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EXECUTIVE SUMMARY AND RECOMMENDATIONS  

EXECUTIVE SUMMARY  

1 The Select Committee into Public Obstetric Services (Committee) was established by 
the Legislative Council on 24 May 2006 to inquire into the adequacy of the 
Government’s decision making process (including public consultation and the 
consideration of relevant evidence) leading to the determination to restrict 
metropolitan public obstetric services to certain key hospitals outlined in the WA 

Health Clinical Services Framework 2005-2015.   

2 According to the Committee’s Terms of Reference, the models of maternity care 
being considered by the Government, including the associated decision making 
process, would also be examined.   

3 The Western Australian Statewide Obstetrics Services Review: Report of the Project 

Working Group (Cohen report) in 2003 was influential in terms of government 
decision making and its recommendations have been adopted by subsequent reviews 
of maternity services in Western Australia.  

4 A key conclusion of the Cohen report was that in order to ensure safety and quality, 
secondary obstetric services should meet certain defined service requirements 
including dedicated specialist staff and a low dependency neonatal unit.   While 
advocating a greater availability of birth centres for low risk births, the Cohen report 
indicates that such units should also have access to on-site medical and emergency 
backup.  

5 In order for obstetric service requirements to be sustainable, the Cohen report 
concludes that fewer units would address many of the critical workforce issues 
impacting on maternity service provision and allow for a more effective and efficient 
critical mass to develop. 

6 A stated aim of the Cohen review was to obtain consensus and support from clinicians 
and, as a consequence, consultation focused on obtaining clinical, rather than 
community input.   It was intended that the Department of Health (Department) would 
conduct community consultation following release of the report. Feedback to the 
Cohen report indicated that consensus was not reached in relation to the report’s 
conclusions and recommendations and many of the concerns raised by stakeholders at 
that time remained unresolved to be raised again during the course of this inquiry.   

7 In relation to the decision making process following the Cohen report (but preceding 
the Department’s Future Directions in Maternity Care policy development process in 
2006-2007), evidence to this inquiry indicates that many stakeholders are of the 
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opinion that there was inadequate consultation with the community.  Evidence also 
indicates that stakeholders are not satisfied that the Department gave sufficient regard 
to evidence provided by the community and from the academic literature in its 
decision making process. 

8 In the Committee’s view, a comprehensive examination of models of care, including 
primary care and its place in the maternity system, is a necessary element for a 
meaningful review of the maternity system.  However, it was not until the Future 

Directions in Maternity Care process in 2007 that a comprehensive review of local 
and international evidence was conducted. 

9 The Committee notes that the debate about obstetric services can be sidetracked by 
groups with vested interests in the system or by those with entrenched views about 
pregnancy and birth.  Fear is also influential in any discussion about maternity 
services - fear of childbirth, fear of pain and fear for the safety of mother and baby.  
Fear of litigation was also raised in evidence to the Committee.  Inevitably, these 
views impact on the delivery of obstetric services and the range of options provided to 
women. 

10 Most public pregnancy care in Western Australia is provided at hospital clinics or in 
GP’s private rooms and the majority of babies are born in hospital.  There are limited 
maternity care options available for women, including only one midwifery-led birth 
centre in the State. 

11 Evidence shows that there is a lower uptake of maternity care services among 
disadvantaged women and the Government’s 2007 draft maternity policy, Improving 

Maternity Choices, recognises that the needs of some women, particularly minority 
and Aboriginal groups, are not being adequately met by the current system.  There is 
also evidence to indicate that current after birth programs in general may not provide 
adequate care and assistance to women.  The Committee considers that more work is 
required to assess the adequacy of pregnancy care and after birth programs and to 
develop strategies to improve the care provided to disadvantaged women.   

12 Maternity services available at metropolitan maternity units vary considerably.  In the 
Committee’s view, access to maternity care options for many women, particularly the 
disadvantaged, is largely defined by a lack of information and geographic location.   
In the Committee’s view, development of a maternity services framework will ensure 
greater consistency of services and better information about care options will assist in 
adequately informing women about the choices available.   

13 Recent developments in Australia and overseas reflect a shift in focus from highly 
medicalised care toward the provision of community based primary maternity 
services.  In many cases, this change in direction has been in response to problems of 
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workforce sustainability, high rates of medical intervention as well as consumer-
focused issues of access and choice.   

14 Hospital based obstetrics services that provide specialist backup in case of emergency 
and the option of an epidural will be the preferred option for a number of women.  
However, evidence shows that for women assessed to be at low risk of complications, 
a planned birth either at home or in a midwifery-led birthing centre is also a safe 
option.    

15 Midwifery units (also known as birth centres) provide a home-like setting where the 
emphasis is on normal birth.  Many aspects of care shown to improve satisfaction with 
care (continuity of care, consideration of individual needs, confidence in the service 
provider’s clinical skills and involvement in decision making) are characteristic of 
midwifery-led care.  Evidence shows that women are more satisfied with the care 
received in a birth centre than that provided in a hospital.   

16 There is widespread agreement on the benefits of continuity of care by a single 
provider or a small team throughout the pregnancy, birth and after birth period and the 
Committee considers that continuity of care should be a fundamental aspect of 
maternity care.      

17 While there is some evidence that midwifery-led units may be a cost-effective 
alternative to hospital based care, there is insufficient evidence in the academic 
literature to provide conclusive cost comparisons between birth centre and hospital 
based care.  The Committee considers that a broad range of indicators should be used 
to evaluate new and existing models of care.  These indicators should not be limited to 
safety, sustainability and cost, but include elements of care such as accessibility, 
health and well-being and consumer satisfaction.   

18 Concern about the effects of centralisation of maternity services was expressed by 
many stakeholders in evidence to the Committee.  The Committee is of the view that 
the rationalisation of secondary and tertiary obstetrics services should not rule out a 
third tier of primary maternity units such as birth centres or small community 
hospitals that can cater for women with low risk pregnancies. 

19 The Committee recognises the importance of GP obstetricians to maternity services in 
Western Australia and to enable this model to continue, the Committee considers that 
it must be supported within both the metropolitan and non-metropolitan settings.  If 
GP obstetrics becomes an unsustainable model in the metropolitan area (assisted by 
the closure of small maternity units where GPs deliver babies) there will be a 
corresponding and more serious impact on services in regional areas.     

20 The Committee considers that by ensuring that specialist obstetricians focus on 
complicated cases, by expanding primary maternity care options and developing 
hospital and birthing centre access protocols for GP obstetricians and midwives, many 
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of the concerns expressed by stakeholders regarding workforce sustainability, 
consumer choice and access to services will be addressed. 

21 The Future Direction in Maternity Care discussion paper suggests a need to change 
the focus of maternity care to provide more choices for women with uncomplicated 
pregnancies outside the secondary and tertiary hospital system.  The Committee 
supports the proposal to extend the range of maternity care options and considers that 
Area Health Service performance in achieving maternity policy objectives should be 
publicly accessible.   

22 While there have been various reviews and policy documents released since the Cohen 
report in 2003, the Future Direction in Maternity Care process which commenced in 
2006 was the first that sought to incorporate the key elements of community and 
clinical consultation, a comprehensive review of the evidence and a consideration of 
local needs and circumstances into the decision making process.   

23 Evidence to the Committee indicates that stakeholders are very satisfied to date with 
the Future Direction in Maternity Care policy development process.  In contrast to 
previous reviews and government processes, the Committee is of the view that Future 

Direction in Maternity Care has shown a commitment to broad, effective community 
consultation, the provision of ongoing feedback and procedural information to 
stakeholders, and flexibility to respond to concerns or deficiencies in established 
processes as they arise.   The Government’s Future Direction in Maternity Care 
policy development process has succeeded in addressing many of the concerns which 
prompted this inquiry.     

24 The Committee considers that existing community consultation processes should be 
ongoing and additional formal mechanisms should be established to enable continued 
community and stakeholder involvement in the development of Western Australia’s 
maternity system. 

25 When this report is debated in the House it is anticipated that the Government will be 
in a position to respond to the report and its recommendations.  Members appointed to 
the Select Committee look forward to the Government’s response. 

RECOMMENDATIONS  

26 Recommendations are grouped as they appear in the text at the page number 
indicated: 

 

Page 53 

Recommendation 1:  The Committee recommends that the Government, as a priority, 
consult with the Aboriginal community and health experts to improve pregnancy care 
and birth outcomes for Aboriginal women in Western Australia. 
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Page 56 

Recommendation 2:  The Committee recommends that the Government develop a 
consumer guide to maternity services in WA that informs women about the location 
and availability of care options and provides detailed information about models of 
care. 

 

Page 57 

Recommendation 3:  The Committee recommends that the Government: 

(a) identifies the integration of primary, secondary and tertiary maternity services 
 as a component of its maternity policy; and 

(b) develops strategies to improve collaboration between providers of maternity 
 care and to achieve an integrated and responsive maternity system that ensures 
 seamless referral and advice.   

 

Page 67 

Recommendation 4:  The Committee recommends that the Government: 

(a) assess the extent of inadequate pregnancy care among Aboriginal and 
 disadvantaged women, its underlying causes, and develop strategies to address 
 those issues; and 

(b) undertake research to determine whether poor accessibility to free pregnancy 
 care is a factor in the under utilisation of pregnancy care among disadvantaged 
 women in Western Australia.   

 

Page 75 

Recommendation 5:  The Committee recommends that the Government develop, with 
appropriate regard to the experience of other jurisdictions, assessment tools that 
incorporate a broad range of indicators to evaluate all new and existing models of care.   

 

Page 78 

Recommendation 6:  The Committee recommends that the Government assess the 
adequacy of after birth care in WA and investigate the need for additional after birth 
services to women. 
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Page 86 

Recommendation 7:  The Committee recommends that the Government’s maternity 
policy adopt, as a central principle, the provision of continuity of care for women 
during the pregnancy, birth and after birth period by either a single practitioner or a 
small team of practitioners. 

 

Page 90 

Recommendation 8:  The Committee recommends that the Government in 
reconfiguring maternity services take into account the flow-on effects to the workforce. 

 

Page 96 

Recommendation 9:  The Committee recommends that in order to offset the 
centralisation of specialist secondary and tertiary services, expanded primary care 
maternity services (such as home birth, birth centres and community hospitals) that 
are provided by midwives and GP obstetricians and cater for women with low risk 
pregnancies should be dispersed throughout the community. 

 

Page 100 

Recommendation 10:  The Committee recommends that the Government’s maternity 
policy and associated workforce strategy take into account the need for registered 
nurse midwives in rural areas. 

 

Page 106 

Recommendation 11:  The Committee recommends that the Government examine 
options for retaining GP obstetricians as providers of maternity care during 
pregnancy, birth and after birth. 

 

Page 123 

Recommendation 12:  The Committee recommends that the Government conduct a 
state wide maternity forum every two years. 

 

Page 127 

Recommendation 13:  The Committee recommends that there is a Government 
commitment to: 

(a) data gathering and analysis in relation to maternity services and 

(b) an ongoing consideration of current evidence in relation to maternity care. 
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Page 133 

Recommendation 14:  The Committee recommends that information about Area 
Health Service performance and progress toward achieving maternity policy outcomes 
are made publicly available. 

 

Page 142 

Recommendation 15:  The Committee recommends that the Government establish 
formal mechanisms to ensure ongoing consumer and stakeholder input into the 
performance and development of maternity services. 

 

Page 150 

Recommendation 16:  The Committee recommends that the Government conduct a 
structured large scale survey on a regular basis to gauge consumer attitude to reforms 
and assist in the planning and assessment process. 
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CHAPTER 1 

INTRODUCTION  

INTRODUCTION  

Referral 

1.1 On 24 May 2006 the Legislative Council established the Select Committee into Public 
Obstetric Services (Committee) and appointed Hon Helen Morton (Chairman), Hon 
Sally Talbot, Hon Louise Pratt and Hon Anthony Fels as members of the Committee.1 

1.2 The main task of the Committee was to inquire into the decision making process 
leading to the Government’s determination that metropolitan public obstetric services 
would be restricted to certain key hospitals as outlined in the WA Health Clinical 

Services Framework 2005-2015.  In particular, the Committee would examine the 
extent to which the public were consulted, whether community views and relevant 
evidence were incorporated into the decision making process and the extent to which 
feedback was provided.   The Committee was similarly charged with examining these 
same issues in relation to the models of care being considered by the Government as 
part of its ongoing policy development. 

1.3 The Committee was due to report to the Legislative Council by 30 March 2007.   
However, in order for the Committee to include the Department of Health’s 
(Department) most recent consultation and policy development process, Future 

Direction in Maternity Care, into its considerations, two extensions on the reporting 
date to 30 June 2007 and 30 August 2007 were requested and granted.  

Inquiry procedure 

1.4 The Committee advertised the inquiry in The West Australian newspaper on 
24 June 2006 and wrote to a range of identified stakeholders inviting submissions on 
11 August 2006.  As a result, the Committee received 24 submissions of which 23 
were treated as public evidence.  A list of the submissions received is attached at 
Appendix 1 and the list of individuals and organisations contacted by the Committee 
is attached at Appendix 2. 

1.5 In addition to written submissions, 24 formal hearings were held, details of which are 
provided at Appendix 3. 

1.6 The Committee wishes to thank the individuals and organisations that have provided 
evidence and information to the inquiry. 
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Travel 

1.7 In addition to hearings held by the Committee in Perth, formal hearings were also 
conducted in Bunbury, Albany and Denmark.  This enabled consumers and 
stakeholders to expand on their submissions to the inquiry and also helped the 
Committee obtain more information about the issues facing consumers and health 
providers of maternity services in country areas.    

1.8 In order to gain a better understanding of recent developments in maternity care, 
particularly in relation to the introduction of new models of care, the Committee 
travelled to Sydney and New Zealand in February 2007.  A list of the people with 
whom the Committee met is attached at Appendix 4. 

Nature of report 

1.9 The initial chapters of the report will examine the Government’s policy development 
process, including the nature and extent of public consultation, up until the 
commencement of the Future Direction in Maternity Care process in November 2006.   
That process will be considered separately toward the end of the report. 

1.10 The middle sections of the report will provide an overview of models of maternity 
care in Western Australia and elsewhere, including latest evidence and recent trends in 
the provision of care.  Key issues, such as workforce demands that impact on the 
provision of maternity services and thereby the development of policy in this area, 
will also be examined. 

1.11 In addition to insights gained by the Committee throughout the course of the inquiry, 
the report will highlight evidence obtained from key stakeholders and members of the 
community regarding the adequacy of government processes associated with the 
development of Western Australia’s maternity policy.   

BACKGROUND  

1.12 The WA Health Clinical Services Framework: 2005-2015, which was released by the 
Government’s Health Reform Implementation Taskforce in 2005, outlines the future 
role of metropolitan hospitals including the location of public obstetric services.  
According to the document, obstetric services will be restricted in the metropolitan 
area to King Edward Memorial Hospital (KEMH), the proposed Fiona Stanley 
Hospital and Rockingham, Armadale, Swan Districts and Joondalup hospitals.2 

                                                                                                                                             
1  Western Australia, Legislative Council, Parliamentary Debates (Hansard), 24 May 2006, p2989. 
2  Health Reform Implementation Taskforce, WA Health Clinical Services Framework 2005-2015, 

Department of Health WA, Perth, 2005, p11b. 
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1.13 In moving for the establishment of the Select Committee, Hon Helen Morton MLC 
expressed concern that the realignment of obstetric services involved the closure of 
some community-based maternity units which would restrict choices available to 
women and their families about where and how their baby is delivered: 

I can assure members absolutely that choice within maternity services 

is slowly being reduced.  In particular, people who live in Kalamunda 

do not have the choice of having their baby delivered by their GP 

obstetrician.3  

1.14 Further, it was argued that consumers had not been consulted about the Government’s 
reconfiguration of obstetric services, nor was the rationale for the changes clear: 

What prompted the reconfiguration?  The service at Kalamunda 

District Community Hospital and Woodside Maternity Hospital 

ceased a couple of weeks ago, and still we cannot find out why.4 

 

                                                 
3  Hon Helen Morton MLC, Western Australia, Legislative Council, Parliamentary Debates (Hansard), 

24 May 2006, p2989. 
4  Ibid, 10 May 2006, p2422. 
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CHAPTER 2 

THE COHEN REVIEW  

INTRODUCTION  

2.1 This chapter will outline the processes undertaken, and conclusions reached, by the 
Statewide Obstetric Services Working Group (Working Group).   

2.2 The Committee notes that the recommendations of the Working Group have been 
particularly influential in the development of maternity policy in Western Australia 
and have been adopted by subsequent government reviews.  Consequently, this 
chapter will examine the information gathering processes adopted by the Working 
Group and the conclusions reached in some detail. 

COMPOSITION AND PURPOSE OF THE COHEN REVIEW  

2.3 The Working Group was established in December 2001 to review obstetric services 
in public facilities. Chaired by Dr Harry Cohen, the Working Group consisted of 
two consumer representatives and representatives from the fields of obstetrics, 
midwifery, neonatal paediatrics, anaesthesia, allied health, general practice and the 
professional colleges.5   

2.4 The subsequent report, Western Australian Statewide Obstetrics Services Review: 

Report of the Project Working Group was released in April 2003 and became known 
as the Cohen Report.    

2.5 The Working Group sought 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.6 

2.6 In evidence to the Committee, Dr Cohen explained that: 

The intended outcome was for improved obstetric maternity services.  

…We felt at the time, and certainly still do, that the obstetric 

maternity service was in a state of crisis for a number of 

                                                 
5  Cohen H. Western Australian Statewide Obstetrics Services Review: Report of the Project Working 

Group, Department of Health, Western Australia, 2003, p50.  See Appendix 5 for a full list of Working 
Group members.   

6  Ibid, p13. 
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reasons…such as manpower and womanpower shortages, people 

dropping out of midwifery, changing demands and expectations of 

patients and the community, changing practice, and litigation 

looming very large as a factor that was making it difficult to recruit 

both obstetricians and midwives into the speciality.  All these factors 

were impinging on the sort of service that was being provided.7 

2.7 Dr Simon Towler, Executive Director, Health Policy and Clinical Reform, 
Department of Health, told the Committee that the current standard of services was 
not the reason behind the Cohen review.  Rather, 

[i] t was about realigning the system for the long term to create an 

environment in which the numbers of deliveries would underpin, on a 

sustainable basis both a training environment, which was becoming 

an increasing issue, and the maintenance of services, particularly the 

number of specific disciplines, not necessarily the person undertaking 

the delivery, but certainly the support services of anaesthesia and 

paediatric assessment, would be at risk.8 

2.8 According to Dr Cohen, while the report was a ‘discussion paper’ in the sense that it 
would require ‘teasing out, elaborating and additional work’; its recommendations 
were also regarded by the Working Group as a ‘basis for change’.9 

METHODOLOGY EMPLOYED BY THE WORKING GROUP 

2.9 Dr Cohen visited a number of metropolitan and country obstetric services to consult 
with health service managers, senior clinicians and ‘coal face’ practitioners. 
Clinicians were also asked to complete a detailed survey about local obstetric 
services during these visits.10 

2.10 In addition to meetings of the Working Group, workshops, consultations with 
various clinical groups, a literature review and analysis of WA Midwives’ 
Notification System data was also conducted.11 

                                                 
7  Dr Harry Cohen, Consultant Gynaecologist, King Edward Memorial Hospital for Women, Transcript of 

Evidence, 3 July 2006, p2. 
8  Dr Simon Towler, Executive Director, Health Policy and Clinical Reform, Department of Health, 

Transcript of Evidence, 26 June 2006, p10. 
9  Dr Harry Cohen, Consultant Gynaecologist, King Edward Memorial Hospital for Women, Transcript of 

Evidence, 3 July 2006, p2. 
10  Cohen H. Western Australian Statewide Obstetrics Services Review: Report of the Project Working 

Group, Department of Health, Western Australia, 2003, p14. 
11  Ibid. 
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Consultation 

2.11 Dr Cohen explained to the Committee that the consultation carried out by the 
Working Group sought clinical,  rather than community input for the most part:   

It was felt that once the Department of Health was given this 

document, which would be a framework for where we should go, it 

would then carry out the necessary community consultation.  It was 

the department’s remit to follow that through.  We were constrained 

by limited time and money to provide a report from the perspective of 

clinicians and midwives.12 

Survey findings of the Working Group 

2.12 Dr Cohen told the Committee: 

There was a perception by the obstetric and midwifery communities 

that the Department of Health was not listening to their concerns”.13 

2.13 The Working Group sought to address this shortcoming and conducted a survey to 
identify key areas of concern for practitioners.  Issues raised included:14 

• the role of midwives and midwife-led care;  

• demarcation issues, including changing roles, accountability and 
responsibility; 

• workforce issues including training, indemnity, decision making, the aging 
workforce and credentialling; 

• workforce financial issues including salaries and the impact of the Medicare 
fee structure on models of care; 

• health funding; 

• education and training; and 

• information management issues. 

                                                 
12  Dr Harry Cohen, Consultant Gynaecologist, King Edward Memorial Hospital for Women, Transcript of 

Evidence, 3 July 2006, p3. 
13  Ibid, p2. 
14  Cohen H. Western Australian Statewide Obstetrics Services Review: Report of the Project Working 

Group, Department of Health, Western Australia, 2003, pp15-19. 
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Evidence based research 

2.14 The Working Group noted that there was little research of direct relevance to 
Western Australia in terms of comparable geographic and demographic 
characteristics. 15  

2.15 Despite these gaps in the evidence, the Cohen report indicates that the Working 
Group reviewed a range of literature from throughout the world.  In particular, the 
recommendations of the United Kingdom’s (UK) Royal College of Obstetrics and 
Gynaecology (RCOG) which ‘described guidelines and minimum standards to 

inform decision making for service delivery’ were considered useful.16 

2.16 In evidence to the Committee, Dr Cohen explained:  

We looked at reports from a whole range of countries, including 

Germany, the US, Canada and the UK.  I guess we have a strong 

bond with the UK as that is where many of us trained.  I do not know 

that we placed undue emphasis on the UK report.17 

2.17 The Working Group recognised deficiencies in evidence and guidelines directly 
applicable to Western Australia.  Noting that safe practice guidelines had been 
developed by the RCOG and the Royal College of Midwives in the UK, the 
Working Group considered there was a similar need to ‘apply the research and 

experience and determine a clear set of guidelines for Western Australia’.18 

Committee comment: 

2.18 On 25 June 2007 the Committee requested information from the Department about a 
range of issues including progress toward developing guidelines for Western 
Australia.  This issue was not addressed in the Department’s response and copies of 
the Committee’s letter and the Department’s response are contained at Appendix 6. 

2.19 The Committee notes that the 2007 evidence review conducted by the Department 
identified a number of gaps in the evidence in relation to models of maternity care 
and concluded that ‘[f]uture research preferably based in the local context may be 

                                                 
15  Ibid, p22. 
16  Ibid.  The Cohen Report is not footnoted however a reference list is provided which indicates the report 

referred to is Royal College of Obstetricians and Gynaecologists, Towards Safer Childbirth: Minimum 
Standards for the Organisation of Labour Wards: Report of a Joint Working Party, RCOG Press, 
London, 1999. 

17  Dr Harry Cohen, Consultant Gynaecologist, King Edward Memorial Hospital for Women, Transcript of 
Evidence, 3 July 2006, p5. 

18  Cohen H. Western Australian Statewide Obstetrics Services Review: Report of the Project Working 
Group, Department of Health, Western Australia, 2003, p22. 
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necessary in order to formulate resolutions about the appropriateness of new 

models of maternity care.’19 

2.20 The Committee also notes that the draft maternity policy, released in 2007, contains 
a number of strategies relating to clinical performance, risk and evaluation.  These 
strategies include the development of evidence based clinical guidelines, standard 
health and risk assessment tools and clinical safety and quality indicators.20 

Requirements for safe practice 

2.21 The Working Group regarded the obstetric units described in the UK Report Towards 

Safer Childbirth as comparable to the secondary and tertiary obstetric units in Western 
Australia. The RCOG report determined that Category B units (with 1,000 to 4,000 
births per annum) required ‘supervisory’ consultant cover within 30 minutes, and that 
Category C or tertiary units (capable of more than 4,000 births per annum) required 
‘full’ 24-hour consultant cover.21 

2.22 The Working Group concluded that the academic evidence and worldwide experience 
supported the development of: 

defined requirements for safe and quality practice and classification 

of Secondary hospital’s capacity to deliver obstetric services.22   

2.23 This led to the following key conclusions: 

• secondary obstetric services should meet certain requirements, including 
dedicated specialist staff (obstetricians, paediatricians, anaesthetists) and the 
ability to manage a low dependency neonatal unit for infants born 34 or more 
week’s gestation;23and   

• there should be clearly defined guidelines for the recall availability of key 
practitioners. 24  

2.24 The Cohen report acknowledges the need for further research in relation to recall 
times, however the Working Group noted that the Towards Safer Childbirth report set 

                                                 
19  Henderson J, Hornbuckle J and Doherty D, Models of Maternity: A Review of the Evidence.  Towards 

Future Direction in Maternity Care, Department of Health WA, Perth, 2007, p102. 
20  Health Policy and Clinical Reform, Improving Maternity Choices: Working Together Across WA, A Draft 

Policy, Department of Health WA, Perth, 2007, p21. 
21  Cohen H. Western Australian Statewide Obstetrics Services Review: Report of the Project Working 

Group, Department of Health, Western Australia, 2003, p22. 
22  Ibid. 
23  Ibid. 
24  Ibid. 
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a benchmark of 30 minutes for the recall of consultants to obstetric units and a 30-
minute anaesthetic response time for epidural pain relief.25 

2.25 The research undertaken by the Working Group led them to conclude that expert 
opinion indicated that tertiary hospitals should have a critical mass26 for teaching, 
training and clinical practice, which in turn would support safe rostering practice, 
exposure to experience, team development and information sharing.27 

2.26 Finally, the Working Group pointed out that the literature, including the 
recommendations of the Inquiry into Obstetric and Gynaecological Services at King 

Edward Memorial Hospital 1990-2000 (the Douglas inquiry), supported an enhanced 
role for midwives to play a lead role in ‘low risk’ births.28 

MODELS OF CARE 

2.27 The Cohen report highlighted the need for a review of current models of maternity 
care available in Western Australia.   

2.28 The Working Group considered that there were ‘advantages, disadvantages and 

preferences’ for each model of care, however ‘ [a]ll models of care require adequate 

backup and support.’  29 

2.29 Noting consumer interest for alternative birthing models with a more ‘ambient homely 

non-clinical environment’, the Working Group advocated greater availability of birth 
centres with ‘on site access to medical and specialist emergency backup’ for low risk 
births.30 

2.30 Other issues that the Working Group thought required further examination and 
evaluation included shared care models, hospital access for GP obstetricians, and 
customary Aboriginal birth practices and means by which they can be incorporated 
into mainstream clinical practice models.31 

                                                 
25  Ibid. 
26  ‘Critical mass’ in this context refers to the minimum or average number of births conducted in a 

maternity facility. 
27  Cohen H. Western Australian Statewide Obstetrics Services Review: Report of the Project Working 

Group, Department of Health, Western Australia, 2003, p22. 
28  Ibid. 
29  Ibid, p20. 
30  Ibid. 
31  Ibid, p21. 
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Committee comment: 

2.31 The Department’s progress to date in relation to the Working Party’s recommended 
examination of shared care, hospital access for GP obstetricians and aboriginal birth 
practices is uncertain.  Although the issue was raised in correspondence to the 
Department, it was not specifically addressed in the subsequent response (see 
Appendix 6). 

2.32 Despite the lack of information about progress to date, the Committee notes that these 
issues have been included in discussions and proposals in the Future Directions in 

Maternity Care policy development process. 

SERVICE ALIGNMENT  

2.33 The Cohen report identified a number of issues associated with spreading scarce 
resources across many sites.  It was considered that a sustainable service would 
require: 

critical mass that will ensure quality and safety practice guidelines 

are met.  At present training and staffing of units is difficult given the 

shortage of Obstetric practitioners across the state.  The 

consolidation of units would allow a greater opportunity to create 

stronger more stable teams, freeing financial resources for 

improvements.32 

2.34 The Working Group concluded: 

The current location of obstetric services in the metropolitan and 

country areas need to be linked to planning to ensure service 

requirements are able to be sustained.  A service with sufficient 

flexibility to support the creation of stronger teams, in fewer units, 

will allow an effective and efficient critical mass to develop.33 

2.35 In his evidence to the Committee, Dr Cohen explained why critical mass was 
considered necessary: 

We do not need a critical mass to be able to provide an excellent 

service.  However, we need that to, in a sense, be able to provide all 

the other backup services and make sure that they are provided and 

are used economically.34 

                                                 
32  Ibid. 
33  Ibid. 
34  Dr Harry Cohen, Consultant Gynaecologist, King Edward Memorial Hospital for Women, Transcript of 

Evidence, 3 July 2006, p5. 
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PROPOSED SERVICE MODELS 

2.36 The result of the Working Group’s deliberations was a proposal for an ‘Integrated 

Obstetric Service Model’ that would take into account ‘safety, staffing, efficiencies 

and economies of scale.’ 35 

2.37 Dr Cohen told the Committee that ongoing evaluation of the model is essential: 

When the metropolitan model is finally implemented, a range of issues 

will come out of it which will need to be looked at to see whether it 

works or whether the recommendations that were made about the 

various units that constituted that metropolitan model have been 

implemented and how they are working.  That is an ongoing 

process.36 

Committee comment: 

2.38 The Department advised the Committee that the Douglas inquiry and the Cohen 
reviews were ‘used as a basis for planning the location and levels of service 

provision’.37  The decision to close Kalamunda Hospital obstetrics service was made 
on that basis.   

