus should be:

  a. about birth and pregnancy related issues, including traditional knowledge (see rec 5) and

  b. elders demonstrating bush food use and preparation (see rec 16)

 •  posters and booklets using traditional and contemporary themes about birthing, nutrition and 

ceremonies be developed by Aboriginal writers and artists

 Nutrition

 •  Communities be supported to develop and introduce specially designed nutrition programs in 

conjunction with the store in the community

 •  ATSIC be approached, through the Aboriginal Organisational Training Program, to conduct training 

in traditional cooking for community members. Elders in the community should be engaged to teach 

cooking of traditional foods on an open fi re.

95
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Review of Maternity Services 
in Australia – National 
summaries.
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Report -  Volume 1 & Volume 2. 

•  Commonwealth of Australia (1999). 

Senate Community Affairs Reference 

Committee.  Rocking the Cradle 

Report on Childbirth Procedures. 

Canberra.

•  Health Department of Victoria. 

(1990). Having a Baby in Victoria. 

Final Report of the Ministerial Review 

of Birthing Services in Victoria. Health 
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•  Human Services Victoria (1999)  
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offered by midwives. Canberra. 

Australian Government Publishing 

Service

•  NHMRC (1996).  Options for 

effective care in childbirth.  Canberra. 
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Service

•  South Australia Department of 
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Implementation Plan 2000-2011

•  Tasmanian Department of Health and 

Human Service (2002). Maternity 
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2002). (Elizabeth Carroll)

•  Territory Health Services. (1999). 

And the women said…Reporting 

on Birthing Services for Aboriginal 

Women from Remote Top End 

Communities. (Sue Kildea, Women’s 

Health Strategy Unit)

•  The Maternity Coalition Inc, AIMS, 

Australian Society of Independent 

Midwives, Community Midwifery 

WA Inc (2002).  National Maternity 

Action Plan. For the Introduction of 

Community Midwifery Services in 

Urban and Regional Australia.

•  Thorogood, C, Thiele, B & Hyde, 

K. (2003).  Community Midwifery 

Program (Western Australia). 
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Community Midwives Western 
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•  Three Centres Consensus Guidelines 

on Antenatal Care Project, Mercy 

Hospital for Women, Southern 

Health and Women’s & Children’s 

Health 2001.

•  Victorian Department of Human 

Services (2004). Rural Birthing 

Services. Rural & Regional Health 

Services Branch. Planning Framework. 

August 2004 Final Draft

•  Victorian Department of Human 

Services (2004). Future Directions for 

Victoria’s Maternity Services
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Western Australian Statewide 
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•  Western Australian Statewide 
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Of the Project Working Group. 

Discussion Paper April 2003

Health/Report/  The Maternity Coalition Inc, AIMS, Australian Society of Independent Midwives, Community 

author /date  Midwifery WA Inc (2002).  National Maternity Action Plan. For the Introduction of Community 

Midwifery Services in Urban and Regional Australia.

Informed by Literature review, provider and community consultations

Summary  NMAP outlines the rational behind the need for major reform in maternity services and proposes a 

strategy for Federal and State/Territory governments to enable comprehensive implementation of 

community midwifery services in both urban and regional/rural Australia within the public health system.

Recommendations 8 recommendations are set out, which include:  

 •  access for all pregnant women to primary care from a community midwife; 

 •  introduction of appropriate policy and implementation frameworks, consumer representation and 

participation in decision and policy making;

 •  commitment to expand community midwifery services;

 •  the WA Community Midwifery Program to be used as a template for future services;

 •  identifi cation and elimination of barriers to community midwifery;

 •  review of the Medicare Schedule as it relates to midwives;

 •  legislative change in relation to midwives ordering tests and prescribe drug therapy in pregnancy, 

labour and birth.
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Health/Report/  NSW Health (2000).  The NSW Framework for Maternity Services.

author /date  

Informed by  The NSW Health Department convened a Maternity Services Advisory Committee (MSAC) to consider a 

range of issues regarding the provision of maternity services in NSW and to develop a fi ve year plan for 

maternity services in NSW

Summary  The principle objective for contemporary maternity services is to ensure choice, control, continuity of care 

and safety for all women in all phases of pregnancy and childbirth

Terms of Reference:

  1.  to develop a framework for implementing collaborative obstetric and midwifery practice 

across the continuum of maternity care, addressing issues relating to:  models of care; cultural 

awareness and sensitivity; public and private sector collaboration; consumer needs and choices.

  2.  to assess, evaluate and formulate options for improved management of human resources in 

delivering maternity services, addressing issues relating to:  education and training; professional 

indemnity; independent midwifery accreditation/ privileges; collaboration between professional 

and collegiate groups; rural and remote issues

 •  Area Health Services need to use this framework to plan their individual services.

 •  The Framework has been forwarded to the Clinical Implementation Working Groups who will develop 

the Metropolitan and Rural health Plans.

 Goals:

 •  Consumer choice and access to culturally sensitive maternity care;

 •  Safety & Quality

 •  Continuity of Care;

 •  Collaboration;

 •  Recognition of birth as a normal process

 •  Availability of a range of models of care;

 •  A competent and fl exible workforce.

Recommendations •  NSW Health adopt the fi ve year goals, objectives and strategies of The NSW Framework for Maternity 

Services and implement these through the Area Maternity Services Plans;

 •  NSW Health adopt the following philosophy statement for developing maternity services:

- NSW Health recognises pregnancy, labour, birth and parenting as signifi cant and meaningful life 

events and acknowledges the right of consumers to access safe maternity care and quality maternity 

services

- Continuity of care and consistent information is essential to the provision of care that is culturally 

sensitive and appropriate

- Collaboration between health workers at all levels plus the development of a competent and fl exible 

workforce are critical factors in ensuring safe services and the availability of a range of models of care.

 •  The NSW Health Department allocate designated resources within the Department to coordinate and 

oversee the implementation of The NSW Framework for Maternity Services.

 •  The NSW Health Department review early discharge programs across NSW to determine their 

effectiveness and appropriateness, as well as the consistency of service guidelines, policies, terminology 

and reporting mechanisms.  This should include evaluating the needs and priorities of women in 

accessing early discharge programs and the effectiveness of referral and follow-up procedures, 

particularly for women from marginalised or disadvantaged groups.

 •  The NSW Health Department evaluate women’s views of maternity care, including those of women 

from Aboriginal and Torres Strait Islander groups and non-English speaking backgrounds, with 

particular attention to addressing the specifi c needs of women from marginalised or disadvantaged 

groups

   A ‘Five Year Goals, Objectives and Strategies for Maternity Services in NSW’ plan is outlined in detail. 

  The strategy was to be implemented 2000-2004. (initially in three Areas, South Western Sydney, the Far 

North Coast and the Mid North Coast in 1998-1999) SG do search and see implementation strategy in 

these areas
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Health/Report/  Commonwealth of Australia (1999). Senate Community Affairs Reference Committee.  Rocking

author /date the Cradle Report on Childbirth Procedures. Canberra.

Informed by Senate Inquiry – submissions and hearings with providers and consumers

Summary  Evidence to the Committee indicated that Australian women value safety during childbirth for their 

babies and themselves above all other considerations.

  While recognising that the medical approach may be justifi ed for women considered at risk, they 

(women) believe it inappropriate for the majority of women.

  The Committee is particularly concerned by the high rate of elective caesarean section in Australia for 

which, the evidence suggests, there is no medical justifi cation.

Recommendations 35 recommendations are outlined, covering:  

 •  continuity of care;

 •  shared care;

 •  maternity records;

 •  funding issues;

 •  provision of antenatal services to Aboriginal and Torres Strait Islander women, non English speaking 

background women, and adolescent mothers;

 •  availability of comprehensive information about antenatal and birth options;

 •  establishment of guidelines for antenatal screening tests;

 •  guidelines for counselling and information on various forms of intervention which may be required 

during birth;

 •  training in safe and appropriate use of obstetrical ultrasound equipment;

 •  conduct of a trial of the effi cacy of nuchal fold screening;

 •  expansion of birthing centres;

 •  funding of midwives who assist at homebirths for women at low risk;

 •  funding for support person for Aboriginal and Torres Strait Islander women who have to give birth 

outside their communities;

 •  development of best practice guidelines for elective caesarean sections;

 •  target rates for caesarean sections;

 •  research and guidelines on the use of ultrasound in pregnancy;

 •  enhancement of the Joint Committee on Maternity Services;

 •  the annual publication of a list of all hospitals where births take place, with statistics on birth-related 

interventions and the insurance status on whom they are performed; mother and baby postnatal care 

arrangements;

 •  research into postnatal depression;

 •  Medicare rebate monitoring; defi nition of neonates as patients;

 •  AIHW to establish comprehensive data on medical defence organizations;

 •  independent inquiry into medical indemnity and litigations;

Health/Report/  Australian Council of Healthcare Standards. (1999).  Guidelines for Maternal and Infant Care 

author /date Services

Informed by  The Project to develop these guidelines was achieved through consultation with a consortium. The 

Consortium consisted of the Quality Improvement Council, The Australian Council on Healthcare 

Standards, and the Australian College of Midwives. A Project Management Group were responsible for 

the development of the content of the Guidelines. The PMG were also supported by a National Reference 

Committee. Consultations were held with service providers in NSW, ACT, VIC, WA, QLD, TAS and SA.

Summary  These Guidelines address quality care issues specifi c to maternal care services and infant care services up 

to 12 months of age.  The intention of this document is to provide guidance and support to maternal 

and infant services to implement systems that support the delivery of care.  The information provided in 

these Guidelines is framed in the context of the ACHS standards and criteria and will assist services to 

apply the ACHS Evaluation and Quality Improvement Program (EquIP).  These Guidelines should not be 

considered as standards or criteria.
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Health/Report/  Australian Council of Healthcare Standards. (1999).  Guidelines for Maternal and Infant Care 

author /date Services (continued)

Recommendations The standards are divided into six functions:

 Patient/consumer function:

   -  Continuum of Care (access, entry, assessment, care planning, implementation of care, separation, 

evaluation and community management).

 Infrastructure functions:

  - Leadership and management;

  - Human Resources Management;

  - Information Management;

  - Safe Practice and Environment; 

  - Improving Performance

Health/Report/  NHMRC (1998).  Review of services offered by midwives. Canberra. Australian Government 

author /date Publishing Service

Informed by  In 1995, the NHMRC endorsed the report Options for Effective Care in Childbirth. In 1996, the Working 

Party to Review the Services Offered by Midwives in Australia was established to advise on measures that 

should be put in place to authorise midwives to order and interpret a limited range of tests, and to prescribe 

specifi ed drugs as part of the care of healthy women during uncomplicated pregnancy and childbirth. 

Summary  The Working Party chose to concentrate on midwives employed by public maternity services, where 

midwifery models of care are being increasingly introduced in response to community request.  

  These midwives may work in maternity units at a public hospital or in an outreach or community 

setting…It is acknowledged that the recommendations contained in this report could be extended 

to midwives employed in other settings, providing issues relating to cost implications, indemnity and 

legislation are addressed.

Recommendations  Recommendations to allow midwives to safely assume responsibility for ordering and interpreting a 

limited range of tests and initiating, under agreed protocols, the use of a limited range of pharmacological 

substances for which there is evidence of benefi t, as part of routine midwifery practice for the care of 

women and babies during uncomplicated pregnancy, labour, birth and the postnatal period.

  State/Territory authorities, in collaboration with relevant professional and educational bodies, should 

identify the educational preparation and assessment required on a national basis.

  Public maternity services, including birth centres and community and outreach settings, should confi rm 

that professional indemnity insurance covers midwives

  Institutions that incorporate midwifery models of care into mainstream maternity services should include 

audit mechanisms (as for other models of care) to evaluate the health outcomes of mothers and babies

Health/Report/  NHMRC (1996).  Options for effective care in childbirth.  Canberra. Australian Government 

author /date Publishing Service

Informed by Membership of the Expert Panel

 •  Professor Jeffrey Robinson (Chairperson), Department of Obstetrics and Gynaecology University of 

Adelaide

 •  Dr Ross Haslam, Director of Neonatal Medicine, Queen Victoria Hospital

 •  Ms Denyse Olds, Midwife, Queen Elizabeth Hospital

 •  Dr John O’Loughlin, Royal Australian College of Obstetricians and Gynaecologists

 •  Ms Maggie Oors-L’Estrange, Consumer’s Health Forum

 •  Dr Margie Ripper, Women’s Studies Department, University of Adelaide

 •  Ms Georgie Stamp, Independent Midwife

 •  Ms Denise Troon, Aboriginal Health Council of South Australia
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Health/Report/  NHMRC (1996).  Options for effective care in childbirth.  Canberra. Australian Government 

author /date Publishing Service (continued)

Informed by Co-opted members

(continued) •  Dr David Gill, Rural Practice Training Unit, Modbury Hospital

 •  Dr Geoffrey Martin, Chairman, Council, Royal Australian College of General Practitioners 

  In 1991, the Women’s Health Committee suggested that a working party should examine the rates of 

obstetric intervention in Australia, and that this group should be based in South Australia. After initial 

discussions it was agreed that the topic should be changed to ‘Options for Effective Care in Childbirth’. 

The membership of the working party, including co-opted and corresponding members. Since there have 

been a number of recent surveys of consumers’ attitudes and concerns, it was decided that the group 

would use this information rather than attempt to obtain additional views on the options for effective 

care in childbirth. The publication, ‘Having a Baby in Victoria’ (1990), provided a clear message that, 

‘although the majority were satisfi ed with the present provision of maternity services, there is also a 

desire in the community for new options for the provision of maternity care in Australia’. Many similar 

views were expressed after the release of ‘Maternity Services in New South Wales’ (‘Shearman Report’, 

1989) and the Western Australian Report on Obstetric, Neonatal and Gynaecological Services (1990). 

At the same time there is an increasing desire for midwives to provide a greater input into maternity 

services. Furthermore, the current practice of obstetrics is not compatible with an adequate quality of 

life, cover or remuneration for the obstetrician and often leads to litigation stress.

Summary Terms of Reference

 Terms of reference for the Expert Panel on Options for Effective Care in Childbirth were to -

 i)  Provide an overview of current practice issues in childbirth care in Australia, patterns of intervention 

in labour and the puerperium, and current knowledge about clinical and social outcomes, having 

reference to the cultural aspects of birthing practices for Aboriginal women and migrant women.

 ii)  Describe the areas where the current practice is at variance with the aim of optimising outcomes for 

the mother, baby and family, and to identify methods of improving care.

 iii) Propose a national minimum data base of perinatal outcomes.

 iv) Identify methods of improving care.

Recommendations   15 recommendations, covering:  informed choice, access to information, Aboriginal and Torres Strait 

Islander needs, the needs of new and established migrant groups, antenatal care, birthing centre 

options, midwifery care guidelines, access to registered providers list, postnatal care, practitioner 

indemnity, practitioner membership and training, tertiary centres, national data sets, funding.

 Recommendation 1:

  1.1 Women should be informed of the options for maternity care in their region when they fi rst contact 

their health care provider, hospital or community health centre.

  1.2 The NHMRC should publish a leafl et outlining these options. Each State/Region/Area/Hospital should 

publish its own brochure relating to local conditions.

 Recommendation 2:

  2.1 The membership of the Joint Committee on Maternity Services should be expanded to include 

representatives of the major relevant professional organisations. This Committee should explore the 

development of an integrated service, which offers an expanded range of options for maternity care.

 Recommendation 3:

  3.1 Improving Aboriginal and Torres Strait Islander health generally should be recognised as a crucial step 

in improving the outcomes of childbirth for Aboriginal and Torres Strait Islander women.

  3.2 Providers of maternity services should be cognisant of the needs and expectations of Aboriginal and 

Torres Strait Islander women.

  3.3 To achieve this Aboriginal and Torres Strait Islander women leaders in each region should be involved 

in planning maternity services. In some regions it may be appropriate to provide birthing centres.

  3.4 Aboriginal and Torres Strait Islander women representatives should be appointed to liaison 

committees representing the consumers of major obstetric hospitals.
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Health/Report/  NHMRC (1996).  Options for effective care in childbirth.  Canberra. Australian Government 

author /date Publishing Service (continued)

Recommendations 3.5 Priority needs to be given to increasing the number of Aboriginal and Torres Strait Islander   

 (continued)  birth attendants, midwives and obstetricians. However, an initial step may have to be undertaken fi rst to 

encourage more Aboriginals and Torres Strait Islanders to train as nurses and medical practitioners.

  3.6 The role and function of birth attendants needs to be agreed between local Aboriginal and Torres 

Strait Islander groups and health care providers. be a considered option for all women.

 Recommendation 4

  4.1 The providers of maternity services need to be informed of and implement maternity services in 

keeping with the cultural and religious requirements for childbirth amongst new and established migrant 

groups. This should be part of the function of hospital liaison committees representing consumer groups.

  4.2 Interpreter services need to be readily available to provide cover for obstetric care including 

emergencies.

  4.3 All documents made available to pregnant women need to be in their language of fi rst choice.

  4.4 Special services within maternity units and elsewhere need to be provided for adolescent women 

who are pregnant. These, where possible, should include ‘drop-in’ services with staff who are cognisant 

of the needs of this special group.

 Recommendation 5

  5.1 Public hospital antenatal clinics should be adapted to enable links to be developed with general 

practitioner obstetricians and midwives to improve shared care.

  5.2 Public antenatal clinics should take all steps necessary to enable most women to have continuity of 

care and carer, in hospital or with a medical practitioner.

  5.3 Shared care involving small teams of general practitioner obstetricians and midwives should be 

encouraged. This should promote satisfaction for both the woman and the service providers.

  5.4 Guidelines for shared care should be drawn up locally having regard to State and National guidelines.

  5.5 The hospital may provide screening and special tests. Timing and the number of these should be 

determined by a local maternity services committee comprising hospital specialist staff, general practitioners, 

midwives and representatives from liaison committees, including local divisions of general practice.