2.39 According to the Department, once the final maternity care policy is released, Area 
Health Services will consult and develop plans for types and locations of local 
maternity care services.38 

2.40 In the Committee’s view, the proposed maternity service models outlined in the 
Government’s draft maternity policy, Improving Maternity Choices: Working 

Together Across WA provides a framework to re-visit the provision of maternity 
services at Kalamunda Hospital. 

Metropolitan Obstetric Services Model 

2.41 The Working Group concluded that a maximum of five secondary obstetric units 
(each catering for more than 1,000 births) and one tertiary unit (with a capacity of 

                                                 
35  Cohen H. Western Australian Statewide Obstetrics Services Review: Report of the Project Working 

Group, Department of Health, Western Australia, 2003, p24. 
36  Dr Harry Cohen, Consultant Gynaecologist, King Edward Memorial Hospital for Women, Transcript of 

Evidence, 3 July 2006, p3. 
37  Letter from Dr Simon Towler, Executive Director, Health Policy and Clinical Reform, Department of 

Health WA, 10 July 2007, p2. (See Appendix 6.) 
38  Ibid. 
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more than 5,000 births) would sustain a ‘safe, quality, efficient and effective service’ 
in the metropolitan area.39  

2.42 In order to achieve ‘optimum safety, economies of scale and critical mass’ however, it 
was thought that four secondary units delivering 1,500 births per annum would 
provide a better birth-per-practitioner ratio.40 

2.43 Dr Cohen told the Committee that, despite the Cohen report’s recommendation,  

The number is not critical.  What is important is the services, and they 

will have to be rationed.41 

2.44 Dr Cohen explained that if patients are carefully selected, ‘ [t]here is no question that 

we can safely deliver in small units’, however it is necessary to ‘provide the backup 

services in the event that some intervention or additional service is required.’42   

2.45 Consequently: 

If we restrict obstetric practice to those four or five units, then all 

those services must be provided at each of those units.  In other 

words, each unit must have the ability to carry out interventions, have 

blood cross-matched on site, and carry out a caesarean section as an 

emergency, which means that paediatricians, anaesthetists and other 

staff must not be further than half-an-hour away from the hospital.43 

Committee comment: 

2.46 The Committee infers from the above that the Working Group concluded that 
adequate back-up services must be attached to every birthing facility.  However, the 
Committee notes that evidence from Australia and overseas shows that birthing units 
not attached to an obstetric facility are safe when appropriate controls and transfer 
arrangements are in place (see Chapters 5 and 6).  The Committee also notes that 
evidence obtained throughout the course of this inquiry shows that women have 
different views and preferences in relation to attached and unattached maternity units.   

Perceived benefits of the Metropolitan Obstetric Services Model 

2.47 According to the Cohen report, a limit of four units would: 

                                                 
39  Cohen H. Western Australian Statewide Obstetrics Services Review: Report of the Project Working 

Group, Department of Health, Western Australia, 2003, p29. 
40  Ibid. 
41  Dr Harry Cohen, Consultant Gynaecologist, King Edward Memorial Hospital for Women, Transcript of 

Evidence, 3 July 2006, p5. 
42  Ibid. 
43  Ibid, p6. 
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• better utilise available staff; 

• make better use of Level 2 Neonatal nurseries, on-site imaging, pathology and 
specialised equipment; 

• absorb more patients with minimal adjustments to staff ratios; and  

• provide greater professional development through caseload and diversity.44 

2.48 Further, the Metropolitan Obstetrics Services Model  will provide:45 

• better access to a range of services, including an increased number of 
midwifery-led birth centres; 

• improved monitoring of adherence to best practice guidelines; 

• enhanced professional development, education and research opportunities; 

• better recruitment and retention of practitioners from an increase in ‘critical 
mass’ and more predictable rosters; 

• opportunities for the development of the role of midwives and support for 
general practitioner obstetricians; 

• on-site provision of essential support services at secondary and regional 
centres; 

• facilities and services that better reflect changing population demographics; 
and 

• cost reductions through increased efficiency in capital works, equipment, staff 
rosters and support services. 

 

Committee comment: 

2.49 The Committee supports the underlying principles of the Metropolitan Obstetric 
Services Model however the Committee also emphasises that acceptance of the model 
should not rule out a third tier of primary maternity units.  The third tier should be 
sufficiently flexible to encompass a range of options such as birth centres or small 
community hospitals catering for women with low risk pregnancies. 

                                                 
44  Cohen H. Western Australian Statewide Obstetrics Services Review: Report of the Project Working 

Group, Department of Health, Western Australia, 2003, p30. 
45  Ibid, pp30-31. 
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OTHER KEY ISSUES 

2.50 Other key points and recommendations contained within the Cohen report include: 

a) the need for consumer input and involvement in obstetric services 
planning;46 

b) implementation of the ‘Enhanced Role of the Midwife’ for uncomplicated 
pregnancy, labour, birth and the postnatal period;47 and 

c) expansion of the role of general practitioner obstetricians and their value in 
the continuum of care reinforced.48 

Committee comment: 

2.51 The Committee notes that the recommendations of the Working Group relating to 
consumer involvement in service planning, an enhanced role for midwives and 
expansion of the role of GP obstetricians are elements of the Future Direction in 

Maternity Care discussions. 

Challenges for implementation 

2.52 The Working Group recognised that certain challenges to implementation would be 
encountered such as: 

Lobbying [which] 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.49   

2.53 The Working Group also thought that: 

Patch protection at some hospitals and by some clinicians may divert 

the attention from the real issues…50 

2.54 The Working Group expressed concern that inaction will result in a further decline in 
obstetric services and it was hoped the recommendations of the Cohen report would: 

                                                 
46  Ibid, p37. 
47  Ibid, p39.  It is noted that the Enhanced Role of the Midwife relates primarily to the prescription of 

certain drugs and the ordering and interpretation of routine tests during uncomplicated pregnancy, labour, 
birth and the post-natal period. 

48  Ibid, p41 
49  Ibid, p31. 
50  Ibid, p31. 
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provide a new way forward that ensures that the major issues of 

safety and quality are addressed whilst at the same time the rights 

and position of the consumer are seen as paramount.51 

                                                 
51  Ibid, p47. 
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CHAPTER 3 

SUBMISSIONS TO THE COHEN REPORT:  

COMMENTS BY STAKEHOLDERS  

INTRODUCTION  

3.1 This chapter examines the immediate response to the Cohen report in the form of 
submissions from the community and other stakeholders. 

3.2 The Committee sought copies of submissions made in response to the Cohen report 
but was advised by the Department that the original submissions could not be located.  
However, the Department was able to provide a summary of submissions prepared by 
Dr Cohen in July 2003 which indicates that approximately 90 submissions were 
received.   

3.3 Selected extracts from Dr Cohen’s Summary of Responses are provided below.   

COMMENTS IN RELATION TO SPECIFIC HOSPITALS 

Kalamunda District Hospital 

3.4 According to Dr Cohen’s Summary of Responses, a ‘number’ of letters were received 
in relation to the proposed closure of Kalamunda Hospital.  Some contributors viewed 
closure of the maternity unit at the hospital as short-sighted cost cutting which ignored 
the long term benefits for the community.52   

3.5 Dr Cohen notes that : 

The general tenure of the submissions was the desirability of having 

their babies close to home, the high level of care provided by their 

own doctor and continuity of care, the advantage of the small hospital 

as an alternative to big units.53    

Osborne Park Hospital 

3.6 According to Dr Cohen’s summary, three submissions were received specifically in 
relation to Osborne Park Hospital.   

                                                 
52  Cohen H. Summary of Responses to the Western Australian Statewide Obstetrics Services Review 

Discussion Paper, undated, p1. 
53  Ibid. 
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3.7 Issues raised in the submissions include:54 

• continuation of services from the Osborne Park site is necessary due to limited 
alternatives in the northern suburbs;  

• the hospital has strong links to King Edward Memorial Hospital; and 

• vital teaching and training for midwives and medical staff are provided at 
Osborne Park Hospital. 

3.8 In relation to the facility’s possible fit within the ‘Metropolitan Obstetric Service 

Model’, Dr Cohen comments in the Summary of Responses that the Hospital appears 
to have:  

all the pre-requisites outlined in my report, including the number of 

births, access to allied health services, etc.  The only thing required 

now was a Level 2 neonatal nursery and they were working towards 

this.55 

Woodside Hospital 

3.9 Dr Cohen’s Summary of Responses advises that a number of submissions were 
received in relation to Woodside Hospital, indicating ‘very strong community 

support’.56 

3.10 Concerns expressed in these submissions included:57 

• the Cohen report simply served to maintain the status quo;  

• the report’s recommendations would not encourage midwifery-led models of 
care; 

• the implications of the proposed standard of a minimum 1,000 births per 
annum; and  

• the closure of small hospitals would have serious flow-on effects to the GP 
obstetrician workforce.    

                                                 
54  Ibid, pp1-2. 
55  Ibid, p2. 
56  Ibid. 
57  Ibid. 
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Bentley Hospital 

3.11 Dr Cohen received submissions from staff of Bentley Hospital in addition to a 
separate submission from Dr Warwick Ruse on behalf of the Medical Advisory 
Committee.  Dr Cohen states in the Summary of Responses that a meeting was 
subsequently conducted with hospital staff and Dr Ruse to discuss the issues.58  

3.12 While Dr Cohen notes concern regarding the proposed closure of maternity services at 
Bentley Hospital, he comments that there does not appear to be the same level of 
support as for services at Woodside and Kalamunda Hospitals.59 

3.13 In addition to Dr Cohen’s Summary of Responses, the Committee was able to obtain a 
copy of the submission to the Cohen review from the Medical Advisory Committee of 
the Bentley Health Service.   

3.14 One of the key concerns expressed in the submission was that the Working Group had 
not quantified deficiencies in current obstetric services and did not specify ‘where and 

why improvements need to be made on the grounds of safety and quality’.60      

3.15 The submission questioned the Working Group’s acceptance of the UK report, 
Towards Safer Childbirth, on the basis that the guidelines extracted from the report 
were not based on numerical evidence and it was suggested that the Working Group 
should have obtained: 

clear indicators of minimum birth numbers necessary for detectable 

improvements in clinical safety and quality in Western Australia.61  

3.16 Further, the submission questioned the applicability of the guidelines to Western 
Australia and suggested they were in fact developed in response to a UK problem.62 

Peel Health Campus 

3.17 Dr Cohen notes in the Summary of Responses that the submission from Peel Health 
Campus was ‘very critical of the report’ and the concerns raised included:63   

• the pursuit of economic imperatives at the expense of the workforce; 

                                                 
58  Ibid, p3. 
59  Ibid. 
60  Medical Advisory Committee of the Bentley Health Service, Pulling Rabbits, Submission to the Western 

Australian Statewide Obstetrics Services Review, undated, paragraphs 5.1-5.2. 
61  Ibid, paragraph 6.3 
62  Ibid, paragraph 7.7 
63  Cohen H. Summary of Responses to the Western Australian Statewide Obstetrics Services Review 

Discussion Paper, undated, p3. 
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• the failure to integrate the Peel region; and 

• workforce issues associated with the classification of Peel Health Campus as a 
private facility. 

3.18 Dr Cohen summarises: 

The general thrust of their submission is that there needs to be much 

more devolution as such things as clinical governance, education, 

recruitment, etc., to the peripheral health bodies.  They also make the 

interesting point that quality and safety positions in all obstetric units 

should be funded as obstetric services solutions also need to be 

locally developed and implemented and [the Statewide Obstetric 
Support Unit] should be there to support and enhance local service 

provision otherwise it might be seen to be a “policing agency”.64 

SUBMISSIONS FROM M IDWIFERY GROUPS 

3.19 In his Summary of Responses, Dr Cohen reports that a number of submissions to the 
Cohen report were from groups supporting midwifery services including the Maternity 
Coalition of WA, the Community Midwifery Program and Birth Rites: Healing after 
Caesarean Section.   

3.20 Dr Cohen notes that the common themes throughout these submissions were: 

we have not put consumers at the top and have not taken sufficient 

account of their concerns in spite of them being on the working party; 

there is no recognition of post natal support.  Evidence is put forward 

which suggest that community based midwifery is less costly, results 

in less intervention, outcomes which are as good as or better than 

those in the hospital setting, etc.  There is criticism that in the report 

no mention is made of the high intervention rates, high caesarean 

section rates and their cost.65 

SUBMISSIONS FROM PROFESSIONALS AND COLLEGES  

Royal Australian and New Zealand College of Obstetricians and Gynaecologists 

3.21 Dr Cohen states in his Summary of Responses that he met with both the RANZCOG 
Executive and members and discerned a ‘general support for the thrust of the 

review’.66 

                                                 
64  Ibid. 
65  Ibid, p4. 
66  Ibid. 
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3.22 There was, however, lack of consensus regarding the perceived implication in the 
Cohen report that smaller units were not as safe as larger facilities and the consequent 
recommendation toward centralisation in the metropolitan area. 67     

3.23 Dr Cohen also records that concern was expressed by some members regarding 
pressure from midwives to be viewed as equal participants in the provision of 
maternity services.68 

Australian College of Midwives 

3.24 According to the Summary of Responses, the submission from the College of 
Midwives made the following points:69 

• The College supports the Cohen report’s recommendation for more midwifery 
models of care, the establishment of birth centres and the continuation of 
community midwifery.   

• The College supports the provision of local services in the community and 
greater consumer choice.   

• The closure of smaller units may have a negative impact on the midwifery 
workforce since many midwives would cease working as a result.   

• The appointment of a Professor of Midwifery is supported. 

Anaesthetics 

3.25 Dr Cohen notes in his Summary of Responses that a submission from an individual 
anaesthetist argued that: 

a critical mass of more than 2,000 deliveries per annum is needed to 

justify anaesthetists offering an exclusive out of hours service on a 24 

hour 7 day basis.70  

3.26 Further, the submission claimed that anaesthetists strongly support:  

4 strategically sited co-located public and private obstetric centres in 

the outer metropolitan area.71 

                                                 
67  Ibid. 
68  Ibid. 
69  Ibid. 
70  Ibid, p5. 
71  Ibid. 
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Obstetricians and gynaecologists 

3.27 The Summary of Responses indicates that only three submissions were received from 
individual obstetricians and gynaecologists.  Two of the submissions were critical of 
aspects of the report.   

3.28 One of the submissions criticised the lack of consumer consultation in the planning 
process and pointed out that there was a lack of local data to support the conclusions 
regarding ‘critical mass’ in relation to delivery numbers and outcomes.72 

General practitioners 

3.29 An outline of four submissions from general practitioners is provided by Dr Cohen in 
the Summary of Responses.  These submissions generally support the maintenance of 
small local units and argue that the closure of these facilities would result in a further 
decline in GP obstetrics and de-skilling of the obstetric workforce.73   

Council of Safety and Quality in Health Care 

3.30 Dr Cohen’s Summary of Responses states that this submission warned of possible 
flow-on effects for facilities under threat of closure, including difficulty in recruiting 
and retaining staff.  According to the submission, a timeframe should be articulated 
for the acceptance and implementation of the report’s recommendations to offset this 
effect.74 

SUBMISSIONS FROM INDIVIDUALS  

3.31 In his Summary of Responses, Dr Cohen refers to two individual submissions from the 
community.  It is not clear whether these were the only two contributors that did not 
fall within other categories, or whether these submissions were singled out by Dr 
Cohen as particularly noteworthy. 

3.32 One of the submissions addressed the needs of indigenous consumers.  The 
submission pointed out that it was necessary to adopt more innovative strategies to 
effectively engage the indigenous community and to inform indigenous women about 
the services and options available to them.75       

                                                 
72  Ibid. 
73  Ibid, pp6-7. 
74  Ibid, p8. 
75  Ibid, pp7-8. 
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3.33 The submission called for the accommodation of aboriginal birth practices within 
mainstream services and expressed concern about the absence of indigenous 
representation on the Working Group.76 

CONSIDERATION OF FEEDBACK TO THE COHEN REPORT 

3.34 The Committee has no evidence in relation to how the submissions to the Cohen 
report were dealt with by the Department or the extent to which they were used to 
inform subsequent decision making. 

3.35 Dr Cohen gave evidence to the Committee that he responded to all submissions77   
however the Committee has been unable to obtain copies of those responses. 

Committee comment: 

3.36 In the Committee’s view, feedback to the Cohen report indicates that there was not 
consensus among stakeholders regarding the report’s conclusions and 
recommendations.  The Committee notes that the concerns raised by stakeholders in 
relation to the Cohen report remained unresolved and were reiterated during the 
course of this inquiry. 

                                                 
76  Ibid. 
77  Dr Harry Cohen, Consultant Gynaecologist, King Edward Memorial Hospital for Women, Transcript of 

Evidence, 3 July 2006, p8. 
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CHAPTER 4 

GOVERNMENT REFORM PROCESSES SINCE THE  

 COHEN REPORT 

INTRODUCTION  

4.1 This chapter will outline Government reform processes and key decisions regarding 
obstetric services since the Cohen report but prior to the Future Directions in 

Maternity Care process.  

A HEALTHY FUTURE FOR WESTERN AUSTRALIANS : REPORT OF THE HEALTH REFORM 

COMMITTEE (THE REID REPORT) 

4.2 In March 2003 the Health Reform Committee was appointed with the following 
Terms of Reference: 

Develop a plan for the Western Australian health system that outlines 

the future strategic direction for the sector in the immediate and 

medium term, and 

identify a range of short and long-term strategies aimed at improving 

the quality of health services and the management of costs within the 

system, to ensure sustainable growth in the health budget and help the 

system achieve its strategic vision. 78 

4.3 Consultation strategies employed by the Health Reform Committee included calling 
for public submissions (505 submissions were received) and meetings with clinical 
groups and other stakeholders.79 

4.4 In addition, the Health Consumers’ Council was contracted to undertake a community 
consultation based upon a series of discussion papers prepared by the Health Reform 
Committee on broad topics such as ‘Innovative Models of Care’ and ‘Population 

Health’.  80   

4.5 The Committee notes that none of the discussion papers or consultation strategies 
employed by the Reid review specifically related to obstetric services and the report 
itself explains that its aim is to outline ‘broad directions for the future’ rather than a 

                                                 
78  Health Reform Committee, A Healthy Future for Western Australians: Report of the Health Reform 

Committee, Department of Health WA, Perth, 2004, p1. 
79  Ibid, pp1-2. 
80  For a complete list of the discussion papers see Kristine Henry, Compassion, Flexibility & Community: 

what we expect from our health system, Health Consumers’ Council, Perth, January 2004, p4.   
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detailed examination of ‘every activity or unit within the State’s public health 

system’.81 

4.6 Key conclusions and recommendations made in the Reid Report directly relating to 
obstetric services are: 

• Four general hospitals (Rockingham/Kwinana, Joondalup, Swan Districts and 
Armadale Kelmscott) expanded to improve access in high growth 
metropolitan areas and reduce demand on tertiary hospitals;82 

• Obstetrics services provided at Bentley, Osborne Park and Kalamunda 
Hospitals transferred to the four general hospitals and Woodside Maternity 
Hospital should be closed.83 

• The recommendations of the Cohen report to be implemented including 
recognising KEMH as a centre of excellence that provides a statewide service 
and the provision of obstetrics services at the four general hospitals.84 

• Fewer units that are fully staffed will enable a more effective use of available 
obstetric practitioners with better training and development opportunities.85 

4.7 Ms Prudence Ford, private citizen and former senior public servant, provided support 
to the Reid review and gave evidence to the Committee that the Health Reform 
Committee sought to achieve a balance between competing demands: 

We are obviously trying to provide the best possible care, safety and 

quality and accessibility with efficiency.  A growth rate of nine per 

cent per annum is not sustainable for the state in terms of cost.  When 

we were balancing those things, it got us to look at whether a better 

role delineation for our hospitals would help with training, safety and 

quality issues etc, but also with efficiency.  When we got to that point, 

we had to start looking at what happens in a health system and what 

needs a physical building, as opposed to what is done in the 

community.86 

                                                 
81  Health Reform Committee, A Healthy Future for Western Australians: Report of the Health Reform 

Committee, Department of Health WA, Perth, 2004, p2. 
82  Ibid, p46. 
83  Ibid, pp45-47. 
84  Ibid, p67. 
85  Ibid, p66. 
86  Ms Prudence Ford, private citizen, Transcript of Evidence, 7 August 2006, p2. 
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4.8 Ms Ford told the Committee that the aim of the Health Reform Committee was to 
report ‘in the context of the general organisation of health service delivery’ rather than 
‘do the detailed work in the time available to actually plan every service stream.’87   

4.9 In relation to consultation, in her evidence Ms Ford explained that the Health Reform 
Committee was aware there had been little consumer consultation and reaction to the 
Cohen report.  This consequently: 

influenced what the Health Reform Committee decided to do in asking 

the Health Consumers’ Council - which is the approach we took - to 

try to organise more broad brush consultations.  We had discussion 

papers written.  We put them on the web site.  We tried to engage the 

media in some discussion…  Based on some of [Dr Cohen’s] 
experience, we thought that it was not going to produce a lot of 

consumer comment, although it would produce a lot of clinical 

comment.88 

4.10 According to Dr Simon Towler, Executive Director, Health Policy and Clinical 
Reform, Department of Health: 

The scope of the issues canvassed meant that, on individual issues, it 

was difficult to identify a specific pathway for consultation.  The 

issues covered in Reid were very comprehensive and addressed all 

forms of service delivery.  A great breadth of material was presented 

back to the Health Consumers’ Council and very few submissions 

were received, particularly about obstetrics.89 

4.11 Dr Towler told the Committee that the Health Reform Committee endorsed the Cohen 
report ‘which emphasised some of the issues of patient safety and the need to look at 

new models of care.’90  Further: 

I think it is important that the committee note the environment in 

which these discussions were held…  The Douglas inquiry was a 

testing issue for certain people providing obstetric services in this 

state, and sought to focus very strongly on the issues of safety; and 

that is appropriate.91 

                                                 
87  Ibid, p4. 
88  Ibid. 
89  Dr Simon Towler, Executive Director, Health Policy and Clinical Reform, Department of Health, 

Transcript of Evidence, 26 June 2006, p3. 
90  Ibid, p2. 
91  Ibid. 
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THE CLINICAL SERVICES CONSULTATION 2005 

4.12 In April 2005, a Metropolitan Clinical Services Framework outlining key 
recommendations of the Reid report was released by the Health Reform 
Implementation Taskforce (HRIT).  This document was to be the basis for the 
Clinical Services Consultation 2005 (CSC 2005). 92 

4.13 Consultation methods employed by the CSC 2005 included:93 

• sixteen group consultation sessions on key clinical areas (one of which was 
Women’s Services); 

• public submissions (200 received, mostly from clinicians); 

• working groups; 

• clinical consultation; and 

• briefing sessions with key stakeholders including the AMA, universities, the 
Health Consumers’ Council and others. 

4.14 The HRIT website states that prior to the release of the Reid report in March 2004: 

extensive consultation with local clinicians, the community and other major 

stakeholders was undertaken.  Given the breadth of the consultation 

undertaken during the Reid process, and the purpose of the CSC 2005 

document, the Health Consumers’ Council WA advised that the CSC 2005 

consultation would be best directed to clinicians, with ongoing information 

being provided to the community.94 

4.15 A representative of the Health Consumers’ Council explained to the Committee that 
some discussions are more appropriately conducted with clinicians: 

There would have been no way to have meaningful consultation with 

consumers about that complex area of service development.  We 

attended all the clinical service network meetings - all the meetings 

on all the clinical areas - leading up to the clinical services plan.  The 

complexity of the information and the detail was overwhelming.  It 

                                                 
92  Department of Health website at http://www.health.wa.gov.au/HRIT/CSC/index.cfm (viewed on May 31 

2006). 
93  Ibid. 
94  Ibid. 
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would not have been worthwhile at any point to get consumers 

involved in that development.95 

4.16 The CSC 2005 report states that the consolidation of non-tertiary obstetric services is 
in line with the Reid report and that: 

it is important to recognise that consolidation of sites does not 

necessarily reflect a consolidation of the different models of obstetric 

care currently offered within the system.96 

4.17 Options that will be promoted throughout the metropolitan services (according to 
pregnancy health risk, consumer preference and level of care required) will be planned 
home births, shared care models, family birthing centres, midwifery care and 
specialist/obstetrician care.97 

WA  HEALTH CLINICAL SERVICES FRAMEWORK : 2005-2015 

4.18 The Clinical Services Framework (CSF) was developed in response to the 
recommendations of the Reid Report and the CSC 2005 and is described as ‘a 

foundation from which more extensive and detailed planning will occur.’98 

4.19 The document notes that the CSC 2005 was influential in the development of the CSF 
and the information gathered was reviewed and used to inform the final decision 
making.  All submissions were registered and would be used to inform subsequent 
planning.99 

4.20 The CSF outlines the future role of metropolitan hospitals, including those that will 
provide obstetric services and the level of care to be provided at each hospital. 

4.21 The CSF does not provide details about obstetric services other than to indicate that a 
Maternal Services Framework will be developed which will build upon existing 
models of care with the aim of ensuring the community ‘continues to have choice in 

their preferred model of care.’ 100    

4.22 Dr Simon Towler, Executive Director, Health Policy and Clinical Reform, Department 
of Health, told the Committee: 

                                                 
95  Ms Maxine Drake, Advocate, Health Consumers’ Council, Transcript of Evidence, 7 August 2006, p8. 
96  Health Reform Implementation Taskforce, Clinical Services Consultation 2005, Department of Health 

WA, Perth, 2005, p170. 
97  Ibid, pp170-171. 
98  Health Reform Implementation Taskforce, WA Health Clinical Services Framework 2005-2015, 

Department of Health WA, Perth, 2005, p1. 
99  Ibid, p2. 
100  Ibid, p22. 
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The Clinical Services Framework is strongly focused on just the 

delivery of facilities, which relates very strongly to inpatient care.  

The Health Reform Implementation Taskforce and the state health 

executive forum are looking at the detail of aspects of non-inpatient 

care service delivery.101   

WOMEN ’S AND INFANTS’  METROPOLITAN CLINICAL SERVICES MASTERPLAN  

4.23 The Women’s and Infants’ Metropolitan Clinical Services Working Group (Women’s 
and Infants’ Working Group) sought to address the question of how to:  

deliver maternity services to WA women that are safe, without 

excessive interventions and provide maternal satisfaction in an 

economic and sustainable way.102 

4.24 The Women’s and Infants’ Working Group examined projected future requirements 
for maternity services and estimated that in the next five to ten years birth rates will 
increase by about 2,000 births per annum to 22,000 per annum, translating to an 
estimated 1,000 extra births per annum to be accommodated by the public sector.103  
There is also expected to be an increase in complexity of patients due to increasing 
obesity, hypertension, diabetes, older mothers and other issues.104   

4.25 Depending on the future configuration of maternity services, the Women’s and 
Infants’ Working Group foresee that additional pressure may be placed upon King 
Edward Memorial Hospital:   

Maintaining births to 5000 at KEMH will depend on how maternity 

services in metropolitan Perth are configured.  If closures of Osborne 

Park Hospital (OPH), Bentley and Kalamunda maternity services 

proceed as in the Clinical Services Plan, around 2500 deliveries will 

need to be redistributed to other maternity units in Perth.  The future 

of OPH is especially critical to KEMH numbers, the OPH Maternity 

Unit is a large unit and it is highly likely that 1000 of those women 

will present to KEMH if it were to close.105  

                                                 
101  Dr Simon Towler, Executive Director, Health Policy and Clinical Reform, Department of Health, 

Transcript of Evidence, 26 June 2006, p2. 
102  Women’s and Infants’ Metropolitan Clinical Services Working Group, Women’s and Infants’ 

Metropolitan Clinical Services Masterplan, Department of Health WA, Perth, 2006, p4. 
103  Ibid, p5. 
104  Ibid, p17. 
105  Ibid, p6. 
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4.26 With the closure of Kalamunda, Osborne Park and Bentley Hospitals for obstetric 
services, the Women’s and Infants’ Working Group considered additional strategies 
would be necessary to meet demand.  Options include: 

• increasing the number of deliveries at existing hospitals and family birth 
centres; 

• opening new maternity units such as the Fiona Stanley Hospital; 

• increasing the number of women receiving private care; and 

• increasing the number of home births.106 

4.27 It is noted in the Women’s and Infants’ Metropolitan Clinical Services Masterplan 
(Masterplan) that evidence suggests that women with low risk pregnancies have 
equivalent or better outcomes in smaller maternity units as compared with large 
hospitals.  Continuity of care is also acknowledged as important in terms of maternal 
satisfaction.107 

4.28 The Women’s and Infants’ Working Group observe that the literature relating to 
maternity care and models of practice tend to be divided on ideological grounds and 
recommend that: 

evidence based best practice should be promoted across all the 

available models of care.108 

4.29 The conclusions of the Women’s and Infants’ Working Group regarding pregnancy 
care and care during birth are: 

• Best practice for pregnancy care includes: 

any model that encourages early booking, promotes regular 

attendance by flexible strategies (particularly for vulnerable groups), 

has skilled personnel who use evidence based guidelines, has 

continuity of care throughout the pregnancy, birth and postpartum, 

with carers who are skilled listeners.109 

• Best practice for care during birth should allow for women with low risk 
pregnancies to be: 

                                                 
106  Ibid. 
107  Ibid, pp6-7. 
108  Ibid, p7. 
109  Ibid, p8. 
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safely cared for in small volume maternity units, family birth centres, 

and community programmes without compromise of outcome.  All 

services providing maternity care should have access to obstetric, 

anaesthetic and paediatric facilities and expertise when clinically 

indicated.  It is important that these services have agreed processes 

for collaboration, referral and transfer to secondary or tertiary 

facilities.110 

4.30 The models of care recommended by the Women’s and Infants’ Working Group 
are:111 

a) KEMH to continue its current range of models of care for low, medium and 
high risk women, with two additional models: 

• a team GP obstetrician model care for low risk women; and 

• admitting rights for GP obstetricians with private patients. 

a) Secondary hospitals in the metropolitan area to provide the following models 
of care: 

• traditional model of care with secondary level clinical support; 

• shared care with midwives and GP obstetricians in the community 
and birth in hospital; 

• midwifery clinics for low risk women with medical support if 
required; 

• GP obstetricians; 

• family birth centre option for low risk women with the 
recommendation that birth centres be established in the North and 
South Area Health Services (in addition to KEMH); and 

• access to allied health professionals. 

                                                 
110  Ibid, p9. 
111  Ibid, pp11-13. 
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ADDITIONAL COMMENTS FROM THE DEPARTMENT  

Approach to reform 

4.31 In relation to the review and reform process, Dr Simon Towler, Executive Director 
Health Policy and Clinical Reform, Department of Health, explained the Department’s 
approach to reform in the following terms: 

In terms of the reviews that we have done and the way we are looking 

at clinical services, all reviews have sought to underpin the properties 

of good clinical governance, which you will see outlined in the Reid 

review and which refer to four principal elements of decisions around 

all care.  One is a strong audit; one is an acknowledgement and 

understanding of clinical risk; another is clearly based on a strong 

interpretation of consumer values and their inclusion in good policy; 

and the fourth element is to ensure that there is appropriate 

professional development and management of clinical services and 

organisations. 

The planning approach that we have looked at in developing services 

takes into account issues of safety, work force, facility design and 

planning.112 

Community input 

4.32 In relation to consultation with the public, Dr Towler told the Committee that it is 
difficult to measure the extent to which community input was incorporated into the 
decision making process: 

It is probably difficult to ascertain exactly how the consumer and 

community input is represented in the documents.  Not only is 

community opinion captured by what is collected through a formal 

process, the processes around the consultation in the preparation of 

the Reid report and discussions held by Dr Cohen and his committee 

included a substantial number of persons who relate directly to 

patients and their families.113 

4.33 Dr Towler explained that the Reid report provided a ‘ foundation for a way forward’ 
and that the Cohen report ‘also sought for there to be substantial community 

consultation around models of care’. 114   However: 

                                                 
112  Dr Simon Towler, Executive Director, Health Policy and Clinical Reform, Department of Health, 

Transcript of Evidence, 26 June 2006, p2. 
113  Ibid, p4. 
114  Ibid, p6. 
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That process, I believe, has perhaps been a little slower than ideal, 

but what has become clear is that there are some difficult issues in the 

community consultation around maternity care.115 

Committee comment: 

4.34 The Committee acknowledges the difficulties associated with consultation in relation 
to maternity care.  However, a timely, well planned and broad consultative process 
was a realistic expectation for the community and stakeholders following release of 
the Cohen report.   

 

                                                 
115  Ibid, p4. 
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CHAPTER 5 

ADEQUACY OF THE CONSULTATION PROCESS PRIOR TO 

‘FUTURE DIRECTION IN MATERNITY CARE’ 

INTRODUCTION  

5.1 This chapter will provide an outline of evidence and submissions to this inquiry in 
relation to the adequacy of the consultation and review process prior to the Future 

Directions in Maternity Care consultation. 

SUBMISSIONS AND EVIDENCE FROM THE COMMUNITY AND STAKEHOLDERS  

5.2 The Committee notes that the submission from the Department states that ‘extensive 

consultation’ has occurred as part of the reform process.116   

5.3 However, the views expressed in other submissions and evidence provided to this 
inquiry reveal a discrepancy between the Department’s assessment of the adequacy of 
its consultation process and the opinion of stakeholders and consumers.   

5.4 The Committee received 24 submissions in total, including the Department’s 
submission and one private submission.  Fifteen submissions directly addressed the 
issue of the adequacy of previous consultation117and the Committee was struck by the 
unanimity and strength of the view that the consultation process to date had been 
inadequate, limited or unsatisfactory in some other respect. 

5.5 Seven of the 24 submissions received were from individuals or groups that advocated 
an increased availability of alternative models of maternity care, particularly midwife-
led options.118  Six of these submissions comment on the lack of consultation that has 
occurred to date.119   

                                                 
116  Submission No 16 from Department of Health WA, p3. 
117  Submissions No 2 from Dr Tracy Reibel, No 3 from Birthrites: Healing After Caesarean, No 5 from The 

Maternity Coalition, No 7 from the Australian College of Midwives, No 10 from Canning Division of 
General Practice, No 12 from Kalamunda Community Hospital, No 14 from Fremantle Division of 
General Practice, No 17 from Birth Choices South West WA Inc, No 18 from the Australian Medical 
Association (AMA), No 19 from The Royal Australian College of General Practitioners, No 20 from 
Community Midwifery WA, No 21 from Peel Health Campus, No22 from the Shire of Merredin and 
No 23 from the Greater Bunbury Division of General Practice. 

118  Submission No 2 from Dr Tracy Reibel, No 3 from Birthrites: Healing After Caesarean, No 5 from The 
Maternity Coalition, No 6 from Catherine de Garis, No 7 from Australian College of Midwives, No 17  
from Birth Choices South West WA and No 20 from Community Midwifery WA. 

119  Submission No 2 from Dr Tracy Reibel, No 3 from Birthrites: Healing After Caesarean, No 5 from The 
Maternity Coalition, No 7 from Australian College of Midwives, No 17 from Birth Choices South West 
WA and No 20 from Community Midwifery WA. 
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5.6 In relation to the Cohen report, Dr Cohen gave evidence to the Committee that he 
‘wrote to virtually all the people who wrote to me’, but further meetings were not held 
with those who made submissions following release of the discussion paper.120 

5.7 It is the Committee’s view that despite Dr Cohen’s efforts, a number of stakeholders 
were not confident that their submissions received due consideration and they remain 
uncertain as to the degree of influence, if any, their input had on subsequent 
recommendations and decisions.     

Midwifery groups 

5.8 Community Midwifery WA121 and Birthrites122 note in their submissions that meetings 
were held with Dr Cohen at the time of the Statewide Obstetrics Services Review 
however no subsequent feedback was received about the regard, if any, given to their 
views during the decision making process. 

5.9 The submission from the Maternity Coalition expressed disappointment that prior 
submissions, petitions and representations to government had not resulted in the views 
and recommendations of the Maternity Coalition being reflected in current policy or 
practice through an expansion of midwifery care models.123   

5.10 Similar concerns were expressed in relation to consultation processes associated with 
the Reid review.  Community Midwifery WA state that although their submission was 
acknowledged by Professor Reid: 

no further discussion appears to have taken place.  Indeed there is 

little in the Reid Report that would indicate that the recommendations 

of CMWA, its membership and the childbearing community that it 

represents, were considered.124 

5.11 Community Midwifery WA comment that the National Maternity Action Plan 
(NMAP) was not apparently considered in the Health Reform Committee’s 
deliberations: 

                                                 
120  Dr Harry Cohen, Consultant Gynaecologist, King Edward Memorial Hospital for Women, Transcript of 

Evidence, 3 July 2006, p8. 
121  Submission No 20 from Community Midwifery WA, p2 
122  Submission No 3 from Birthrites: Healing After Caesarean, p1. 
123  Submission No 5 from The Maternity Coalition, pp2-4. 
124  Submission No 20 Community Midwifery WA, p2. 



REPORT CHAPTER 5: Adequacy of the Consultation Process Prior to ‘Future Direction in Maternity Care’ 

G:\DATA\OB\obrp\ob.obs.070830.rpf.001.xx.a.doc 37 

No mention of the NMAP document is made in correspondence from 

the Health Reform Committee to CMWA nor is any part of it, or its 

recommendations, referred to in the Reid Report.125 

5.12 Similarly, the Australian College of Midwives believe that government consideration 
of community views should have been evidenced by changes to current practice: 

There is little evidence that the community views have been taken 

seriously, as the recommendations that support an expansion of 

models of midwifery care in WA have not been implemented.  An 

example of this is that some small maternity units have been, or are 

expected to close, and yet there is evidence to support that small units 

are safe. 126 

Medical practitioners 

5.13 Submissions from groups representing medical practitioners also express concern 
about the consultation process to date.  The Canning Division of General Practice 
advise that: 

As far as this Division is aware no individual or systems approach 

was made to General Practitioners or to canvas what the community 

would expect from a change to restricting obstetric services to KEMH 

and the four selected peripheral hospitals as outlined in the WA 

Health Clinical Services Framework 2005-2015.127 

5.14 The submission from the Kalamunda Health Service demonstrates a lack of 
confidence in the consultation process: 

Consultation cannot be considered acceptable if submissions are 

invited but the outcome of deliberations has already been 

predetermined.128 

5.15 The AMA thought there had been insufficient consultation from the very beginning of 
the reform process: 

The Association believes that on release of Dr Cohen’s report, a 

comprehensive consultation process should have then been 

undertaken with the medical profession and the community.  Such a 

consultation did not occur and in 2006, that situation, to the 

                                                 
125  Submission No 20 from Community Midwifery WA, p3 
126  Submission No 7 from Australian College of Midwives, p1. 
127  Submission No 10 from Canning Division of General Practice, p1. 
128  Submission No 12 from Kalamunda Health Service, p1 
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profession’s consternation, has not occurred.  We are concerned 

about the lack of the consultations undertaken to date, from the 

standpoint of General Practice and the communities they serve. 129 

Health services 

5.16 The submission from Peel Health Campus points to a persistent failure by government 
to give adequate consideration to local needs and preferences:  

There is little evidence that consultation with providers and 

consumers has occurred in what is presently the fastest growing 

region in the country.  Comments from consumers currently accessing 

obstetric services at Peel Health Campus indicate limited or no 

awareness of the consultation process related to the Peel Health 

Service Framework review which took place during 2005 and sought 

input from childbearing women of various cultural backgrounds 

within the Peel region.  This is probably because specific health 

services tend not to be point of focus for the community unless they 

are actually being accessed. 

There is limited awareness of the advertised opportunities for 

consultation amongst the medical and midwifery community…  The 

attempt at consultation during 2005 was at very short notice and as a 

result key personnel practicing within the region were unable to 

respond.130 

5.17 Kalamunda Health Service similarly express concern about the lack of regard given to 
community expectations and needs: 

It is difficult to envisage how this unit was closed when a better 

alternative was not available.  Further, community expectations were 

not adequately obtained.  Adequate feedback was not provided to the 

community.131 

The Health Consumers’ Council 

5.18 The Health Consumers’ Council assessment of the consultation process is as follows:  

the consultation with patients and their families in the planning of 

obstetrics services outlined in the statewide obstetric services review 

                                                 
129  Submission No 18 from the Australian Medical Association Western Australia, p3. 
130  Submission No 21 from Peel Health Campus, p2. 
131  Submission No 12 from Kalamunda Health Service, p5. 
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document 2003 – that is, the Cohen report – was woefully 

inadequate.132 

5.19 In relation to the Reid review, Ms Maxine Drake, Advocate, Health Consumers’ 
Council, told the Committee: 

We were never given a specific brief to look at obstetric services as a 

particular issue.  Had there been a weighting in the contract to look 

at particular issues to a certain depth we could have proceeded to 

perhaps consult on those issues, but there was never any specific 

reference to consult on obstetric services, and that would have taken 

a very deliberate approach.133 

Other evidence to the Committee 

5.20 Dr Maureen Harris, Associate Professor of Midwifery, Edith Cowan University, 
pointed out in evidence to the Committee that the Cohen report acknowledged that: 

lobbying may result in community distress over changes to local 

facilities, such as a perceived lack of access in local areas with prior 

service delivery history, and these issues need to be addressed by 

wider consultation and community education.134  

5.21 Despite Dr Cohen’s intention for the Department to engage in community 
consultation, Dr Harris believes that consultative efforts have been insufficient: 

if you look at the consultation for the Reid report health reforms, 

which was undertaken by the community health council, it faced two 

major barriers, which hindered the success of the consultation 

process, and that was lack of time and insufficient budget.  The Reid 

report endorsed the recommendations of the Cohen report; however, 

there does not appear to be any specific canvassing for the public’s 

point of view about maternity services and the implications of the 

reform.135 

                                                 
132  Ms Margot Boetcher, Member, Health Consumers’ Council, Transcript of Evidence, 7 August 2006, pp1-

2. 
133  Ms Maxine Drake, Advocate, Health Consumers’ Council, Transcript of Evidence, 7 August 2006, p4. 
134  Dr Maureen Harris, Associate Professor of Midwifery, Edith Cowan University, Transcript of Evidence, 

16 April 2007, p2. 
135  Ibid. 
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5.22 Dr Harris did not think the community had been adequately consulted and it was not 
clear how community input ‘actually influenced any of the decision making or policy 

directions’.136  She explained that: 

Participation is about being part of the process.  It is about more than 

observing and commenting on processes but actual involvement in 

forums, the authoring of solutions…137 

CONSIDERATION OF EVIDENCE  

5.23 In its submission to this inquiry, the Department advised: 

Consultation and engagement is an increasingly important ‘evidence 

gathering’ tool for the Department of Health WA; both in terms of 

delivering its strategic priorities and in meeting the needs of local 

communities.138 

5.24 The submission from the AMA indicates that some stakeholders are not satisfied that 
evidence obtained from the community has been given sufficient regard by the 
Department: 

General Practitioners and their communities have little or no 

confidence that their views were incorporated in the decision making 

process.  This can be demonstrated by the endeavours of the GPs to 

engage the Health Department and the State Government via their 

comprehensive and well researched submissions, and by the local 

communities’ pleas to be consulted, both of which, by and large, 

appear to have been ignored.139 

5.25 The Australian College of Midwives draw attention to evidence that supports the 
safety of small maternity units: 

There is no evidence that birthing in rural hospitals produces worse 

outcomes.  Indeed, current research in NSW into the national 

perinatal statistics for small maternity units across Australia has 

found these services to be very safe and have lower rates of 

intervention.140 

                                                 
136  Ibid. 
137  Ibid. 
138  Submission No 16 from the Department of Health WA, p2. 
139  Submission No 18 from the Australian Medical Association, p5. 
140  Submission No 7 from the Australian College of Midwives, p1. 
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5.26 Community Midwifery WA point out that Western Australian evidence in relation to 
the performance and benefits derived from community midwifery services, and the 
increasing consumer demand for alternative models of care, has not been adequately 
taken into account by the Department: 

Rising consumer expectations in relation to maternity services show 

that women not only want safe and effective care, but a choice of 

primary carer beyond the specialist obstetrician.  Subsequently, 

CMWA receives applications for its Community Midwifery Program 

in excess of its ability to meet current demand.  This is in direct 

contrast to hospital based maternity units providing standard medical 

practitioner led care.  As a result, the State government’s review of 

maternity services – outlined in the Cohen report (2003) – flagged the 

potential closure of services which show declining service use.  This 

is a short sighted and internationally inconsistent approach to the 

provision of maternity care. 

This approach does not take into account the considerable evidence 

which shows that where maternity services are provided in local 

communities, by midwives as the lead carers, the cost of services are 

decreased.  More importantly, midwifery led care relieves pressure on 

tertiary facilities enabling greater efficiencies in the provision of 

high-level and intensive care for the minority of women and their 

babies who will require it.141 

5.27 The Kalamunda Health Service, in their submission, question the validity of cost as a 
justification for the closure of the local maternity service and suggest there is a lack of 
evidence in this regard: 

Cost benefit analysis figures have never been presented to the public, 

nor to the providers of obstetric care at Kalamunda Hospital.  It is 

perhaps a cynical view but local practitioners are of the opinion that 

this probably reflects an inability of the regional health authority to 

justify closure of the Kalamunda Obstetric Unit on a costing basis.142 

5.28 According to the Department, the decision to cease obstetric services at Kalamunda, 
Osborne Park and Bentley Hospitals was part of efforts aimed at ‘realigning the 

system for the long term’.143   Dr Simon Towler, Executive Director, Health Policy 
and Clinical Reform, Department of Health, explained that a number of issues impact 

                                                 
141  Submission No 20 from Community Midwifery WA, p4. 
142  Submission No 12 from Kalamunda Health Service, p4. 
143  Dr Simon Towler, Executive Director, Health Policy and Clinical Reform, Department of Health, 

Transcript of Evidence, 26 June 2006, p10.  See paragraph 1.7. 
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on maternity services planning.  While cost is one such factor, workforce demands and 
sustainability issues are also influential: 

Currently we have ongoing problems in the provision of things such 

as anaesthesia services.  There are difficulties in paediatric support 

for neonatal assessment.  One of the main drivers behind this is not 

any comment that the services where they exist have not been safe, but 

the process of moving forward and looking at what the drivers are to 

create a safe environment.  With concerns emerging about increasing 

age and first-time pregnancy, and the increased complication rate 

that goes with it, and some of the discussions that arose out of the 

Douglas inquiry, we were not in a position to ensure that we could 

maintain multiple sites going forward.  In the time up to Cohen, there 

was a more than 20 per cent reduction in the number of general 

practitioners who had undertaken substantial obstetric training.  The 

view was that the situation was likely to get worse, particularly in the 

environment around the medical indemnity crisis.144 

5.29 The Royal Australian College of General Practitioners (RACGP) in their submission 
express concern that the policy adopted by the Department is not underpinned by an 
in-depth analysis of the implications to the workforce and community: 

While the RACGP understands the need for increased efficiencies in 

the public health system, it believes the current approach of reducing 

services has not taken into account the medium to long-term effects on 

General Practice obstetricians and the community, including 
potential increases in costs to the public system.145 

Committee comment: 

5.30 The Committee understands that the particular focus for the Cohen review was the 
provision of secondary and tertiary maternity services in Western Australia.   

5.31 Clearly, the Working Group supported an expansion of primary services however the 
lack of specific references in the Cohen report makes it difficult to assess the extent of 
the literature review undertaken by the Working Group.  In the Committee’s view, the 
evidence review was limited in breadth and did not extend to a comprehensive 
examination of models of care, including primary care and its place in the maternity 
system. 

5.32 The Committee is of the view that the demand for alternative care options by 
consumers and some stakeholders made a review of models of maternity care long 

                                                 
144  Ibid, p9. 
145  Submission No 19 from Royal Australian College of General Practitioners, covering letter. 
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overdue.  This has now been undertaken with the Future Directions in Maternity Care 
process.    

5.33 The Committee notes that subsequent stages of the review process, specifically the 
Women’s and Infants’ Metropolitan Clinical Services Masterplan and the Future 

Direction in Maternity Care incorporated a more comprehensive review of local and 
international evidence. 
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CHAPTER 6 

MATERNITY CARE 

INTRODUCTION  

6.1 This chapter will provide an overview of current models of maternity care in Western 
Australia, including recent birth statistics.  Developments in maternity care elsewhere 
in Australia and internationally will also be examined.   

MODELS OF CARE 

6.2 While the form of maternity care provided throughout facilities in Western Australia 
varies in relation to specific model design, the choice of care available to women can 
generally be described as one of the following three categories:   

a) medical models where all or most of the care is provided by a specialist 
obstetrician or GP obstetrician; 

b) midwifery-led models in which all or most of the care is provided by 
midwives; and 

c) shared care models where care is provided by both midwives and medical 
practitioners, including GP obstetricians. 

6.3 It should be noted that models of maternity care are not absolute.  A pregnant woman 
may be referred for a specialist consultation while management of her pregnancy 
continues within a midwifery-led or shared care model.   

6.4 The importance of flexibility within the system was reinforced to the Committee 
during its visit to New Zealand.   The Committee understands from its discussions 
with representatives of the New Zealand College of General Practitioners that a 
maternity system needs to allow for continuity of care among the different models to 
meet the needs of women with a normal pregnancy and for those who have certain 
medical elements to their pregnancy.146 

Medical models of care 

6.5 The different approach adopted by the medical and midwifery professions toward the 
provision of care during pregnancy and birth can be described as:  

                                                 
146  Informal discussions with representatives of the New Zealand College of GPs, Wellington, 8 February 

2007. 
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Midwifery care is based on a philosophy of pregnancy and birth as 

normal physiological processes.  Its focus is on the promotion of 

normality and psychosocial support.  Medical doctor-led care also 

recognizes pregnancy and birth as normal physiologic processes, but 

emphasizes the prevention of morbidity and mortality, through 

detection of complications.147 

6.6 The medical view of risk in childbirth was expressed in evidence given to the 
Committee in Albany: 

Any form of medicine is a risk procedure and obstetrics is a high-risk 

procedure wherever you deliver babies even though you have a 

planned delivery system or an unplanned delivery system.  In the end, 

during a labour anything can happen.  We work on the numbers but 

when for an individual, it is not the numbers that count; it is what 

happens to you.148 

6.7 There is no doubt that medical developments such as instrumental deliveries, 
anaesthesia, caesarean section and blood transfusions have dramatically lowered the 
maternal mortality rate.149   

6.8 It has been argued however that gains in safety have led to a corresponding rise in 
expectations.  The Committee heard evidence that some medical practitioners believe 
that the achievements of the medical model of care in lowering mortality rates is 
sometimes overlooked: 

if they want to be natural, look at the outcomes of the beginning of 

last century and that before there was a medical model.   …We have 

become victims of our own success.  Because people now expect a 

perfect outcome, they have forgotten why a lot of these interventions 

and things were actually invented.  …people have lost any respect or 

fear for the process.  Not that you want that.  Most of the time it is 

very natural; that is why the human race is here.  As a species we 

reproduce wonderfully; as an individual not so well.150 

                                                 
147  Hatem M, Hodnett ED, Devane D, Fraser WD, Sandall J, Soltani H, Midwifery-led versus other models 

of care delivery for childbearing women. (Protocol) The Cochrane Database of Systematic Reviews, Issue 
2, John Wiley & Sons, 2006, p2.  Available online at http://www.thecochranelibrary.com (viewed on 10 
July 2006). 

148  Dr John Keenan, Medical Director, Great Southern, WA Country Health Service, Albany, Transcript of 
Evidence, 28 November 2006, p8. 

149  Johansson R, Newburn M, Macfarlane A, ‘Has the medicalisation of childbirth gone too far?’, BMJ 
[online], 324, 2002, p892.  Available at http://bmj.bmjjournals.com (viewed on 30 April 2007). 

150  Dr Jewell, Obstetrician Gynaecologist, Southwest Gynaecology, Bunbury, Transcript of Evidence, 
27 November 2006, p13. 
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6.9 Concern has also been expressed by medical practitioners that change to the current 
maternity system will bring with it a risk of reversing the gains made in safety for 
mother and baby.  The submission from RANZCOG outlines these fears: 

As a general statement one can say that the current perinatal 

mortality, morbidity and maternal mortality figures appear safe 

because of modern management protocols.  Relaxation of supervision 

and surveillance will undoubtedly result in a regression of these 

figures.151 

6.10 Alongside the development of a medical model of care, specialist obstetricians have 
become increasingly involved in the management of normal births, not just those with 
complications.152 

6.11 Implications of new models of maternity care and the question of whether birth has 
become too medicalised have caused some debate within RANZCOG.  The 
RANZCOG website notes that the diversity of opinion among its members can 
generally be grouped into three broad viewpoints: 153 

a) the current system works well and the status quo should be maintained; 

b) an expanded role for midwives should be incorporated within a team model of 
care that provides access to obstetricians, GPs and midwives ‘wherever 

possible within the same institution or on the same site’; and 

c) primary maternity care should be provided by GPs and midwives - specialist 
obstetricians should confine their practice to secondary and tertiary care.  

6.12 The RANZCOG submission to the Productivity Commission Health Workforce Study 
outlined its view of how maternity services should be organised to operate safely and 
efficiently:   

A team, consisting of obstetrician, general practitioner and midwife 

working cooperatively has the opportunity to utilise the workforce in 

the most efficient manner with midwives and/or general practitioners 

providing antenatal care and performing normal deliveries with a 

                                                 
151  Submission No 9 from the Royal Australian College of Obstetricians and Gynaecologists, p2. 
152  Johansson R, Newburn M, MacFarlane A, ‘Has the medicalisation of childbirth gone too far?’, BMJ 

[online], 324, 2002, p892.  Available at http://bmj.bmjjournals.com (viewed on 30 April 2007). 
153  Kenneth Clark, ‘From the President’ November 2005, at http://www.ranzcog.edu.au/about/index.shtml 

(viewed on 7 June 2006). 
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robust triage system that ensures that at-risk women are referred in a 

timely manner to the specialist obstetrician.154 

Midwifery-led models of care 

Definition of the midwife 

6.13 The definition of a midwife adopted by the International Confederation of Midwives 
in 2005 includes the following: 

The midwife is recognised as a responsible and accountable 

professional who works in partnership with women to give the 

necessary support, care and advice during pregnancy, labour and the 

postpartum period, to conduct births on the midwife’s own 

responsibility and to provide care for the newborn and the infant.  

This care includes preventative measures, the promotion of normal 

birth, the detection of complications in mother and child, the 

accessing of medical care or other appropriate assistance and the 

carrying out of emergency measures. 

The midwife has an important task in health counseling and 

education, not only for the woman, but also within the family and the 

community.  This work should involve antenatal education and 

preparation for parenthood and may extend to women’s health, 

sexual or reproductive health and child care. 

A midwife may practice in any setting including the home, community, 

hospitals, clinics or health units.155 

6.14 Midwifery-led care is usually, although not always, confined to women who have 
been classified as low risk, meaning that they are expected to have an uncomplicated 
pregnancy and birth: 

the midwife is the primary care provider for women with 

uncomplicated pregnancy and childbirth, in collaboration with the 

medical team and with ready access to consultation and transfer if 

complications arise.156 

                                                 
154  The Royal Australian and New Zealand College of Obstetricians and Gynaecologists, Submission to 

Productivity Commission Health Workforce Study, 2005, p11.  Available at 
http://www.pc.gov.au/study/healthworkfoce/subs/sub112.pdf (viewed on 31 May 2007). 

155  International Confederation of Midwives, Definition of the Midwife, available at 
www.internationalmidwives.org, (viewed on 2 May 2007). 

156  National Health and Medical Research Council, Review of Services Offered by Midwives, Commonwealth 
of Australia, Canberra, 1998, p3.  Available at http://www.nhmrc.gov.au/publications (viewed on 
26 March 2007). 
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6.15 Midwifery-led services are generally organised in the following ways: 

• hospital-based or ‘core’ midwives work according to standard hospital shifts; 

• team midwifery care is provided by a group of midwives.  This may be in a 
public hospital setting, a birth centre or community clinic; and 

• caseload midwifery where a single midwife manages an individual caseload 
of women, providing care during pregnancy, birth and the after birth period. 