  5.6 All pregnant women should be asked to carry a maternity record providing a summary of their 

health, their pregnancy and test results. Duplicate maternity records should be held by a service provider 

responsible for care. In the patient-held maternity record, check lists should be initialled by the care-giver 

on completion of a task to assist continuity of care.

  5.7 Evaluation of patient-held maternity and infant records should be undertaken in Australia.

  5.8 Hostel or other accommodation should be provided for those who need to stay close to a tertiary 

centre. New mechanisms for funding this accommodation will need to be devised.

  Recommendation 6

  6.1 All major maternity units should incorporate the philosophy and practice of birthing centre care in 

the delivery suite.

  6.2 The Panel does not support, other than in exceptional circumstances, free standing birthing centres 

remote from a maternity unit.

  6.3 Birthing Centres should be a considered option for all women. The Centres should contain separate 

midwifery units which have supporting medical staff but with direct links to a traditional obstetric and 

midwifery unit.

  6.4 Criteria for eligibility for care in birthing centres and for transfers-out need to be developed, 

evaluated and regularly revised. 

  Recommendation 7

  7.1 States/Regions and health units should develop guidelines for development of policies for 

accreditation ofvvisiting midwives.

  7.2 These guidelines should recognise the need for an integrated maternity service with appropriatebcon

sultations with other professionals, in particular with obstetricians and other medical practitioners.

  7.3 The guidelines should also make recommendations about the provision of supporting specialist 

services and access for visiting midwives to maternity units.
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Health/Report/  NHMRC (1996).  Options for effective care in childbirth.  Canberra. Australian Government 

author /date Publishing Service (continued)

Recommendations 7.4 Public and private maternity units should adopt policies for accreditation of visiting midwives in line  

 (continued)  with the above recommendations. The Panel recommends that the JCMS facilitate this process.

  7.5 Visiting midwives should be encouraged to provide their services in both birthing centres and 

hospital labour wards.

 Recommendation 8

  8.1 The Panel would encourage hospitals to maintain a list of accredited specialists, general practitioners 

and midwives for their local area. Team care should be encouraged and identifi ed in these lists. This list 

should be made available to women.

 Recommendation 9

  9.1 It should be the woman’s choice as to whether or not she participates in an early discharge program. 

Adequate support for such programs should be encouraged.

  9.2 Maternity services should include programs for support of women with problems in the postnatal 

period, including diffi culties with lactation, multiple births, and postnatal depression.

  9.3 Training programs should increase awareness of psychological changes and postnatal depression in 

the postnatal period.

  9.4 Professionals and voluntary groups should facilitate successful breastfeeding.

  9.5 Providers of services need to be cognizant of the special needs of parents whose baby has died 

before or after birth. Special services are required to assist these parents.

  9.6 All women should be offered advice on family planning. Special steps may be required in the context 

of early discharge programs.

  Recommendation 10

  10.1 There should be a further examination of the complexity and costs of indemnity and their effects 

on current maternity services. The review should also examine their implications for an effective range of 

options for future maternity care.

  Recommendation 11

  11.1 RACOG, the RACGP (particularly the Faculty of Rural Medicine), and others, should continue their 

dialogue to improve training in obstetrics for general practitioners for both metropolitan and country 

practice in obstetrics, and also in paediatrics and anaesthetics relevant to maternity services.

  11.2 There should be continuing training in the care of the newborn for all those providing maternity 

services.

 Recommendation 12

  12.1 There should be a review of the membership of the Australian Nursing Council (ANC) to ensure 

adequate midwifery representation.

  12.2 Further consultation should take place with the ANC to recognise midwifery as a discrete practise.

  12.3 The ACMI should maintain its register of independently practising midwives.

  12.4 Re-accreditation of qualifi cations of independently practising midwives should be supervised by the 

ACMI.

 Recommendation 13

  13.1 Funding and support of tertiary centres should be maintained so that they can continue to serve 

their regional functions.

  13.2 State health authorities should recognise the role of obstetric and neonatal retrieval and transfer 

facilities of tertiary centres. Specifi c funding for this activity and its coordination should be provided.

 Recommendation 14

  14.1 The National Perinatal Data Advisory Group should continue its periodic review of the National 

Minimum Data Set for maternity services.

  14.2 This data set should contain items required for monitoring maternal and perinatal mortality and 

morbidity.

  14.3 The data set should also contain a number of demographic and social measures.

  14.4 The data set should also provide a method for assessing Diagnosis Related Groups for different 

maternity units and other components of maternity services.
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Health/Report/  NHMRC (1996).  Options for effective care in childbirth.  Canberra. Australian Government 

author /date Publishing Service (continued)

Recommendations 14.5 The obstetric indicators as produced by RACOG should be included in the National Minimum Data  

(continued) Set. For these indicators, benchmarks should be developed and regularly updated.

  14.6 A new indicator refl ecting a need for re-admission of the mother and/or baby after early discharge 

should be introduced.

  14.7 New indicators refl ecting neonatal health should be determined by the Australian College of 

Paediatrics and the Australian Council of Healthcare Standards. These should include re-admission rates 

of babies after early discharge from a maternity unit.

  14.8 A new set of indicators of consumers’ views of maternity services needs to be developed and added 

to the set of clinical indicators.

 Recommendation 15

  15.1 Funds should be made available for evaluation and research into recent initiatives and new 

strategies for care in childbirth. Disbursement of these funds should be through recognised channels eg 

Medical Research Committee or Public Health Research and Development Committee.

  15.2 These funds should be used to evaluate, by randomized controlled trials and other forms of 

research, new options for care in childbirth to assess the effectiveness of these options.

  15.3 Research into the principal causes of maternal and perinatal mortality and morbidity needs to be 

continued and not reduced to fund evaluative research into maternity services.

  15.4 Further research is needed to reduce the continuing high morbidity and mortality rates of 

Aboriginal and Torres Strait Islander people. These programs must be designed in consultation with 

Aboriginal and Torres Strait Islander people themselves.

Health/Report/  Health Department of Victoria. (1990). Having a Baby in Victoria. Final Report of the Ministerial 

author /date Review of Birthing Services in Victoria. Health Department of Victoria: Melbourne.

Informed by  A call for public comment on the terms of reference, establishment of a Consultative Body (with provider 

associations and consumer organisations representatives), a consumer survey, small projects, Working 

Groups,  submissions, literature review.

Summary  In 1998 the then Minister for health, the Honourable David White, announced the establishment of a 

major study of birthing services in Victoria.  The aim of the Study was to review all aspects of birthing 

services with outcomes aimed at giving women greater freedom and range of choice in deciding how 

they wanted to have children.  The Terms of Reference addressed current service provision in Victoria, 

models of service delivery and education and training of health practitioners.  Central to the Study 

Group’s deliberations was an extensive consultative process. This process incorporated four models, 

and aimed to provide service providers, consumer organisations and a diverse range of women and 

families with the opportunity to have input into the Review.  The Report outlines the Review process, 

the statistical overview of birthing in Victoria at that time and lists 95 recommendations (topics listed in 

‘Recommendations’ below)

Recommendations Recommendations covered the areas of:

 Models of care:

 •  Birth Plans and Personal Antenatal Care Card;

 • Hospital Based Models of Care

 • Community Based Models of Care

 • Childbirth Education and Information Needs

 • Childbirth Educators

 • Childbirth Education Programs

 • Information Needs
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Health/Report/  Health Department of Victoria. (1990). Having a Baby in Victoria. Final Report of the Ministerial 

author /date Review of Birthing Services in Victoria. Health Department of Victoria: Melbourne. (continued)

Recommendations Women with Additional Needs

(continued) • Women from NESBs

 • Aboriginal Women

 • Young Women

 • Women with Disabilities

 • Families experiencing a Perinatal Death

 • Families experiencing a Premature Birth

 Intervention

 The Postnatal Period

 • Guidelines for Hospital Discharge prior to Day 5 after Birth

 • Postnatal Issues/ Breastfeeding, PND, Postnatal Information

 Midwifery Education

 • Scope and Sphere of Midwifery Practice

 • Direct Entry Midwifery

 • Continuing Midwifery Education

 Midwifery Registration

 • Training and accreditation for Independent Practice

 • Hospital Visiting Rights for Independent Practising Midwives

 Medical Education

 • Undergraduate Education

 • Post Graduate Education

 • Continuing Education

 Implementation

Health/Report/  Human Services Victoria (1999)  WUDWAW. “Who Usually Delivers Whom and Where”. Report on 

author /date Models of Antenatal Care.  (Halliday, J, Ellis, I, Stone, C)

Informed by  A statewide population-based study was undertaken over a four-month period in 1998 by the Perinatal 

Data Collection, using the form completed for every birth of at least 20 weeks gestation in Victoria.

 Objectives:

 -  to obtain a greater understanding of the types and use of different models of antenatal and intrapartum 

care and the personnel involved at different stages of pregnancy and labour, throughout Victoria.

 -  to support planning of health services by obtaining information on the utilisation by women with 

different profi les (for example, Mother’s country of birth, age, parity, region of residence) of the various 

models of care

 -  to examine some pregnancy outcomes for comparisons between models of care, only where numbers 

in the comparison groups were large enough for meaningful statistical analysis

 - to provide feedback to individual hospitals, allowing for policy development.

Summary  Information was gathered from more than 23,000 pregnancies in a four-month period. The information 

sought and collected from more than 109 hospitals was:  the gestation at the fi rst visit to a doctor or 

midwife after the pregnancy was confi rmed; the model of care at 20 weeks gestation; the model of care 

at birth; the accoucheur at birth.

  This report summarises the models of care component of the project.  More than 18 models of care were 

identifi ed by the project:

 1. Public Hospital Outpatient: Standard Care

 2. Public Hospital: High Risk Clinic Specialist Obstetrician

 3. Public Hospital: Midwife Clinic

 4. Team Midwifery in Public Hospital 

 5. Shared Care: Public Hospital with GP

 6. Shared Care: Public Hospital with Midwife in Private Practice
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Health/Report/  Human Services Victoria (1999)  WUDWAW. “Who Usually Delivers Whom and Where”. Report on 

author /date Models of Antenatal Care.  (Halliday, J, Ellis, I, Stone, C) (continued)

Summary 7. Shared Care: GP with Midwife

(continued) 8. Shared Care: Public Hospital with Community Health Centre

 9. Private Obstetrician and Private GP

 10. GP Private

 11. GP/Obstetrician/Public Patient

 12. Private Obstetrician

 13. Midwife in Private Practice

 14. Hospital Birth Centre

 15. No Care

 16. Shared Care: Hospital Birth Centre with Obstetrician, GP or Midwife in Private Practice

 17. Community-Based Public Hospital Care

 18. Other Models of Care 

  - Care shared between a private obstetrician and a midwife in private practice

  - Care shared between a private obstetrician and a midwife

  - Midwife managed care

  - Variations on team midwifery (HSV, 1999).

Recommendations Gestation at the fi rst visit to a doctor or midwife after the pregnancy was confi rmed:

 •  Approximately 80% of women fi rst visit a doctor or midwife after knowing they are pregnant … for 

antenatal care, in the fi rst trimester of pregnancy

 Model of care at 20 weeks gestation

 •  there is little movement between models of care at 20 weeks, although the actual carer may change.  

 •  Region of residence of the woman is a very important predictor of which model of care is used, 

because of the location of certain types of hospitals in those regions. Overall, the highlights are the 

lack of availability of certain models in rural regions .. and the increased use of the ‘shifted’ model 

of care. [shifted care when a public hospital does not provide any outpatient antenatal care, women 

attending as public patients are required to obtain this care privately, from either an obstetrician or a 

GP. During the intrapartum period the woman’s care is provided by the hospital medical and midwifery 

staff working or on call for that day]:

 •  At 20 weeks gestation, single women are in public hospital standard care, shared care or not 

receiving antenatal care, but they are seldom accessing private obstetricians.  Married women show a 

disproportionately high use of private obstetricians.  A higher percentage of single, defacto, divorced, 

widowed and separated women use shared and shifted care when compared to married women.

 •  67% of women giving birth in Victoria are admitted as public patients

 The Accoucher

 •  the accoucheur.. is a hospital midwife in 38% of cases and an obstetrician in another 38% 

Health/Report/  Thorogood, C, Thiele, B & Hyde, K. (2003).  Community Midwifery Program (Western Australia). 

author /date  Evaluation. November 1997-December 2001. Prepared for Community Midwives Western 

Australia Inc. Centre for Research for Women

Informed by Community Midwifery Program women, questionnaires, survey forms

Summary The CMP started as a pilot project in the Southern Metropolitan Region of Perth in 1996.

 Conclusions:

  Numerous studies have demonstrated that community-based maternity services such as that provided by 

the CMP are effective, safe and extremely well received by women. Programs such as this are focused on 

women rather than on services or clinicians… In partnership with their midwife, the childbearing woman 

and her family are encouraged to make informed choices that meet their needs and, irrespective of their 

choice of the place of their birth, feel that they are in control of the birthing process.

Recommendations  This evaluation demonstrates… that this model of care should be made available to all appropriately 

screened women.
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Health/Report/  Territory Health Services. (1999). And the women said…Reporting on Birthing Services for 

author /date  Aboriginal Women from Remote Top End Communities. (Sue Kildea, Women’s Health Strategy 

Unit)

Informed by  

Summary  The aim of the Remote Area Birthing Project is to develop an approach to birthing in the Top End which 

will improve birth outcomes and experiences for Aboriginal people and improve the quality of hospital 

and remote community based services. Improvements will be gained through integrating practices 

proposed by non urban Aboriginal women and service providers into the existing service delivery 

structure.  This report documents the strategies community based Aboriginal women suggest will 

improve birth outcomes and their experiences as Territory Health Services clients.

Recommendations Recommendations are based on the Key Findings (listed below):  

 •  Safety – birthing in the community and in personal safety in the regional centre;

 •  Choice – the lack of choice for women and the unattractiveness of available options

 •  Escorts – support in labour often leads to shorter labour with less intervention, less caesarean sections 

and less complications following birth;

 •  Hostels – two major problems were identifi ed with hostels:

  - the lack of security in many of the hostels for both the women and their personal property; and

  - the lack of food in some hostels.

 •  Human Resources – all communities need a skilled, experienced midwife;

 •  Infrastructure and Equipment – there is no standardisation of basic equipment;

 •  Antenatal Women – culturally appropriate educational material and models of care are lacking in both 

the regional and remote area settings;

 •  Continuing Education – needed for both Aboriginal health Workers and nurses, and rotation of staff 

from remote areas for updating clinical midwifery skills;

 •  Regional Hospitals – the main issues relate to inappropriate and ineffective communication between 

staff and patients, including the absence of interpreters;

 •  Birth Centre in Darwin – unanimous support for a birth centre in Darwin; and

 •  Community Birthing – the majority of people consulted felt that community birthing should be 

available for low risk multiparous women, providing a number of conditions are met.

Health/Report/  Tasmanian Department of Health and Human Service (2002). Maternity Options Assessment and 

author /date Review. Consultation Report (Draft October 2002). (Elizabeth Carroll)

Informed by Consultation with Consumers, Government and Non-Government Service Providers.

Summary Key Issues:

 1. Models of care/birthing options

 2.  Access and equity of maternity services for Aboriginal consumers, consumers with special needs, and 

consumers in rural and remote areas

 3. Service providers’ attitudes towards consumers and philosophy towards birth and health

 4. Effectiveness, safety and appropriateness of care

 5. Staffi ng availability, education, training

 6. Roles and responsibilities of service providers

 Dimension of Quality Key issues

 1.  Accessibility / Equitability:  Ability of  • access for consumers living in rural or remote areas

 people to obtain services at the right place  • equity of midwifery support

 and right time irrespective of income,  • access to services for consumers from marginalised groups

 cultural background or geography •   equity of multidisciplinary input

  •   equity of provision of models of care

  •   aspects of equity
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Health/Report/  Tasmanian Department of Health and Human Service (2002). Maternity Options Assessment and 

author /date Review. Consultation Report (Draft October 2002). (Elizabeth Carroll) (continued)

Summary Dimension of Quality Key issues

(continued) 2.  Effectiveness:  care, support,  • the effectiveness of maternity services for consumers with

 intervention or action achieves desired  special needs

 result • the effectiveness of physiotherapy services in relation to  

  childbearing women

  •   the effectiveness of breastfeeding support

 3.  Appropriateness/ sustainability:   • the range of models of care available

 services that are relevant to needs, based  • appropriateness of current service provision for consumers 

 on best practice and offer a range of  with special needs

 service options •   appropriateness of information available to consumers

  •   appropriateness of clinical intervention

 4.  Responsiveness:  services that meet the  • attitudes of service providers towards consumers

 expectations of the community, provide  • continuity of carer

 respect for persons and are consumer  • choice of type of care and choice of carer

 orientated. • control

  • midwifery-based care

  • philosophy towards health and birth

  • fl exibility of services

  • physical amenities

 5.  Sustainability:  developing and  • professional indemnity insurance

 maintaining responsive, innovative and  • retention and recruitment of staff

 affordable services and programs in  • resources for staff education and training

 collaboration with key stakeholders • ongoing allocation of physical resources.

 6.  Capability:  the ability to provide  • the capacity of service providers to offer general support

 services based on appropriate  • the capacity of services to care for consumers with special

 infrastructure, including skills,    needs

 knowledge, facilities and systems 

 7.  Integration/ continuity:  ability to  • collaboration between professionals within maternity 

 provide coordinated and linked services  services

 through the service continuum and across  • liaison between maternity services, community support 

 settings services and other health service providers

 8.  Effi ciency:  achieving desired results  • effi ciency of service through optimal use of physical 

 through optimal use and allocation of  resources

 fi nancial, human, physical and technical  • effi ciency of services through optimal use of human

 resources. resources

 9. Safety:  the potential risks of an  • the safety of birthing in rural and remote areas

 intervention or the environment are  • the safety of birthing in hospitals.

 systematically identifi ed, avoided or 

 minimised. 