6.16 In their submission to the Committee, the Australian College of Midwives refer to the 
volume of published evidence that demonstrates the benefits of midwife-led care 
including fewer interventions, increased consumer satisfaction, continuity of care and 
cost effectiveness.157  They further contend that: 

[s]ince 1995, following the Select Committee on Intervention in 

Childbirth there has been a plethora of evidence that midwifery 

models of care should be implemented and be available for all 

women.  Midwifery-led maternity services should be the norm.158 

6.17 The safety of midwifery-led care was also endorsed by the National Health and 
Medical Research Council (NHMRC) in its 1998 Review of Services Offered by 

Midwives which found that: 

Overall, no evidence could be found to support objections to these 

collaborative midwifery services on the basis of safety for mother or 

infant.159 

Shared-care models 

6.18 In shared-care models, a woman’s care during pregnancy, birth and the after birth 
period is shared between different professionals: 

At various points during pregnancy, childbirth, and the postnatal 

period, responsibility for care may shift to a different provider or 

group of providers.  Care may be shared by family doctors and 

midwives, by obstetricians and midwives, or by providers from all 

three groups.  These models vary, but none offers complete continuity 

                                                 
157  Submission No 7 from the Australian College of Midwives, pp2-3. 
158  Ibid, p3. 
159  National Health and Medical Research Council, Review of Services Offered by Midwives, Commonwealth 

of Australia, Canberra, 1998, p3. 
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of caregivers, in which all of a women’s ante, intra and postpartum 

care is provided by a small team of providers.160 

6.19 In some models, care may be obstetrician-led to the extent that the obstetrician has 
responsibility for care provided to the woman, however the day to day provision and 
management of the woman’s care is undertaken by midwives.161   

6.20 Shared care with GP obstetricians and midwives is the most common model in 
regional areas of Western Australia.  The Committee heard that the Denmark Health 
Service in the South West managed low risk patients:  

Antenatal patients are looked after by midwives or GPs; most are 

cared for by both under the shared-care model.162 

6.21 The Committee also heard evidence from a GP obstetrician on how the shared care 
model operates in Albany:  

we see our patients for their antenatal care in our private rooms.  

They are billed privately, although patients who are economically 

disadvantaged are bulk-billed…  There is no cost to them and no cost 

to the hospital.  We attend the deliveries.  The hospital midwives are 

fantastic and we work as a team with them.  If a patient of any of us is 

in labour, the midwife would ring us 24 hours a day; we are on call 

all of the time for our own patients while we are in the town.  …We 

provide a great cover.  There is a caesarean roster.  The midwives 

provide antenatal classes but the antenatal care is actually done in 

our private rooms and is federally funded.  We know the women very 

well.163   

6.22 Some of the benefits of shared care in country services were pointed out to the 
Committee in Bunbury: 

There is a lot of opportunity with the shared care model of midwifery.  

That would provide continuity for care for both the patient and the 

staff - they would monitor the person throughout the entire 

pregnancy, work with them, develop a relationship and work with the 

                                                 
160  Hatem M, Hodnett ED, Devane D, Fraser WD, Sandall J, Soltani H, Midwifery-led versus other models 

of care delivery for childbearing women. (Protocol) The Cochrane Database of Systematic Reviews, Issue 
2, John Wiley & Sons, 2006, p2.  Available online at http://www.thecochranelibrary.com (viewed on 
10 July 2006).   

161  Ibid. 
162  Dr Sharon Jackson, GP obstetrician, Denmark Medical Centre, Denmark, Transcript of Evidence, 

28 November 2006, p3. 
163  Dr Lorri Spurgeon, Visiting Medical Officer, The Surgery, Albany, Transcript of Evidence, 28 November 

2006, p4. 
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GP in a shared care model to free up the GP a bit and free up the 

midwives a bit to focus on their area of expertise.  That has a lot of 

merit and fits nicely with the future direction of maternity care 

document.  We need to look at what we can provide safely in a small 

setting and how far is a reasonable distance for people to travel to 

access this type of service.164 

 BIRTHS IN WESTERN AUSTRALIA  

6.23 In 2005, approximately three quarters (74.7%) of the 26,538 women who gave birth in 
Western Australia lived in the metropolitan area. The total number of births increased 
by 5.7% on the previous year.165  

6.24 The mean age of birthing women was 29.4 years, representing a noticeable increase in 
the number of older mothers.  In 1991, only 9.9% of new mothers were aged 35 years 
and older however this proportion increased to 19.6% in 2005.166   

Place of birth 

6.25 Most women (99%) in Western Australia give birth in hospital with approximately 
37% in a private hospital.167   

6.26 There were 155 planned home births in 2005.  The low rate of homebirth has 
remained fairly constant over recent years at less than 1% of births.168 

6.27 While 531 women intended to give birth in the KEMH birth centre in 2005, only 234 
did so, with the remainder giving birth either in hospital, at home or before arrival at 
hospital.169 

Birth 

6.28 The high rate of hospital deliveries in Western Australia is not indicative of risk status 
as 62.5% of women who gave birth in 2004 had an uncomplicated pregnancy.170  

                                                 
164  Mr David Naughton, Director, District Hospitals, MPS and Aged Care, WA Country Health Service-

South West, Bunbury, Transcript of Evidence, 27 November 2006, p4. 
165  Gee V, Hu QM, Ernstzen AN, Perinatal Statistics in Western Australia, 2005, Twenty-third Annual 

Report of the Western Australian Midwives’ Notification System, Department of Health WA, Perth, 
2007, pp3-4. 

166  Ibid, p3. 
167  Ibid, p27. 
168  Ibid, p5. 
169  Ibid, p26. 
170  Ibid, p7. 
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6.29 Labour established spontaneously for 49.4% of women, while 28.6% of women were 
induced and 22% were delivered by caesarean.   Only 22.7% of women did not 
receive any obstetric intervention during labour or birth.171  

6.30 For 73.6% of women who had a spontaneous vaginal birth, their baby was delivered 
by a midwife, while obstetricians and other medical officers delivered 39.5% of 
women who gave birth vaginally.172  

Pain relief 

6.31 Just over one fifth (20.8%) of the 17,552 women who gave birth vaginally did not 
receive any analgesia.  Of the remainder, pain relief consisted of a lumbar epidural 
block in 36.5% of cases, nitrous oxide and oxygen (22.2%), narcotic sedation (18.2%), 
and spinal analgesic block (1.4%).173  

Caesarean sections 

6.32 Approximately one third (33.9%) of women gave birth by caesarean section 
(compared to 18.5% fifteen years ago in 1991), with 19.1% of cases being elective and 
14.8% emergency procedures.174  

6.33 Data also shows that women who have had a previous caesarean section are likely to 
have a repeat procedure for subsequent pregnancies. 175 

Perinatal mortality 

6.34 The perinatal mortality rate was 10.1 per 1000 total births and the neonatal mortality 
rate was 2.7 per 1000 livebirths for 2005.  There has been a gradual reduction in the 
perinatal mortality rate over the last 15 years from 11.0 in 1991 to 10.1 in 2005.176  

6.35 Comparisons of perinatal mortality rates can be problematic due to different 
definitions and reporting methodologies.  However, in order to put the Western 
Australian figure in context, data from the National Perinatal Data Collection indicates 
an Australian perinatal mortality rate of 10.5 per 1000 births in 2004.177 
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6.36 The perinatal mortality rate for babies of Aboriginal women was 19.2 per 1000, 
significantly higher than the 9.5 per 1000 for non-aboriginal women.178 

 

Recommendation 1:  The Committee recommends that the Government, as a priority, 
consult with the Aboriginal community and health experts to improve pregnancy care 
and birth outcomes for Aboriginal women in Western Australia. 

 

MODELS OF CARE IN WESTERN AUSTRALIA  

Pregnancy care and antenatal classes 

6.37 In Western Australia, most public pregnancy care is provided at hospital clinics or in 
GP’s private rooms.  Some pregnancy care is also provided by Community Midwifery 
WA within the metropolitan area and in the Kimberley region.179 

6.38 Antenatal classes are provided by nine hospitals in Perth and in country areas the 
Department’s advice is that: 

the range of services available varies considerably, and is clearly 

focused on meeting demand as that demand occurs.  Many centers 

provide the antenatal service on an as needs basis.180 

Birthing facilities 

6.39 Information provided by the Department to the Committee shows that following the 
closure of the Kalamunda Hospital maternity unit, there are nine units currently 
providing public obstetric services in the metropolitan area.  Babies have also been 
delivered at 20 public hospitals in regional Western Australia.181  The number of births 
for 2005/06 at each Western Australian hospital is outlined in Appendix 7. 

While more than 5,200 babies were born at KEMH in 2005/2006, 

only about 30% of those births required tertiary level care.182  The 
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only birthing centre in Western Australia is co-located at KEMH and 

delivers approximately 200 babies per annum.183 

6.40 The Community Midwifery Service is government funded and provides a homebirth 
service for women in the metropolitan area.  The program provides midwifery-led 
continuity of care for approximately 150 deliveries per annum.184 

6.41 While it is difficult to obtain precise figures on how many women are delivered by GP 
obstetricians (or by a midwife while under the care of a GP obstetrician), the RACGP 
estimate approximately 5,700 deliveries in Western Australia per annum.  This figure 
includes 1,700 births in the metropolitan area (including most of the 1,000 births at 
Rockingham Hospital) and at least 4,000 of the 7,000 deliveries in country Western 
Australia.185 

Models of care provided at Western Australian hospitals 

6.42 Appendix 8 contains a table provided by the Department which outlines models of 
care available at metropolitan and country hospitals in Western Australia.   

6.43 The Committee notes that KEMH provides a range of models including team 
midwifery and family birth centre care for low risk women, through to various 
specialist services.  While women may receive pregnancy care in a shared care 
arrangement with their GP, deliveries are only conducted by hospital midwives and 
medical officers.186  

6.44 The Department’s draft maternity policy envisions that KEMH: 

should continue to operate as a local hospital for local women, as 

well as a tertiary service for women requiring complex medical 

support.  The type of care local women receive at KEMH should be 
tailored to meet their needs.187 

6.45 Services available at other metropolitan sites vary considerably.  For instance, at Swan 
Districts Hospital, labour care and delivery is provided by hospital midwives and 

                                                 
183  Health Policy and Clinical Reform, Improving Maternity Choices: Working Together Across WA.  A 

Draft Policy, Department of Health Western Australia, Perth, 2007, p11. 
184  For more information see Community Midwifery Western Australia, Annual Report 2005/2006, available 
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185  Email correspondence from Dr Peter Maguire, Chairman, WA Faculty, Royal Australian College of 
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186  Department of Health, Models of Care, 10 October 2006 at Appendix 8. 
187  Health Policy and Clinical Reform, Improving Maternity Choices: Working Together Across WA.  A 

Draft Policy, Department of Health Western Australia, Perth, 2007, p48. 
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specialist obstetricians attend all deliveries.  GP obstetricians are not involved in 
deliveries at the hospital.188   

6.46 The table at Appendix 8 shows that other metropolitan units generally provide 
services by hospital midwives, GP obstetricians and specialist obstetricians.  The 
organisation and specifics of models of care vary between locations, as does the 
number of care options available. 

6.47 The arbitrary nature of maternity service alignment in Western Australia, and in the 
metropolitan area in particular, has been recognised by the Department itself.  
Dr Simon Towler, Executive Director, Health Policy and Clinical Reform, Department 
of Health,  told the Committee that: 

I think that historically the development of the models that exist in 

different places has not been driven by any overarching principle.  It 

has occurred on the basis of local pressures, local clinical availability 

and local clinical leadership.  We have a fairly arbitrary structure.  

…for the first time, we are genuinely starting to look at the overall 

questions around the provision of these services.  There are 

challenges in the way the state-administered system interacts with the 

services provided through Commonwealth funding.  I think the point 

behind this consultation is that we are aware of the huge diversity of 

outcomes; that we have some sense that we have not really considered 

the scope of practice and the credentials of the different models of 

care as they operate.189 

Committee comment: 

6.48 In the Committee’s view, women in Western Australia are currently faced with a 
geographic lottery in relation to public maternity care choices.   

6.49 The Committee recognises that Area Health Services need to respond to a variety of 
influences including workforce constraints, local demographics and community needs.  
However, the resulting lack of consistency in service provision means that women do 
not have equitable access to different care options nor are they sufficiently informed 
about the choices available.  

6.50 The Committee recognises a need for an overall framework that will ensure greater 
consistency of maternity services and improved information provision that will enable 
women to be confident that they can access a range of services.    
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Recommendation 2:  The Committee recommends that the Government develop a 
consumer guide to maternity services in WA that informs women about the location 
and availability of care options and provides detailed information about models of 
care. 

 

INTEGRATION OF MATERNITY SERVICES  

6.51 The integration of maternity services was raised in submissions to the inquiry, with 
the AMA pointing out that poor integration of services has an inevitable impact on the 
quality of care:   

The Health Department appears to remain culture-bound with its 

focus on priorities of hospital services and considers General 

Practice and the communities they serve as an afterthought.  This 

attitude is neither new or excusable.  This is because traditionally, the 

Health Department has failed to properly appreciate the critical role 

General Practice plays in delivering health services to the 

community, and as a consequence, primary, secondary and tertiary 

health services still have little integration.  Services tend to work in 

isolation under individual systems of operation, which ultimately 

result in poor communication and coordination between the services 

and poor continuity of care for patients.190  

6.52 Mr Mark McKenna FRACOG, obstetrician gynaecologist, similarly recognised the 
need for greater collaboration between professionals and better integration of services: 

A real dialogue and trust between these care models is necessary to 

develop safe sensitive care.  Whatever the outcome of this review it is 

important that the final models bring all carers together. 191 

Committee comment: 

6.53 The Committee notes that key stakeholders have expressed concern about the 
integration of maternity services.  The Committee is concerned that if action is not 
taken by the Department to identify and rectify these issues as a matter of priority, the 
situation may worsen with the introduction of community based primary services as 
suggested in the Department’s draft maternity policy, Improving maternity Choices: 

Working Together Across WA.   

6.54 The Committee understands that an essential element of continuity of care involves 
the provision of seamless referral and advice between professionals.  The Committee 
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also notes that the draft policy states that ‘ [s]upport services should be available 

throughout maternity care and be integrated between health professions and 

agencies.’ 192 

 

Recommendation 3:  The Committee recommends that the Government: 

(a) identifies the integration of primary, secondary and tertiary maternity services 
 as a component of its maternity policy; and 

(b) develops strategies to improve collaboration between providers of maternity 
 care and to achieve an integrated and responsive maternity system that ensures 
 seamless referral and advice.   

 

MATERNITY CARE POLICY IN AUSTRALIA  

6.55 Recent reviews of maternity services conducted in Queensland, NSW and Victoria 
have recommended improved access to primary maternity care services.   

6.56 This shift in focus is gradually being reflected in changes to maternity care systems 
throughout Australia: 

Impetus for movement in this direction is being provided by the 

growing commitment to evidence based, consumer-focussed models of 

public sector health care, as well as changes in the maternity 

workforce.193  

Victoria 

6.57 In Victoria, GP shared care is widely available in public hospitals and the availability 
of midwifery-led models of care within the public system is improving.  Some 
hospitals have also set up satellite clinics in community health centres to provide 
antenatal care to women close to home.194   

6.58 Midwifery models of care were introduced gradually in Victoria, often in the form of a 
trial that could be closely monitored and formally evaluated.  This approach served to 
take into account the safety concerns held by many medical practitioners as well as 
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helping to build up a body of evidence in relation to issues such as continuity of care, 
safety and satisfaction with care.195   

6.59 According to the Victorian Government’s Future Directions for Victoria’s Maternity 

Services, the three levels of care (primary, secondary and tertiary) will be based on 
services rather than facilities.  Primary maternity services are recognised as 
fundamental in meeting the needs of most women with an uncomplicated pregnancy 
and recognition of the role of the midwife in normal pregnancy and childbirth is a key 
aspect of the policy.196   

New South Wales 

6.60 Similar developments have occurred in New South Wales, where there is now an 
increased focus on choice, continuity and normal birth in a primary care environment.   

6.61 The stated goals and objectives of the NSW Framework for Maternity Services (2000) 
include:  

• consumer choice and access: through education about options and increased 
consultation and participation in planning services; 

• safety and quality; 

• continuity of care and the implementation of best practice models; 

• collaboration through a multidisciplinary consultative approach; 

• recognition of birth as a normal process, including a Primary Health Care 
Framework as a fundamental principle for the provision of maternity services; 

• availability of a range of models of care; and 

• a competent and flexible workforce, including sufficient numbers and 
equitable distribution of midwives, obstetricians and GP obstetricians.197 

Queensland 

6.62 Locally accessible community-based care is a feature of the new approach to 
maternity care recommended in the 2005 Queensland review of maternity services.   
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6.63 Key principles for care stemming from the review include: 

• the provision of pregnancy, birth and post-birth care with continuity of care 
from a small team; 

• independent and accessible information for women about options available to   
them; 

• the provision of community based primary care maternity services; and 

• whenever possible, the provision of integrated care that is community based 
and by a known carer.198 

DEVELOPMENTS OVERSEAS 

6.64 The developments in Australian maternity services are mirrored in other industrialised 
countries throughout the world.  There is an increasing trend toward developing local, 
accessible primary maternity care that is evidence based and takes account of 
women’s preferences.  Many of these services involve midwife-led or shared care 
models of care. 

New Zealand 

6.65 Maternity care in New Zealand is free, except if a woman chooses to receive care 
from a private obstetrician.   

6.66 A pregnant woman is required to choose a Lead Maternity Carer who can be a 
midwife, general practitioner or a specialist obstetrician.  The Lead Maternity Carer is 
subsequently registered and provides (individually or through a small team) continuity 
of maternity care throughout the woman’s pregnancy and the after birth period.199 

6.67 While women in New Zealand can choose to give birth at home, at a birthing centre or 
in a hospital, most babies (approximately 98%) are born in hospital.200   

6.68 According to the most recent Report on Maternity, in 2003 a midwife was the chosen 
lead maternity carer at first registration for 78.1% of women, while 7.9 per cent of 
women registered with a general practitioner and 7.8 per cent with an obstetrician.201 
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6.69 All Lead Maternity Carers receive the same fee for provision of a maternity service 
and there is a set budget which is claimable by the provider under modules of care 
throughout pregnancy, birth and the after birth period.202 

6.70 Recent developments in New Zealand, including investigations surrounding the death 
of two babies, led to a Ministry of Health report to conclude that primary maternity 
care needed to be better integrated into primary health care, and closer relationships 
between midwives and GPs should be developed.  The need for better integration 
between primary and secondary care providers was also identified.203 

United Kingdom 

6.71 While most antenatal care in the UK is performed by midwives in the community,204 
the majority of births occur in hospital with only about four per cent of women having 
their baby delivered in a birthing centre and 2-3 per cent at home.205 

6.72 Key recommendations from the Government’s 1993 Changing Childbirth report 
(including an increased role for midwives and greater choice in maternity care) were 
recently examined by an independent UK think tank, the Reform group.  Progress 
toward change was deemed ‘at best modest’ and it was found that many team 
midwifery pilot projects had not been sustainable due to the nature of the work which 
placed significant demands on the midwives.206   

6.73 Another UK report, Keeping the NHS Local, noted that while some freestanding 
midwife-led units operate successfully in the UK, only a small proportion of women 
who would be deemed clinically suitable for such services actually choose to use 
them.  The report concluded that further research was needed to understand the factors 
that influence women’s choice in this regard.207  

6.74 The Shribman report in 2007 outlined the clinical case for change to the configuration 
of maternity services in England.  While birth had become safer than ever, the report 
noted that the trend toward medical intervention and hospital births had continued to 
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increase with only about four per cent of women giving birth in local midwife-led 
birthing units. 

There is no optimum number of births to make a unit sustainable.  

Small midwife and nurse-led units are providing a high level of care 

to mothers and their babies just as units with larger numbers are able 

to.  More important is the way the local NHS chooses to organise 

their care to meet the needs of their local community and the 

investment it makes in the training and support of its staff.  There is a 

balance between accessibility and the need for specialist care.  

Proposals for change must be developed in consultation with local 

people.208 

6.75 A guiding principle for future maternity services in the UK will be recognition of 
midwives as experts in normal birth.  Consequently, all women will have a known 
midwife to provide pregnancy, birth and after-birth care.   Changes to the 
configuration of services will also see increased emphasis on providing care in 
community based settings.209 

Canada 

6.76 In Canada, as in Australia, most babies (99%) are born in hospital.210   

6.77 Most expectant mothers (88%) receive pregnancy care from a medical practitioner and 
the attending practitioner during birth is also usually a doctor.211  Increasingly, the 
doctor attending the birth is a specialist obstetrician, with 61% of all vaginal births 
attended by an obstetrician in 2000 and 95% of all caesarean sections.212 

6.78 Midwifery services are now regulated in a number (but not all) Canadian provinces 
and some provinces provide publicly funded midwifery services.213  Since 1993 there 
has been a significant increase in the number of midwives in Canada and increasingly, 
midwives are providing care for publicly funded hospital births.214 

6.79 Concern has been expressed regarding the sustainability of the current emphasis on 
medical practitioner-led and hospital-based maternity care to the extent that the 
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Society of Obstetricians and Gynaecologists of Canada have identified a ‘human 

resource crisis in the provision of primary maternity care’ in Canada.215   

6.80 Health Canada responded to these concerns in 2004 by providing funding to the 
Multidisciplinary Collaborative Primary Maternity Care Project which is working 
towards the establishment of a multidisciplinary and collaborative primary maternity 
strategy at a national level.216 

LESSONS FOR WESTERN AUSTRALIA  

6.81 The Committee notes a widespread trend toward the realignment of maternity systems 
to enable an increased emphasis on primary care.  While these changes may well have 
been prompted by issues relating to workforce and affordability in some cases, the 
same strains on sustainability face Western Australia.   

6.82 The Peel Health Campus in their submission point out: 

It is not viable to rely solely on specialist based models in a country 

of this size and variable population densities.217 

6.83 While safety is always a prime consideration in relation to maternity services, primary 
care models can provide safe alternatives that improve other important elements of 
care such as choice, access and satisfaction.  A submission to this inquiry from a 
specialist obstetrician pointed out: 

We cannot truly believe that safety is the be all and end all of models 

of care as we allow, for whatever reasons, rural models of obstetric 

care and community midwifery to continue (as we should).218 

Committee comment:  

6.84 The Committee notes that other countries and Australian states have responded to 
challenges relating to maternity workforce demands, access to services and consumer 
need by introducing system reforms to address those issues.  In many cases, the 
response has included recognition of the value of community based primary maternity 
services.    In the Committee’s view, many of these developments have been positive 
and provide valuable examples for WA to consider. 
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CHAPTER 7 

MODELS OF CARE: PREGNANCY , BIRTH AND  

 AFTER BIRTH CARE 

INTRODUCTION  

7.1 This chapter will examine the three phases of maternity care: pregnancy (antenatal) 
care, care during birth (intrapartum) and after birth (postnatal) care.   

7.2 While it is beyond the scope of this inquiry to conduct a review of evidence in relation 
to the various aspects of maternity care, it is useful to have a basic understanding of 
current thinking in order to adequately grasp the key issues in the debate about 
maternity care policy in Western Australia.  Consequently, this chapter will also 
provide a brief overview of current evidence in relation to models of care. 

PREGNANCY CARE 

7.3 The aim of  pregnancy care and antenatal programs are to: 

address health promotion, uncomplicated pregnancy development, 

treatment of complications, and provide information on care options 

and practical parenting.219 

7.4 Pregnancy care should also provide ‘timely care’ that ensures ‘effective and 

appropriate screening, preventive, or treatment interventions’.220   

Models of pregnancy care  

7.5 The nature of pregnancy care is influenced by the model of care chosen by a woman, 
and in Western Australia, the majority of antenatal care is provided in hospital clinics 
or in GP’s rooms.221   

7.6 The three main models of care available in the Australian public system are:222 
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a) Midwifery-led care where midwives provide all or most of the care in a public 
hospital, birth centre or community midwifery program.  

b) Conventional or standard care provided in a public hospital antenatal clinic.  
In this setting a pregnant woman will generally see a variety of midwives 
and/or medical practitioners, although the actual number of practitioners 
consulted throughout the pregnancy will vary according to individual clinics. 

c) GP-led care where a GP obstetrician will provide all or most of the antenatal 
care in private rooms or at a hospital clinic. 

7.7 Many midwifery-led or GP shared care services in Australia will also include a routine 
scheduling of one or more consultations with an obstetrician as a safety measure.  The 
number of these visits will depend on hospital policy.223 

7.8 Outside the public system, Western Australian women also have the option of 
receiving care from a limited number of independent midwives (where the cost is 
borne by the woman) or from a private obstetrician. 

Evidence and current practice 

7.9 Pregnancy care programs have changed little over the years and until recently there 
had been little critical assessment of the various components of care, including the 
frequency and timing of pregnancy care appointments.224 

7.10 This is particularly true for Australia where, since the National Health and Medical 
Research Council (NHMRC) rescinded its guidelines in 1995, there have not been any 
comprehensive national guidelines in relation to pregnancy care.225   

7.11 It appears this situation may be rectified in the near future with the Commonwealth 
Department of Health and Ageing having recently sought tenders for the development 
of NHMRC evidence-based guidelines for antenatal care.  According to the tender 
document, the new guidelines will: 

focus on both the clinical and social aspects of care providing 

minimum standards for the care of healthy pregnant women and 

providing additional guidance for the care of those at greater risk.226  

                                                 
223  Ibid, p10. 
224  Enkin M, Keirse M, Neilson J, Crowther C, Duley L, Hodnett E, Hofmeyr J, A guide to effective care in 

pregnancy and childbirth, Oxford University Press, Oxford, 2000, p18.  Available at 
http://www.childbirthconnection.org/article.asp?ck=10218 (viewed on 2 May 2007). 

225  Hunt J and Lumley J, ‘Are recommendations about routine antenatal care in Australia consistent and 
evidence-based?’, Medical Journal of Australia [online], Vol 176, 176:, p255.  Full text article available 
at http://www.mja.com.au (viewed on 16 August 2007). 
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7.12 While individual organisations will often not have sufficient resources to develop their 
own set of guidelines, collaboration between organisations can overcome these 
difficulties.  For instance, in Victoria three tertiary maternity hospitals (the 3 Centres 
Collaboration) combined resources to develop their own evidence-based guidelines 
with the aim of standardising routine pregnancy care in those facilities.227 

7.13 In the United Kingdom, the National Institute for Clinical Excellence (NICE)228 has 
developed a set of antenatal care guidelines which include (but are not limited to) the 
following recommendations:  

• Antenatal classes and written information should be offered to pregnant 
women, including evidence-based information to enable them to make 
informed decisions about their care. 

• Information given to pregnant women should be clear and consistent. 

• The evidence indicates that the routine involvement of obstetricians in an 
uncomplicated pregnancy does not improve perinatal outcomes; consequently 
women in these circumstances should be offered midwife- and GP-led models 
of care.   

• There should be continuity of care during the pregnancy by a small group of 
carers. 

• A system of clear referral paths is required to ensure appropriate referral and 
treatment if complications arise. 

• Antenatal care should be easily accessible and sensitive to individual and local 
community needs. 

• The number and timing of appointments should be determined by the function 
of the appointments. 229   

7.14 The traditional pregnancy schedule consists of approximately 14 visits, however 
Victoria’s 3 Centres Consensus Guidelines on Antenatal Care concur with the NICE 

                                                                                                                                             
226  Department of Heath and Ageing, at                                                                                   

http://www.health.gov.au/internet/wcms/publishing.nsf/Content/rft2760607, (viewed on 11 April 2007). 
227  Hunt J and Lumley J, ‘Are recommendations about routine antenatal care in Australia consistent and 

evidence-based?, Medical Journal of Australia [online], Vol 176, 176, p258.  Full text article available at 
http://www.mja.com.au (viewed on 16 August 2007). 

228  The National Institute for Health and Clinical Excellence (NICE) is an independent organisation that 
provides guidance on clinical practice for the NHS in England and Wales.  NICE guidelines are based on 
a review of the best available evidence and draft guidelines are issued for consultation before final 
recommendations are made.  For more information see A Guide to NICE at www.nice.org.uk. 

229  National Collaborating Centre for Women’s and Children’s Health, Antenatal Care: routine care for the 
healthy pregnant woman, RCOG Press, London, 2003, pp8-9. 



Public Obstetric Services Select Committee REPORT 

66 G:\DATA\OB\obrp\ob.obs.070830.rpf.001.xx.a.doc 

recommendations that support a reduced schedule of visits (ten visits for a first 
pregnancy and seven visits for subsequent pregnancies) for uncomplicated 
pregnancies.230  This should however be accompanied by clear referral pathways if 
complications arise.231 

7.15 The recent UK report Maternity Matters noted that evidence shows that women and 
their babies who delay or limit their pregnancy care have worse outcomes than women 
who receive early care.  This problem particularly concerns disadvantaged women 
who are more likely to be non-compliant with pregnancy care.232 

7.16 The low uptake of medical services amongst the disadvantaged has been recognised in 
the literature, highlighting the need to improve care to those groups who most need it.  
For some women, conventional care can pose challenges such as communication 
difficulties, the inability to follow advice that is not appropriate to their personal 
circumstances and the reaction of caregivers.233 

7.17 In this regard it has even been argued that: 

In giving greater priority to the preventive aspects of care than to the 

alleviation of symptoms, the current system of antenatal care is more 

adapted to the usual behaviour of middle- and upper-class women.234 

7.18 The Committee heard evidence that the limited choices available in country areas can 
mean that pregnant women are required to pay for services that would be free of 
charge in the metropolitan area: 

In the south west, because we have a [Visiting Medical Practitioner]-
driven model of care - at least the medical aspects of that - there are 

no publicly funded medical antenatal clinics.  There are a couple of 

midwife-driven ones.  That means that women who require a medical 

consultation see a private practitioner and make a co-payment.235 

7.19 This situation particularly affects those women who most need antenatal care: 

                                                 
230  3 Centres Consensus Guidelines on Antenatal Care, Number and Timing of Routine Antenatal Visits, 

Mercy Hospital for Women, Southern Health and Royal Women’s Hospital, Victoria, 2006 at 
http://www.3centres.com.au/new_guidelines/routine_visits.pdf (viewed on 23 April 2007). 

231  Ibid. 
232  Department of Health, Maternity Matters: Choice, access and continuity of care in a safe service, 

Department of Health, London, 2007, p11. 
233  Enkin M, Keirse M, Neilson J, Crowther C, Duley L, Hodnett E, Hofmeyr J, A guide to effective care in 

pregnancy and childbirth, Oxford University Press, Oxford, 2000, p19.  Available at 
http://www.childbirthconnection.org/article.asp?ck=10218 (viewed on 2 May 2007). 
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235  Dr Jon Mulligan, Regional Medical Director, South West, WA Country Health Service, Transcript of 

Evidence, 27 November 2006, p6. 
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It disadvantages the lower socioeconomic groups, which usually have 

the highest risk in pregnancy as well.  It is difficult for them to access 

free antenatal care.  That is a disincentive and is often why they do 

not present for their appointments, which puts their pregnancy at 

further risk.236 

Committee comment: 

7.20 The Committee notes that WA’s draft maternity policy recognises that the needs of 
some women are not being adequately met by the current system.  The draft policy 
includes a strategy to strengthen maternity services ‘to better meet the needs of 

minority and Aboriginal groups.’237 

7.21 The Committee is of the view that a better understanding of the situation in Western 
Australia is required before concerns about inadequate pregnancy care among 
disadvantaged women in this state can be effectively resolved.      

 

Recommendation 4:  The Committee recommends that the Government: 

(a) assess the extent of inadequate pregnancy care among Aboriginal and 
 disadvantaged women, its underlying causes, and develop strategies to address 
 those issues; and 

(b) undertake research to determine whether poor accessibility to free pregnancy 
 care is a factor in the under utilisation of pregnancy care among disadvantaged 
 women in Western Australia.   

 

CARE DURING BIRTH  

7.22 While most women in Australia give birth in hospital, women may also choose to 
have their baby born at home or delivered in a birthing centre.   

Birth in obstetric units 

7.23 NICE in the UK is currently developing clinical practice guidelines in relation to 
planning place of birth.  The provisional recommendations are that women should be 
given the following information about birthing in obstetric units:   

                                                 
236  Mrs Kate Reynolds, Nurse Unit Manager, Bunbury Regional Hospital (Maternity and Paediatrics), 

Transcript of Evidence, 27 November 2006, p7. 
237  Health Policy and Clinical Reform, Improving Maternity Choices: Working Together Across WA.  A 

Draft Policy, Health Department of WA, Perth, 2007, p15. 
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● Women are likely to have access to obstetric and neonatal 

facilities, as well as epidural analgesia. 

● It reduces the likelihood of spontaneous vaginal birth and 

intact perineum compared with birth outside an obstetric 

unit. 

● The uncertain evidence suggests intrapartum-related 

perinatal mortality for booked birth in an obstetric unit is 

the same as, or lower than for birth booked at home. 

● There is no relevant information to assess intrapartum-

related perinatal mortality in an obstetric unit, compared 

with a standalone midwife unit. 

● There may be reduced risk of lower perinatal mortality 

when birth is planned in an obstetric unit, when compared 

with birth planned in an alongside unit, although the 

evidence is not strong.  There is no information about 

intrapartum-related perinatal mortality to compare with 

birth planned in an alongside unit.238    

7.24 In addition to the characteristics of obstetric unit birth noted by NICE, the Committee 
heard evidence that obstetric units tend not to offer the continuity of care provided at 
smaller maternity units: 

The bigger you make it, the less personal it will be.  Public patients 

who go to King Edward go to a clinic.  They do not know who is 

going to deliver them.  There are different shifts.  I cannot imagine 

how safe they feel.  They have to just trust in the institution where in 

smaller units they have more of a relationship.239 

7.25 A similar view was given in evidence in Albany: 

the problem with metropolitan services is their size, plus the fact that 

they end up as the referral points for all the high-risk cases; so you 

get into factory mode because that is what you do.240 
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7.26 However, the appeal of hospital based obstetric services for some women is the 
knowledge that specialist back-up is available in an emergency and the choice of an 
epidural is an option.  The Committee learnt that even in New Zealand, where most 
maternity services are provided by midwives, a lot of women would still prefer to 
have the choice of an epidural and the availability of a caesarean section if 
necessary.241 

7.27 The Committee understands from its discussions with Ms Sharron Cole, Deputy 
Chair, New Zealand Midwifery Council, that there is a strong feeling that many 
women who are having their babies in secondary hospitals should be delivering in 
primary units.  This was particularly evident with first time mothers who are often less 
confident and consequently feel safer giving birth in a secondary unit.242 

7.28 It was also pointed out to the Committee that since primary units do not administer 
epidurals, fear of pain during childbirth was an influential factor in many women’s 
choice to birth in a secondary unit.243 

Home birth 

7.29 Many health professionals express concern about the safety of home birth and only a 
small proportion of Australian women choose to birth at home.   

7.30 It is, however, becoming more widely accepted that home birth is not necessarily 
unsafe.  It has been pointed out that the negative view of home birth may be 
compounded by: 

the poor perinatal outcomes of unplanned, precipitate home births, 

which include a high proportion of preterm and low-birthweight 

babies.  These unfortunate statistics do not, however, apply to 

planned homebirth for eligible women attended by caregivers 

experienced in home birth, backed up by a modern hospital system.244  

7.31 While the Department’s review of evidence found inadequacies with the available 
evidence, the conclusion reached was that: 

                                                 
241  Informal discussions with officials from the Ministry of Health, Wellington, 8 February 2007. 
242  Informal discussions with Sharron Cole, Deputy Chair, Midwifery Council, Wellington, 8 February 2007. 
243  Ibid. 
244  Enkin M, Keirse M, Neilson J, Crowther C, Duley L, Hodnett E, Hofmeyr J, A guide to effective care in 

pregnancy and childbirth, Oxford University Press, Oxford, 2000, p250.  Available online at 
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Planned home birth with a qualified home birth practitioner is a safe 

alternative for women determined to be at low obstetric risk by 

established screening criteria.245 

7.32 The Cochrane Review246of home birth concluded that there is ‘no strong evidence to 

favour either home or hospital birth for selected, low-risk pregnant women’ and there 
is some evidence to indicate that planned home birth ‘may lead to fewer 

complications, fewer interventions and fewer neonatal problems.’247 

7.33 In relation to safety, the Cochrane Review found that:  

With the data currently available…one could argue that for low-risk 

pregnancies both home and hospital births are sufficiently safe for 

safety no longer to be of overriding importance.”248 

7.34 Similar conclusions were drawn by NICE which issued a provisional evidence 
statement relating to home birth in 2007.  The conclusion reached was that the 
evidence in relation to intrapartum-related perinatal mortality rates (IPPM) and home 
birth is inconclusive and that factors such as transfer rates to hospital may be 
significant: 

There is a lack of good-quality evidence relating to women’s and 

babies’ outcomes for birth at home.  Limited low-quality evidence 

shows less intervention with a planned home birth compared with a 

planned birth in hospital.  Transfer rates between home and hospital 

settings show great variation but may have considerable impact on 

the IPPM for the group who planned home birth.249  

7.35 It has been argued that maternal and perinatal mortality rates for uncomplicated 
pregnancies are now so low that they should not be the ‘primary outcome measures’ 
for studies examining models of maternity care.250  However, it is also recognised that 

                                                 
245  Henderson J, Hornbuckle J, Doherty D, Models of Maternity: A Review of Evidence.  Towards Future 

Direction in Maternity Care, Department of Health WA, Perth, 2007, p16. 
246  The Cochrane Collaboration is an international, non-profit, independent organisation that provides up-to-

date information about health care.  Cochrane reviews are highly regarded and based on the best available 
information.  More information about Cochrane reviews is available at http://www.cochrane.org. 
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Wiley & Sons, Issue 2, 2007, p5. 
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[a] study looking at issues of less importance would not provide data that are relevant 

to those who wish to make a choice based on considerations of safety.’251   

Midwifery units  

7.36 A midwifery unit is a place that provides midwife-led care during birth for women 
with a pre-defined uncomplicated pregnancy.252    

7.37 An attached midwifery unit is co-located with an obstetric unit, with obstetric, 
anaesthetic, neonatal and other medical services available within the same building if 
needed.   A stand-alone midwifery unit is not attached to a hospital with obstetric 
services and access to medical services may require transfer by ambulance.253 

7.38 Midwifery units can generally be described as: 

home-like birth settings that are characterised by a philosophical 

orientation towards normal birth.  Their philosophies and guidelines 

value minimal intervention in labour, and booking is restricted to 

women deemed at low risk of obstetric emergency. 

7.39 While many studies now exist evaluating midwifery units, the organisation, policies 
and practice of birth units varies greatly so that valid comparisons or broad 
generalisations can be problematic.254 

7.40 The Cochrane Review of evidence in relation to home-like settings found that these 
units provided benefits to women including increased maternal satisfaction, lower 
rates of epidural analgesia and slightly higher likelihood of spontaneous vaginal 
birth.255   

7.41 The Committee understands that in New Zealand many of these benefits had been 
evident since changes to the maternity system resulted in midwives becoming the 
main providers of maternity care.  Since that time, there has been a reduction in some 
obstetric interventions such as episiotomies and inductions, and women’s preferences 
are taken into consideration more.256    
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7.42 The recent review of evidence conducted by the Health Department of WA concluded 
that: 

Free standing or in-hospital birth centres where antenatal, 

intrapartum and postpartum care is provided to low-risk women by 

appropriately skilled midwives reduces intrapartum intervention rates 

without an increase in perinatal adverse outcome.  In addition, 

women report higher levels of satisfaction compared with hospital 

based care.257 

Stand-alone midwifery units 

7.43 Stand-alone birth centres offer an alternative to home birth where the influence of 
hospital policies and practices can be kept at a distance.258 

7.44 There is good evidence that women who use stand-alone midwifery-led units are very 
satisfied with the skills of the midwives, the home-like setting, the personal treatment 
and having a greater sense of control over the process.259 

7.45 In regard to evidence on outcomes, the NICE review of evidence concluded that:  

There is only poor quality evidence available on maternal and baby 

outcomes for standalone midwifery units.  When compared with 

planned birth in obstetric units, the available data show a reduction 

in analgesia use and an increase in vaginal birth and intact perineum 

rates.  Women are more satisfied with their experience of childbirth in 

standalone midwifery units.  However, there is no evidence on 

perinatal mortality.  Transfer rates were reported as about 12% in 

labour.260  

RANZCOG view of stand-alone units 

7.46 While there is no clear evidence to show that freestanding midwifery-led units are not 
safe, RANZCOG has issued a Statement on Stand-alone Primary Childbirth Units 
which does not support primary units not attached to an obstetric facility.  RANZCOG 
advise:  
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Wherever possible, and certainly in metropolitan areas…be sited 

within or immediately adjacent to a 24-hour obstetric facility, which 

must have anaesthetic/analgesia services, operating theatres and 

blood products with timely access to neonatal paediatric expertise 

and intensive care specialist consultation.261 

7.47 In regional and remote areas where co-location is not possible, RANZCOG 
recommends that: 

 patients should be informed of the limitations of services available 

and the implications for intrapartum and postpartum care.262 

Ryde Midwifery Group Practice 

7.48 There are examples of successful models of stand-alone midwifery units operating 
within Australia. 

7.49 The Ryde Midwifery Group Practice in NSW is a freestanding primary maternity unit 
providing 24-hour midwifery care for women with an uncomplicated pregnancy and 
birth.263  If medical care is needed, women are transferred to the tertiary hospital 
fifteen kilometers away by ambulance, with a traveling time which varies between 10 
minutes and 35 minutes depending on the time of day.264 

7.50 Development of the Ryde model included a comprehensive risk assessment and 
controls including intensive screening procedures and defined consultation and 
referral guidelines.  Weekly reviews of case notes of women identified by the 
midwives are carried out by a visiting senior staff obstetrician.265 

7.51 The Committee understands from its discussions with Dr Michael Nicholl, Clinical 
Director, North Sydney Central Coast Area Health Service, that the service provided 
by the Ryde Midwifery Group Practice was strictly for women with uncomplicated 
pregnancies.  Dr Nicholl explained to the Committee that the Ryde model would not 
work for a mixed group of women at various risk status since the risk assessment and 
associated controls put in place were designed specifically for the low risk model.   
Variations on the model would need their own risk assessment and controls.266 
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Attached midwifery units 

7.52 A comparison of attached midwifery units and obstetric units by NICE did not show 
any significant difference in rates of induction, fetal heart rate abnormality, prolonged 
labour, instrumental vaginal birth, caesarean section, post partum hemorrhage, or use 
of opioid analgesia.267   

7.53 NICE concluded that:   

The quality of evidence for alongside midwifery units is better than 

that for other non-obstetric settings…[and] showed an increase in the 

number of women with intact perineum, an increase in the proportion 

of women without analgesia and an increase in spontaneous vaginal 

birth, when care in alongside units is compared with obstetric 

units.268 

7.54 Interestingly, the same study also found that staffing arrangements may be influential 
in terms of outcomes since there are indications that fewer interventions occur in 
midwifery units that have separate staff to the obstetric unit.269  

7.55 Following consideration of current worldwide evidence, NICE made the following 
provisional recommendation on planning place of birth: 

Women should be offered the choice of planning birth at home, in a 

midwifery unit or in an obstetric unit.  Women should be reassured 

that intrapartum-related perinatal mortality is low in all settings.  

Before making their choice, women should be informed of the 

variable quality of the information comparing the potential risks and 

benefits of each birth setting.270   

Cost effectiveness 

7.56 The Committee understands from its discussion with Dr Michael Nicholl, Clinical 
Director, North Sydney Central Coast Health Service, that the health service had 
experienced significant cost savings with the Ryde Midwifery Group Practice.  He 
explained that while initial start-up costs and annualised salaries for midwives appear 
expensive at first sight, reviews of the model showed that it was less costly than 
traditional hospital-based services.  A significant aspect of the model’s cost 
effectiveness stemmed from the caseload of approximately 40 complete pregnancies 
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managed by each midwife, compared to an estimated 23 by the general midwife 
population.271 

7.57 While the Ryde model has proven to be an economically viable alternative for the 
North Sydney Central Coast Area Health Service, there is limited evidence in relation 
to the cost effectiveness of different models of care.  Much of the literature on this 
subject has been described as ‘inconclusive or contradictory.’272   

7.58 A particular problem with many studies on cost effectiveness is that they are specific 
to a particular model.  Differences in service costs between countries, variations in 
model design, clinical practice and other factors all have an impact on costs and make 
comparisons difficult.273   

7.59 These difficulties led NICE to conclude that existing models of care were too diverse 
to allow generalisations about cost effectiveness:    

There is at present insufficient evidence to make a like-for-like 

comparison of place of birth in terms of their clinical effectiveness.  

Therefore, the model cannot currently inform recommendations for 

place of birth based on cost-effectiveness, and better outcomes data 

are needed to inform future decision making. 274  

Committee comment: 

7.60 While accepting that cost will always be a necessary consideration for policy makers, 
the Committee does not believe that adequate information is available for cost to be a 
basis for decision making in relation to the introduction of new models of maternity 
care.  The Committee believes that new and existing models of care in Western 
Australia should be encouraged and broadly evaluated before a valid assessment 
regarding cost and other indicators can be made.   

 

Recommendation 5:  The Committee recommends that the Government develop, with 
appropriate regard to the experience of other jurisdictions, assessment tools that 
incorporate a broad range of indicators to evaluate all new and existing models of care.   
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AFTER BIRTH CARE 

7.61 After birth care has been described as: 

pre-eminently about the provision of a supportive environment in 

which a woman, her baby and the wider family can begin their new 

life together.  It is not the management of a condition or an acute 

situation.275 

7.62 The Committee heard moving evidence about the importance of after birth care: 

How can we measure that woman’s feeling of being supported?  She 

will end up putting back into this community if we nurture her a little 

more and make sure her other kids are okay.276 

7.63 After birth care is an element of maternity care that has seemingly been neglected by 
researchers and policy makers.  There is limited research in the area and there has 
been little evaluation of existing after birth care programs.277   

7.64 While the meaning of ‘early discharge’ varies between countries, most Western 
countries have reduced the standard length of stay in hospital after birth.  There is, 
however, significant variation in the degree of preparation and support that 
accompanies discharge from hospital, irrespective of when this occurs.278   

7.65 A review of evidence conducted by the Department acknowledges that the trend 
toward early discharge has occurred without ‘conclusive evidence about the safest 

length of hospital stay after childbirth.’ 279   

7.66 In addition to these gaps in the evidence, satisfaction surveys and submission to 
reviews of maternity care in Australia and elsewhere indicate that in many instances, 
after birth care is not meeting the needs of all women.   
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7.67 For example, recent studies in the UK indicate that there exists ‘widespread and 

persistent health problems experienced by women after childbirth’ that are not 
reported or identified within the health sector.280    

7.68 In addition to unresolved health issues, other deficiencies in after birth care have been 
identified.  A number of submissions to the Review of Maternity Services in 
Queensland expressed concern about the deterioration of community after birth care: 

Many women needed more support than the system provided, 

particularly with a first baby.  Some women felt inadequately 

prepared for breastfeeding, baby care and/or self care.  Those with 

access to home visiting appreciate the visits but found them limited in 

number (often only one).281 

7.69 From its discussions with Dr Michael Nicholl, Clinical Director, Royal North Shore 
Hospital, Sydney, the Committee concurred with his view that after a normal birth 
women need  one-on-one help at home with breastfeeding, community support to help 
with the care of other young children, and availability of their partner at home for a 
few days rather than an unnecessary ‘hotel stay’ in hospital. 282 

7.70 The Committee heard further evidence in Western Australia about the need for 
accessible after birth care: 

it is the postnatal support that is really important for a lot of these 

women, their babies and their families.  When they face depression 

and those sorts of things they need to have access to the midwives.283 

7.71 Workforce issues and the increasing cost of health care are forcing some health 
services to develop innovative solutions to address these issues.  In New Zealand, the 
Committee heard that workforce issues have prompted some District Health Boards to 
consider developing alternatives such as allowing obstetric nurses or healthcare 
assistants to provide some aspects of after birth care under the supervision and 
direction of a midwife.284 

                                                 
280  Demott K, Bick D, Norman R, Ritchie G, Turnbull N, Adams C, Barry C, Byrom S, Elliman D, Marchant 

S, Mccandlish R, Mellows H, Neale C, Parkar M, Tait P, Taylor C, Clinical Guidelines and Evidence 
review for Post Natal Care: Routine Post Natal Care of Recently Delivered Women and their Babies, 
National Collaborating Centre for Primary Care and Royal College of General Practitioners, London, 
p10. 

281  Hirst Dr C. Re-birthing: Report of the Review of Maternity Services in Queensland, Queensland Health, 
Qld, 2005, p23. 

282  Informal discussions with Dr Michael Nicholl, Clinical Director, Division Women’s Childrens’ & Family 
Health, Royal North Shore Hospital, Sydney, 5 February 2007. 

283  Ms Sue Roberts, Director of Nursing/Health Service Manager, Denmark Health Service, Denmark, 
Transcript of Evidence, 28 November 2006, p11. 

284  Informal discussions with officials from Manakau District Health Board, Auckland, 7 February 2007. 
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7.72 Whether similar proposals would be accepted in Australia is yet to be seen.  The 
Committee heard evidence from Dr Maureen Harris, Associate Professor of 
Midwifery, Edith Cowan University, that the midwifery profession may have concerns 
about delegating tasks to others: 

Maternity care can catch you out.  I meet nurses [who are not 
midwives] who think nothing of doing a postnatal check but I have 

mothers coming in a couple of days later with severe septicaemia and 

are very ill.  We have to be very, very careful when delegating those 

tasks.285 

Committee comment: 

7.73 The Committee considers that a thorough assessment the adequacy of current after 
birth care in Western Australia is required in order identify inadequacies and areas of 
need in the current system.   

 

Recommendation 6:  The Committee recommends that the Government assess the 
adequacy of after birth care in WA and investigate the need for additional after birth 
services to women. 

 
 

                                                 
285  Dr Maureen Harris, Associate Professor of Midwifery, Edith Cowan University, Transcript of Evidence, 

16 April 2007, p6. 
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CHAPTER 8 

SATISFACTION WITH CARE 

MEASURING SATISFACTION  

8.1 It has been observed that it is difficult to measure satisfaction, particularly in relation 
to health care.  People tend to provide positive responses when asked general 
questions about their medical care and it is thought this response is even more likely 
following an emotional experience such as the birth of a healthy baby.286   

8.2 This observation is evident in the following comment to the Committee about new 
mothers’ views about their care:  

Generally, they are happy with who provided the service…I find most 

of them are happy about the outcome, I guess, once they get the 

baby.287 

8.3 Similarly, according to the Survey of Recent Mothers in Victoria, the majority of 
women were very pleased with the care received during the birth of their baby with 
71.4% rating their care as very good; 21.1% describing it as good; 6.3% as mixed, and 
1.2% thought their care was poor or very poor.288 

8.4 Rather than simply seeking to obtain women’s general rating of the care received, it 
has been pointed out that: 

A more important problem concerns the capacity to design methods of 

assessing women’s views of maternity care that yield information 

useful for improving services.289 

SATISFACTION WITH CARE 

Pregnancy care 

8.5 The 3 Centres Guidelines on Antenatal Care state that: 

                                                 
286  Brown S and Lumley J, ‘Changing childbirth: lessons from an Australian survey of 1336 women’, British 

Journal of Obstetrics and Gynaecology, Vol. 105, February 1998, p143. 
287  Ms Anna Flannery, Senior Community Nurse, Bunbury Community Health Centre, Transcript of 

Evidence, 27 November 2006, Session 5, p6. 
288  Brown S and Lumley J, ‘Changing childbirth: lessons from an Australian survey of 1336 women’, British 

Journal of Obstetrics and Gynaecology, Vol. 105, February 1998, p145. 
289  Ibid. 
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[t]he factors that increase satisfaction with pregnancy care are 

consistent across different countries and time periods.290   

8.6 Evidence shows that aspects of care that improve satisfaction include: 

• continuity of care; 

• care providers who are courteous, kind and supportive of individual needs; 

• the provision of consistent information by practitioners who are open to 
questions; 

• a sense of control and involvement in decision making; and 

• confidence in clinical care. 291 

8.7 A  2005 survey of women conducted in the UK found that the most poorly rated 
aspect of pregnancy care was ‘flexibility to meet your needs’ with 34% of women not 
thinking they were provided with enough choice regarding antenatal appointments.292   

8.8 The same UK survey found that while most women were satisfied overall with their 
pregnancy care (83%), the women who were dissatisfied most commonly reported the 
following aspects of care that would have increased their satisfaction: 

• more understanding and support from the midwife; 

• to have seen the same midwife throughout the pregnancy; and 

• to be treated as an individual.293 

8.9 Similar themes have emerged in Australian studies, with half of the respondents in one 
study responding that they did not think providers of care had been considerate of 
their individual needs.294 

8.10 An Australian study concluded that: 

                                                 
290  3 Centre Consensus Guidelines on Antenatal Care Project, Models of Antenatal Care, Mercy Hospital for 

Women, Southern Health and Women’s & Children’s Health, Victoria, 2001, p12. 
291  Ibid. 
292  TNS System Three, NHS Maternity Services Quantitative Research, Department of Health, London, 

2005, pp15-19.  Available at http://www.dh.gov.uk (viewed on 13 February 2007). 
293  Ibid, p21.  
294  Brown S and Lumley J, ‘Antenatal care: a case of the inverse care law?’ Australian Journal of Public 

Health, vol 17, No 2, 1993, p101. 
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The age, marital status, family income, country of birth and health 

insurance status of mothers were significantly associated with their 

overall rating of antenatal care.  Women were more likely to be 

dissatisfied if they were young, without a partner, had a low family 

income, or were born overseas and of non-English-speaking 

background.295 

8.11 Differences in levels of satisfaction have been found to be associated with the 
restricted choice experienced by socially disadvantaged groups: 

The women who are most likely to be dissatisfied are those whose 

social and economic circumstances mean they are most likely to be in 

need of sensitivity from caregivers.  Women whose financial situation 

enables them to have a choice of caregiver are far more likely to be 

satisfied with their choices.  Public antenatal care, which is the only 

choice available to many, does not meet women’s expectations about 

continuity of care, staff taking the time to attend to individual 

concerns and information requirements, or women’s perceptions of a 

reasonable waiting time.296 

8.12  The Confidential Enquiry into Maternal Deaths in the UK for 2000-2002 examined 
factors that may have contributed to the death of women.  The report found that: 

Many women who died, particularly the vulnerable and socially 

excluded, found it difficult to access or maintain access with the 

services, and follow-up for those who failed to attend was poor.  

Inadequate translation services for those who could not speak English 
were also a recurring feature.297 

8.13 The report identified certain aspects of maternity services that were not adequately 
meeting the needs of all women: 

The findings were stark and led to pressure for changes in service 

delivery.  …the findings serve to reinforce the importance of ensuring 

maternity services are designed to meet the needs of all women, 

particularly those who are socially disadvantaged, excluded or 

vulnerable for any reason.298 

                                                 
295  Ibid, p97. 
296  Ibid, p102. 
297  Confidential Enquiry into Maternal and Child Health, Why Mothers Die 2000-2002: Executive Summary 

and Key Findings, RCOG Press, London, 2004, p4.  Available at http://www.cemach.org.uk (viewed on 
26/2/2007). 
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8.14 The findings of the inquiry include: 

• Women in family situations where both partners were unemployed were 20 
times more likely to die than other women and women living in deprived 
areas were 45% more likely to die. 

• Single women were three times more likely to die than those in a stable 
relationship. 

• Minority ethnic groups had a three-fold increase in the mortality rate, while 
black African women and refugees were seven times more likely to die.  
These women also had difficulty accessing maternity care. 

• Other characteristics of women who had died included obesity, domestic 
violence and substance abuse.  

• Among the women who died, 20% had a poor antenatal care attendance 
record.299 

8.15 The review of evidence conducted by the Department as part of the Future Direction 

in Maternity Care policy development process similarly identified socio-economic 
factors that can increase risk for a woman’s pregnancy: 

High risk women frequently come from low-socioeconomic 

backgrounds and these may receive inadequate prenatal care because 

of problems with transportation, lack of childcare at hospital, 

maternal anxiety over medical procedures and attendances, and long 

waiting times in the clinics.300 

Committee comment: 

8.16 Evidence shows that disadvantaged women are more likely to be non-compliant with 
care during pregnancy.  The Committee considers that the choices available to women 
should better incorporate the elements of care that are likely to increase satisfaction 
and compliance.   

Care during birth 

8.17 In relation to care during labour and birth, surveys carried out in Victoria in 1989 and 
1993 indicated that the two most influential factors in terms of satisfaction were: 

                                                 
299  Ibid. 
300  Henderson J, Hornbuckle J, Doherty D, Models of Maternity: A Review of Evidence.  Towards Future 

Direction in Maternity Care, Department of Health WA, Perth, 2007, p63. 
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the extent to which caregivers are perceived as helpful, and the 

degree to which women are given an active say in making decisions 

about their care.301   

8.18 These elements of care, as well as others strongly linked to satisfaction (such as 
continuity of care) are generally characteristics of the birth centre model.302  

8.19 A survey conducted in the UK concluded that women who felt well informed to make 
decisions about birthing preferences and those who experienced continuity of care by 
the same midwife or midwives from pregnancy to birth, were found to have higher 
overall satisfaction with the care they received.303   

8.20 There is also good evidence to show that women who receive continuous, one-on-one 
support during birth are less likely to report dissatisfaction with the birth experience or 
feelings of not being in control.  They are also more likely to have a spontaneous 
vaginal birth and not use analgesia or anesthesia.304  

CONTINUITY OF CARE 

8.21 The meaning of ‘continuity of care’ can be ambiguous because it is defined differently 
by different authors.  It may or may not involve continuity of care by a single 
provider.   