Recommendations • n/a report on consultations only
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Health/Report/  South Australia Department of Human Services (1999). Healthy Start Implementation Plan 2000-

author /date 2011

Informed by  The directions have been informed by a number of reviews that have been undertaken in order to ensure 

that a model of service provision was developed which provides fl exible and affordable arrangements for the 

delivery of services for women in South Australia.  Two major components identifi ed in this document are 

Health Start:  A Primary Care Approach to Services Supporting Women, Children and Families in the Transition 

to Parenthood and The Implementation Plan for Obstetric, Neonatal and Gynaecology Services in South 

Australia.  The framework recognises the need for a holistic approach for policy and service development.

Summary  The Statewide Division has prime responsibility for improving the health and well-being of people through 

improved planning, contracting and co-ordination of services provided by metropolitan hospitals, domiciliary 

care and mental health services.

 2.  Clinical service delivery, structure and resources

 Key Directions:

  A Statewide Planning Framework will provide the direction for the provision of acute Obstetric, Neonatal 

and Gynaecology Services for South Australia…Changes in clinical practice, technology advancements 

and consumer preferences in care requirements are infl uencing the development of service options and 

models of care.

 Key Issues:

 The proposed changes are based on the principles of:

 •  concentration of expensive, highly complex and specialised services at tertiary centres, with the provision of 

primary and follow-up services within the local area

 •  networking with service providers to promote and retain locally accessible services for the majority of 

consumers

 •  support the networking of service providers in order to facilitate a process whereby staff have the 

opportunity to provide continuity of care through joint appointments

 •  the provision of obstetric neonatal and gynaecology services refl ecting a continuum of care that would 

incorporate elements of community services to the provision of high-risk services

 •  the revision of the ‘Operational Policy, Guidelines and Standards of Maternal and Neonatal Service in South 

Australia’, endorsed and published in January 2000.

  2.1  The Statewide Division in conjunction with the major health units will implement an agreed integrated 

clinical service model by December 2000.

  2.2  Statewide Division will facilitate the changed service roles during the period of 2000/01-2005/6 

fi nancial years

  2.3  Statewide Division identifi es the current resources allocated for acute Obstetric, Neonatal and 

Gynaecology services – 2000/01

  2.4  Statewide Division develop revised service specifi cations which describe the changed service levels, 

mix and volume of services and perfomance criteria and discuss with individual Chief Executive Offi cers the 

transitional funding arrangements 2000/01

  2.5  CEOs of individual health units prepare a Business Plan by December 2000

  2.6  Statewide Division in conjunction with Asset Services identifi es the current approved capital works 

programs that will support the implementation of the recommendations within the plan

  2.7 Statewide Division will continue to review medical and midwifery workforce requirements taking into 

account:  projected reductions in demand for birthing services; the proposed restructuring of services; the 

recommended changes to models of care

  2.8  Statewide Division develops a 5-year funding allocation program in line with the proposed medium to 

long term service changes.

 3.  Clinical standards, quality and monitoring – research and development

 Key Directions:

  To develop a coordinated approach to achieve quality obstetric, neonatal and gynaecology service 

delivery systems that demonstrate a commitment to evidence based practice, evaluation and continuous 

improvement through collaborative models of teaching, research and development.
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Health/Report/  South Australia Department of Human Services (1999). Healthy Start Implementation Plan 2000-

author /date 2011 (continued)

Summary Key Issues:

(continued) The development of a networked service that provides opportunities for:

 •  the provision of continuity of care and carer

 •  consolidate consistent quality clinical standards and accreditation

 •  enhancement of teaching, research and development opportunities

 •  enhancement of linkages with other services eg Child and Youth Health, SHine SA and Helen Mayo House

 Key Deliverables

  3.1 Statewide Division establishes a reference group inclusive of all key stakeholders, to identify strategies to 

achieve consistent approaches to clinical standards, quality and monitoring by December 2000.

  The practice standards developed shall be regularly reviewed in accordance with international and national 

evidence based best practice guidelines. They should ensure quality and maintenance of services by including:

 •  consistent access protocols, standards of care and treatment guidelines

 •  uniform protocols in relation to GP Shared Care and Domiciliary Midwifery Services

 •  development of the Midwife Practitioner role

 •  development of continuity of midwifery carer models for all women regardless of risk

 •  use of patient held records

 •  monitoring of clinical indicators by service providers

 •  uniform access protocols for Birth Centres

 •  adoption of the NH&MRC recommendations

  3.2 Statewide Division ensures that Teaching and Research opportunities are maximised to support the 

development of continuous improviment through collaboration with the universities andservice networks

  3.3 Statewide Division will establish a ‘single point’ of access for rural and metropolitan medical and 

midwifery personnel to gain perinatal advice and information by 2000/01

  3.4  Statewide Division is committed to the establishment of the Nurse Practitioner/Midwife role through 

the provision of a Project Offi ce to pursue the recommendations of the Nurse Practitioner Report 

(NUPRAC) completed in November 1999

  DHS is supporting the following initiatives to promote consumer awareness, evaluate models of care and 

promote healthy living and improved perinatal outcomes.

 •  Development and production of a promotional pamphlet/booklet to inform women as to their choices 

for childbirth, in terms of care providers and places of care. Project Manager:  Project Offi cer, Strategy 

& Operations Service

 •  Development, implementation and evaluation of a midwifery led model of care at TQEH and evaluation 

of the outcomes of care at the LMHS in relation to the midwifery led model. Project Manager:  

NWAHS, Nursing Director, Division of Obstetrics, Gynaecology and Paediatrics

 •  Aboriginal Services Division is currently developing a two (2) year program to reduce smoking and 

improve the nutrition of Aboriginal children, young women and mothers in the far north and west of 

SA.  This program is currently being evaluated for funding.

 4.  Support for rural areas

 Key Directions

  A Statewide Planning Framework will assist Country and Disability Dvisions’s ongoing commitment to 

its key priorities of ensuring safe clinical practice.  In particular, strategies will be explored to ensure that 

services are provided in an integrated and fl exible manner and are sensitive to the needs of women from 

rural and remote communities

 Key Deliverables

  4.1 Country & Disability Division in conjunction with the Statewide Division – Nursing Unit will implement 

an agreed training and development program for midwives in 2000/2001

  4.2 Country & Disability Division, in collaboration with major metropolitan health units and Aboriginal 

Services Division, will develop a strategy that explores the opportunities for appropriate accommodation 

arrangements and support options for rural and remote women and their families by 2000/01
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Health/Report/  Western Australian Statewide Obstetrics Services Review, Report Of the Project Working Group. 

author /date Discussion Paper April 2003

Informed by  The Terms of Reference of the review were; to address issues relating to provision of public hospital birth 

services; to ensure optimum safety and effi ciencies of services, review current and fi ve year predictions 

for human resources requirements; review birth practices and procedures and identify and recommend 

areas for improvement with specifi c regard to adoption of standard protocols; indications for secondary 

and tertiary referral and training of staff and to review and recommend a system of clinical governance 

committees for birth.

  A literature review was conducted to help formulate a balanced set of principles that would support 

quality and safety principles, whilst acknowledging the unique circumstance of Western Australia. The 

literature review suggests that clinical safety, quality, effi ciency and effectiveness guidelines require 

determination of clear indicators of minimum births numbers where capacity to service exists and 

determination of travel time when a practitioner is recalled for urgent duty. These defi nitions can then 

be used as a basis for planning and the capacity of hospitals to provide safe services, optimal numbers of 

deliveries; resultant equipment needs, teaching capacity, professional development and staff coverage. 

Summary •  The aim of the review has been to develop an ‘in principle’ approach, based upon a quality and safety 

framework, which can be used when implementing the recommendations contained in this report. 

 •  A number of relevant reports such as the Report of the Ministerial Task Force to Review Obstetric, 

Neonatal and Gynaecological Services in Western Australia (1990) were considered. It was evident that 

there were recurrent themes that emerged, that remain of relevance today. This indicates a signifi cant 

commitment of resource and time needs to be invested into Obstetrics Services, to allow adoption of 

world’s best practice. Additionally, the group has had access to material sourced from interstate and 

overseas. A list of references is appended. 

 •  The last decade has seen signifi cant changes in the way obstetric care is delivered in Western Australia. 

The changing needs and expectations of Western Australian women during the antenatal, labour, birth 

and post natal periods, has highlighted the need for an integrated approach, based on clearly defi ned 

and monitored best practice guidelines and quality improvement initiatives. 

 •  The myriad of issues relating to staffi ng levels, recruitment and retention strategies, indemnity, 

accountability and responsibility demands, capacity of work conditions to match service requirements 

and the need to effectively and effi ciently integrate services on a state wide basis, were raised by 

health care professionals. 

Recommendations Recommendation 1: Endorsement Of Service Models 

  That the proposed integrated obstetric services model and the metropolitan obstetric services model, 

that are both based upon minimum safety and quality requirements, are established and implemented. 

 Recommendation 2: Chief Medical Offi cer Classifi cation 

  That the chief medical offi cer endorses the models and directs that the recommendations are applied 

to all facilities and beds offering public obstetrics services which are then classifi ed accordingly and that 

services not meeting minimum standards or numbers of births may be withdrawn. 

 Recommendation 3: Clinical Governance 

  That each obstetric unit must be involved in and linked to, a functioning clinical governance committee, 

that meets standards set by the chief medical offi cer. 

 Recommendation 4: Statewide Obstetric Service 

 That a statewide obstetric service is established, supported and funded as a matter of priority. 

 Recommendation 5: Consumer Education 

  That education regarding the choices and associated risks in obstetric service provision to childbearing 

women, is promoted in a culturally sensitive way, in the community by publication, internet and 

information handouts. 

 Recommendation 6: Consumer Linkage 

  That an information service is explored and linked to a telephone service and an internet web page, is 

established to enable the woman and her family to ‘check the facts’ and information they may have 

heard, or been given regarding pregnancy, labour, birth and the postnatal period. 
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Health/Report/  Western Australian Statewide Obstetrics Services Review, Report Of the Project Working Group. 

author /date Discussion Paper April 2003 (continued)

Recommendations Recommendation 7: Workforce Issues Working Group 

(continued)  That the health department and statewide obstetric service analyse workforce issues and recommend 

options for solutions to the state health management team. 

 Recommendation 8: Enhanced Role Of The Midwife 

 That the ‘enhanced role of the midwife’ is implemented as a priority. 

 Recommendation 9: Midwifery 

  There is an urgent need for the statewide obstetric service to conduct a review of training, support and 

develop methods of attracting and retaining midwives in the speciality of midwifery, in conjunction with 

the relevant colleges. 

 Recommendation 10: Oobstetricians 

  There is an urgent need for the statewide obstetric service to conduct a review of training, support and methods 

of attraction to bring and retain doctors in the speciality of obstetrics, in conjunction with the relevant colleges. 

 Recommendation 11: Anaesthetists And General Practitioner Anaesthetists 

  There is an urgent need for the statewide obstetric service to review incentives, availability and methods 

of attracting anaesthetists and gp anaesthetists to provide obstetric anaesthetic services. 

 Recommendation 12: Allied Health 

  That the statewide obstetric service undertakes an analysis to determine the quality guidelines and 

obstetric credentialling requirements and service demand for allied health staff. 

 Recommendation 13: Mother And Baby Unit Integrated 

  That the mother and baby unit is transferred from Graylands hospital to King Edward memorial hospital 

as soon as possible. 

 Recommendation 14: General Practice Obstetricians 

  That the statewide obstetric service formulates and implements a plan to ensure that general 

practitioners are encouraged to pursue the speciality of obstetrics and support general practitioner 

obstetricians to maintain involvement, training and credentialling. 

 Recommendation 15: Practitioner Education & Training 

  That a comprehensive education and training program is developed by a working group, to fully describe 

the requirements and identify the linkages across disciplines. 

 Recommendation 16: Clinical Academic Titles 

  That clinical academic titles are appointed and located at secondary and regional hospitals. This would 

include the establishment of a professor of midwifery. 

 Recommendation 17: Academic Education And Research Centre 

  That a master service-plan is completed to facilitate the establishment of a new academic and research 

centre in close proximity to the tertiary services. 

 Recommendation 18: Business Case For Funding 

  That business cases that identify the costs in relation to a statewide obstetric service, an education 

and research facility and hospital and staff accommodation upgrades are prepared for the budgetary 

consideration of the state health management team, as soon as possible. 

Suggested Models  Following the review of current models of care, the literature and consideration of practitioner input, 

based on many years of collective clinical experience, the following model was arrived at. The model 

takes into account safety, staffi ng, effi ciencies and economies of scale. The capacity of a hospital to 

deliver services to a predetermined level was then defi ned. This model is conceptual and based upon 

quality and safety principles in the fi rst instance. 

 6.1 Critical Assumptions 

 •  Care should be provided as close to home as possible consistent with the risk assessment contained in 

the model. 

 •  Hospitals will only deliver services consistent with a Secondary or Tertiary hospital role. 

 •  The Tertiary Hospital also incorporates a Secondary hospital role to service the local catchment population. 

  •  Risk is described as low (uncomplicated), medium (intervention maybe required) and high (potential for 

signifi cant complication) and relates to transfer guidelines. 
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Health/Report/  Western Australian Statewide Obstetrics Services Review, Report Of the Project Working Group. 

author /date Discussion Paper April 2003 (continued)

Suggested Models 6.2 Proposed Models 

(continued) •   Integrated Obstetric Service Model:  The proposed Integrated Obstetric Service Model … presents 

the key service capacities of each level of hospital facility and provides a whole of state focus.  The 

Integrated Obstetric Service Model is then applied based upon the numbers of births, staffi ng levels 

and economies of scale to the public system in a Perth Metropolitan Model context. (In Section 6.2.2) 

 •   Metropolitan Obstetrics Services Model:  The model … for the Perth metropolitan area applies 

the criteria described previously for Secondary and Tertiary Hospitals. It is apparent when applying 

minimum numbers required to sustain a safe, quality, effi cient and effective service, that Perth should 

only sustain a maximum of fi ve Secondary Obstetric units (more than 1,000 births) and one Tertiary 

hospital (more than 5,000 births). To achieve optimum safety, economies of scale and critical mass, 

it is advised that four Secondary units delivering 1,500 births per annum provide for better birth per 

practitioner ratios. 

Model Advantages 1) Better access to a range of childbirth services by; 

  a) An increased number of Birth Centres. 

  b) Midwifery led care in Birth Centres. 

  c) Traditional Obstetrician led care with enhanced access to consultants. 

  d) 24 hour specialist services. 

  e) Access to Obstetric Allied Health services as required. 

  2) Improved monitoring of adherence to Best Practice Guidelines resulting in increased quality of care 

and clinical governance. 

  3) Increased birth numbers at the Tertiary and Secondary hospitals will enhance collegiate team 

development, education and research opportunities, clinical governance, opportunities for training, 

professional support and development. 

  4) Service realignment will allow enhanced local community opportunities for other health needs such as 

aged care or rehabilitation. 

  5) Recruitment and retention ability will be enhanced with an increase in critical mass at centres. This will 

reduce agency nursing requirements and costs, redistribute the existing staff pools across fewer centres, 

whilst training and recruitment packages address the medium and long-term defi cits. 

  6) Practitioner lifestyle improvements due to more predictable rosters will enhance recruitment and 

retention ability and decrease staff burnout. Larger teams also provide better opportunity for peer 

support. 

  7) The proposed model takes into account the international and national growing shortage of 

General Practice Obstetricians, Obstetricians, Midwives, Anaesthetists, Paediatricians and Allied Health 

professionals. 

  8) The proposed model provides increased opportunities for the development of the role of midwives as 

independent and interdependent professionals in the provision of  childbirth services 

  9) The proposed model supports the enhancement of the General Practitioner Obstetrician role by 

increased involvement and further development of a collegiate partnership. The opportunity to maintain 

and develop skills of General Practitioner Obstetricians linked to effective public system credentialling, 

increases with staff availability needs being met. This will result in greater opportunities for public sector 

professional development. 

  10) On site provision of essential support services at Secondary/Regional Centres such as Pathology, 

Diagnostic Imaging, Physiotherapy, Social Work, Dietetics and Psychological Medicine support as 

required, will be improved. 

  11) Increased effi ciency in capital works, equipment, staff rosters, support services, consumables and 

transport/transfer of patients will reduce costs by reducing number of duplicated centres. This will 

facilitate redirection of funds to improve quality of services and facilities such as the birth centres. 

  12) Facilities and services that better refl ect changing population demographics, aligned to transport 

links and indicators of current and future growth in Perth, would be created. 
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Health/Report/  Western Australian Statewide Obstetrics Services Review, Report Of the Project Working Group. 

author /date Discussion Paper April 2003 (continued)

Model Advantages Challenge to Implementation

(continued)  1) Lobbying may result in community distress over changes to local facilities, such as perceived lack 

of access in local areas with prior service delivery history. These issues need to be addressed by wide 

consultation and community education. 

  2) Patch protection at some hospitals and by some clinicians may divert the attention from the real issues 

as described above. 

  3) Change management issues such as staff movements, service rationalisation and claims that service 

will decline, need to be managed effectively and in a timely manner. 

  4) Possible loss of remuneration to some current service providers may result in a public campaign to 

discredit the model, despite the clinical imperative provided. 

  5) Capital works requirements and service funding required may not be allocated in a timely manner 

resulting in delays and negatively affecting morale. 