8.22 Continuity of care may be used to refer to the following situations: 

a) Women see the same care providers across different stages of 

antenatal, intrapartum and postnatal care. 

b) Women have one-to-one care from a single practitioner during 

pregnancy and labour. 

c) Women are cared for by a small number of care providers working 

together as a team with shared philosophy and guidelines for 

practice. 305 

                                                 
301  Brown S and Lumley J. ‘Changing childbirth: lessons from an Australian survey of 1336 women’, British 

Journal of Obstetrics and Gynaecology, Vol. 105, February 1998, pp152-153. 
302  Ibid, p152.    
303  TNS System Three, NHS Maternity Services Quantitative Research, Department of Health, UK, 2005, 

p28. 
304  Hodnett ED, Gates S, Hofmeyr GJ, Sakala C, Continuous support for women during childbirth (Review), 

Cochrane Review,Cochrane Database of Systematic Reviews, John Wiley and Sons, Oxford, Issue 2, 
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8.23 It was suggested to the Committee that continuity of care has been neglected in 
Western Australia in terms of data collection and analysis, as well as availability: 

The strongest evidence for a beneficial intervention in maternity care 

is psychosocial support and continuity of carer…  Yet data on 

continuity of carer and one-to-one care in labour are not routinely 

collected.  Furthermore, hard-to-reach groups, the poor, the socially 

disenfranchised and so on can benefit tremendously from community-

based midwifery models of care…  Access in Western Australia to that 

kind of model is severely limited.306   

8.24 It was also explained to the Committee that continuity of care: 

is an undervalued and under-researched component of women’s 

experiences of childbirth.  If a woman must continually tell her story 

to someone, she will very quickly get bored with it and will not 

disclose information that might be important to her care.  If she has 

already said it once or twice, she will not say it a third or fourth 

time.307 

8.25 The Committee heard evidence that developing a relationship with their care provider 
can help women cope better when the unexpected occurs: 

The birth might have ended up in a hospital when it was supposed to 

be a homebirth, or it might have ended up being a caesarean.  Women 

find that no matter where they end up, if they have had support, 

involvement and decision making on the way through and they feel 

that they have been given every opportunity to achieve what they want 

to achieve, they can deal with the outcome, because they have had 

that continuous support.308 

8.26 Continuity of care during pregnancy, labour and birth by a team of midwives can 
provide many of the factors known to be associated with increased satisfaction with 
care:   

Women who had continuity of care by a team of midwives were less 

likely to: experience clinic waiting times >15 minutes, be admitted to 

hospital antenatally, fail to attend prenatal classes, be unable to 

discuss worries in pregnancy, not feel well-prepared for labour, have 

                                                 
306  Dr Maureen Harris, Associate Professor of Midwifery, Edith Cowan University, Transcript of Evidence, 
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intrapartum analgesia or anaesthesia, not feel in control during 

labour, fail to enjoy labour, perceive labour staff as unsupportive, feel 

unable to discuss postpartum problems, feel unprepared for child 

care, and have babies who required neonatal resuscitation.309 

8.27 While there is widespread agreement on the benefits of continuity, the extent to which 
health services are able to embed continuity into models of maternity care may be 
impacted by issues of cost and workforce.      

Case Study: Continuity of care in New Zealand 

The Committee understands from its discussions with New Zealand health officials 
that while the type of continuity desired by many consumers was continuity of carer, 
those expectations were not always realistic.   

Although care by a single lead maternity provider was the initial ideal in the 
transformation of maternity services in New Zealand, some compromises were needed 
along the way to address practical clinical, resourcing and workforce issues.    

Consequently, while continuity of care remains a central principal of the maternity 
system, it has been recognised that continuity can be provided by a small team of 
midwives and through collaborative relationships between professionals to ensure 
seamless referral and advice.310 

 

8.28 Dr Michael Nicholl, Clinical Director, Royal North Shore Hospital, believes that the 
importance of continuity of care has been largely overlooked in Australia.  The  
Committee understands from its discussions with Dr Nicholl that midwife-led units 
with an emphasis on continuity of care are able to develop a good rapport with their 
clients.  In contrast, maternity care provided by large metropolitan hospitals typically 
involves consultations with several different providers during the course of a woman’s 
pregnancy.  This can result in the woman receiving different opinions and advice on a 
variety of issues such as breastfeeding, supplements and analgesia during childbirth.311 

8.29 According to Dr Nicholl, continuity of care is not an unrealistic ideal; it is simply a 
matter of establishing the principles and the philosophy, then minimising the number 
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of carers involved.  He pointed out that the Ryde Midwifery Group Practice and 
similar models demonstrate that it is achievable.312 

Committee comment: 

8.30 The Committee considers that continuity of care should be a fundamental aspect of 
maternity care.  Unfortunately, until the Future Direction in Maternity Care policy 
development process, there seems to have been little appreciation of the importance of 
continuity within Western Australia’s public maternity services.     

8.31 The Committee is very supportive of caseload midwifery which provides continuity of 
care to women by a single midwife throughout the pregnancy, birth and the after birth 
period.  However, the Committee also endorses models of maternity care that provide 
continuity by a small team with a shared philosophy and practice guidelines.   

 

Recommendation 7:  The Committee recommends that the Government’s maternity 
policy adopt, as a central principle, the provision of continuity of care for women 
during the pregnancy, birth and after birth period by either a single practitioner or a 
small team of practitioners. 

 
 

                                                 
312  Ibid. 
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CHAPTER 9 

CENTRALISATION AND THE SIZE OF UNITS 

INTRODUCTION  

9.1 This chapter will examine the issues surrounding the trend toward the centralisation of 
facilities and the closure of small maternity units.  The centralisation of health services 
is not unique to Western Australia and some of the recent developments and the latest 
thinking on the issue in the United Kingdom and New South Wales will be outlined. 

9.2 The issues of access and choice are central to any discussion about the alignment of 
maternity services and the views of stakeholders given in evidence to the Committee, 
outlined later in the chapter, raise a number of crucial points about the current 
situation in Western Australia.   

THE TREND TOWARD CENTRALISATION  

9.3 The issue of the closure of small maternity hospitals on the basis of safety and 
sustainability was examined in a recent Australian study.  The authors noted that a 
significant challenge facing industrialised countries like Australia is: 

how to balance the need for safety with the preservation of primary 

level birth facilities.313   

9.4 Analysis of data from the National Perinatal Data Collection for a three year period 
from 1999 - 2001 found that in terms of perinatal birth outcomes for low risk women, 
the evidence did not support the contention that small hospitals were not safe. 314 

9.5 While the debate continues about the relative safety of small units, consumers and 
policy makers are faced with making sense of a contradictory body of academic 
literature of variable quality on this vital issue. 

Developments in the United Kingdom 

9.6 In the UK, as in Australia, there has been a steady decline in the number of smaller 
maternity units.   
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9.7 A report by Reform, an independent think tank in the UK, argues that centralisation 
has been justified on the basis of safety and cost ‘but the effect has been to remove 

patient choice.’315     

9.8 Moreover, following examination of variables such as audits of suboptimal care and 
perinatal and maternal mortality figures, Reform was unable to conclude that the 
highly centralised UK system had produced better care:316  

The drive to centralisation…has often lead to maternity services being 

provided at a considerable distance to women, with no clear gain in 

improved outcome for mother or baby.317 

9.9 The 2007 report, Maternity Matters outlines current UK policy and recognises the 
impact workforce issues have on the organisation of maternity services: 

Maternity team care and more specialised services may need to be 

concentrated in fewer, more comprehensive facilities.  At the same 

time, midwifery services are being strengthened in community settings 

for women with straightforward, low risk pregnancies.318 

Developments in New South Wales 

9.10 The NSW Report of the Greater Metropolitan Services Implementation Group in 2001 
recommended that suburban hospitals and community based maternity units should be 
networked with major centres.319 

9.11 The report recognised the importance of local services to the community: 

Smaller, Suburban Metropolitan Units are seen by the community as 

important local facilities: close to home and family; midwife driven 

and low in intervention; more personable and acceptable places to 

give birth than major teaching hospitals.  Such units, many with less 

than 1500 deliveries per year, are popular, and, for the overwhelming 

majority, safe.320 
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9.12 The Committee understand from its discussions with Dr Michael Nicholl, Clinical 
Director, Royal North Shore Hospital, Sydney, that the provision of maternity services 
in small hospitals was not generally viable when the whole range of specialist support 
services were included.  However in his view, small units dealing with low-risk, 
uncomplicated births were feasible if appropriate controls and referral systems were 
put in place.321 

Situation in Western Australia 

9.13 Concern about the centralisation of maternity services was repeatedly raised as an 
issue of concern in submissions and other evidence to the Committee.   

9.14 Dr Tracy Reibel echoed those concerns when she told the Committee: 

there is a general overarching view, certainly amongst the work force 

issues associated with the provision of care and within the general 

view associated with that provision that a service can most effectively 

be provided if it is provided in fewer locations.322 

9.15 Birthrites: Healing After Caesarean Incorporated expressed the view that: 

Birthrites recognises a need in the community for wider choices in 

terms of models of maternity care.  The closure of small maternity 

units and the lack of midwifery-led birth centres as outlined in the 

Framework mean women will be forced to birth in large maternity 

hospitals where they do not receive continuity of carer and feel they 

are less likely to birth naturally.323  

9.16 The Canning Division of General Practice point out in their submission that 
centralisation of services will have an impact on workforce, particularly general 
practitioners:  

Trained General Practitioners who work well in peripheral hospitals 

in obstetrics, would not necessarily change to offer similar services to 

a more central model, due to issues of access, distance, on call 

requirements, and manning obstetric clinics that are located a 

distance away, hence compromising their ability to offer continuity of 

care for their patients.324 
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9.17 Similarly, the submission from Grantham House Family Medical Practice warned: 

All the G.P. Obstetricians will be forced to cease practising 

Obstetrics, if Osborne Park Hospital closes as there will be no public 

hospitals close enough to make it feasible to continue to practice.325 

9.18 The Royal Australian College of General Practitioners (RACGP) point out  that other 
likely consequences of centralisation include a de-skilling of practitioners and a 
negative impact on the quality of services:  

The limited number of hospitals at which GP obstetricians can now 

admit patients in the metropolitan area has had the effect of de-

skilling a number of GP obstetricians and has led to the 

fragmentation of services.326 

Committee comment: 

9.19 In consideration of the vital role GP obstetrics plays in Western Australia, the 
Committee believe that reform to maternity services should incorporate strategies to 
encourage and expand the role of GP obstetricians. 

9.20 The Committee saw in New Zealand the effects of system reform that does not include 
the introduction of measures to retain general practitioners as providers of maternity 
care.   

9.21 The Committee considers that the impact on the workforce will be a key element in 
assessing the effectiveness of the Government’s reconfiguration of maternity services. 

 
 

Recommendation 8:  The Committee recommends that the Government in 
reconfiguring maternity services take into account the flow-on effects to the workforce. 

 

ACCESS 

9.22 Dr Maureen Harris, Associate Professor of Midwifery, Edith Cowan University, gave 
evidence to the Committee that the relocation of maternity services has been found to 
have an impact on communities including: 
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reduced variety of practice, which can hamper retention and 

recruitment.  The community becomes a high outflow community with 

an increase in premature babies, and maternal and newborn 

complications, despite birthing in a large hospital.  This is thought to 

be due in part to a lack of support from family and friends at a time 

when it is so badly needed.  Midwifery practice is made impossible 

because of a lack of medical backup.  Health care professionals are 

less satisfied with work, prevention and counselling services decline, 

skills get lost, ultimately main services become unsustainable, 

businesses find it difficult to recruit employees to communities where 

there are limited medical services and many youngsters move on.  

Maternity services for remote and rural communities are fragile.  

Many are only surviving because the long-term serving doctors and 

midwives are so dedicated and committed.327  

9.23 Community Midwifery WA point out that limiting secondary units will: 

result in poor access in certain geographic areas, and also limits 

transfer options in homebirths – which remain a cheaper option for 

government and a clear choice of many women.328 

9.24 The City of Stirling in their submission pointed out that lack of local community 
maternity facilities has a significant impact on families.  In relation to the Osborne 
Park Hospital maternity unit: 

The relocation of this service to larger, more distant sites will require 

patients and their families to travel greater distances to access 

services.  This becomes significant when one considers pre-natal 

consultations and visits by husbands and family during actual 

confinement.329 

9.25 Similarly, the decision to close Kalamunda Hospital is questioned by the AMA in 
their submission: 

It is ironic that a model of Obstetric care that provided women with 

choice, satisfaction and safety was shut down with such complete 

disregard to General Practice and their community, which used and 

valued the service.330 

                                                 
327  Dr Maureen Harris, Associate Professor of Midwifery, Edith Cowan University, Transcript of Evidence, 

16 April 2007, p3. 
328  Submission No 20 from Community Midwifery WA, p2. 
329  Submission No 11 from City of Stirling. 
330  Submission No 18 from the Australian Medical Association, p5. 



Public Obstetric Services Select Committee REPORT 

92 G:\DATA\OB\obrp\ob.obs.070830.rpf.001.xx.a.doc 

Access to services in rural and remote areas 

9.26 In Denmark, the Committee heard evidence that: 

Women want the ability to give birth locally because it has much less 

of an impact on the family.331 

9.27 The Committee learnt that a lack of local services can contribute to the rising 
caesarean rate: 

As fewer local services are available, people are saying, “okay, I’ll 

have my birth on this day and then my husband will need to take only 

two days off work instead of five and I will need to relocate my family 

for this many days and I can organise friends to do that.”  It is part of 

the whole changing face of obstetrics.332 

9.28 The Committee understands from informal discussions with Dr Don Simmers, New 
Zealand Medical Association, that there were a number of impacts on mother and 
baby when women have to travel a considerable distance to give birth.  In addition to 
social issues which include partners having to give up work and finding care for other 
children, poor access to services negatively impacts caesarean rates, breast feeding 
and special care baby unit rates.333 

9.29 Dr Cheryl Hirst in her review of Queensland maternity services points out that the 
closure of rural maternity services on the basis of safety ignores many aspects of risk 
and creates a less safe community:   

Decisions to close maternity services units are based on a narrow 

view of risk which really only considers exposure to litigation and 

works to transfer risk form the carer to the cared for.  Because they 

relocate women face new risks which the health system has no way of 

mitigating and takes not responsibility for.334  

9.30 The Committee heard evidence that the closure of local services was not without cost: 

I do not think that people fully appreciate the social cost of women 

having to move to centres other than where they live to give birth, in 

terms of lost work days, unnecessary caesarean sections, child care, 

                                                 
331  Dr Sharon Jackson, GP obstetrician, Denmark Medical Centre, Denmark, Transcript of Evidence, 28 

November 2006, p3. 
332  Ibid, p6. 
333  Informal discussions with Dr Don Simmers, Maternity Spokesman, New Zealand Medical Association, 

Wellington, 8 February 2007. 
334  Hirst Dr C. Re-birthing: Report of the Review of Maternity Services in Queensland, Queensland Health, 

Qld, 2005, p21. 
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transport, accommodation, lack of contact with the people who will 

give them support for post-natal depression and lack of community 

support in the early period after birth.  I think that if that is not 

factored into the cost equation, we get a very false idea of the 

outcomes.335 

CHOICE AND DIVERSITY OF MODELS 

9.31 Dr Maureen Harris, Associate Professor of Midwifery, Edith Cowan University, gave 
the following evidence to the Committee: 

I think Western Australia is a very interesting, very complicated and 

unique place.  You need as many models as possible to accommodate 

that diversity.  Within a framework there can be principles of 

promoting normal birth.336 

9.32 Consumer choice, or the apparent lack of it, was consistently raised in the submissions 
as a key issue.   

9.33 Submissions from the Australian College of Midwives337 and Community Midwifery 
WA338 make reference to research that demonstrates the cost benefits associated with 
midwife-led models of care, while Mr Mark McKenna FRACOG, a specialist 
Obstetrician Gynaecologist points out that the demand for obstetric practitioners 
means that it makes sense to provide a range of maternity care models: 

There is a shortage of doctors including Anaesthetists, Obstetricians 

and GP obstetricians.  There is a shortage of nurses and midwives.  

We do not know which areas will recover and which will wither.  We 

need to have as many options as possible in place for the future 

development of services to sensitively and skilfully assist women 

deliver their babies.  It does not seem wise to me to limit diversity, it 

is an advantage to have some different models in place.339 

9.34 Dr Tracy Reibel told the Committee: 

                                                 
335  Dr Sharon Jackson, GP obstetrician, Denmark Medical Centre, Denmark, Transcript of Evidence, 28 

November 2006, p14. 
336  Dr Maureen Harris, Associate Professor of Midwifery, Edith Cowan University, Transcript of Evidence, 

16 April 2007, p7. 
337  Submission No 7 from the Australian College of Midwives, p2. 
338  Submission No 20 from Community Midwifery WA, p4. 
339  Submission No 1 from Mr Mark McKenna FRACOG, p4. 
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If services are configured towards incorporating the use of midwives 

as primary carers, one instantaneously reduces the need for specialist 

obstetric access.340 

9.35 Dr Reibel explained that a greater range of models will improve access to services: 

I think what we have to understand is that there is an incredibly 

diverse range of women with an incredibly diverse range of needs 

and, somehow, we have to try to meet those individual needs.  I 

believe we can do that by providing integrated services that use 

midwives and GPs and obstetricians more effectively.341 

9.36 Further: 

I think the evidence demonstrates that we can accommodate women in 

a variety of ways, even in the spread-out population as we have.  I 

will not say”easily” because I do not think that any services are 

provided easily but I think that they very adequately provide for the 

expectations of women.  You can do that by more effectively using the 

midwifery work foce to provide basic maternity care within a range, 

whether it is community-based or clinic-based in a small regional 

hospital.342 

Midwifery models  

9.37 The limited availability of government funded midwifery services is a matter of 
concern for the Australian College of Midwives who advise that :  

Since the inception of the community midwifery program the number 

of women funded to access the program has not increased.343 

9.38 Community Midwifery WA pointed out in their submission that the current maternity 
system provides few choices to Western Australian women:  

Midwives provide publicly funded primary care to only a very small 

minority of women (<3%) at the Family Birth Centre or through the 

Community Midwifery Program.  While there should be no 

                                                 
340  Dr Tracy Reibel, Private Citizen, Transcript of Evidence, 20 November 2006, p3. 
341  Ibid, p9. 
342  Ibid, pp9-10. 
343  Submission No 7 from the Australian College of Midwives, p3. 
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impediment to midwives providing primary care to more women, the 

current configuration of maternity services does not enable this.344 

9.39 Dr Tracy Reibel told the Committee: 

If there were a well integrated system and it took good account of the 

available work force, and if models of care were premised on good 

evidence that allowed for good risk assessment to take place, the 

opportunity for an emergency situation to occur would be lessened 

when that care was not accessible.  It can be done.  Our distances 

here are not so great, particularly in the metropolitan and outer 

metropolitan regions.345 

Committee comment: 

9.40 The Committee notes that a number of submissions express concern that the 
continuing closure of small maternity units, combined with a lack of midwifery-led 
birth centres, will further restrict the already limited choice available to women in 
Western Australia.346 

9.41 A greater range of services, particularly within the primary care environment, will 
help to address these concerns.   

9.42 GP obstetricians are vital to maternity services in WA, especially in remote and 
regional communities, and the Committee is concerned that a shrinking number of GP 
obstetricians will have a negative effect on the sustainability of maternity services 
overall.  In order to maintain a sustainable GP obstetrician workforce to support 
regional communities, it is vital that GP obstetricians are supported within both the 
metropolitan and non-metropolitan settings. 

9.43 GP access to hospitals in the metropolitan area has been gradually reduced and the 
Committee does not think this is a desirable outcome for the sustainability of GP 
obstetrics services overall. 

9.44 The Committee supports the development of hospital and birthing centre access 
protocols for primary care practitioners such as GP obstetricians and midwives. 

 

                                                 
344  Submission No 20 from Community Midwifery WA, p3. 
345  Dr Tracy Reibel, Private Citizen, Transcript of Evidence, 20 November 2006, p3. 
346  See for example Submission No 2 from Dr Tracy Reibel, No 3 from Birthrites: Healing After Caesarean, 

No 5 from The Maternity Coalition, No 17 from Birth Choices South West WA, No 20 from Community 
Midwifery WA. 
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Recommendation 9:  The Committee recommends that in order to offset the 
centralisation of specialist secondary and tertiary services, expanded primary care 
maternity services (such as home birth, birth centres and community hospitals) that 
are provided by midwives and GP obstetricians and cater for women with low risk 
pregnancies should be dispersed throughout the community. 
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CHAPTER 10 

WORKFORCE ISSUES 

INTRODUCTION  

10.1 This chapter will examine some of the workforce issues facing the maternity system, 
including the requirements of country health services and the impact on the workforce 
of different models of care. 

THE M IDWIFERY WORKFORCE  

10.2 The Australian Health Workforce Advisory Committee (AHWAC) have estimated 
that in 1999 the practising midwifery workforce in Australia was predominantly 
female (99%), working part time (72.6%) and with an average age of 40.7 years.347  
Furthermore, the trend toward part-time employment is expected to continue as the 
midwifery workforce ages and due to family, lifestyle and study commitments.348     

10.3 Australian midwives are also mostly concentrated in capital cities (68.1%) with 75.3% 
employed in the public sector and the overwhelming majority (97.2%) working in 
hospitals.349   

10.4 The Committee heard evidence that the above-mentioned characteristics of the 
midwifery workforce will inevitably impact on the employment choices made by 
midwives: 

The majority of midwives are women, nearly all of them are married 

and nearly all of them will have children sooner or later.  By the time 

midwives have finished their midwifery education, they are often in 

child-bearing mode themselves.  Midwives will move in and out of the 

work force.  There is no doubt whatsoever that many midwives want 

to work part-time.  They do not want to be midwives as leading carers 

because they find it very difficult to do that when they have 

children.350 

10.5 There are significant issues likely to impact on future workforce requirements, but 
more work is needed to understand the implications of various influences.  For 

                                                 
347  Australian Health Workforce Advisory Committee, The Midwifery Workforce in Australia: 2002-2012, 

AHWAC, Sydney, 2002, p38. 
348  Ibid, p53. 
349  Ibid, p38. 
350  Dr Carolyn Thorogood, Board Member, Community Midwifery WA, Transcript of Evidence, 30 April 

2007, p9. 
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example, it is not known exactly what effect different models of care will have on the 
workforce or, for that matter, the reason women choose a particular model of care. 351   

10.6 According to AHWAC: 

The number of midwives required is largely determined by the 

number of births in the country, but as there are a number of 

variables involved in each pregnancy, such as consumer choice, risk 

status, and model of care and health services available and utilised, it 

is simplistic - and perhaps erroneous - to prescribe a simple 

midwife:birth ratio.352 

The midwifery workforce in Western Australia 

10.7 In relation to the situation in Western Australia, the Committee heard evidence that 
the retention of midwives was a key issue.  Dr Jennifer Fenwick, Associate Professor 
of Midwifery, Curtin University, told the Committee: 

We do have some workforce issues.  At one stage we were a little 

better off than the rest of the country.  We have gone down a little bit 

there.  We certainly have problems keeping midwives.353 

Direct entry midwifery 

10.8 Direct entry midwifery refers to a midwifery qualification obtained through a 
Bachelor degree as opposed to a post-graduate qualification obtained by a qualified 
nurse.  Simply put, direct entry midwives have not studied nursing.  Many of the 
midwives from the UK currently working in Western Australia are direct entry 
midwives.354 

10.9 The Committee heard evidence from Dr Carolyn Thorogood, Community Midwifery 
WA, that the introduction of direct entry midwifery alone will not address the 
workforce issues relating to midwives in Western Australia: 

In my opinion, there probably is not a shortage of midwives in this 

state.  We are one of the few states that has an adequate number of 

midwives.  Whether or not they work in midwifery is another matter.  I 

am not totally convinced that a direct-entry midwifery program will 

actually increase the numbers of graduates, primarily because we do 
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353  Dr Jennifer Fenwick, Associate Professor of Midwifery, Curtin University of Technology, Transcript of 

Evidence, 30 April 2007, p2. 
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not have the clinical placements that are available.  If we had a 

direct-entry midwifery program, we would probably have to reduce 

the number of graduates from other programs.  We would have to 

increase the placements.355 

10.10 Because of the unique characteristics of Western Australia, including the limited 
availability of clinical placements for trainees, the ways in which other countries are 
seeking to address workforce issues may not be appropriate or possible here: 

We have to be very careful to not look at the UK experience and think 

that the same thing can happen in Western Australia because I do not 

think that it can in terms of the sort of experiences that the midwives 

get and how maternity services are organised, and the way that the 

universities operate the direct midwifery programs that have been 

implemented in other states.356   

10.11 The implications of direct entry midwifery for rural and remote services have 
particular relevance for Western Australia since the opportunities and demand for 
midwifery-only employment are predominantly metropolitan-based.357 

10.12 Country health services often need midwives that are also registered nurses. The 
Committee heard evidence in relation to the service at Collie: 

Our midwives at Collie have a dual part to play due to the fact that 

we only have 100 deliveries.  We have to be not only accident and 

emergency trained, but acute generalists as well.358 

10.13 Mr David Naughton, Director, District Hospitals, MPS and Aged Care, WA Country 
Health Service, explained to the Committee that particular workforce challenges face 
rural maternity services: 

One of the issues in the south west is that we need to employ RN 

midwives because of the nature of the district hospitals.  They need to 

be able to work in an emergency department, in aged care as well as 

in midwifery because they are small district hospitals with perhaps 20 

beds.  Therefore, it is important to have someone who is multiskilled.  

For some midwives, that is not an attractive thing to be doing.  We 
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must look at how to attract midwives into those roles.  Maintaining 

the skills set of existing staff with a relatively low delivery rate is 

another issue.359 

Committee comment: 

10.14 The Committee supports the introduction of direct entry midwifery into Western 
Australia whilst recognising that Area Health Services, particularly those in regional 
areas, will still require registered nurses with midwifery qualifications.  The 
Committee recognises that the government will need to work with the universities and 
professional bodies to ensure that the midwifery workforce retains an appropriate 
balance to meet the needs of both metropolitan and country communities. 

  
 

Recommendation 10:  The Committee recommends that the Government’s maternity 
policy and associated workforce strategy take into account the need for registered 
nurse midwives in rural areas. 

 

Independence and leadership 

10.15 Dr Maureen Harris, Associate Professor of Midwifery, Edith Cowan University, told 
the Committee that the history and culture of maternity care in Australia is quite 
different to that of the UK: 

In the UK a midwife is a practitioner.  The Midwives Act has been 

there since 1902.  Our models of care are midwifery models.  We do 

not report to any doctors.  Our command is through a midwifery 

chain of command.  We work collaboratively with doctors and have 

excellent relationships with them.  It is a very egalitarian model.  

…All in all, we practise the full scope.360 

10.16 In contrast, midwifery in Western Australia needs to overcome certain structural and 
attitudinal barriers before the profession enjoys the same standing it has in the UK.  Dr 
Harris explained to the Committee that leadership within the profession was essential: 

Organisational change is a pretty tough nut to crack but certainly 

issues around that involve strong leadership.  Midwives do need their 
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own reporting structure within hospitals.  Rather than reporting to 

medical directors, they should be reporting to midwifery directors.361 

10.17 Dr Jennifer Fenwick, Associate Professor of Midwifery, Curtin University, pointed 
out that the ability to practice the full scope of midwifery and retention of the 
midwifery workforce are connected: 

We are educating a good amount [of midwives]for this state at the 

moment but there are issues of keeping them in a profession where 

more and more they feel like they cannot practise their full skills.362 

10.18 The Committee understands from its discussions with officials from the Ministry of 
Health in New Zealand that an independent midwifery profession, with full 
prescribing rights, had delivered good quality outcomes with a high level of 
satisfaction.363 

10.19 Discussions with clinicians in Auckland indicated that it was important to give 
midwives autonomy, but to acknowledge that with autonomy comes accountability.  
The importance of good leadership among both the midwifery and medical 
professions was emphasised, including the demonstration of leadership in collegiality 
and collaboration between the professions.364 

MEDICAL SPECIALISTS  

10.20 In its submission to the Productivity Commission Health Workforce Study, 
RANZCOG advise that: 

The [Obstetrician Gynaecologist] workforce is aging; there is a 

feminisation of the workforce, a reluctance of younger fellows to take 

on the excessive workloads of their predecessors and a 

misdistribution of the obstetric workforce.  Financial incentives exist 

for obstetricians working in areas with high rates of private insurance 

such as the larger capital cities.  Rural obstetrics is in crisis whilst 

the larger capital cities appear to be well served by obstetricians.365 
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10.21 An Australian Medical Workforce Advisory Committee (AMWAC) report in relation 
to the specialist obstetric and gynaecology workforce found that the average age of 
specialists is 51.3 years.366 

10.22 The Committee heard evidence from an obstetrician in Bunbury who expressed 
concern about the ageing obstetric workforce: 

We are worried about the ageing of the workforce.  Most of us are 

over the age of 50.  I do not think anyone under the age of 40 is 

providing service.  …two-thirds of Australian rural obstetricians are 

aged over 50, and one-third of those are aged over 60.367 

10.23 The Committee understands from its discussion with Dr Michael Nicholl, Clinical 
Director, Royal North Shore Hospital, Sydney, that financial disincentives made 
employment in the public sector an unattractive option for many highly skilled and 
experienced specialists.  As a consequence, Dr Nicholl was of the opinion that it is 
important to establish a medical work force within the public sector that is valued for 
its skill.  The difference between remuneration in the public and private sectors are 
significant and strategies need to be developed to attract medical specialists into 
public maternity on a full time basis.368 

Committee comment: 

10.24 In the Committee’s view, the strains upon the obstetrician workforce adds force to the 
contention that obstetricians should be recognised as specialists that deal with 
complex cases.    

10.25 A reduction in the number of facilities is not necessarily the single best solution to 
workforce demands and the Committee considers that the Government’s response to 
this issue must include the development of new ways of working and the introduction 
of new models of care within the maternity services.    

GP OBSTETRICS 

10.26 The importance of the GP obstetric model to the provision of obstetric services in 
Western Australia was emphasised in the submission from the AMA: 

The value and critical contribution of GP Obstetricians can be seen 

from the fact that they are the key to the provision of Obstetric 
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services in rural areas.  They extend the reach of maternity services to 

areas in regional and rural Western Australia which, in the absence 

of their service, obstetric care could not be delivered, thus 

necessitating the transfer of even greater numbers of rural women to 

locations far from home and family.369 

10.27 Despite the critical role of GP obstetricians, submissions from individual practitioners 
and representative groups such as the Divisions of General Practice indicate that a 
number of challenges face general practitioners who wish to practice obstetrics.370   

10.28 Concern about the continued viability of this model is so great that the AMA believe 
action is urgently needed if GP obstetrics is to continue as an option for Western 
Australian women: 

The current crisis is such that due to the diminishing number of GP 

Obstetricians, if the current rate of attrition is allowed to continue, 

this model will be defunct in the near future.  As a consequence, the 

community should be left in no doubt that this has grave implications 

for the delivery of maternity services in this State.371 

10.29 The proposed reconfiguration of obstetric services involving the closure of small 
maternity units is viewed as an additional threat to the GP obstetric model.  The Royal 
Australian College of General Practitioners (RACGP) state in their submission: 

While the RACGP understands the need for increased efficiencies in 

the public health system, it believes the current approach of reducing 

services has not taken into account the medium to long-term effects on 

General Practice obstetricians and the community, including 
potential increases in costs to the public system.372 

10.30 The Committee heard evidence from a GP obstetrician in Albany that various factors, 
including the closure of country maternity units, have an impact on the recruitment 
and retention of medical practitioners to the field of obstetrics: 

A few years ago the insurance premiums were quite high.  Now, 

luckily, thanks to the Department of Health, we have RiskCover and 

we are insured, so our insurance premiums have gone down.  We 

have had a lot of help from the government to reduce them.  A lot of 

people still perceive that.  That is one reason that is not really valid 
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anymore.  The insurance that I pay is no more than a non-procedural 

GP.  The other reason is that people think that they will not get 

enough work.  A lot of maternity units have been closed down and so 

GPs do not get the experience anymore.  …You need a reasonable 

number of people performing obstetrics to have backup.  It is no good 

if you are in a single town with a single GP wanting to do obstetrics.  

For instance, in Newman, they do not have enough support in the 

town.373 

10.31 These concerns and the implications for the provision of maternity services in the 
country have been recognised by the Department.  Dr Simon Towler, Executive 
Director, Health Policy and Clinical Reform, Department of Health, told the 
Committee: 

My concern is that a GP on his own cannot manage by himself a birth 

that goes wrong because more than one practitioner is required.  The 

public system inevitably must provide care in adverse events as well 

as in the ones that do not go wrong.  There is a sense of trying to 

develop a regional hub where a more risky delivery can be safely 

managed or where someone can choose to go.374  

10.32 Evidence to the Committee suggests that a reduction in the number of secondary 
hospitals where GP Obstetricians practice may result in a corresponding reduction in 
the number of practitioners.   

10.33 For example, the submission from Canning Division of General Practice suggests that 
issues of ‘access, distance, on call requirements, and manning obstetric clinics that 

are located a distance away’ mean that GP obstetricians will not necessarily continue 
to provide obstetric services if local maternity units are closed.375   

10.34 This concern is further borne out in the submission from GP Obstetricians Dr Maria 
Kailis and Dr Leon Levitt from Grantham House Family Medical Practice who 
currently deliver babies at Osborne Park Hospital: 

All the GP Obstetricians will be forced to cease practicing Obstetrics, 

if Osborne Park Hospital closes as there will be no public hospitals 

close enough to make it feasible to continue to practice.376  
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10.35 The Canning Division of General Practice foresee possible adverse effects for those 
GP obstetricians who continue to practice following the reconfiguration of public 
obstetric services: 

Shared care as occurs at the present would face increased bottlenecks 

and restricted service access if the only facilities available were to be 

restricted to KEMH and the four peripheral hospitals.377 

10.36 The Committee understands that in addition to access difficulties stemming from the 
closure of small obstetric units, not all public obstetric facilities provide GP 
Obstetricians with clinical privileges to deliver babies.378   

10.37 The joint submission from Osborne, GP Coastal and Perth and Hills Divisions of 
General Practice assert that ‘GPs should not be excluded from metropolitan public 

hospitals’ 379 and the RACGP calls on the Government to take into consideration the 
‘need for a common approach to the provision of GP obstetric services across Area 

Health Services’.380 

Committee comment: 

10.38 The Committee is concerned that a reduction in maternity units where GP 
obstetricians currently deliver babies, added to the other disincentives to practicing 
maternity, will ultimately make their continued involvement in birthing unviable.   

10.39 The Committee learnt that in New Zealand, while a number of GPs continue to 
provide pregnancy care, very few GPs deliver babies.  While the reasons for GPs 
exiting the maternity system are complex, issues of remuneration and lifestyle are 
commonly cited causes.381   

10.40 Given the experience of other jurisdictions, it seems likely that WA will need GPs to 
continue to deliver babies especially in rural and regional areas in addition to 
providing pregnancy and after birth care.  For this to occur, it is essential that adequate 
incentive and accessible facilities are available to sustain sufficient numbers of 
practitioners in the field. 

 

                                                 
377  Submission No 10 from Canning Division of General Practice, p1. 
378  See for example the letter at Appendix 9 from Mr Beress Brooks, Divisional Director, Swan Kalamunda 

Health Service, 29 August 2006 which explains that there have been no deliveries by GP Obstetricians at 
Swan Health Service since 2002. 

379  Joint Submission No 15 from Osborne, GP Coastal and Perth and Hills Division of General Practice, p1. 
380  Submission No 19 from the Royal Australian College of General Practitioners, p2. 
381  Informal discussions with officials from Counties Manukau District Health Board, Auckland, 7 February 

2007. 



Public Obstetric Services Select Committee REPORT 

106 G:\DATA\OB\obrp\ob.obs.070830.rpf.001.xx.a.doc 

Recommendation 11:  The Committee recommends that the Government examine 
options for retaining GP obstetricians as providers of maternity care during 
pregnancy, birth and after birth. 

 

10.41 The submission from Kalamunda Health Service explains that changes to metropolitan 
services can affect rural practitioners in terms of availability of suitable training 
positions and the provision of locum cover:  

Three Kalamunda General Practitioner Obstetricians have provided 

locum obstetric cover for North West rural centres in the last year 

and one has arranged further terms of cover.  This allows rural 

obstetrics to continue to function. 382 

10.42 It is clear that the factors impacting on the sustainability of GP obstetrics are complex 
and include issues such as lifestyle, remuneration, professional support, professional 
liability and the fear of litigation.  In the Committee’s view, any strategy to bolster the 
model will need to be similarly multifaceted.   

10.43 Dr Simon Towler, Executive Director, Health Policy and Clinical Reform, Department 
of Health, explained to the Committee that if GP obstetrics is viewed by the 
community as a valuable element of the maternity system, a dedicated effort will be 
required to address the issues affecting its continued viability, including:  

the need for general practice to consider adopting some slightly 

different work practices in order to support it.  I do not believe that 

there is a comprehensive review of the drivers and other issues to do 

with sustaining the general practice obstetric work force.  We know 

that current positions are not being taken up and there has been no 

increase in…accredited general practitioner obstetricians in the 

metropolitan area.  One of the key elements in the process of looking 

at models of care is that if general practitioner obstetrics is seen to 

continue to be a critical element of what the community decides is the 

appropriate way to care for mothers and babies, it will need to be 

addressed very specifically in order for those models to be 

successful.383  

                                                 
382  Submission No 12 from Kalamunda Health Service, p3. 
383  Dr Simon Towler, Executive Director, Health Policy and Clinical Reform, Department of Health, 

Transcript of Evidence, 13 November 2006, p9. 
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WORKFORCE AND MODELS OF CARE 

10.44 RANZCOG have expressed concern about the workforce implications of new models 
of care and warn that the substitution of health providers may simply shift the 
problem:  

In New Zealand anecdotal reports indicate that the greater 

involvement of midwives as lead maternity carers is resulting in a 

number of midwives reducing or ceasing obstetric practice due to the 

unpalatable busy obstetric lifestyle.  The results of the New Zealand 

experience need to be carefully evaluated to ensure that an increased 

workload is not shifted to other maternity service providers already 

experiencing workforce shortages.  Careful consideration should be 

given to the resources required to support obstetric services, 

particularly in rural areas rather than move the problem as a ‘quick 

fix’.384 

10.45 The Committee understands from its discussion with officials from Manakau District 
Health Board, Auckland, that a positive aspect of the maternity system in New 
Zealand is the continuity of care provided to pregnant women however the demanding 
nature of the work can have a negative impact on midwives.385 

10.46 The Committee also learnt that the introduction of a system characterised by a single 
lead carer for all three stages of maternity care had unforeseen consequences in 
relation to the role of GPs.  The Committee understands that very few GPs in New 
Zealand continue to provide maternity care because it is not considered economically 
feasible or acceptable in terms of lifestyle to provide the continuous, one-on-one care 
demanded by the system.386 

10.47 The Committee understands from its discussion with officials from the New Zealand 
Ministry of Health that it was not anticipated that providing women with the choice of 
a lead carer would result in the exit of GPs from the maternity system, but that had 
been the effect.387 

10.48 In Western Australia, the Committee heard evidence from Dr Simon Towler, 
Executive Director, Health Policy and Clinical Reform, Department of Health, that 

                                                 
384  RANZCOG, Submission to Productivity Commission Health Workforce Study, July 2005, p11.  Available 

at http://www.pc.gov.au/study/healthworkforce/subs/sub112.pdf (viewed on 31/5/07). 
385  Informal discussions with officials from Counties Manukau District Health Board, Auckland, 7 February 

2007. 
386  Ibid. 
387  Informal discussions with officials from the New Zealand Ministry of Health, Wellington, 8 February 

2007. 
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workforce issues and the development of sustainable models of care are inextricably 
linked:    

We need to go to sustainable environments, where clinicians support 

each other and where the work demands and the lifestyle demands are 

in fact sustainable.  …there is no possibility that the current 

generation of doctors is likely to behave in the way that people from 

my generation have done, where they have worked far too long, 

probably in relatively unsafe ways because of sleep deprivation and 

hours of availability.  In looking at any question of a GP obstetric 

model, those issues need to be taken into account.  If you then also 

extend any discussion around a facility and medical carers during 

delivery to supporting home delivery or any other environment, such 

as birthing centres, the issues remain the same.  Timely intervention 

to protect the safety of the baby and the mother has to be provided by 

whatever model we endorse as a department, and I think as a 

community.388  

Support for new models of care  

10.49 The experience of jurisdictions throughout Australia and overseas indicates that the 
introduction of new models of care may result in resistance by some of the obstetric 
workforce.    

10.50 The strength of opposition to change in Western Australia is not clear however it is 
apparent that there has been a growing awareness that the way in which maternity care 
is currently provided is not sustainable.  Dr Simon Towler, Executive Director, Health 
Policy and Clinical Reform, Department of Health, told the Committee that feedback 
obtained during consultation in relation to the Future Direction in Maternity Care 
policy process would provide an indication of clinicians attitude toward change: 

I think people have understood that the workforce does not exist to 

support the [current] model.  People have begun to recognise that 

there is a genuine interest from the community for changes in the 

model of care.  …The extent to which there is a broad change in 

attitude I think is too early for us to say.  The reason we have put this 

out as a draft framework is specifically to seek input from all clinical 

groups on their view of what is being proposed.  It will need to be 

balanced by a very strong consumer input.389 

                                                 
388  Dr Simon Towler, Executive Director, Health Policy and Clinical Reform, Department of Health, 

Transcript of Evidence, 13 November 2006, p7. 
389  Dr Simon Towler, Executive Director, Health Policy and Clinical Reform, Department of Health, 

Transcript of Evidence, 14 May 2007, p3. 
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Case Study: The  Ryde Midwifery Group Practice 

10.51 The effect of practitioner concerns regarding new models of care can be seen in some 
of the issues faced by management and staff when the Ryde Midwifery Group Practice 
in Sydney was established in 2004. 

10.52 Refusal by anaesthetists to be involved with the model led to a withdrawal of services 
by visiting obstetricians who were concerned about the unavailability of anaesthetic 
services.  Some midwives also expressed concern about the lack of on-site medical 
and anaesthetic back-up.390 

10.53 The Committee understands from its discussion with Dr Michael Nicholl, Clinical 
Director, Royal North Shore Hospital, Sydney, that the lack of medical support was 
overcome because the risk assessment for the model was sufficiently rigorous to 
ensure appropriate controls were in place, including medical backup from staff 
specialists at North Shore Hospital.  Dr Nicholl informed the Committee that a 2006 
evaluation of the Ryde midwifery service reported that on only one occasion in two 
years was a staff specialist from North Shore Hospital required at the Ryde unit.  
According to Dr Nicholl, the evaluation proved that the fears held by medical 
practitioners of constant attendance at the unit were baseless.391 

10.54 Those involved in the development of the Ryde project learnt some valuable lessons 
from the exercise:   

Changes in maternity care should ideally be based on collaboration 

and cooperation across all levels of service provision.  The service 

itself crosses the acute hospital and community boundaries, enabling 

it to achieve a balance between hospital-based and community-based 
care.392 

Clarifying the role of medical practitioners 

10.55 It has been pointed out to the Committee that many medical practitioners are 
concerned about the role that will be expected of them in some models of care: 

The assumption that an obstetrician will be willing to pick up the 

reins in mid-labour, in circumstances when there may not have been 

any prior briefing about the woman’s previous history etc, is not a 

safe assumption to proceed on.  Some delicate negotiation would be 

                                                 
390  Tracy S, Hartz D, Nicholl M, McCann Y, Latta D, ‘An integrated service network in maternity - the 

implementation of a midwifery-led unit’,  Australian Health Review, Vol 29, No 3, August 2005, p333. 
391  Informal discussions with Dr Michael Nicholl, Clinical Director, Division Women’s Childrens’ & Family 

Health, Royal North Shore Hospital, Sydney, 5 February 2007. 
392  Tracy S, Hartz D, Nicholl M, McCann Y, Latta D, ‘An integrated service network in maternity - the 

implementation of a midwifery-led unit’,  Australian Health Review, Vol 29, No 3, August 2005, p338. 
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required even if there was a willingness to accept at a policy level 

that the state should wear the risk.393 

10.56 The Committee heard evidence that for many specialist obstetricians, late or 
unexpected involvement in a birth can cause difficulties for both the doctor and 
woman:   

The beauty of the GP-midwife interaction is that the GP already 

knows the lady and has a relationship with the woman.  The GP and 

the midwife can work out who will do what.  The lady then always has 

recourse to contact someone who she knows and trusts.  We are 

strangers.  It is extremely uncomfortable and it is hard to describe 

being on the end of an impending disaster when someone who has run 

into trouble at home comes to us but the woman has been totally 

dependent on the midwife and has no trust in the hospital system, let 

alone anyone who has a link with it.  It is very confronting for 

everyone to have to try to retrieve that type of situation when there is 

no trust.394 

Committee comment: 

10.57 The Committee are of the opinion that all maternity service providers have an 
obligation to properly inform women about the risks and possible consequences 
associated with the model of care being provided to their clients. 

 

REMOTE AND RURAL  

10.58 In addition to the areas of recruitment and retention, the concentration of health 
professionals in metropolitan areas presents a number of difficulties for country 
services.  

10.59 The Australian Health Workforce Advisory Committee’s (AHMAC) review of the 
midwifery workforce recognised that staff shortages can impact on the ability of 
country health services to provide training and professional development opportunities 
for staff: 

                                                 
393  Dr Jon Mulligan, Regional Medical Director, South West, Transcript of Evidence, 27 November 2006, 

Session 3, p7. 
394  Dr Diane Mohen, Obstetrician Gynaecologist, Southwest Gynaecology, Transcript of Evidence, 27 

November 2006, Session 6, p11. 
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A significant issue is that of ensuring staff have access to continuing 

education and professional development.  This is primarily due to the 

lack of available staff to backfill core staff.395 

10.60 The Committee heard evidence that practitioners in rural areas need to possess a broad 
range of skills and they need training and assistance to keep up those skills: 

The problem is that they are 400 kilometres from the nearest hospital, 

and they do not have a backup service that is half an hour or three-

quarters of an hour away, so they then have to change their hat from 

low risk to high risk and do the surgical procedures, like a caesarean 

section, where you need to keep up your skills.396 

10.61 A fragile balance exists in maintaining the rural maternity workforce where shortages 
in one area can be critical to the operation of the service as a whole.  The Committee 
heard from the Collie Health Service that the continued ability to recruit and retain 
both midwives and GP obstetricians was essential: 

As I said, they go hand in hand; we cannot have one without the 

other.397 

 

                                                 
395  Australian Health Workforce Advisory Committee, The Midwifery Workforce in Australia: 2002-2012, 

AHWAC, Sydney, 2002, p53. 
396  Dr Hector Faulkner, Visiting Medical Officer, GP Obstetrics, Denmark Health Service, Transcript of 

Evidence, 28 November 2006, Session 4, p16. 
397  Mrs Sylvia Miles, Nurse Unit Manager/Site Manager, Collie Health Service, Transcript of Evidence, 27 

November 2006, p7. 
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CHAPTER 11 

FUTURE DIRECTION IN MATERNITY CARE  

INTRODUCTION  

11.1 This chapter will examine the stages of the Future Direction in Maternity Care policy 
development process including the discussion paper, the executive leaders’ workshop, 
the overview of consultation responses and the review of evidence conducted by the 
Department.  The draft maternity policy will be reviewed in the following chapter. 

DISCUSSION PAPER 

11.2 The Future Direction in Maternity Care discussion paper (Discussion Paper), which 
was released in November 2006, states: 

The Future Directions of Maternity Care document does not repeat 

earlier reports; nor does it discuss the location of services.  This has 

already been set out in the Clinical Services Framework 2005-2015 

…based on the recommendations of the Health Reform 

Committee…398 

11.3 According to the document, the Discussion Paper builds upon previous 
recommendations, reviews gaps in service delivery, makes recommendations about 
maternity care choices and principles underlying maternity care and offers a five year 
plan for maternity care in Western Australia.399   

11.4 The document claims to offer: 

 a template for best practice in maternity care.400 

11.5 Public release of the Discussion Paper on 8 November 2006 was followed by a 
consultation period of approximately seven weeks to 31 December 2006 in which the 
community and stakeholders were invited to provide feedback by mail or email.401 

11.6 The Discussion Paper outlines some of the factors that impact on maternity care 
including workforce, sustainability, demand, rural and remote services, cultural 

                                                 
398  Health Policy and Clinical Reform, Future Direction in Maternity Care, Department of Health WA, 

Perth, 2006, p4. 
399  Ibid. 
400  Ibid, p44. 
401  Department of Health WA, Press release of 8 November 2006, 

http://www.health.wa.gov.au/press/view_press.cfm?id=624, (viewed on 10 July 2007). 
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considerations and the changing nature of maternity care.  A brief summary of the 
paper’s conclusions are outlined below. 

Workforce issues 

11.7 Workforce issues that impact upon maternity services include an undersupply of 
midwives throughout Australia.  As midwives leave the profession, some because of 
dissatisfaction with their professional role in Australia, retention within the midwifery 
workforce has been identified as an important issue.402   

11.8 The Discussion Paper also warns of a likely drop in the number of obstetric specialists 
in the future due to a range of issues including age, lifestyle and work factors.403 

11.9 The importance of GP obstetrics to Western Australia is noted, as is the decreasing 
number of practitioners due to factors that include lifestyle issues, remuneration and 
lack of professional support.404  The severity of the undersupply of GP obstetricians is 
emphasised in the paper, including the possibility this model of care will disappear.405 

Sustainability  

11.10 The discussion paper notes that increasing health costs have had an impact on the 
maternity system and it is expected that: 

future maternity care will be effective, efficient, safe, and have high 

quality - whilst also being affordable.406 

Demand 

11.11 It is expected that WA’s birth rate will remain steady, although there are indications of 
a rising trend.  The Discussion Paper notes that further analysis is required to establish 
an accurate picture of the birth rate, but states that it is not expected that the proportion 
of women who give birth in public hospitals (65%) will change.407 

Rural and remote 

11.12 The Discussion Paper acknowledges the challenges in providing maternity services to 
a widespread and sparsely populated community.  It is recognised that rural and 

                                                 
402  Health Policy and Clinical Reform, Future Direction in Maternity Care, Department of Health WA, 

Perth, 2006, p8. 
403  Ibid. 
404  Ibid. 
405  Ibid. 
406  Ibid. 
407  Ibid, p9. 
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remote women need to have access to a range of maternity care choices, while the 
government must ensure the services provided are appropriate and financially 
sustainable.408 

Cultural considerations 

11.13 The Discussion Paper proposes that the Department will consult with indigenous 
women and women from culturally and linguistically diverse backgrounds to ensure 
their maternity care needs are considered.409    

Changing nature of maternity care 

11.14 The Discussion Paper points out that maternity care has become more complex due to 
the increasing age of new mothers and the frequency of obesity.  The paper explains 
that these issues can result in the need for medical intervention and also notes that 
Australia has one of the highest rates of caesarean section in the world: 

It is believed that this figure will rise to 41 per cent by 2016/17 unless 

there is a change in maternity care practices.410 

Gaps in the current system 

11.15 The Discussion Paper recognises a number of gaps in the Western Australian 
maternity system including: 411 

a) Lack of choice in relation to care, including access to midwifery-led care.  In 
addition, women are not provided with adequate information about options 
available to them. 

b) Lack of workforce capacity will have an impact on service delivery options. 

c) The system is not currently meeting the needs of at-risk women and babies. 

d) The maternity care workforce needs to be more flexible, to work more 
collaboratively with each other and allow women to make choices for 
themselves. 

                                                 
408  Ibid, p10. 
409  Ibid. 
410  Ibid, p11. 
411  Ibid, pp15-17. 
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Options for maternity care 

11.16 The Discussion Paper suggests a need for change in the focus of care to provide more 
choices for women with uncomplicated pregnancies outside the secondary and tertiary 
hospital system while ensuring that women who need medical assistance receive it.412   

11.17 Options to be considered include: 

a) More maternity care should be provided locally through services such as 
community based midwifery group practices which are able to provide 
continuity of care throughout pregnancy, birth and the post birth period.413   

In relation to birthing, the Discussion Paper states that: 

While labour and birthing facilities would not be located at the group 

practice, midwives would be able to support women and their unborn 

babies during labour and birth in the most appropriate setting - either 

at a hospital or at home.414 

b) The Family Birth Centre model at KEMH could be extended to other ‘major 

centres, particularly in outer metropolitan areas’ where the birth centre 
would be ‘adjacent to hospitals so that support could be provided if it was 

needed.’415 

c) Hospital options currently provided will continue, and the type of care 
available will depend on the individual facility.  The Discussion Paper states 
that: 

These services will become more integrated with pregnancy and after 

the birth care, allowing women to have the one carer throughout their 

maternity care while still having access to more labour and birthing 
options.416 

d) Tertiary care will continue to be provided at KEMH. 

11.18 According to the Discussion Paper, the future direction of maternity care in WA 
should include:417 
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• encouraging women with uncomplicated pregnancies to use community based 
midwifery group practices and birth facilities; 

• care for ‘medium-risk’ women who require some medical involvement to be 
provided by GP obstetricians working with midwives and consulting 
specialists when required; and 

• a focus by specialist obstetricians on providing care for complex cases that 
require a high level of medical involvement. 

11.19 The Discussion Paper proposes a number of ‘care pathways’ which will: 

map the route that a pregnant woman takes from their first contact 

with a health professional through referral, labour and birth and to 

the end of their care.  It is a timeline on which every event is mapped.  

The pathway outlines what is likely to happen on the woman’s journey 

and can be used for information as well as for planning services and 

support.  While they allow for change to help meet each woman’s 

needs, care pathways also helps provide a common approach for 

health professionals across WA and more consistency of care.  

Pathways also improve the partnership between the woman and all 

her carers.418 

FUTURE DIRECTION POLICY DEVELOPMENT PROCESS 

11.20 In relation to consultation, the Discussion Paper states that the Department will use a 
variety of methods to achieve a broad consultation and will provide feedback to those 
involved:419 

As a result of this approach, WA Health’s maternity policy will be 

developed in partnership with the community and clinicians.  The 

consultation at each stage will be a key part of the Maternity Care 

Policy’s development, along with international and national 

experiences and best practice, as well as the recommendations from 

reviews and other documents.420 

11.21 According to the Discussion Paper, feedback from the consultation, along with a 
consideration of relevant evidence, will assist in the development of the new maternity 
care policy.  A second round of consultation will follow release of the draft policy. 
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11.22 Dr Carolyn Thorogood, Board Member, Community Midwifery WA, expressed a 
positive view of the first phase of consultation: 

I attended the future directions workshops in October 2006.  …For 

the very first time, consumers have had equal opportunity to work in 

partnership with professional organisations and with health 

organisations and clinicians.  This is the first time we have all worked 

together in partnership so that all parties, I believe, believed that they 

were equal partners and that their views were valued and were heard 

and taken into account.421 

11.23 The Discussion Paper notes that many of the issues require further consideration.  
Changing the way maternity services are currently delivered to a system that is 
woman-centred, offers choice and is locally accessible will have a number of 
implications.  Some of the areas that will require more work include: 

• data collection and analysis in relation to trends and demographics; 

• information and education requirements to encourage informed choice; 

• workforce issues including training, recruitment, flexible working 
arrangements, professional collaboration;  

• infrastructure requirements; and 

• funding. 422 

RESPONSE TO THE DISCUSSION PAPER 

11.24 Approximately one third of the 83 submissions received by the Department came from 
the community and almost one half of the submissions addressed issues relating to 
maternity care in rural areas.423 

11.25 In addition to calling for submissions, the Department also conducted meetings with 
key professional and community groups to obtain feedback and provide information 
about the consultation process.424 
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Issues raised in evidence to the Committee 

11.26 Dr Maureen Harris, Associate Professor of Midwifery, Edith Cowan University, in 
evidence to the Committee expressed the following concern: 

The discussion document for WA was developed by clinicians and 

policy makers.  It is not clear what choices consumers will have, if 

any, or how their input will be used.425 

11.27 According to the Department, while significant input had been sought from clinicians 
during different phases of the reform process, the Future Directions of Maternity Care 
consultation aimed to obtain broad consumer input: 

We have had extensive focus up to now with clinician groups.  We 

have taken advantage of a substantial amount of work that went on 

beforehand.  The principal target now is the community and 

citizens.426  

11.28 The Overview of Consultation Responses427prepared by the Department noted a 
concern that the timeframe for consultation was too short.  The Committee heard 
evidence that this concern, which had been raised by the Maternity Coalition, was 
subsequently addressed by the Department:  

The Maternity Coalition did mention that because it was one of the 

few groups that had a concern about the deadline.  That was fairly 

easy to deal with in terms of providing additional time to put in 

submissions.  We also then explained to them the whole process that 

the consultation was taking.  By going back and talking to them 

regularly - indeed, I am meeting with them next week - that has 

allayed some of their concerns.  To clarify that, we received 

submissions right up until mid-February, and we were quite happy to 

take them and incorporate them in the information.428 

11.29 Dr Simon Towler, Executive Director, Health Policy and Clinical Reform, Department 
of Health, explained to the Committee that consultation would not consist of a single 
episode, but would constitute an ongoing element of the policy development process.  
Consequently, the Department provided: 

                                                 
425  Dr Maureen Harris, Associate Professor of Midwifery, Edith Cowan University, Transcript of Evidence, 

16 April 2007, p2. 
426  Dr Simon Towler, Executive Director, Health Policy and Clinical Reform, Department of Health, 

Transcript of Evidence, 13 November 2006, p4. 
427  Health Policy and Clinical Reform, Overview of Consultation Responses, Department of Health WA, 

Perth, 2007, p8. 
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multiple options for people to communicate with us.  In moving to 

develop a draft policy, there has to be some point where a reasonable 

amount of information is created.  It is my intention that we will 

continue to invite people to provide any additional information right 

through the development of the maternity framework.  I am hoping 

that we will identify people who wish to continue to participate as we 

go through this process of clinical networking, meetings and 

consultation.429     

11.30 Dr Maureen Harris, Associate Professor of Midwifery, Edith Cowan University, told 
the Committee that her view was that the establishment of mechanisms to enable 
ongoing consumer input were not apparent in the discussion document: 

I do not believe that the necessary infrastructure has been established 

yet to enable consumer participation.  There are a lot of good 

intentions.430 

11.31 Evidence provided by Departmental officials indicates that ‘clinical networking’ will 
be the means by which continued consumer involvement in policy development 
occurs:    

We are stepping through a process in partnership with the community 

to develop what we believe is one of the most comprehensive 

consultation programs in the health system in Western Australia.  It is 

also in line with the principles that have been developed for clinical 

networking.  Consumer members are part of our advisory group 

within the clinical networking structure that we are putting in 
place.431 

11.32 Through clinical networking the Department intends to:  

establish a long-term relationship with the community by multiple 

pathways to ensure input to all policy development.432  

11.33 Concern was expressed to the Committee by Dr Tracy Reibel, private citizen, that the 
location of services was not included by the Department as a topic for discussion 
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when it could be argued that location is inextricably linked to consideration of models 
of care: 

the mere fact that [the Discussion Paper]refuses to engage with the 

issue of location of services indicates, or certainly implies to me, that 

some degree of planning for the future provision of maternity services 

has already occurred.  The document talks about models of care and 

invites comment on models of care, and of course this is a very 

important aspect of the provision of maternity care, but it is coupled 

very significantly with where these services are located.  My 

assumption at this point in time can only be that the government is 

prepared to consider different models of care but only within the 

service locations that it has already predetermined.433 

11.34 The Committee heard evidence from the Department that the issues outlined in the 
Discussion Paper were deliberately framed broadly: 

this is a three-phase process.  This is a formative period.  Beyond this 

phase, there is the opportunity for ongoing consultation around what 

is essentially the emergence of more specific discussions around 

models of care.  It does not stop in January.  It goes on during the 

development phase for the framework and then continues once the 

framework is in place.  My greatest concern about the current 

document was that it may be criticised for lacking detail in that we 

have not specified any particular structures or outcomes.  We are 

very conscious of the fact that we do not want to pre-empt the 
discussion that comes out of this phase.434 

11.35 The Department explained that a key aim of the consultation process was to develop a 
framework or set of principles that would underlie future planning:  

One of the reasons we chose not to be explicit about particular 

preferences or directions is that even if only the principle public 

hospitals in Western Australia that are providing an obstetric service 

are considered, substantial variety will be found in what is around 

them, the nature of the medical community around them, the nature of 

the people who live in the area and the different community profiles.  