  6) Early acceptance of the model by users and consumers is desirable. Therefore consultation with the 

following groups needs to be planned and undertaken and will help to resolve some of the challenges 

identifi ed above. Relevant and important suggestions may arise from this process. 

   a) Australian College Midwives (ACMI); b) Australian Nursing Federation (ANF); c) Australian 

Medical Association (AMA); d) Royal Australian College of General Practitioners (RACGP);  e) 

Royal Australian and New Zealand College of Obstetricians and Gynaecologists (RANZCOG); f) 

Australian and New Zealand College of Anaesthetists (ANZCA) ; g) Royal Australasian College 

of Physicians (Paediatricians) (RACP); h) Division of General Practitioners (Div.GPs); i) Western 

Australian General Practice Education and Training (WAGPET); j) Rural Doctors Association (RDA); 

k) Western Australian College of Rural and Remote Medicine (WACRRM); l) Health Consumers 

Council (HCC); m) Department of Health Western Australia (Other task forces/key stakeholders); 

n) Australian Physiotherapy Association (APA); o) Aboriginal Medical Services (AMS); p) Royal 

Flying Doctors Service (RFDS); q) Medical Defence Australia (MDA); r) Hospital Salaried Offi cers 

Association (HSOA); s) Miscellaneous Workers Union (MWA); t) Other Professional, Federal, State, 

Local Government and community groups as indicated 

Health/Report/  Victorian Department of Human Services (2004). Rural Birthing Services. Rural & Regional Health 

author /date Services Branch. Planning Framework. August 2004 Final Draft

Informed by Rural Birthing Services Discussion Paper (2003), feedback from an Expert Reference Group.

Summary  The Victorian Government is committed to the continued provision of safe and high quality birthing 

services throughout the state, as this is an essential component of a comprehensive health system 

designed to meet the needs of all communities. The desired outcome is ultimately the safe management 

of pregnancy, labour, birth and postnatal care, with the minimisation of avoidable adverse events. To 

support this objective, a planning framework has been developed which defi nes levels of service, with 

the minimum standards required to achieve each level.  The focus of the planning framework is on the 

designated levels of care and roles for rural and regional health services.

  The objective of the planing framework is to outline a fair, equitable and transparent planning approach 

for service providers, consumers and the Department of Human Services. The framework is intended 

to address the basic issue facing health services in rural areas, which is what level of birthing service 

is sustainable both now and in the future, with four service levels described. To assist health services 

to make an informed decision the framework defi nes the minimum standards in terms of structures, 

protocols and service arrangements that need to be formally put in place to ensure service continuity at 

each level.

Recommendations 
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Health/Report/  Victorian Department of Human Services (2004). Future Directions for Victoria’s Maternity Services

author /date 

Informed by  Consumer surveys, literature reviews, (NHMRC 1998, ED Hodnett 1996), review of existing services, 

analysis of current intervention rates in maternity services in Victoria.

Summary  The purpose in initiating this statement is to offer a leadership role in setting an agenda for future 

direction win birthing services throughout Victoria.  The statement sets out a framework for gradual 

but strategic changes that will guide service developments over the next 5-10 years.  The aim of the 

document is to work towards high quality birthing services where providers work with a  collaborative 

approach and where women are informed and have choices, with women the focus of maternity care.

  The statement was developed in the context of community and Government concern about services 

closing and issues being raised by consumers.  The statement recognises that pregnancy and childbirth, 

while requiring quick and highly specialised responses to complications, are a normal physiological 

process.  It acknowledges that obstetricians and general practitioners are fundamental to high quality 

care but the average woman experiencing an uncomplicated pregnancy does not required ongoing 

speciality supervision.

  The focus of the document is on women rather than health services, with three levels of care defi ned for 

women.  The three levels of maternity cervices defi ned are:

 •  Primary (Provided by midwives and/or GPs for low risk women)

 •  Secondary (involving specialist medical care)

 •  Tertiary (for complex care to be provided from the Royal Women’s Hospital, Mercy Hospital for Women 

and Monash Medical Centre)

  In this context rural and regional services would be expected of offer a mix of either primary or 

secondary care, depending on patient need and choice and service provider availability.

 Benefi ts of the service framework:

 •  Increased options for women: The development of mainstream primary care services will provide choice 

and encourage consumer involvement in decisions about care.  The new service framework will achieve 

the right balance in providing women with (1) greater choice and control of their birthing experience 

and (2) access to appropriate and needed levels of medical expertise. 

 •  Support for rural services:  The new service framework will support the provision of maternity services 

in rural communities to ensure women continue to have access to quality maternity care.

 •  A workforce working together for the benefi t of women:  This model will make the best use of 

the complementary skills of midwives, general practitioners and obstetricians, while promoting 

multidisciplinary learning, respect and trust among these different disciplines. 

 •  Safety and quality of care: Studies and experiences from within Australia and overseas suggest 

maternity services that adopt a continuity of care approach to service provision can expect lower rates 

of intervention, without jeopardising safety.  The Maternity Services Advisory Committee is working 

with health services to support analysis of intervention rate data, to ensure interventions such as 

caesarean section are used appropriately.

Recommendations •  Providing continuity of carer through a teamwork approach.

 •  Focusing on primary maternity services

 Implementation strategy – 6 point plan

 1. Establishing primary maternity services in metropolitan Melbourne

 2. Supporting the provision of maternity services in rural Victoria

 3. Undertaking workforce training and support

 4. Investing in the tertiary maternity services: 

  5. Providing emergency consultation and co-ordination: An integrated maternity service requires 

excellent coordination to provide access to specialist workers and its tertirary hospitals when required.

  6. Calling on the Australian Government: We call on the Australian Government to work with us by 

agreeing to fund antenatal care more fl exibly.

Outcomes n/a as this is a planning document
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Health/Report/  Three Centres Consensus Guidelines on Antenatal Care Project, Mercy Hospital for Women, 

author /date Southern Health and Women’s & Children’s Health 2001.

Informed by  The evidence for intervention questions presented in these guidelines was systematically assessed and 

classifi ed according to the NHMRC’s A Guide to the Development,Implementation and Evaluation of 

Clinical Practice Guidelines (1998) Evidence for other questions was generally given the equivalent of 

Level IV status by consensus of the steering group and clinical epidemiologist.

Summary  The guidelines were developed for a ‘normal healthy woman in her fi rst singleton pregnancy’. Such 

a woman may be easily imagined but is more diffi cult to defi ne.  (Valid until December 2003 unless 

otherwise indicated)

 The aim of these guidelines is to provide information to midwives and doctors regarding:

 1. the number and timing of routine antenatal visits for low risk women;

 2. to advise women on models of care that are safe and satisfactory;

  3. to reduce the risk of poor health outcomes for babies caused by exposure to maternal smoking (also 

to reduce the long-term health risks for mothers associated with tobacco use);

  4. to counsel women enabling them to make informed choices regarding prenatal testing for Down’s 

Syndrome;

  5. in the detection of asymptomatic bacteriuria in pregnant women and decrease associated outcomes 

of urinary tract infections, pre-term birth and low birth weight in infants;

  6. to detect hepatitis B virus (HBV) in pregnant women in order to prevent transmission to newborns, to 

detect hepatitis C virus (HCV) in pregnant women; 

  7. in the detection of mothers who are Human Immunodefi ciency Virus (HIV) positive to decrease the 

incidence of vertical transmission;

 8. to detect syphilis in pregnant women in order to treat mothers and prevent transmission to infants;

  9. in accurate measurement of blood pressure to identify the likely onset of hypertensive disorders of 

pregnancy;

  10. in their decisions about weighing pregnant women to detect foetal growth restriction, macrosomia 

and hypertensive disorders of pregnancy;

  11. in accurate measurement of uterine size in order to identify foetuses that are either small or large for 

gestational age so as to improve outcomes for those foetuses;

  12. in their decisions about methods to detect pre-eclampsia, chronic renal disease and urinary tract 

infections; regarding auscultation of the foetal heart during pregnancy;

  13. regarding screening pregnant women for gestational diabetes mellitus (GDM);

 14. in the prevention of early onset group B streptococcal disease (GBS) in newborns;

  15. on antenatal discharge planning for women assessed as low obstetric risk in order to reduce 

maternal anxiety, maternal and neonatal morbidities and increase satisfaction with care.

Key Findings/  2.  Models of Antenatal Care

Recommendations Guidelines:

 •  At, or prior to, their fi rst antenatal visit all women should be provided with appropriate written 

information about the models of pregnancy care available to them (in terms of cost to women, 

continuity and transition from hospital to home and other information as women identify it).

 •  A description of the roles of the various carers may assist their decisions.

 •  At each antenatal visit midwives and doctors should offer information, consistent advice, clear 

explanations, and provide women an opportunity to ask questions.

 •  Women are more likely to be satisfi ed with antenatal care when they perceive midwives and doctors 

are kind, supportive, courteous, respectful and recognise their individual needs. Women should not be 

kept waiting for long periods or feel rushed through visits and investigations.

 •  Wherever possible, women should be offered continuity of care, including continuity of carer.

 •  Midwifery and GP- led models of care are safe for low risk women.
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Health/Report/  Three Centres Consensus Guidelines on Antenatal Care Project, Mercy Hospital for Women, 

author /date Southern Health and Women’s & Children’s Health 2001. (continued)

Key Findings/  Good Practice Notes

Recommendations • Routinely involving obstetricians in the care of low risk women at scheduled times does not appear to  

(continued)     improve perinatal outcomes compared with involving obstetricians when complications arise. Where 

possible, women should be sent or given written information on models of care prior to their fi rst visit. 

This is due to the high volume of information that women are required to process and the decisions 

required at their fi rst and second visits. Individual preferences regarding models of care should be 

established and discussed in the fi rst two antenatal visits.

 •  Women should be offered the option of carrying a copy of their antenatal record.

Health/Report/  Barclay, L, Brodie, P, Lane, K, Leap, N, Reiger, K, Tracy, S (2002).  The AMAP Report -  Volume 1 & 

author /date Volume 2.

Informed by  An action oriented research process facilitated the collaboration of Industry Partners (Australian College of 

Midwives Inc, Women’s Hospitals Australasia, South East Sydney Area Health Service, SA Dept of Human 

Services, NSW Health Department), researchers, relevant organisations and the wider community in 

active collaboration throughout the project…Important research participants included health services and 

agencies who provide maternity care; professional organisations for midwifery, nursing and obstetrics,; 

educators and institutions involved with midwifery education; statutory authorities responsible for the 

regulation of midwives; and consumer groups.  These stakeholders collaborated in the research to generate 

the outcomes needed to inform: maternity service policy and  service provision; the education of midwives; 

and the workforce and the regulation of midwives within the maternity sector.

Summary  The project investigated maternity service provision, midwifery education, policy and regulation and 

analysed the barriers to safe and cost effective midwifery care. It also examined the problems of 

communication and co-ordination across these sectors. 

 Terms of Reference:

  The contract between UTS and the Industry partner… stated that a national research project entitled 

‘The improvement of midwifery care’, would ‘provide information what [would] assist Industry Partners, 

health departments, health services, universities and regulatory bodies to co-ordinate planning and 

improve the implementation of maternity care.’

 The two main aims of the research project were:

 •  To investigate the service delivery, educational, policy and regulatory environments affecting midwifery 

in Australia;

 •  To analyse and facilitate collaboration, planning and communication across these sectors.

 Research Questions:

 •  What are the barriers to the provision of safe, effi cient and economic midwifery care within maternity 

services?

 •  What are the strategies to overcome these barriers?

Key Findings/  Volume 1

Recommendations SERVICE PROVISION

 Recommendation 1

  That an evidence-based, woman centred approach to the provision of public sector maternity care be 

adopted.  This would involve the mainstreaming of models of continuity of midwifery care that have 

been demonstrated to be effective in the Australian setting.

 Recommendation 2

  That models of maternity care be implemented to provide hight quality, safe, appropriate and cost 

effective care:

 •  To enable midwives to practise according to the full potential of their role, providing continuity of care 

to women across the interface of community and acute services

 • To ensure that midwives practise within a framework that is supportive, collaborative and interdisciplinary.
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Health/Report/  Barclay, L, Brodie, P, Lane, K, Leap, N, Reiger, K, Tracy, S (2002).  The AMAP Report -  Volume 1 & 

author /date Volume 2. (continued)

Key Findings/  Recommendation 3

Recommendations That both Commonwealth and State governments review the funding mechanisms that govern the  

(continued)  provision of matnerity care in Australia in order to support community orientated maternity services and 

midwifery care as an option for women.

 Recommendation 4 

  That midwives be authorised to order and interpret a limited range of tests and to prescribe specifi ed 

drugs as part of the care of healthy women during uncomplicated pregnancy and childbirth, as 

already recommended by the 1998 ‘NHMRC Review of Services offered by Midwives’.  This should be 

implemented immediately.

 Recommendation 5

  That, in order to support enhanced midwifery practice through the development of national standards, 

leadership and a cohesive political voice, the Australian College of Midwives Incorporated develop 

further strategies to increase its profi le within health services.

 WORKFORCE

 Recommendation 6

  That a national database of the midwifery workforce be developed to allow for rational planning of the 

future midwifery workforce.

 Recommendation 7

  That research identifying issues related to recruitment, retention, attrition and the employment profi le of 

new midwifery graduates to be funded by the Commonwealth government.

 Recommendation 8

  That the current midwifery workforce shortages be addressed through national recruitment and 

retention strategies targeted to areas of critical need. This may require collaboration and involvement by 

the Commonwealth government, the state and territory governments, the professions and/or industry.

Recommendation 9

  That workforce development and maintenance of midwifery practice standards be identifi ed in the 

overall planning and provision of safe and supportive maternity care in any setting.

 EDUCATION

 Recommendation 10

  That the Commonwealth DEST increases its allocation of funded positions for students (EFSTU) in 

midwifery education programs.

 Recommendation 11

  That dedicated funding be identifi ed to promote collaboration between industry and universities to 

guarantee adequate clinical placements in hospitals, birth centre, midwifery models and community 

midwifery settings in order to achieve minimum clinical practice standards in midwifery education.

 Recommendation 12

  That the interface between universities and the health system be strengthened in midwifery education, 

emphasising the importance of clinical placements and the engagement and investment of clinicians and 

health services in the teaching and assessment of students.

 Recommendation 13

 That the amount and nature of supernumerary content of programs be reviewed to ensure:

 •  Students ‘belong’ to a clinical workforce and benefi t from becoming part of a clinical team;

 •  An appropriate system of funding by jurisdictional health authorities support and resources from 

industry enables this to happen.

 Recommendation 14

  That active support and incentives are funded and implemented for rural students and Aboriginal and 

Torres Strait Islander students to enter programs that meet their learning and cultural requirements.

 Recommendation 15

 That the cost for students undertaking midwifery education be subsidised in the light of workforce shortages.
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Health/Report/  Barclay, L, Brodie, P, Lane, K, Leap, N, Reiger, K, Tracy, S (2002).  The AMAP Report -  Volume 1 & 

author /date Volume 2. (continued)

Key Findings/  Recommendation 16

Recommendations That the Commonwealth Government funds the evaluation of the introduction of the three-year 

(continued) Bachelor of Midwifery and the double degree in Nursing and Midwifery.

 REGULATION

 Recommendation 17

  That the ACMI standards for midwifery education and practice be adopted by all regulatory authorities 

as the national standards for midwifery education and practice, and that the AMCI and service providers 

become key participants in the accreditation of all courses leading to authorisation to practise midwifery.

 Recommendation 18

  That the renewal of registration for midwifery practice be tied to continuing education and recency of 

practice.

 Recommendation 19

  That all industrial, legislative and regulatory frameworks give recognition to the safety and cost effectiveness 

of midwifery care recognising and licensing the midwife as a practitioner in her or his own right.

 Recommendation 20

  That the current state and Territory Nurses Regulations be strengthened to improve standards in 

the accreditation of midwifery education programs and national comparability through a national 

organisation such as National Nursing and Midwifery Council of Australia.

 CONSUMERS

  Recommendation 21

  That providers initiate coherent policies at regional, state and national levels to encourage the 

participation by consumers in planning, reviewing and monitoring maternity services and that 

jurisdictional health authorities fund these initiatives.

 Recommendation 22

  That attention be directed towards philosophies and models of care that recognise the importance of 

placing women at the centre of decision-making about their own care.

Health/Report/  WA Department of Health (2003).  Western Australian Statewide Obstetrics Service Review. The 

author /date Report of the Project Working Group

Informed by  The Obstetric Services Working Group was commenced as part of a broad review of clinical services established 

in late 2001, for the Western Australian Department of Health’s State Health Management Team. 

Summary  The immediate goal was to provide a vision of a new way forward that reaffi rmed the important role of 

obstetrics in the community. A way forward that considers the rights, diversity and cultural dignity of the 

consumer to be paramount.

  The aim of the Working Group was to develop a model that defi nes best practice principles of quality, 

clinical safety, effi ciency and effectiveness and recommend future strategic initiatives. The purpose of 

the review group was to ascertain the current status of Obstetric services in Western Australia and to 

make recommendations for future strategic initiatives. This innovative approach was aimed at gaining 

consensus and key support from clinicians to own a model that they will support.

 TERMS OF REFERENCE 

  i. To review the current provision of Metropolitan (and country public) hospital birth services (antenatal, 

delivery and postnatal) with a view to ensuring optimum safety and effi ciencies of services. 

  ii. To review the current staffi ng requirements for birth services and make recommendations to address 

any current or future defi ciencies. 

  iii. To review current birth practices and procedures. Identify and recommend areas for improvement 

with specifi c regard to adoption of standard protocols, indications for secondary and tertiary referral and 

training of staff. 

 iv. To review and recommend a system of clinical governance committees for births. 
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Health/Report/  WA Department of Health (2003).  Western Australian Statewide Obstetrics Service Review. The 

author /date Report of the Project Working Group (contiinued)

Recommendations  RECOMMENDATION 1: ENDORSEMENT OF SERVICE MODELS 

That the proposed Integrated Obstetric Services Model and the Metropolitan Obstetric Services Model, 

that are both based upon minimum safety and quality requirements, are established and implemented. 

  RECOMMENDATION 2: CHIEF MEDICAL OFFICER CLASSIFICATION 

That the Chief Medical Offi cer endorses the models and directs that the recommendations are applied 

to all facilities and beds offering public Obstetrics Services which are then classifi ed accordingly and that 

services not meeting minimum standards or numbers of births may be withdrawn. 

  RECOMMENDATION 3: CLINICAL GOVERNANCE 

  That each obstetric unit must be involved in and linked to, a functioning clinical governance committee, 

that meets standards set by the Chief Medical Offi cer. 

  RECOMMENDATION 4: STATEWIDE OBSTETRIC SERVICE 

 That a Statewide Obstetric Service is established, supported and funded as a matter of priority. 

  RECOMMENDATION 5: CONSUMER EDUCATION 

  That education regarding the choices and associated risks in obstetric service provision to childbearing 

women, is promoted in a culturally sensitive way, in the community by publication, Internet and 

information handouts. 

 RECOMMENDATION 6: CONSUMER LINKAGE 

  That an information service is explored and linked to a telephone service and an Internet Web page, is 

established to enable the woman and her family to ‘check the facts’ and information they may have 

heard, or been given regarding pregnancy, labour, birth and the postnatal period. 

 RECOMMENDATION 7: WORKFORCE ISSUES WORKING GROUP 

  That the Health Department and Statewide Obstetric Service analyse workforce issues and recommend 

options for solutions to the State Health Management Team. 

 RECOMMENDATION 8: ENHANCED ROLE OF THE MIDWIFE 

 That the ‘Enhanced Role of the Midwife’ is implemented as a priority. 

 RECOMMENDATION 9: MIDWIFERY 

  There is an urgent need for the Statewide Obstetric Service to conduct a review of training, support and 

develop methods of attracting and retaining Midwives in the speciality of Midwifery, in conjunction with 

the relevant colleges. 

 RECOMMENDATION 10: OBSTETRICIANS 

  There is an urgent need for the Statewide Obstetric Service to conduct a review of training, support and 

methods of attraction to bring and retain doctors in the speciality of Obstetrics, in conjunction with the 

relevant colleges. 

 RECOMMENDATION 11: ANAESTHETISTS AND GENERAL PRACTITIONER ANAESTHETISTS 

  There is an urgent need for the Statewide Obstetric Service to review incentives, availability and methods 

of attracting Anaesthetists and GP Anaesthetists to provide Obstetric Anaesthetic services. 

 RECOMMENDATION 12: ALLIED HEALTH 

  That the Statewide Obstetric Service undertakes an analysis to determine the quality guidelines and 

obstetric credentialling requirements and service demand for Allied Health staff. 

 RECOMMENDATION 13: MOTHER AND BABY UNIT INTEGRATED 

  That the mother and baby unit is transferred from Graylands Hospital to King Edward Memorial Hospital 

as soon as possible. 

 RECOMMENDATION 14: GENERAL PRACTICE OBSTETRICIANS 

  That the Statewide Obstetric Service formulates and implements a plan to ensure that General 

Practitioners are encouraged to pursue the speciality of Obstetrics and support General Practitioner 

Obstetricians to maintain involvement, training and credentialling. 

 RECOMMENDATION 15: PRACTITIONER EDUCATION & TRAINING 

  That a comprehensive education and training program is developed by a Working Group, to fully 

describe the requirements and identify the linkages across disciplines. 
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Health/Report/  WA Department of Health (2003).  Western Australian Statewide Obstetrics Service Review. The 

author /date Report of the Project Working Group (contiinued)

Recommendations RECOMMENDATION 16: CLINICAL ACADEMIC TITLES 

(continued)  That Clinical Academic titles are appointed and located at Secondary and Regional Hospitals. This would 

include the establishment of a Professor of Midwifery. 

 RECOMMENDATION 17: ACADEMIC EDUCATION AND RESEARCH CENTRE 

  That a master service-plan is completed to facilitate the establishment of a new Academic and Research 

centre in close proximity to the Tertiary services. 

  RECOMMENDATION 18: BUSINESS CASE FOR FUNDING 

  That business cases that identify the costs in relation to a Statewide Obstetric Service, an Education 

and Research facility and hospital and staff accommodation upgrades are prepared for the budgetary 

consideration of the State Health Management Team, as soon as possible. 
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Appendix 8
Consumer Issues

The experience of pregnant 
women in Queensland: 
Issues emerging from 
submissions

As its fi rst task, the Review of Maternity 

Services called for community 

submissions in general and specialist 

media and through posters circulated 

to places offering maternity care. 

Over a four-month period, a total 447 

submissions were received, with over 

half  (229) of these from maternity 

services consumers, almost all women. 

An additional 18 submissions were 

received from organisations representing 

well over 500 consumers as members, 

including the Maternity Coalition 

(Queensland), Friends of the Birth 

Centre Queensland Association Inc.

Kyabra Community Association, the 

Gold Coast Homebirth Support Group, 

Birthtalk, the Childbirth Education 

Association, Consumers for Choices 

in Childbirth, the Ethnic Communities 

Council of Queensland, Women with 

Disabilities Australia, Birth Trauma, 

Women in Agriculture, and Mums in 

Touch. In addition, 44 of the health care 

professionals who wrote to the Review 

reported on consumer experiences as 

well as carer experiences. 

Including those who identifi ed also 

as consumers, the Review received 

102 submissions from health care 

professionals (75 midwives, 27 

obstetricians, 7 general practitioners, 

and 9 other health care professionals). 

The remaining 116 submissions were 

from maternity care hospitals (12 

submissions), support organisations 

(18 submissions), Local and State 

Government bodies (23 submissions), 

universities (10 submissions), 

professional organisations (7) and other 

interested individuals. 

Consumer submissions offer a unique 

picture of maternity experiences 

in Queensland. They differ from a 

systematic study of consumer opinion 

(which has not yet been done in the 

State) in that the views expressed do 

not necessarily represent those of 

the whole community. For example, 

homebirth care and birth centre care 

experiences are over-represented in 

consumer submissions compared with 

actual experience of care. While less 

than one per cent of women access 

these approaches to care, homebirth 

care is the subject of almost a quarter 

of consumer submissions and birth 

centre care is the subject of over a third 

of the consumer submissions (many 

submissions addressed more than one 

subject).

Consumer submissions provide 

valuable feedback from people 

motivated to write and the over-

representation highlights issues that 

people are motivated to write about. 

The submissions raise issues about 

urban/metropolitan and rural/remote 

maternity experiences in Queensland, 

many of which echo the issues 

raised in other consumer studies. 

Several consumers compare different 

experiences within the State. Some 

compare a Queensland experience with 

an experience elsewhere in Australia 

or internationally. Individuals making 

submissions have experienced between 

zero (currently pregnant with a fi rst 

baby) and nine births.

Many submissions from consumers 

welcome the Review of Maternity 

Services and express a view that 

change is needed in maternity care in 

Queensland. Many share a belief that 

pregnancy and birth are vital to the 

life of a community and that their own 

pregnancy and birth experiences were 

among the most important of their 

lives. ‘The real reasons for our passion 

about birth are hard to describe. They 

are to do with how we feel. Not only is 

it hard to fi nd the right words, we have 

adapted to a maternity system which 

devalues how people feel.’ 

Many consumers provide valuable 

feedback on specifi c approaches to care. 

Submissions about homebirth or birth 

centre care are almost invariably positive, 

and 63 submissions were received from 

women whose pregnancy and birth 

experiences included Mackay Birth 

Centre experiences. The vast majority 

of submissions about other approaches 

to care, in both public and private 

sector environments, recount negative 

experiences, particularly in terms of 

labour and birth care and post-birth 

care and support. Consumers suggest 

some interesting strategies which might 

improve care while achieving economies 

for the system.

The Review is privileged to have been 

provided with this rich data on the 

experience of mothers and families in 

Queensland and appreciates the time 

taken especially by new mothers to 

contribute in this way. The Review’s 

recommendations would be much 

poorer without this input.  

This paper includes consumer issues 

raised by

•  Individuals with experience of 

maternity care

•  Health care professionals who raise 

consumer issues (from their own 

experiences as consumers of maternity 

care or from surveys of consumers)

•  Organisations providing support to 

consumers that identify their clients’ 

issues (generally from surveys)

•  Health care organisations that raise 

consumer issues (from surveys). 

The paper does not include workforce 

issues which are dealt with in a separate 

paper. 

Themes which emerge consistently in 

submissions can be summarised under 

broad headings

• Choice and Access

• Information

• Participation and Respect

• Continuity of Care/Carer

• Safety.
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Choice and Access

A key issue that emerges from consumer 

submissions is the importance of choice 

in maternity services which is related to 

access to services. For many women, 

lack of choice is the primary reason 

for their making a submission to the 

Review. They report having had little or 

no choice and/or having been unable 

to access the kind of care they wanted. 

When they mention choice, many 

women specifi cally want birth centre 

care, homebirth care, care with a known 

midwife or care in local communities. 

The lack of choice about approaches 

to care leaves women uncomfortable 

when they make a choice they feel is 

the best they can in the circumstances. 

Submissions that raise homebirth 

care point to the lack of independent 

midwives, the cost of homebirth care 

which must be met entirely by the 

consumer and the lack of acceptance of 

homebirth care as normal. 

Choice and access for Indigenous 

women

The Review received no submissions 

from women who identifi ed as being 

Aboriginal or Torres Strait Islander.

Submissions from health providers raise 

a number of issues relating to choice 

and access for Indigenous women. The 

Queensland Aboriginal and Islander 

Health Forum (QAIHF) points to the 

need to ‘invest effort to enhance the 

capacity of the Aboriginal Community 

Controlled Health Service to provide 

maternity health services.’ The Royal 

Flying Doctor Service (RFDS) raises a 

number of issues including the need to 

recognise traditional birth attendants in 

maternity care. 

Offi cers of the Department of Aboriginal 

and Torres Strait Islander Policy raise 

a number of key issues and suggest a 

multidisciplinary collaboration across 

national and Queensland agencies 

and private sector and community 

organisations is needed. 

On birthing on homelands, QAIHF 

draws attention to issues of safety, 

duty of care and culturally appropriate 

service provision which need further 

consideration. Care must be tailored to 

respond to Aboriginal and Torres Strait 

Islander people’s needs and to address/ 

reduce ‘... low birthweight, nutrition and 

nutrition-infection interactions, enteric 

pathogens, and other conditions and 

pathologies contributing to infant health 

problems.’

QAIHF and other providers stress the 

need for community engagement and 

participation, specifi cally ‘community 

based birthing services, traditional 

birthing attendants, social support 

strategies, and community and family 

escorts.’

Choice and access for women in 

rural and remote communities

Over 30 individuals from rural and 

remote communities wrote to the 

Review, and access to local pregnancy, 

birth and post-birth care was by far the 

most common issue they raised. This 

issue was also raised by a number of 

support organisations and professional 

bodies representing rural practitioners. 

Women in rural and remote 

communities report having to travel for 

antenatal classes, antenatal care, labour 

and birth care and post-birth care. 

‘Antenatal classes were only available 

in Longreach (200 km away) and were 

held at night over a 12-week period. 

Attending these classes was out of the 

question...’ Suggestions are made that 

some material might be provided in 

booklets, by video and that weekend 

courses would suit families better.

The lack of birthing places in many 

local communities is raised repeatedly 

in submissions. Women in many 

communities are required to relocate 

four to six weeks before their due date 

to a larger centre that has a maternity 

hospital. ‘The most asked question was 

not “how is it all going?” or “how are 

you feeling?” but “when are you going 

away?”.’

This issue has also emerged as a 

key issue in the many consultations 

undertaken with Aboriginal and Torres 

Strait Islander women in recent years. 

Aboriginal and Torres Strait Islander 

women may have cultural links that 

make birthing away an even greater 

personal cost they must bear. 

Women required to relocate are often 

isolated from family and community 

for the last stages of their pregnancy, 

leaving other children with relatives 

and disrupting family life. Many are 

without a known support person or 

partner during labour and birth. In 

addition to the cultural and emotional 

issues relocation raises, fi nancial cost is a 

factor for many women. Many women 

report having no Government support 

to assist relocation. ‘There appear to be 

no facilities to allow a geographically 

isolated person to stay in another town 

while waiting to deliver a baby.’

While women are advised to relocate 

for the safety of themselves and their 

babies, a few submissions express a view 

that relocation for birth is less rather 

than more safe. One woman describes 

the risk she faces by not having 

maternity facilities in her town. ‘When 

I go into labour I must immediately 

get in the car and drive to Theodore 

and hope I make it before the baby is 

born. If the doctor is not available in 

Theodore the day I am having the baby, 

it appears the hospital must ring around 

and fi nd another hospital which will 

deliver. As far as the dash to the hospital 

is concerned, there are two women 

I know of, who, in the last twelve 

months, have delivered their babies on 

the side of the highway between Miles 

and Wandoan.’  

There is also confusion among women 

about whether or not they are required 

to relocate. 

One woman and her friend received 

confl icting advice from two GPs. After 

going to great lengths to try to clarify 

whether she had to relocate, ‘I then 

rang Queensland Health and after 
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speaking to a fair few people who had 

no idea what I was talking about and 

never heard of such a thing I fi nally got 

onto the Director General’s offi ce. An 

assistant consulted with a doctor there 

and the offi cial line I received was that it 

is a recommendation that you are near 

the delivery hospital at 38 weeks but it is 

still your choice.’

Carers writing to the Review raising 

consumer issues often raise access to 

care for women in rural and remote 

areas. More than one in four individual 

midwives who wrote to the Review 

wrote of the inequity, the personal and 

family distress, the social disruption and 

the fi nancial stress of relocation. Every 

one of these submissions called for 

greater effort to be put into trying to 

provide birthing services for rural and 

remote women closer to home. 

Medical staff in the Northern Zone 

raised the need to improve maternal 

fetal medicine (currently women must 

travel for scans). This is also raised by a 

hospital unit which suggested expansion 

of telemedicine.

Choice during labour and birth 

A second aspect of choice is choice 

within various approaches to care which 

is raised particularly around labour and 

birth care in many submissions. 

Women report not being supported 

in their choices about pain relief, 

particularly alternatives to analgesia. 

‘The lack of pain relief options... I spent 

some time in the shower... there was 

a huge big bath in the bathroom that 

I wasn’t able to use.’ Or, ‘I wanted to 

try different types of pain relief such as 

acupuncture, but this was simply not 

available.’ A number of submissions 

mention the fact that the use of baths 

for birthing or pain relief is not an option 

in some hospital maternity units. ‘I was 

keen to have a water birth... Women 

can’t even have a bath for pain relief 

– they have taken the plugs away.’ Or,  

‘It seems strange that after spending 

my entire pregnancy avoiding alcohol 

and painkillers, that on the day I give 

birth, I’m limited in my choices of non-

pharmaceutical pain-relief... the system 

makes it easier for me to get access to 

opiates (than a bath)...’

Women mention being encouraged 

to lie on a bed to labour and birth and 

even being prevented from moving 

around, by monitoring equipment or 

staff, ‘... trying various birthing positions 

during labour, none of which were 

recognised by this particular nurse.’ 

Access to pregnancy and 

post-birth care

Access to pregnancy care and education 

is raised in a number of submissions. 

While women who experience birth 

centre or homebirth care in the main 

feel their care was integrated, women 

in hospital care have some negative 

comments about their pregnancy care 

and education.

An inference that can be drawn from 

many of the comments made in 

submissions is that pregnancy, birth and 

post-birth care lacks integration in the 

both public and private sectors. Care 

is provided by a number of different 

agencies and carers, funded under 

different Commonwealth and State 

arrangements, and structured around 

these organisational and funding 

arrangements rather than around 

women’s needs. 

Women in rural and remote areas 

report having to travel long distances to 

access pregnancy education. A number 

of submissions make the point that 

pregnancy education classes do not 

help prepare people for parenting. ‘I 

found the classes to be centred mostly 

on the pregnancy and birth – little 

on what happens when you take the 

baby home.’ Pregnancy education was 

also seen as biased towards the kind 

of care offered in the relevant hospital 

(advocating pain relief options or labour 

and birth practices) and not particularly 

helpful. ‘In hindsight, the information 

we received would have been easily 

and adequately accessible through 

printed handouts from the hospital...’ 

One suggestion is that parents with 

perhaps a year’s experience could attend 

antenatal classes and give a perspective.

One submission from an organisation 

supporting women residing in 

marginalised circumstances points out 

that women are expected to wait up to 

four hours for antenatal appointments 

which leads women to give up and 

forego antenatal care. The submission 

made the point that these women were 

unaware of share care options. 

At least one woman who wrote to 

the Review was unable to access any 

antenatal classes in a public hospital 

because they were full. Others had to 

wait until well into pregnancy. ‘I found 

it diffi cult to get into classes at the ... 

Hospital. I was 6 months pregnant 

before attending the class on health 

during pregnancy.’ 

Many submissions point to the lack of 

adequate support from hospital staff in 

the immediate post-birth period. ‘Wards 

seem to be very understaffed...The 

nurses were too busy to go over basics 

such as bathing a baby, an orientation 

around the ward. One nurse asked me 

why my feeding and nappy changing 

chart wasn’t fi lled out. Well, I wasn’t 

advised that I was required to do so.’ 

Many women report having had little or 

no post-birth support after they leave 

hospital, particularly in establishing and 

maintaining breastfeeding and learning 

to care for a baby.

A number of submissions raise the 

issue of early discharge from hospital, 

and going home without adequate 

preparation. ‘I still cannot believe that 

new parents can take home a baby and 

nobody contacts them again to see how 

they are going and if they have any 

problems.’

Postnatal depression is raised. Access 

to help is one issue. ‘I suffered from 

postnatal depression and there was no 

help available where I lived.’ Many of the 

women who raise postnatal depression 

also relate it to negative care experiences.
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‘My son was born... I felt no 

connection... It seemed like a movie... 

I spiralled into depression and was 

admitted straight from the ...[hospital] 

into Belmont Private Hospital in the 

postnatal depression unit.’ Or: ‘After 

leaving the hospital I suffered from 

depression for a while. I felt like a 

failure as I couldn’t birth my baby in 

the way I had wanted and at the time 

(during labour) had felt powerless to do 

anything else.’

Hospital protocols are perceived 

as unsupportive of women. One 

submission from a support group for 

women experiencing birth trauma 

makes a distinction between postnatal 

depression and post-traumatic stress 

disorder from trauma in labour and birth 

care.

Many submissions report diffi culty 

accessing child health clinics. 

‘Community health centres seem to 

be rare and understaffed... At one 

time I was told that the next available 

appointment was 4 weeks away.’

Many women needed more support 

than the system provided, particularly 

with a fi rst baby. ‘I cried most days for 

the fi rst few months and wondered if 

I would every feel better again. I didn’t 

feel like I was really coping for quite 

some time. I do not think I am unique 

or alone in this experience... I really felt 

I was on my own during that time and 

had to just deal with it.’ 

Some submissions report better 

experiences of postnatal care, particularly 

in small communities. ‘The local 

Community Health nurses provided 

an excellent service to me, visiting at 

home for the fi rst couple of weeks and 

providing support weekly after that for 

some time. ‘I received four consecutive at 

home day visits that enabled me to talk 

one on one about anything.’

The effect of good post-birth support is 

emphasised in one submission from a 

woman who was motivated to write to 

the Review solely because of the quality 

of the postnatal care she experienced 

30 years ago. ‘Sister Mac visited me in 

the hospital and made an appointment 

for me to see her at the infant welfare 

centre... She introduced me to 2 other 

Mothers who had given birth about the 

same time, lived in my neighbourhood 

and like me did not have relatives in 

Australia. We started a morning coffee 

group and found that our children 

weren’t that different from others their 

age. We started a babysitting club where 

only Mothers took care of children. My 

friend went on to head the committee 

that built the local kindergarten...’

Many women report being unable to 

access community child health clinics. 

Many submissions give an impression 

of care ending at the hospital door with 

no community follow-up. ‘I received no 

support or follow up phone call from the 

hospital after my discharge. Fortunately 

this was my third baby and I had some 

experience to draw from, however, I did 

feel quite bereft when I came home.’ The 

writer of this submission also reported 

experiencing postnatal depression after 

an earlier pregnancy. 

Information

Many women are disappointed with the 

level of information available to them, 

about approaches to care, providers and 

facilities. A lack of information is related 

to a lack of choice and participation. 

Women also report a lack of basic 

information about pregnancy health 

and care. Inconsistent information from 

carers, particularly about breastfeeding, 

is raised repeatedly in submissions. A 

number of submissions also point out 

that antenatal education, which is often 

only available on a user-pays basis, 

focuses almost exclusively on the birth 

process and could do much more to 

assist people to prepare for the job of 

parenting. 

Women report being unable to get 

information about approaches to 

care and their costs. ‘I phoned some 

obstetricians. I asked for fees and was 

told that it wasn’t practice policy to 

give out fees.’ A receptionist to one 

obstetrician told a woman who wanted 

to know the obstetrician’s caesarean rate 

that ‘...it was not client privilege...’ to 

know those sort of things.

Women often report fi nding out more 

for a second or subsequent pregnancy 

but regretting that information had not 

been easily available before. ‘I only wish 

I had known the fi rst time round what I 

knew the second time round... I still feel, 

and probably more so after the second 

birth, emotionally scarred from the fi rst 

birthing experience and cannot stress 

enough to other pregnant women the 

importance of knowing all that you can 

about labour and birthing.’

Breastfeeding is raised in a number of 

submissions, mostly in terms of the 

lack of good, consistent advice and 

support to establish breastfeeding in 

hospital and to maintain it once home. 

It seems some hospital nurseries work 

against breastfeeding. ‘My baby was 

placed in a special care unit for 6 days, 

given formula and a dummy.’ One 

woman whose baby required nursery 

care expressly asked a midwife to wake 

her when the baby woke so she could 

breastfeed her baby. The midwife 

gave the baby bottles instead. One 

submission suggests milk banks be 

supported so that women can donate 

breastmilk for babies who for some 

reason cannot be breastfed by their 

mothers.  

Most submissions that raise 

breastfeeding mention inconsistent 

or incorrect information or a lack of 

advice from staff. ‘I was not given any 

instruction to breastfeed my baby until 

6 hours later. I believe this contributed 

to feeding diffi culties in the following 

weeks and months.’ Many submissions 

mention inconsistent advice. ’I heard 

the midwives give the mothers some 

of the worst information regarding 

breastfeeding and general care of their 

babies.’ 

Early discharge combined with a 

perceived dearth of community-

based care is contributing to a lack of 
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confi dence about breastfeeding among 

women. One submission mentioned the 

work of the Australian Breastfeeding 

Association to encourage and support 

breastfeeding, particularly for women in 

rural and remote areas. 

At the same time, some women 

report being pressured to breastfeed 

despite expressing a clear preference 

or requirement to know about bottle 

feeding. ‘When back up in the ward 

– the midwives were breastfeeding 

nazis... They are wonderful and caring 

in every way – except when you ask for 

a bottle.’ 

Participation and Respect 

An issue related to choice is the 

extent to which women participate 

and feel respected in the maternity 

care experience. A perceived lack of 

participation and control over what 

happens to them is central to most of 

the issues women raise about maternity 

care experiences. Some women express 

positive views about care, particularly in 

relation to birth centre and homebirth 

experiences, but many more feel 

disempowered in the maternity care 

system, in both public and private care 

environments. ‘I feel strongly that for a 

woman to have a good birth, she needs 

to feel in control. The experience of 

having a baby in hospital often results 

in a woman giving up that control and 

feeling helpless and overwhelmed.’ 

Some women feel they are excluded 

from clinical care decisions, particularly 

about interventions during labour 

and birth. A number of submissions 

describe traumatic care experiences in 

which women disassociated from their 

experience in order to cope. ‘During the 

examination I felt that I was not being 

included in what was happening... A 

hook was used to sweep without me 

knowing it was happening... After 

the examination the obstetrician told 

me that the baby was positioned such 

that labour would be longer and more 

painful than average and that unless 

labour started spontaneously by 11 pm, 

I would have to be induced by drip... 

There was no negotiation; that was 

the way things were. He offered me a 

caesarean...’ 

One woman was thankful her primary 

carer had not made it to the birth. ‘I 

delivered, exhausted but comfortable, 

draped over a bean bag. The 

gynaecologist rolled through the door 

some time later... demanding to know 

“who let this woman give birth like 

this.” I barked back at him, “I did.” He 

was unimpressed. I felt invincible. His 

lack of presence was the best thing that 

could have happened for me.’

Women report being given little or no 

information about what is happening 

to them during labour and birth, and 

inadequate preparation beforehand. 

Some report that they did not give 

informed consent to clinical decisions. 

This is exacerbated for women who 

need and are not provided with an 

interpreter. ‘I was asked to sign a 

document but I didn’t know it was for a 

caesarean section.’

Many women recount a fi rst negative 

maternity care experience that was 

completely unexpected. When it comes 

to a second or third experience, they 

are wary of the maternity care system. 

‘My third child came along and I knew 

so very much more... Only once during 

the short labour did the midwife tell me 

off, but my argument (that she could 

hear the baby’s heartbeat while I was 

standing, I didn’t need to be lying down 

for that) convinced her that I was ok...’

One woman who had two emergency 

caesareans reports very different 

outcomes for herself and her babies, 

which she relates to different attitudes 

of carers in the two situations and the 

extent to which she was able to feel 

some control over her experience. Her 

fi rst emergency caesarean was carried 

out before she could contact her partner 

or he could get to the hospital. ‘I think 

the doctor asked if I knew about what 

a caesarean was and I replied yes. I had 

read about it and done antenatal classes 

but when the moment was there it 

was like I forgot... Suddenly everything 

seemed to happen at once... Being 

a fi rst time mum I must have looked 

terrifi ed yet not one single person 

stopped to reassure me... I asked again 

where was my husband. They said he 

was on his way...’ In the months that 

followed, the woman experienced 

relationship diffi culties with her partner 

and eventually sought counselling. Two 

years later, after opting for a homebirth 

which resulted in a second emergency 

caesarean in hospital, the woman’s 

experience was completely different, 

which she attributes to the doctors 

and midwives who happened to be 

on duty when she came in. ‘I felt in 

control of what was happening to me. 

My husband was with me every step. 

My midwife informed me of what was 

happening, informed me of the risks 

and I got to choose what to do next. Of 

course I felt disappointed that I wasn’t 

going to have my baby at home but... I 

felt calm and happy with the decision to 

transfer.’ 

A number of submissions from health 

care professionals relate women’s 

experiences to the culture of care: ‘An 

endemic professional culture (including 

midwives) which lacks respect and 

patience for the process of birth and 

which can be both patronising and 

disparaging towards women; a culture 

which purports to know best but which 

often coerces women to conform to 

procedures which are mainly for the 

convenience of the system rather than 

for the safety and satisfaction of the 

woman concerned.’

Perceptions of intervention

Many submissions mention interventions 

during labour and some question their 

necessity. ‘Australia has one of the 

highest rates of intervention in birth 

in the world, including unnecessary 

caesareans and excessive drug use that 

lead to complications in both mother 

and baby.’
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In private care, a number of women 

mention concerns they had during 

pregnancy that intervention might 

be forced upon them. ‘[I] wrote a 

“birth plan” but was disappointed 

with the doctor’s reaction to my desire 

for a natural delivery as it seemed he 

preferred to perform caesarean sections 

and argued with each point of my plan.’ 

Some women report waiting until labour 

is well established to go to hospital in 

the hope that this will help them to 

avoid interventions. 

Increasing caesarean rates and fear of 

unnecessary intervention are mentioned 

repeatedly in women’s decisions to opt 

for homebirth. 

Caesarean births

When submissions from consumers 

mention caesarean births, it is often 

disappointment that a caesarean 

was deemed necessary or anger that 

consultation beforehand seemed 

inadequate. ‘The obstetrician came back 

6 hours later for about 1 minute and 

announced that I was still 3 cm and that 

I could either have a caesarean now or 

in 3 hours... There was no explanation...’

Some of the submissions on caesarean 

births make the point that the trauma 

of an emergency caesarean could be 

mitigated if handled differently by 

carers. One woman who had developed 

pre-eclampsia and had to have an 

emergency caesarean. ‘...my beautiful 

baby girl was born... she was taken 

away and I was wheeled off to intensive 

care... Finally, I was wheeled into Special 

Care to see my little baby... I started 

hyper-ventilating, panicking and wanted 

to know what was wrong. For hours, 

she had been in the care of strangers...’

A number of submissions point to the 

inadequacy of care following caesarean 

births in the public and private sectors. 

‘During the fi rst night in the ward my 

son was crying all night because I was 

unable to get out of bed to pick him up 

and feed him. I had tried many times 

pushing the alarm for the nurse to come 

and help but every time it was hours 

before someone would come.’ Or, ‘As 

this was our fi rst child we did not know 

what to expect and the staff were not at 

all helpful eg buzzed and it took half an 

hour for someone to attend... they were 

incredibly understaffed.’

One submission points out that vaginal 

birth after caesarean is not encouraged 

for women and that few hospitals 

offer this care. A number of consumers 

report having gone to a specifi c hospital 

because it is willing to support vaginal 

births after caesareans. Others have 

opted for homebirth care.

At least one submission suggests 

individual hospitals should publish their 

caesarean rates so that women can 

make choices. 

Labour and birth support

‘I felt like I had won the jackpot, we had 

done it by the skin of our teeth. It really 

felt like an adversarial experience, us 

against the hospital and obstetrician.’ 

‘I was absolutely shattered. My vision 

of the birth that I wanted had been 

completely violated.’

‘I have witnessed inappropriate 

swearing, yelling and threats to refuse 

care by a medical offi cer... when women 

do not comply with the request. This 

would intimidate me into complying as 

I would be scared the care would be 

compromised if I did not...’

Most consumer submissions mention 

labour and birth experiences and these 

more than anything else determine how 

women feel about their care experience. 

‘It is diffi cult to speak about hospital 

birth... My experiences left me victimised 

and abused with a hatred of doctors, 

nurses, midwives and hospitals and I 

was left traumatised and had to seek 

psychiatric help.’ 

Several women in the private sector 

report having arrived at hospital in 

labour and discovering that their 

obstetrician would not be there for the 

birth. They had never met the midwives 

who cared for them or the obstetrician 

who attended. ‘At this moment my 

midwife who hadn’t spoken with me at 

all during all this time announced she 

had to leave to attend a funeral... The 

new midwife fi nally appeared... So I said 

“I suppose I better have a caesarean 

now”... After about 5 minutes I said 

I wasn’t sure about this decision. She 

said, “it’s too late the operating room is 

being prepared.”

Women report having been left in 

labour and frightened they will give 

birth alone. ‘There was only one nurse 

rostered on the night of my labour and 

she had to leave me on several occasions 

to attend other mothers or answer the 

phone. This was very frightening for me 

as I never knew from one minute to the 

next if I would be left alone at a crucial 

moment.’ At least two women reported 

having given birth unattended. In one 

private hospital experience, the midwife 

had walked out of the room: ‘Our 

baby was born onto the bed without 

a medical attendant in the room and it 

was terrifying.’

The fear of being alone is exacerbated 

for women who relocate for birth as 

they will have no support person. 

Some women mention the value of 

engaging a midwife or other support 

person to be with them in labour and 

birth, and the need for a known, trusted 

carer features in almost every submission 

reporting on the positive aspects of 

homebirth and birth centre care. A few 

submissions mention doulas, carers 

who provide pregnancy, birth and early 

parenting support to women. ‘A doula is 

a short term solution to an existing long 

term problem. If women are to birth 

confi dently with minimum intervention, 

they need to be offered continual 

support throughout their labour. Ideally 

a midwife could be this person and 

more. Under the present system this is 

not realistic.’ 

Carers writing to the Review express 

concern about the way consumers are 

treated. ’... intimidation, bullying and 
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violence are rife in the Queensland 

hospitals...Individual women are 

receiving confl icting advice which is 

confusing in an already stressful care 

environment.’One doctor told a patient 

whose birth plan stated that she would 

prefer a tear to an episiotomy that if 

she tore she would’ “...never use your 

vagina again.” The same doctor later 

angrily threw scissors on the fl oor 

after four cuts and said they were 

blunt. He said to the patient’s partner 

on his way out, “You’ll be sorry.” The 

patient suffered later urinal and faecal 

incontinence. A complaint to the 

hospital was not dealt with adequately.’

One submission from a carer and 

consumer makes the point that 

while emotional support is the most 

important aspect of labour and birth, 

hospitals cannot be expected to provide 

emotional support to women. ‘Hospital 

staff may be too busy to attend to a 

woman’s emotional needs but I also 

believe that it is too much to expect 

of them. Labour is not the time to be 

discussing your birth plan or forming a 

relationship with a stranger. This needs 

to happen over time... all women must 

be encouraged to fi nd a support person 

to guide them through labour. Whether 

this is a private midwife or a doula or a 

best friend or their own mother – the 

point is that birthing women need the 

support of an experienced woman.’

Many woman believe their carers are 

overworked. ‘I was left in the birthing 

suite for 6 hours waiting for staff to 

give me permission and help to shower, 

remove epidural and drip tubes...’ Some 

consumers point out that hospitals are 

woefully understaffed while others 

are sure they received a higher level of 

care because the maternity unit they 

attended was so quiet at the time they 

were birthing. One submission, which 

is able to compare eight maternity 

experiences across the public and 

private sectors since 1988, reports early 

experiences with midwives as carers in 

the public system positively. ‘...Again 

in the public system I found wonderful 

staff...’ although later experiences in 

both public and private care were that 

staff were overworked and wards were 

under-staffed. Another submission 

points out that changes in practice 

which now include routine rooming-

in of mother and baby, have led to a 

situation where four or six women and 

their babies are trying to sleep in shared 

bed wards. Rooming-in is mentioned in 

two submissions, with a suggestion that 

tired women may need a break from 

their baby some nights.

Two submissions mention the term 

‘failure to progress’ as unnecessarily 

derogatory and implying failure on the 

part of the labouring woman. 

Women who may have special or 

additional needs for care

Submissions from a range of support 

organisations suggest the needs of 

young women, women with disabilities 

and women from some cultural or 

language backgrounds are not being 

met in maternity care environments. 

Many of these organisations say their 

members are not even accorded basic 

respect in systems which have little time 

or resources to deal with difference. 

‘There is the perception amongst 

many ethnic communities that service 

providers seldom offer patients the 

opportunity to understand the system 

and take health decisions concerning 

themselves and their babies.’ 

Support organisations for young families 

report their clients feel judged and 

are hesitant to seek pregnancy care 

in an environment in which they do 

not feel comfortable. ‘Many young 

women commented that they had 

experienced discrimination due to their 

age. Many talked of automatic statutory 

involvement... They spoke of fear and 

uncertainty this evoked, and how it 

dissuaded them from returning for 

further appointments.’

According to one support organisation, 

women in marginalised circumstances 

feel judged, criticised and looked down 

upon in their interaction with the 

maternity care system. They fi nd hospital 

booking-in procedures overwhelming 

and automated phone systems and 

extensive paperwork alienating. This 

issue is raised in other submissions to 

the Review.

The Review is indebted to the Ethnic 

Communities Council of Queensland 

Ltd which, through a Multicultural 

Reference Group representing 13 

service organisations, commissioned 

survey, focus group and telephone 

research in order to gather data on 

the maternity care experiences of 

women from African, Cambodian, 

Sudanese, Afghanistani, Vietnamese 

and Spanish-speaking communities 

in Brisbane. Language and cultural 

differences exacerbate already 

considerable diffi culties negotiating 

a maternity service environment. 

‘Ethnic women often feel intimidated 

by service providers as they are in a 

foreign environment and the medical 

environment is a daunting one for most 

people. For these reasons ethnic women 

generally are not able to advocate for 

themselves, especially when they’re 

close to labour, and this places them in a 

particularly vulnerable position.’

Women from these communities can 

have cultural needs and life experiences 

which are very different from those of 

other women. ‘I wanted to attend the 

antenatal lessons but there were men in 

the room, so I just turned back because 

in our culture we don’t talk of health 

issues in front of man.’ Refugee women 

may have experienced trauma or torture 

which makes any physical interaction 

traumatic. In some cultures, female 

genital mutilation has implications 

for childbirth and post-birth care of 

women. Parents of female children may 

not know that the practice is illegal in 

Australia. 

One submission from an organisation 

providing support to women from 

non-English speaking backgrounds who 

experience domestic and sexual violence, 

stresses the importance of considering 

the issue of violence towards pregnant 

women. Another submission points 
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out that pregnancy and birth are life 

moments when intervention might be 

more possible. ‘It can be the safety of 

unborn children, a pregnancy or children 

in the household, that triggers the need 

for women to seek safety and support 

for themselves and their children. It is in 

these situations that care provided by 

health staff during pregnancy and post 

pregnancy becomes critical.’

A number of submissions claim 

that women who need a language 

interpreter are not routinely offered or 

provided with one during consultations. 

‘I was guessing what the GP told me all 

the time. I asked for an interpreter but 

he say it wasn’t necessary.’ Or, ‘When I 

asked for information in Spanish about 

breastfeeding they gave me a telephone 

number to call. They don’t have available 

fl yer or brochure...’ Without interpreters 

during labour and birth care, women are 

much more likely to feel they have no 

control over what is happening to them.

One submission suggests maternity 

care for women with disabilities is 

complicated by public perceptions of 

disability. ‘Lack of support, information, 

resources and training coupled with the 

negative stereotyping of women with 

disabilities as mothers leads to questions 

of parenting abilities and increased 

likelihood of removal of children.’

The lack of support and counselling for 

women who experience miscarriage is 

mentioned in at least two submissions. 

At least two women who wrote to 

the Review had experienced a stillbirth 

and were subsequently cared for in the 

maternity ward of the hospital where 

women with their new babies were 

cared for. ‘Because I was in the maternity 

ward people just assumed I had a baby 

that lived or that I was still pregnant... I 

had to explain over and over that I had 

had a baby boy and he had died.’  

Continuity

Another issue emerging from submissions 

is the importance of continuity of 

care, which is expressed in a number of 

ways. Women are more positive about 

approaches that provide continuity of 

care, preferably with one carer or a small 

team of carers. Women with more than 

one kind of experience mostly tend to 

favour the approach that provides most 

continuity, and they mostly stress that 

what they value about the continuity is 

that the carer was known, trusted and 

responsive to their needs. 

A number of submissions point to the 

diffi culties associated with having many 

different carers during pregnancy, labour 

and birth. Women may have had to 

explain sensitive details of their personal 

histories repeatedly, because they saw so 

many different individuals. One woman 

reported having to explain details of 

female genital mutilation to the three 

different midwives who provided her 

labour care. 

Many women, including most of those 

writing about homebirth or birth centre 

experiences, mention the importance 

of knowing beforehand the person 

or people who will be with them  

through the demanding and unknown 

experience of birth. Many women in 

public and private care make the point 

that they had not met their carers until 

they arrived at the hospital in labour.

For the women in rural and remote 

communities who are forced to travel 

long distances for maternity care, 

continuity can be especially diffi cult. 

‘As I was being cared for by a number 

of health professionals between three 

places (Mount Isa, Cloncurry and 

Toowoomba) I found it diffi cult to fi nd 

continuity of care.’ 

A number of submissions stress the 

importance of continuity in the context 

of a close, trusting relationship. 

‘Midwives provide a very different 

level of care to an obstetrician. An 

obstetrician is quite distant in a woman’s 

pregnancy and a close and trusting 

relationship is hard to establish. It is 

also very disconcerting to a woman 

to be in labour and fi nd that her own 

obstetrician is not available to be at her 

birth, and she is also surrounded by a 

group of midwives she has never even 

met or perhaps does not feel relaxed 

around.’

Women often choose a particular care 

approach primarily to achieve continuity. 

Mostly this is associated with a midwife 

as primary carer but not exclusively. ‘I 

chose a private obstetrician as continuity 

of care was important to me and I 

had not experienced such continuity 

when I was pregnant with my other 

children and had gone through a 

midwives program. I felt that the lack 

of consistency in the midwives program 

led to lack of choice to me and an 

increase in my general anxiety while I 

was pregnant. I subsequently suffered 

post natal depression and had diffi culty 

in locating the support I needed as I had 

no one person coordinating my care.’ 

Some women who have gone to 

considerable effort to ensure continuity 

of care are bitterly disappointed or 

frightened when they discover the 

continuity they felt was assured will not 

eventuate. ‘I chose a private obstetrician, 

because I wanted continuity of care 

and carer, and I thought that this was 

the way I would get this continuity. I 

would see the obstetrician regularly, 

we would develop an understanding of 

what I wanted and he would be there 

at the birth... When I got to the hospital 

I found that the obstetrician I had been 

seeing was not on call that weekend, 

and another of the obstetricians would 

be along to examine me. I was alarmed; 

the continuity of care I valued so highly 

had evaporated...’

Safety

Relatively few consumer submissions 

mention safety specifi cally as an issue 

but safety for themselves and their 

babies underpins many of the fears and 
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concerns expressed by women. ‘I do 

not consider a 20 % chance of having a 

caesarean section safe.’

Safety is a major factor in contributing 

to decisions about approaches to care. 

Women who homebirth report doing 

so because concerns about the safety 

of hospital birth. ‘I have chosen to 

birth at home because I feel it is safer 

and healthier for myself and my baby 

(given that I have been well informed 

and that I am healthy). Birth is a natural 

process with a degree of risk to mother 

and baby, but with high quality and 

holistic antenatal care and with a carer 

who is known intimately and trusted, 

I believe that the “risks” are drastically 

diminished even with so called “high-

risk” pregnancies.’

Many women who choose homebirth 

do so because they decide it is the safest 

option. ‘There will always be an element 

of risk in birth whatever the choice of 

birthplace. However, safety in childbirth 

is intrinsically related to the mother’s 

emotional, psychological and physical 

well-being during labour. This, in turn, 

is infl uenced by the choices which are 

made during pregnancy, choices which 

should enable a woman to give birth 

at ease with her environment, her 

attendants and herself.’ 

A number of women who were able to 

access birth centre care felt they could 

have the aspects of care they wanted 

while being close to ‘...medical experts 

who could intervene instantly to save my 

baby or myself.’ 

Other submissions express views 

about the lack of safety in the current 

maternity system. One submission 

mentions the need for hospitals 

to publish information about their 

emergency care facilities so that 

consumers can make informed choices. 

Safety is related to risk. One submission 

makes the point that women with 

‘high risk’ pregnancies are often cared 

for differently from other women 

and that this is not always necessary. 

One submission from a woman who 

had a home vaginal birth after a fi rst 

caesarean birth: ‘...I researched my 

situation thoroughly and based on this 

information I knew that I would be able 

to have a natural birth if given the right 

circumstances.’

Women who opt for homebirth are 

aware of the risks of birth. ‘I would like 

to have had the choice of a birthing 

centre, an obstetrician back-up my 

safely-managed birth at home or 

possibly my independent midwife attend 

me in a hospital of my choice.’ One 

woman with homebirth experiences 

writes about her own responsibility 

for her care. ’I trust that my midwife is 

competent in assessing risks. I am aware 

that there is rarely a situation where 

there isn’t adequate time for transfer to 

medical attention.’ 

Approaches to care

Consumer submissions have much 

to say about overall approaches to 

care. Women who have experienced 

more than one approach to care make 

comparisons. Almost universally, the 

approaches in which they feel in control 

of what happens to them are in the 

main the approaches they favour. 

‘I am one of the few women who 

has experienced virtually all types of 

antenatal and birth care in Australia...

My caesarean birth taught me that to 

follow the masses when it came to 

having a baby such as having a private 

obstetrician and attending ante-natal 

classes, did not necessarily give me 

the best birthing outcome. My VBAC 

homebirth taught me that I am in 

control of my body and that the best 

way to give birth is to “let go”. My 

hospital breech birth showed me that 

it is possible to have a great birthing 

experience in a hospital setting with no 

medical intervention even with what the 

obstetricians would class a “high risk” 

birth...’

Some women compare approaches to 

care in Queensland with care in other 

places. This from a father, comparing 

UK homebirth with Queensland hospital 

birth in the 1970s. ‘At the time of the 

birth my wife was attended at home in 

our bedroom by one of the community 

midwives where the birth occurred. I 

was able to attend and assist... I formed 

a deep and life long bond with my wife 

and with our children, partly, I believe, 

because of the birth and post birth 

circumstances. This was very different 

from a previous birth in Australia that 

was in a hospital, where I could attend 

the birth as a distant observer but could 

not participate and where my wife 

stayed in hospital... with me only being 

able to see my child for much of that 

time through a glass window...’

Transfer from homebirth to hospital 

care is invariably traumatic. ‘It was 

recommended that I transfer for 

failure to progress... I was taken to a 

labour room and was confronted with 

harshness, metal, loud blaring radio of 

Country n’ Western, strangers, hospital 

smell, hard surfaces, bright lights, 

machines and boxes of plastic gloves.’ 

A couple planning a homebirth but 

transferred with a baby born 10 weeks 

prematurely. ‘We felt the hospital staff 

had problems accepting our right to 

make informed decisions as parents. 

We know and certainly felt that we 

were in their territory... It was a constant 

battle...’

Homebirth care 

Homebirth care is raised in over a 

quarter of the submissions from 

consumers. These submissions are 

extremely valuable to the Review’s 

work because they give an indication 

of the views of women who have 

made a decision, at a fi nancial cost to 

themselves, for an option that they 

sometimes do not feel is medically 

supported or generally accepted. 

‘However when I remember my second 

pregnancy I remember much fear and 

frustration as I made choices that were 

outside the normal and made me feel 

like an exile from society.’
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Women choose homebirth for a number 

of reasons. Some want continuity of 

care with a known and trusted carer and 

fi nd this diffi cult to access in the current 

maternity care system. ‘I was somewhat 

shocked when I became pregnant to 

discover that in Queensland, as a public 

patient, I would have a different carer 

at every appointment throughout my 

pregnancy and a stranger to deliver 

my baby. I cannot imagine a more 

important time in my life as a woman, 

nor a time when I have ever been so 

vulnerable and in need of a familiar 

face. Becoming a mother would be the 

most important moment in my life and 

it was devastating for me to imagine 

experiencing it with a doctor or midwife 

that I had never met, would never meet 

again, and who knew nothing about me 

or my medical history.’ 

Concern about levels of intervention in 

hospitals also contribute to decisions 

to homebirth. One woman opted for a 

homebirth after working as an neonatal 

intensive care nurse. ‘I’ve seen a Doctor 

put his leg up on a bed for traction 

while they pulled the baby from the 

mother during a caesarean... I’ve looked 

after babies with black eyes and massive 

bruising from forceps. The simplest 

thing... I’ve walked into a labour room 

of a woman in full labour with her legs 

up in the air and everything exposed 

and said with a big smile “excuse me I 

just need this Pulse Oximetry Machine, I 

won’t be a minute”.’ 

Often the decision to homebirth 

is made after a traumatic hospital 

experience. Some of the women who 

have written to the Review are so 

traumatised by a fi rst experience and 

frightened of maternity care in hospital, 

they have resolved to homebirth for 

a second or subsequent pregnancy, 

with no professional care as they live 

in a place where no homebirth care is 

provided. One woman who had one 

child in a public hospital opted for 

unassisted homebirths in her other fi ve 

pregnancies. ‘I chose this option for 

several reasons. The lack of personal 

care and respect throughout my fi rst 

pregnancy/ birth... also my lack of 

choice. Interventions without consent 

or acknowledgement and feeling as if I 

were classed less than a human being... 

midwifery services were not an option 

due to expense...’

For some women, homebirth is the 

only option they would ever choose. 

‘I wanted to have my support people 

around me, but I also wanted the option 

to be alone. No time limits, no clock 

watching. I did not want strangers 

examining me. I wanted to use a warm 

bath for pain relief. I defi nitely did not 

want artifi cial pain relief. Based on 

what I had read about C-section rates 

in Australia I was afraid that I would 

be forced into “emergency” surgery 

without even being allowed to try to 

birth my child naturally. I was afraid that 

after birth my baby would be taken 

from me. I was afraid that in hospital his 

fi rst food would be an antibiotic when 

it should be colostrum. I was adamant 

that should resuscitation be required, 

my baby would stay with me, on my 

body with the cord intact until after third 

stage.  When I realised that in hospital 

these things would be beyond my 

control, I chose to birth at home.’

Homebirthing women report problems 

accessing the medical care when they 

do need it. ‘My GP was also a bit of 

a letdown... after telling him of my 

decision to have a home birth he raised 

his eyebrows and said, “Ah going the 

hippy, alternative route are you?”... He 

then went on to state that he couldn’t 

have anything to do with me after that 

and not to see him again until after the 

baby was born... This was a little bit 

scary at fi rst...’ This woman was unable 

to get any information from her GP 

about options for homebirth or how 

homebirth might integrate into the 

health care system. 

Very occasionally, submissions report 

good integration of homebirth hospital 

transfer, and this is attributed to 

individual carers. ‘God was on my side 

that day as on arrival to the hospital 

I was looked after by a midwife who 

had had a homebirth herself and the 

registrar had been involved in the Home 

Midwifery Association some years ago.’ 

Women who birth meet their own costs 

and many raise this as an issue. ‘I so 

much love having my babies at home, 

where I feel safe...Baby fi ve is on the 

way. The midwife is not longer able to 

practise. Who will help me this time? 

Why won’t the government help us 

pay for births at home when I’m saving 

them so much money by not choosing 

to have elective Caesars... Do I have to 

deliver all on my own to have the birth I 

so desire?.’

One submission expresses concern 

about the ostracism of homebirth from 

offi cially-sanctioned care. ‘The powerful 

paradigm of the medical system means 

that the homebirth structure exists “on 

the fringes” or “underground”. It relies, 

and on the whole successfully, on its 

own members/consumers for support 

and accountability. It battles a medical 

system that is unsupportive, and at times 

persecuting... On the fl ip side, I do have 

concerns that because the homebirth 

system has had to operate in such 

diffi cult circumstances that sometimes 

it can be just as narrow and one-eyed 

as the medical system. Both systems 

harbour an incredible fear in women 

about the other.’

Birth centre-style care 

‘I am having my fi rst baby in January at 

the Birth Centre and I feel I am one of 

the luckiest women in Brisbane.’

Birth centre care is raised in over a third 

of the submissions from consumers, 

almost always positively. 

Women mention not having to wait 

for antenatal care appointments, their 

partners and families being welcome 

at the birth and subsequently, and the 

importance of responsive care from a 

known midwife. Women feel they have 

choices about birth and feel confi dent 

going into labour that they know what 

to expect. Home visiting from a known 
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midwife combines well with early 

discharge (and discharge from birth 

centres is often within 24 hours of birth). 

Physical surroundings also play a part in 

the total experience (soft lighting, music, 

showers, baths for pain relief and/ or 

birthing). 

Negative comments about birth centre 

care include feeling let down when 

intervention became necessary (when 

non-intervention had been promoted as 

a feature of the birth centre model of 

care). One highly negative submission 

about a birth centre experience was 

negative because of the attitude of an 

individual midwife.  

Many women wrote to the Review 

primarily because they were unable 

to access a place in a birth centre. 

The birth centres themselves report 

unmet demand. ‘I have recently fallen 

pregnant.. I rang to go on the Birth 

Centre ballot and am waiting on the 

draw... I am now stressed about where 

to go.’

Submissions question why more birth 

centre-style care is not available. One 

woman who had a ‘physically and 

emotionally damaging’ fi rst birth at the 

...[hospital] and experienced postnatal 

depression, no breastfeeding and years 

of reluctance to have another baby, 

gained a place in the ... Birth Centre. 

While birth centre experiences are 

mostly positive, one submission from 

a woman who birthed 300 km from 

her home suggests local community 

access is at least as important as style 

of care. The woman relocated and 

accommodated herself two weeks 

before her due date to wait for labour. 

Because the birth centre she attended 

didn’t provide post-birth care, she then 

had to accommodate herself for ten 

days before a three-hour trip home with 

the new baby. ’I believe that the ... Birth 

Centre provides a fantastic facility... I will 

be going there to have my second baby, 

but again will have the hassle of travel 

except this time with a toddler.’ 

A number of private and public hospitals 

offer care that shares some qualities in 

common with birth centre care. One 

woman who felt she had experienced 

‘women/family centred care’ at ... Private 

Hospital, reported: ‘They (obstetrician 

and midwives) listened, respected 

and involved my husband and I in all 

decisions relating to our care. We had 

a very empowered vaginal birth after 

caesarean and our only regret is that we 

had to travel some distance from our 

home to do so.’

A few submissions mention the 

community midwifery scheme offered 

from the ... Hospital where a team of 

midwives worked in community centres 

with women and accompanied them 

to hospital for the birth. This scheme 

was discontinued. ‘We looked forward 

to accessing the Community Midwifery 

Scheme again. I was shocked and 

devastated when I discovered it no 

longer existed. What could we do? 

We couldn’t access the birth centre... 

I wasn’t confi dent about shared care 

with my GP, I didn’t want to use an 

Obstetrician (the cost and the stories 

of intervention)...’ Or: ‘The midwives 

that cared for me and my baby were 

exceptional and I cannot speak highly 

enough of them.’

Other hospital care 

Although most submissions report 

negative experiences of care in 

traditional public hospital sector, there 

are positive experiences of care, based 

on individual carers or particular care 

environments. ‘My Midwife, J. Bayles 

was great. I felt awkward at fi rst but 

she soon calmed me and had me on a 

birthing ball. She stayed back a couple 

of hours after her shift had fi nished 

to stay with me... She kept saying 

supportive words. I felt very strong 

with her support.’ One woman who 

was transferred from a birth centre for 

a caesarean reported positively about 

postnatal care. ‘I cannot express how 

grateful I am to the midwives (both 

young and old) that cared for me and 

provided invaluable information that 

facilitated my ability to take my baby 

home and care for him with confi dence.’ 

The same submission points to the fact 

that midwives’ time was stretched ‘to 

capacity.’ 

One woman who felt pressured into a 

caesarean for her fi rst birth in a private 

hospital had a similar labour experience 

but different outcome for her second 

birth. The woman praises the doctors 

and midwives at the ...[hospital]. ‘I am 

so grateful to the team. It was a very 

different world from the ...[hospital] 

where I was left alone and treated with 

annoyance... I found comfort in sharing 

a room with three other new mothers. 

It was grounding to have them around 

me and constant action going on rather 

than silence... In summary, the public 

system was so much better than the 

private system in so many ways.’ Other 

submissions raise concerns about an 

overworked public system burgeoning 

under the load. 

Women compare public and private 

hospitals and their views differ. ‘Baby 

two was delivered in a public hospital. 

I felt I’d landed in a leper colony. I was 

asked to don a hospital gown... I was 

embarrassed... Again I didn’t get to 

celebrate that fi rst moment with my 

daughter, again her cord was cut and 

she was cleaned up. Again I had to wait 

to hold her. Again I felt cheated.’
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Appendix 9
Carer Issues
Review of Maternity Services 
in Queensland
Issues Raised by Carers

The Review’s initial call for submissions 

elicited responses from most of the key 

professional bodies and organisations 

involved in maternity care as well as 

from support organisations. Individual 

carers also made submissions, with 

76 submissions from midwives,  27 

from obstetricians,  16 from medical 

practitioners and community health 

providers, and 18 from support 

organisations. Queensland Health 

made a submission and a detailed 

response to a questionnaire from 

the Review. The Private Hospitals’ 

Association of Queensland and some 

individual care providers responded 

to the questionnaire. In addition 

to the submissions received, the 

Review has met personally with 

hundreds of individual carers and with 

professional organisations and support 

groups everywhere it has visited, in 

Queensland and in other states. 

Professional bodies and care 

organisations that made submissions 

included:

•  The Australian College of Midwives 

Inc. (Qld Branch)

•  The Australian College of Rural and 

Remote Medicine/Rural Doctors’ 

Association Joint Submission 

(ACRRM/RDA)

•  The Council of Remote Area Nurses 

(CRANA)

•  The Doula Register

•  The Private Hospitals’ Association of 

Queensland (response to Review’s 

request for information)

•  Queensland Health

•  The Queensland Nursing Council 

•  The Queensland Nurses Union (QNU)

•  The Royal Australasian College of 

Physicians (RACP)

•  The Royal Australian and New 

Zealand College of Obstetricians and 

Gynaecologists (RANZCOG)

•  The Royal Flying Doctor Service of 

Australia (Queensland Section) (RFDS).

Education providers were also asked to 

make submissions. Submissions were 

received from:

• Central Queensland University

• Griffi th University 

•  James Cook University School of 

Medicine

•  James Cook University School of 

Nursing Sciences

•  Queensland Midwifery Education 

Providers

•  QUT Faculty of Health School of 

Nursing. 

Submissions were received from Shire 

Councils, staff of individual hospitals, 

community health organisations and 

other support groups.

These organisations raise a range of 

issues with the Review. While there 

are differences of emphasis and view 

on a number of key matters, some 

issues of concern cross a number of 

organisations.

Care Issues

•  The need for change in maternity 

services, with some differences of 

emphasis about the problems in the 

current system of maternity care but 

an agreement that care needs to be 

more focused on the needs of women.

•  Outcomes for babies of Aboriginal and 

Torres Strait Islander women and the 

need to make this a priority for reform.

•  A lack of local community-based 

pregnancy, birth and post-birth 

care for women in rural and remote 

areas of the State (with ACMI and 

ACCRM/RDAQ pointing to evidence 

that outcomes are no worse in small 

hospitals for women with low-risk 

pregnancies).

•  Access to post-birth care (early 

discharge combining with little 

community support) is raised by all 

professional organisations and in 

many submissions from individual 

carers and support organisations.

Workforce Issues

•  Concerns about workplace tension 

and the lack of collaboration 

between midwives and doctors 

(RANZCOG), stress and fear of 

bullying in work environments 

(individual midwives).

•  Concern that fewer GP obstetricians 

are practising in rural and remote 

areas (RANZCOG,ACRRM/RDA) and 

that there are too few incentives 

and training and development 

opportunities for those who do. For 

GPs, lifestyle, fear of litigation and 

professional indemnity insurance 

issues discourage practice. According 

to RANZCOG, the gap in rural and 

remote areas is currently being fi lled 

by second year medical graduates 

who are ill-prepared for obstetric 

emergencies in these settings.  

•  Concern about current and 

predicted shortages in the midwifery 

workforce in rural and remote areas 

(ACMI, ACRRM/RDA, AARN, QNU, 

RANZCOG), with suggestions for 

incentives that might attract and 

retain staff. For midwives in rural or 

remote areas, Queensland Health’s 

Remote Area Nurse Incentive 

Program (RANIP) is welcomed, but 

more may be needed. For midwives, 

the requirement that they also work 

in nursing roles can be a disincentive 

(or occasionally an incentive).

•   Shortages in the midwifery workforce 

and attrition from the profession 

(ACMI, QNU, QNC, CQU, GU, 

RANZCOG, individual midwives). 

Contributing factors include high 

attrition, an aging workforce with 

few younger people entering the 

profession, the experience of a 

profession in transition and current 

education requirements. In Queensland 

over 80 per cent of midwives licensed 

to practise are 40 or over.

•  A lack of recognition of midwifery by 

the health system and the community 

(ACMI, individual midwives, 
132
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RANZCOG) linked to frustration 

and disappointment around career 

pathways, work satisfaction and 

morale, with many individual 

midwives leaving the profession.

•  The lack of skilled midwives ready 

to take on needed roles (ACMI, 

RANZCOG, individual midwives).

•  A suggestion that private practice 

could be covered to employ midwives 

along the line of practice nurses.

•  Medicare-funded services for 

midwives in private practice (ACMI). 

•  Professional indemnity insurance 

issues. Midwives cannot access 

professional indemnity insurance. 

•  Midwifery education and the move to 

direct-entry undergraduate midwifery 

programs. University providers point 

out that there are inconsistencies 

among providers regarding current 

course levels and structures. The 

current postgraduate midwifery 

programs that follow nursing are not 

in high demand (fees and lost income 

while studying are barriers) and will 

be unable to meet workforce needs. 

The registered nurse requirement for 

entry is a barrier to access (particularly 

for Indigenous applicants). The 

courses produce 90 graduates a year, 

compared with 200 – 300 graduates 

from the former hospital programs. 

Proposals have been made for direct-

entry undergraduate degrees that 

will not require nurse registration 

(raised by ACMI, supported by 

QNF and university providers). 

QNC raises regulatory implications 

(the possible need for separate 

regulatory authorities and legislation 

for midwifery), the implications for 

direct-entry midwifery graduates who 

wish to study other postgraduate 

nursing programs such as child 

health, graduate employability (in 

remote areas for example where 

midwife-nurses are needed) and 

indemnity for students who are not 

nurses. 

•  Clinical placements for midwifery 

students in terms of inconsistencies, 

some paid, others supernumerary, 

inconsistencies in hospital 

agreements, student experience 

different from workplace 

environment (ACMI, university 

providers, individual midwives).

•  The lack of reskilling education 

programs for midwives wishing 

to return to the workforce after a 

number of years’ absence.   

•  The lack of a formalised ongoing 

professional accreditation and 

development system for midwives 

(ACMI, QNC, RANZCOG). The QNC’s 

annual licence renewal for nurses and 

midwives provides for self-assessment 

for continuing competence to 

practise but this relates to nursing or 

midwifery. The licence to practise as 

a nurse is renewed along with the 

midwifery endorsement regardless 

of practice. The QNC is currently 

considering continuing competence 

for practice standards that might 

also apply to endorsements such as 

midwifery (which will further reduce 

available workforce).

•  The lack of fi nancial support for 

continuing professional education for 

midwives.

•  The need for more midwives to be 

trained in lactation.

•  The need for training for emergencies 

(preferably joint training)  for all 

carers, including neonatal resuscitation 

and the Advanced Life Support in 

Obstetrics (ALSO) program. 

•  Shortages in the obstetric workforce 

(ACMI, GU, RANZCOG). Likely 

problems with future provision 

of obstetric services nationally. 

Contributing factors include the 

aging obstetric workforce, diffi culties 

in attracting trainees, unusually high 

attrition among current trainees, 

high attrition from obstetric practice 

(retirement or ceasing obstetric 

practice for lifestyle/ indemnity 

concerns), and the impact of a higher 

number of female trainees.

•  Clinical teaching places for obstetrics 

(individual obstetricians).

Issues Relating to Approaches 
to Care

•  Support for collaborative care and 

working together (ACMI, RANZCOG, 

individual midwives and obstetricians, 

consumers).

•  Moderate or extreme resistance 

to midwifery-led care (RANZCOG, 

individual obstetricians) ‘We strongly 

feel that adopting any new model 

will undermine the already struggling 

training programs in Queensland and 

further damage the support of the 

general practitioner. We feel that this 

could be either a golden opportunity 

to bring Queensland maternity 

services into the 21st century or it 

could lead to the road to disaster.’

•  Strong support for midwifery-led care 

(ACMI, individual midwives, RFDS), 

with an underpinning philosophy that 

birth is a natural process and should 

be managed as such by society, with 

a stress from individual midwives 

on continuity of care (23%), choice 

(27%), one-on one care in labour 

(10%),  importance of information 

provision and empowerment during  

antenatal care as well as early 

parenting preparation.

•  Support for community midwifery 

with links to general practices which 

provide an early and seamless link 

between midwives and general 

practitioner care. 

•  Safety and risk management, with 

attention drawn by ACMI to the 

2004 National Midwifery Guidelines 

for Consultation and Referral and by 

RANZCOG to the need to develop 

for Australia jointly with midwives 

a minimum standards document 

for maternity services. RANZCOG 

is currently reviewing the ACMI 

Guidelines at national level.
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•  More comprehensive lactation advice 

and support (individual midwives).

•  Maternal fetal medicine – women 

having to travel for scans, the need 

for a Statewide service.

•  The benefi t of folate and the need 

for mandatory fortifi cation of fl our.

•  The effi cacy of water for pain relief 

during labour or birth.

•  GP shared care and the importance 

of the integration of care for 

consumers (hand-held records do not 

work as the only records, GPs not 

receiving timely advice from hospital 

post-birth, lack of communication, 

duplication of services).

•  The National Midwifery Guidelines 

for Consultation and Referral 

developed by the Australian College 

of Midwives (ACMI, RANZCOG and 

the ACRMM/RDA).
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Appendix 10 
Maternity carers
Midwives in Queensland work 

predominantly in hospitals, with 

community midwifery mostly limited 

to post-birth care or communities 

with special needs. In other states 

midwives attached to hospitals work in 

community settings to provide some or 

all pregnancy, birth and post-birth care. 

Different hospitals have different 

arrangements for the way midwives 

provide care (one-on-one, in a small 

team, or through standard rostered 

shifts) and the kinds of care midwives 

provide.  Award restrictions may 

prevent midwives from working 

caseloads. 

In hospitals, midwives work under 

the supervision of doctors although 

discrepancies between formal 

responsibilities and practice have been 

noted in the Review’s consultation. 

A lack of clarity about roles and 

responsibilities is a source of tension. 

Until recently in Queensland only 

midwives have been allowed to care 

for women in labour but recent 

legislation allows nurses without 

midwifery qualifi cations to work 

under midwife supervision. This raises 

considerable concern about the critical 

nature of midwifery specialist training 

and credentialing and to some extent 

undervalues their specifi c expertise.    

Midwives are not empowered to 

prescribe drugs or order routine tests, 

although there may be discrepancies 

between legislation, regulation and 

practice in some care environments.

Very few midwives provide 

independent care. This care is not 

funded by Medicare nor currently 

supported by private health funds.  

Midwives have been unable to access 

indemnity insurance to cover them 

for any independent services. The 

decision about whether midwives have 

admitting rights in hospitals is made 

by District Managers. The Review is 

not aware of any Districts in which 

midwives currently have admitting 

rights in Queensland.

There are current shortages in 

midwives in rural and remote areas of 

Queensland, with predicted increased 

shortages. 

Midwives in Queensland are currently 

trained in university graduate diploma 

or masters degree courses which 

follow nursing degree courses. Other 

states offer direct-entry undergraduate 

midwifery courses. 

The Australian Nursing and Midwifery 

Council and the Australian College 

of Midwives Inc. are working on a 

series of requirements for ongoing 

professional development and national 

competency standards, although these 

requirements are yet to be endorsed 

and put in place. This means that 

currently, practising midwives have 

no ongoing professional accreditation 

requirements.

Obstetricians work in private practice 

and hospitals to provide pregnancy, 

birth and post-birth care. This care 

is funded by Medicare and private 

health funds. Obstetricians are insured 

by private insurance companies. In 

addition to their hospital work, a few 

obstetricians in the public sector work 

in community settings to provide 

pregnancy and post-birth care, mainly 

in Aboriginal and Torres Strait Islander 

communities.

The Royal Australian and New 

Zealand College of Obstetricians and 

Gynaecologists (RANZCOG) does 

not support its members attending 

homebirths and insurance companies do 

not cover practitioners for homebirths. 

There are current and predicted 

increased shortages in the obstetric 

profession which have been reported 

nationally. 

Obstetricians train as medical doctors 

in universities and complete their 

training with RANZCOG. They 

participate in an ongoing professional 

accreditation system. 

Obstetricians in training, some GPs in 

training for postgraduate qualifi cations, 

as well as senior house offi cers in 

hospitals, work alongside obstetricians. 

General practitioners work in private 

practice and in hospitals and provide 

pregnancy and post-birth care. Some 

general practitioners work in formal 

shared care arrangements with 

hospitals to provide pregnancy care. 

In some rural communities, general 

practitioners with qualifi cations in 

obstetrics also provide birth care but 

this is becoming rarer as indemnity 

insurance premiums and low 

remuneration make the associated risk 

unacceptable to many. 

There are current chronic shortages of 

obstetric general practitioners in rural 

and remote areas of Queensland. Lack 

of staff is the most common reason 

given for closure of maternity services 

in rural and remote areas. 

General practitioners train as medical 

doctors in universities and complete 

their training with the Royal Australian 

College of General Practitioners 

(RACGP).  They may also complete 

a six-month diploma program in 

obstetrics and if they wish to practise 

birthing must complete a 12 month 

Advanced Diploma of Obstetrics. They 

participate in an ongoing professional 

accreditation system as GPs but 

ongoing professional education in 

obstetric care is diffi cult to achieve.  

Indigenous health workers in 

Aboriginal and Torres Strait Islander 

communities provide some pregnancy 

and post-birth care in community 

health centres.  Vocational Education, 

Training and Employment Commission 

(VETEC) providers run accredited 

training for Indigenous health workers  

through primary health courses.  In 

1997 James Cook University opened 

a National Centre for Maternal Health 

Education for Aboriginal and Torres 
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Strait Islander health workers and 

offered short courses in maternal 

health education which included a 

clinical placement at fi ve sites across 

Australia. The intention was to train 

100 students per year and by end 2000 

when the course was discontinued, 

176 students had completed the 

course nationally (69 from Qld).   Just 

over half of the total students were 

from rural and remote communities. 

Currently maternal health is integrated 

into existing Health Worker programs, 

and Aboriginal and Torres Strait 

Islander health services report demand 

for Health Workers with maternity care 

skills. 

Aboriginal and Torres Strait Islander 

liaison offi cers are employed in some 

hospitals to provide linkages between 

communities and hospitals. 

Child health nurses provide post-birth 

care to babies and mothers. Child 

health nurses undertake graduate 

diploma courses in universities. Child 

health nurses operate at the transition 

from maternity care to child health 

care. 

Doulas are support people  who 

assist women in pregnancy, birth and 

post-birth care. Some undergo training 

although this is not accredited. Their 

role should not be confused with 

that of nurses or midwives – they 

come with the birthing woman and 

are not part of the hospital system. 

In some Aboriginal and Torres Strait 

Islander communities, traditional birth 

attendants continue to work in a 

doula role to support Aboriginal and 

Torres Strait Islander health workers.    

These women  may  be part of the 

workforce in dedicated facilities either 

as volunteers or paid workers. 

Depending on the kind of pregnancy 

and birth, other health care 

professionals become involved in 

care of women and babies, including 

maternal foetal doctors (obstetricians 

who specialise in babies in the womb), 

obstetric physicians, anaesthetists (who 

provide anaesthetics for caesarean 

births and pain relief during labour), 

paediatricians (who care for newborn 

babies) and neonatologists (who care 

for premature or sick newborn babies). 

Many allied professionals also 

contribute to pregnancy and post-birth 

care, including lactation consultants, 

social workers, community workers, 

interpreters, physiotherapists, 

psychologists, genetic counsellors, 

psychiatrists, mental health nurses 

and dieticians. The attention of the 

Review has been drawn to the lack of 

integration of these services in many 

places and situations and the diffi culty 

women may have in accessing them in 

both public and private sectors.  

The Royal Flying Doctor Service 

of Australia (Queensland Section) 

is a not-for-profi t organisation that 

provides and supports primary 

health care in rural and remote areas 

and provides aeromedical services 

throughout Queensland. The RFDS 

has eight bases (Brisbane, Bundaberg, 

Cairns, Charleville, Longreach, Mount 

Isa, Rockhampton and Townsville). 

The RFDS provides remote telephone 

consultations, emergency retrieval and 

evacuation services and primary health 

care services including general practice, 

child and family health, mental health, 

health promotion and women’s health. 

From all its bases except Longreach, 

the RFDS provides a 24-hour a day, 

seven days a week emergency retrieval 

services. RFDS intersects with other 

organisations: Queensland Health 

remote area nurses who rely on remote 

clinic and retrieval services, Indigenous 

health workers who work in primary 

health care centres in communities, 

traditional birth attendants in 

Indigenous communities, visiting 

obstetric and gynaecology services 

(eg FROGS which is a QH services 

operating from Cairns Base Hospital), 

QH medical offi cers and neonatal 

retrieval teams from Townsville and 

Brisbane tertiary hospitals travel with 

the RFDS on emergency retrieval). 
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