We hope that a series of principles will emerge from this with respect 

to what might be taken into consideration in providing service to a 
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given area.  There are some potentially valuable things, but I do not 

want to pre-empt the outcome.435  

EXECUTIVE LEADERS WORKSHOP 

11.36 The Committee learnt in New Zealand that a national maternity forum had been held 
annually in that country for approximately five years.  The event is highly regarded by 
stakeholders and brings together all the key players, encouraging better 
communication and respect between the professions.436 

11.37 The benefit of such forums for stakeholders was echoed in evidence given to the 
Committee in Perth: 

Consultation processes are very important.  However, they must be 

true consultation processes that bring people around the table to 

thrash out issues in such a way that you have a forum, and people can 

put across their views and voice their opinions and concerns.  It is 

very important that people’s concerns are addressed and put on the 

table, and that all the stakeholders are represented.437 

11.38 In December 2006 the Department held an ‘executive leaders workshop’ as part of the 
Future Directions in Maternity Care reform process.  The aim of the forum was to 
bring all stakeholders together to identify and discuss the issues that impact on the 
development of Western Australia’s maternity care policy. 

11.39 Groups and individuals invited to the workshop included KEMH and other maternity 
hospitals, regional service providers, professional and consumer organisations.  More 
than 70 people attended.438 

11.40 The Committee heard that the forum also helped to bridge some of the long-standing 
professional barriers that had existed within the maternity system: 

it became very clear at the Future Directions workshop that all of us, 

whether we be consumers, community groups, other stakeholders as 

professional groups or clinicians, actually shared more 

commonalities than we did differences.  It was really quite amazing 

when we all sat down to work together how much we had in common.  

I think the interaction between the groups was probably as important, 
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if not more important, than the formal stuff that we actually dealt 

with.439 

Committee comment:  

11.41 The Committee is impressed by the positive assessment of the Future Direction in 

Maternity Care maternity forum.   

11.42 A regular maternity forum in Western Australia would provide an opportunity for 
consumers, stakeholders and the professions to improve communication, collaboration 
and information sharing to the benefit of the maternity system as a whole. 

 

Recommendation 12:  The Committee recommends that the Government conduct a 
state wide maternity forum every two years. 

 

OVERVIEW OF CONSULTATION RESPONSES 

11.43 The Health Department compiled an overview of consultation responses in which 
issues and views gained from the various stages of the process (submissions, 
workshop, focus meetings, Select Committee submissions and the Discussion Paper) 
were outlined in detail. 

11.44 The document states that: 

Divergent views are represented.  All comments were considered for 

inclusion… There has been no attempt to screen, or interpret any 

particular view.440 

11.45 The document explains that the Overview of Consultation Responses, in conjunction 
with the review of evidence in relation to maternity care, will be the basis for Future 
Directions in Maternity Care Reference Group (Reference Group) discussions.441  
Membership of the Reference Group includes three consumer representatives, two 

                                                 
439  Dr Carolyn Thorogood, Board Member, Community Midwifery WA, Transcript of Evidence, 30 April 

2007, p3. 
440  Health Policy and Clinical Reform, Overview of Consultation Responses, Department of Health WA, 

Perth, 2007, p1. 
441  Ibid. 



Public Obstetric Services Select Committee REPORT 

124 G:\DATA\OB\obrp\ob.obs.070830.rpf.001.xx.a.doc 

aboriginal representatives, health professionals, health service representatives and 
representatives from the country.442 

11.46 The Committee heard evidence in relation to how the Department incorporated the 
feedback obtained throughout the various stages of consultation in the policy 
development process: 

We have taken each and every comment and compared it with the 

research base that we were provided with by the independent 

research.  Also, of course, the reality is that if the community as a 

whole was saying to us that it would like more variety, obviously we 

would look at that.  Where there was a difference in opinion - for 

example, the system is fine as it is now versus we would like more 

choice - that information was taken to the clinical reference group 

that we established and we talked through the issues with them and 

they provided the advice back to us, which is what we included in the 

document.443 

11.47 The feedback obtained from consultation, as well as information from the evidence 
review and other documents, will assist the Department’s Reference Group to: 

Gain an agreed understanding of the research and consultation 

findings, 

Gain agreement of the principles that will underpin the Policy 

development, 

Gain agreement on the features of the Maternity Services system 

design, 

Design patient service and system flows, and 

Design and gain agreement on models of Maternity care practitioner 

service integration options.444 
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and 24 August 2007.  Following consultation with the professions and the community, the 19-member 
Maternity Services Reference Group was formed by the Department to provide broad representation that 
could consider the range of issues relating to maternity services.  Membership consists of consumers and 
consumer advocates, aboriginal women and aboriginal health workers, area health service representatives, 
rural practitioners, academics and practitioners from obstetrics, midwifery, neonatology, mental health 
and general practice. 

443  Ms Alison Maggs, Senior Development Officer, Health Policy and Clinical Reform, Department of 
Health, Transcript of Evidence, 14 May 2007, p15. 

444  Health Policy and Clinical Reform, Overview of Consultation Responses, Department of Health WA, 
Perth, 2007, p1. 



REPORT CHAPTER 11: Future Direction in Maternity Care 

G:\DATA\OB\obrp\ob.obs.070830.rpf.001.xx.a.doc 125 

MODELS OF MATERNITY CARE: A REVIEW OF THE EVIDENCE  

11.48 A comprehensive review of evidence was conducted by a team from the Womens’ and 
Infants Research Foundation at KEMH consisting of a midwifery consultant, an 
obstetric consultant and a biostatistician.445 

11.49 The review examined national and international evidence in relation to various issues 
including home birth, co-located and freestanding birth centres, continuity of care, 
caseload midwifery, shared care, high risk pregnancies, home care and home visiting 
programs.  Selected findings of the review are outlined below: 

• Planned home birth ‘with a qualified practitioner is a safe alternative for 

women determined to be at low obstetric risk by established screening 

criteria.’  Transfer protocols should be in place in case of complication and 
women should receive counselling in relation to the potential for transfer.446 

• The evidence in relation to birth centres is ‘limited by the low frequency of 

good quality studies.’ 447  However, the review concludes that the evidence 
demonstrates that for low-risk women birth centre care increases satisfaction 
with care and reduces intervention rates ‘without an increase in perinatal 

adverse outcome.’448 

• Midwife-led models that provide continuity of care are: 

are more acceptable to women, while being associated with 

fewer intrapartum interventions and no increase in adverse 

outcomes.  Women with high-risk pregnancies may also safely 

access this model providing there is appropriate obstetric 

support.  There are no associated increased costs and there 

may be small savings.  There is no evidence that personal 

caseloads offer improvements in outcomes, and they may 

have negative consequences for midwifery work patterns and 

their lifestyle.449 

• Women with high-risk pregnancies, including those from lower 
socioeconomic groups, have better outcomes when much of their pregnancy 
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care is provided at home by advanced nurse practitioners.  These programs 
also provide significant cost benefits.450 

• Early discharge after birth (within 48 hours) when accompanied by home 
visits by a midwife is not associated with adverse outcomes or additional 
benefits.451 

11.50 The evidence review notes that: 

The evidence is limited by considerable shortfalls in the existing 

knowledge base, chiefly because of methodological problems.452  

11.51 The review makes the following conclusion: 

this summary of the evidence published in peer-reviewed journals has 

identified substantial gaps in knowledge about models of maternity 

care.  Future research preferably based in the local context may be 

necessary in order to formulate resolutions about the appropriateness 

of new models of maternity care.453 

11.52 The Committee was told that the Department is striving to address some of the gaps in 
evidence, including outcome data, by improving reporting structures.  According to Dr 
Simon Towler, Executive Director, Health Policy and Clinical Reform, Department of 
Health:  

there are a number of unique issues for Western Australia.  To put it 

bluntly, I think some of the evidence is missing.  We have not been 

able to find absolute answers to some of the questions which I think 

are inherent in the positions taken by different clinical groups in 

making the statements they make.  …At the moment we are 

increasingly improving our reporting structures within the public 

health system.  We are starting to develop a much clearer idea on 

outcomes.  The new clinical government structure is resulting in 

better reporting on who is in hospital and what happens to them, and 

that is including aspects of obstetric and midwifery care.454  
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Committee comment: 

11.53 The Committee is of the view that a comprehensive review of evidence is an essential 
component for health policy reform and in relation to maternity care, provides a basis 
for assessing and developing models of care. 

11.54 It is the Committee’s view that evidence gathering to date has been skewed toward the 
existing maternity system without due regard to broader issues or developments 
elsewhere. 

11.55 The Committee notes that stakeholders have expressed concern about the failure of the 
Department to consider current evidence in relation to maternity care.  The 
Department’s positive response to those concerns in conducting a review of evidence 
as part of the Future Direction of Maternity Care process is also noted.   

 

Recommendation 13:  The Committee recommends that there is a Government 
commitment to: 

(a) data gathering and analysis in relation to maternity services and 

(b) an ongoing consideration of current evidence in relation to maternity care. 

 

.
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CHAPTER 12 

IMPROVING MATERNITY CHOICES: A DRAFT POLICY  

INTRODUCTION  

12.1 The Department’s draft maternity policy Improving Maternity Choices: Working 

Together Across WA (Draft Policy) was released in May 2007.   

12.2 A proportion of the document repeats information outlined in the Future Direction in 

Maternity Care discussion paper, consequently this chapter will chiefly focus on the 
key conclusions and strategies outlined in the draft policy.    

CONTEXT OF THE DRAFT POLICY  

12.3 The Discussion Paper made it clear that it did not repeat the work of earlier reviews 
and the Draft Policy reiterates this point: 

The policy directions within this consultation paper should be 

considered within the context of the Clinical Services Framework and 

other major health reform initiatives.455 

12.4 According to the Draft Policy, changes to the maternity system will occur 
incrementally over a five year period with consideration paid to resource requirements 
involved in providing community-based services, sustainability in terms of workforce 
and cost, and achieving a balance between local needs and demands and health service 
capability.456 

CONSULTATION ON THE DRAFT POLICY  

Objectives of consultation 

12.5 The Department’s objectives in releasing the draft policy for consultation include: 

[inviting]  people to consider the evidence and the improved range of 

services, which includes home birthing, birth centres, and traditional 

mainstream obstetric care, but very much in the context of a 

continuum from preconception right through to postnatal care.  We 

are very conscious that this is a broad document at the moment.  You 

will not find lists of sites.  We are here looking at what is called a 
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model of care; in other words, how do we deliver the service, and 

what is the range of services that the community would seek to have 

provided.  We have also gone to check on the evidence that those 

services would be safe, which is consistent with our emphasis.457 

12.6 The Committee was reassured that feedback from consultation on the Draft Policy 
would inform the Department’s decision making process in finalising the Western 
Australian maternity policy:  

We are not seeking to have a draft framework which is then a fait 

accompli.458  

Consultation methodology 

12.7 Following public release of the Draft Policy on 13 May 2007, stakeholders and the 
community were invited to provide feedback via forms placed on the Department’s 
website, by telephone, by post or through the Health Consumers’ Council.  The 
consultation closed on 3 August 2007.459 

12.8 In addition to providing opportunities for the public to provide feedback, the 
Department conducted a widespread and comprehensive series of public forums 
throughout the metropolitan and regional areas.  The events calendar was available on 
the Department’s website throughout the consultation period and a copy is attached at 
Appendix 10. 

12.9 The Department also conducted a consumer survey to obtain a better picture of 
women’s views and preferences regarding maternity care.  The survey was 
administered by the University of WA and included a survey population of 1511 
members of the community.460   
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ELEMENTS OF THE DRAFT POLICY  

Workforce issues 

12.10 The Draft Policy states that a comprehensive workforce strategy will be developed to 
meet the requirements of the maternity system and to address significant workforce 
issues over a nine-year period.461 

12.11 New Zealand Ministry of Health officials alerted the Committee to the need for 
reformers to be aware of the possible impact of changes on the health workforce.  
Careful planning that takes into account workforce issues is necessary to foresee and, 
where possible, avoid the workforce pressures now being experienced in New 
Zealand.  The Committee learnt that improvements to maternity care can be achieved 
without conducting immediate and wholesale change to the system. 462  

12.12 The New Zealand authority realised that the central principle of continuity of care by a 
lead maternity carer can be retained while adopting a more flexible approach that 
recognises the impact of workforce pressures on the ability of District Health Boards 
(DHBs) to meet system demands.  Consequently, in situations where continuity of 
care cannot be assured throughout all three phases of care, DHBs are required to give 
priority to the pregnancy and postnatal periods.463 

Committee comment: 

12.13 The Committee was reminded by the New Zealand example that far-reaching reform 
of health services can have unforeseen consequences, particularly in relation to the 
workforce.  The exit of GPs from the maternity system in that country illustrates the 
importance of careful planning by government to anticipate any possible flow-on 
effects stemming from changes to the system.     

Clinical performance and risk 

12.14 According to the Draft Policy, evidence based clinical guidelines will be developed 
and the Department will publish hospital caesarean section rates.464 

12.15 The publication of caesarean section rates for Western Australian hospitals is a 
welcome initiative the Committee believes will enable informed public discussion 
about an increasingly significant feature of modern maternity care.   
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12.16 However, a case can also be made that information regarding other interventions and 
aspects of care should be equally accessible to the public and stakeholders.  Dr 
Maureen Harris, Associate Professor of Midwifery, Edith Cowan University, told the 
Committee that issues such as models of care, caesarean section rates, continuity of 
care and analgesia should be a matter for public debate ‘with open access to 

information on all public indicators for each public hospital in Western Australia’.465 

12.17 The Committee notes that according to the Draft Policy, changes to the maternity 
system will be carefully monitored and evaluated and that ‘standard health and risk 

assessment tools’ will be developed.466 

12.18 Additionally, the Committee has been advised by the Department that: 

Community and health professional consultation will also take place 

to develop key performance indicators, which will monitor the 

implementation of the new Maternity Care policy.467 

12.19 Dr Cherrell Hirst, who conducted the 2005 Review of Maternity Services in 
Queensland, expressed the view that a true assessment of the maternity system 
requires more than mortality and morbidity data.  In her report, Dr Hirst noted that 
mortality figures, while important, do not measure other important outcomes of 
maternity care: 

There are other outcomes of maternity experiences including the 

number of vacuum/forceps-assisted births and caesarean births and 

their effects on health, the incidence of postnatal depression and 

breastfeeding rates and the long term health effects of maternity care 

on mothers and babies. 

There is a need for a more holistic approach to data collection in 

maternity care…468 

12.20 Dr Hirst’s recommendations include the establishment of an independent Centre for 
Mothers and Families to be responsible for data collection and establishing maternity 
care performance indicators.  The Centre will also: 
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facilitate change and continuously monitor the appropriateness, 

effectiveness, quality, safety and evidence base of maternity 

services.469 

Committee comment: 

12.21 The Committee considers that assessment of Area Health Service performance in 
relation to performance indicators should be publicly accessible. 

12.22 The Committee concurs with the view expressed by Dr Cherrel Hirst in her Review of 
Maternity Services in Queensland that a true evaluation of the maternity system 
requires a range of indicators and outcomes that will provide a broader view of the 
system. 

 

Recommendation 14:  The Committee recommends that information about Area 
Health Service performance and progress toward achieving maternity policy outcomes 
are made publicly available. 

 

The pace of change 

12.23 The Committee understands from its discussion with Dr Michael Nicholl, Clinical 
Director, Royal North Shore Hospital, Sydney, that models of care developed for 
particular settings, such as the Ryde Midwifery Group Practice, are not immediately 
transferable elsewhere.  The Ryde Midwifery Service was a local solution to a local 
problem and while certain elements may be transferable, the complete model was not.   

12.24 However, while it may not be appropriate to transfer replicas of models developed 
elsewhere to Western Australian communities, the Committee understands that it is 
now possible to design a template for models of care by which they can be properly 
and formally evaluated. 470 

12.25 Dr Cheryl Hirst, in her Review of Maternity Services in Queensland, recommended 
that changes to the maternity system should be carried out in a way that enables a 
collaborative approach by professionals in the design, monitoring and evaluation of 
new models of care: 

On any issues in contention, gradual change introduced under 

controlled conditions guarantees that safety as measured by deaths 

among mothers and babies will not be jeopardised.  Professionals will 
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together design projects to provide solutions to current and future 

clinical dilemmas or professional stalemates.  Professionals together 

with researchers, epidemiologists and consumers will progress and 

guide ongoing change accordingly.471 

Committee comment: 

12.26 The Committee supports a process where new models of care are developed to meet 
local needs and are formally evaluated in relation to safety, sustainability and 
satisfaction.       

Credentialing 

12.27 The Draft Policy proposes that expanded maternity care options will provide 
opportunities for midwives to ‘lead maternity care and operate more independently’ 
and a credentialling system will outline minimum requirements for different types of 
care will be developed for all maternity professionals.472 

 

Committee comment:   

12.28 The Committee supports credentialing for different types of models of care, along 
with recognition of professional expertise in certain areas.   

Informed consent 

12.29 According to the Draft Policy, health professionals will be required to fully inform 
women about maternity care options and a directory of services will be developed.473   

12.30 More choices of maternity care will be provided to women, however: 

Should a woman choose to give birth with limited medical support, 

she should be required to sign an agreement acknowledging the 

limitations and possible risks associated with that choice.  The 

information, discussions and decisions should be fully documented to 

assist the formal process of obtaining informed consent.474 
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Committee comment:   

12.31 The Committee supports the provision of objective information and assistance to 
encourage women to make informed decisions about maternity care. 

Community clinics 

12.32 The Draft Policy states that the Government seeks to provide an affordable maternity 
system that is ‘effective, efficient, safe and of high quality’ and as a consequence: 

not every service will be offered in every community.  However, 

communities should have access to a range of maternity care services, 

some of which may be located in or near their community.475 

12.33 Dr Simon Towler, Executive Director, Health Policy and Clinical Reform, Department 
of Health, explained to the Committee that primary care services will incorporate 
more maternity care options for women and their families:   

In my view, we are trying to promote discussions about diversity.  

What we are trying to do in primary care is about creating diversity 

in the primary care environment.  There is no stipulation about where 

community clinic models will be based or how they will operate.  I am 

very keen to get them away from hospitals so that they are in the 

community.476 

12.34 The Draft Policy proposes the development of community clinics to provide 
continuity of care throughout pregnancy, birth and after birth by a team of midwives.    
While the clinics will not be birthing units, continuity of care will be provided by the 
clinic midwives during birth at another setting which may be at home, a birthing 
centre or in hospital.477 

12.35 The clinics will be led by midwives who will collaborate with other professionals 
including GP obstetricians and obstetricians.  It is envisioned the clinics could support 
a range of services including: 

• co-location with medical and allied health professionals; 

• direct referral for relevant tests and procedures; 

• support services and links with community services; and 
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• pregnancy and post-birth care, including home visits.478 

GP practice clinics and GP shared care 

12.36 The Draft Policy acknowledges the important role that GPs play in providing 
maternity care in rural Western Australia and recognises GPs as appropriate providers 
of maternity care for women with low to medium risk pregnancies. Accordingly, the 
draft policy states that:   

The GP’s role in the metropolitan area needs to be promoted, as this 

would alleviate demand on obstetricians - enabling them to provide 

their skills and knowledge to women assessed as needing higher-level 

care.479 

12.37 In order to facilitate the role of GPs, the Draft Policy adopts a strategy to strengthen 
links with Area Health Services, including access to hospitals.480 

 

Case Study: The New Zealand Experience 
 
The Committee understands that the view of the New Zealand Health Ministry is that 
maternity care could be better linked to normal primary care.     
 
Whereas New Zealand now faces the difficult task of trying to ‘retro-fit’ maternity care back 
into primary care, it was suggested that jurisdictions that had the opportunity to do so, should 
design a system that did that from the start. 481 
 

Committee comment: 

12.38 The Committee supports a greater emphasis on the provision of primary care 
maternity services by midwives and GP obstetricians in facilities that include 
community clinics, birthing units and hospitals (community, secondary and tertiary).  
The Committee also recognises that all maternity services, whether at primary, 
secondary or tertiary levels must develop close linkages and collaborative 
relationships to ensure seamless referral and advice.    
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481  Informal discussions with officials from the New Zealand Ministry of Health, Wellington, 8 February 

2007. 
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Hospital care 

12.39 The Draft Policy states that the type of care provided at hospitals will vary depending 
on the facilities available, but it is envisioned hospital services will be appropriate for 
women with medium-risk pregnancies.  Anaesthetic services (including epidurals) will 
be available.482  

Antenatal care 

12.40 According to the Draft Policy, antenatal care programs will be reviewed and 
consistent clinical guidelines developed.483 

12.41 Area Health Services will consider establishing local programs and clinics.484  

Care during birth 

Family birth centres 

12.42 Area Health Services will consider establishing family birth centres for low-risk 
women.  The Draft Policy notes that these may be located either at a hospital or be 
free standing units in the community.  In the event of transfer to hospital, continuity of 
care by the birth centre midwife will still occur if possible.485 

Home birth 

12.43 The Draft Policy states that appropriate clinical guidelines for planned home birth will 
be developed and a review of transfer requirements will occur.  The clinical guidelines 
will include certain criteria including: 

Planned home births to occur within one hour of surgical services; 

Guidelines for timely transfer (taking into account ability of 

volunteers to provide transfer within time required); 

Credentialed and affiliated experienced midwives able to support 

home births; 

Care from GP obstetricians and obstetricians within the local area; 

and 
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Counselling for women and their families on home births, their 

benefits and risks (to be documented); 

Breech births would be encouraged to occur in a hospital setting in 

collaboration with midwives from Community Clinics; and 

Vaginal birth after caesarean section would not be supported by the 

guidelines.486 

Hospital birth 

12.44 The Draft Policy indicates that women will have more choice about the type of care 
received in hospital, including team midwifery or GP obstetrician-led care (which will 
also be provided at KEMH).  Obstetricians will provide care for high risk women.487 

Committee comment:   

12.45 The Committee is of the view that giving women more choice about the type of care 
they receive is a welcome move.  While recognising that local circumstances and 
resources will be a factor in local area health considerations, the Committee expects 
that the Health Department will ensure that the range of choice will be as broad as 
possible.  For example, it is reasonable to expect that comparable hospitals should 
have the capacity to deliver a similar range of maternity services. 

Caesarean section births 

12.46 The Draft Policy acknowledges that current caesarean rates are generally viewed as 
excessive and that women should be given detailed information about the benefits and 
risks of the procedure.  The Draft Policy states that the clinical guidelines relating to 
caesarean sections will be reviewed and that: 

A request from a woman should not be, on its own, a sufficient reason 

for a caesarean section to go ahead.  Reasons for the woman’s 

request should be discussed and documented.488 

Committee comment:  

12.47 The Committee supports the development of a policy that discourages surgical 
intervention at birth unless medically indicated. 
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After birth care 

12.48 The Draft Policy states that guidelines for early discharge will be developed by the 
Department.  Each woman will also assist their care provider in developing their own 
individual care plan which will: 

• identify care requirements and providers of care; 

• ensure culturally appropriate support; and 

• include non-health related support such as home help.489 

12.49 In relation to the last point, the feasibility of establishing a community care support 
program will be investigated.490 

Committee comment: 

12.50 The Committee believes further work is required to determine the extent to which the 
current system is meeting the needs of new mothers.  While there is a growing body of 
evidence in relation to pregnancy care and recognition that aspects of the system have 
failed disadvantaged women in particular, the Committee is concerned that after birth 
care may not be meeting the needs of many women.  Evidence given during the course 
of this inquiry has impressed upon the Committee the significance and far reaching 
social impact of appropriate support during this period. 

12.51 The Committee supports the Department’s broad view in relation to afterbirth care and 
its willingness to examine proposals such as home help. 

Planning and implementation 

12.52 According to the Draft Policy, planning and provision of services will be undertaken 
by Area Health Services ‘within the framework provided by this state maternity care 

policy.’ 491 

12.53 Implementation of the policy by Area Health Services will be in accordance with a 
statewide criteria: 

Area Health Services will provide maternity care that complements 

statewide criteria and initiate processes to ensure standards are 
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achieved.  The statewide criteria will be developed in consultation 

with Area Health Services.492 

12.54 The statewide criteria will require Area Health Services to:493 

• improve access to information; 

• provide community based, woman centred maternity care; 

• improve services to disadvantaged women; 

• provide culturally appropriate services; 

• improve access and choice in maternity care; 

• provide continuity of care close to home; 

• ensure services are based on best practice principles; and 

• monitor the quality and responsiveness of services. 

Monitoring progress 

12.55 The recent UK report, Maternity Matters, outlines a number of mechanisms by which 
local NHS health services will be evaluated in relation to their application of the 
Government’s maternity policy.   

12.56 A number of obligations are placed on local authorities including the requirement to 
undertake a strategic needs assessment, a comprehensive review of the maternity 
workforce, development of local quality standards, reviews of local information 
requirements, provision of cost and activity data and publication of proposals to 
improve services and increase choice in maternity care.494 

12.57 Local authorities are required to undertake: 

A robust local needs assessment that considers a comprehensive 

range of issues.  These include identifying the characteristics of the 

more vulnerable and excluded local populations and mapping their 

contact with current maternity services (as well as identifying what 
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arrangements are already in place for reaching out to those who fail 

to access care).495 

12.58 The UK Department of Health has developed various tools to assist local authorities in 
these tasks including Maternity Services Liaison Committees, a ‘strategic self-
assessment commissioning tool’, and assistance from ‘model’ health services that 
have successfully made changes to their local maternity services.496 

Committee comment:  

12.59 The Committee supports the development of statewide criteria and improved public 
access to information about area health service performance.   

COMMUNITY INPUT 

12.60 The Draft Policy appears to place principal responsibility on Area Health Services for 
ensuring continued community input into the development of maternity services: 

Consultative planning would assist Area Health Services to respond 

to local priorities identified in consultation with consumers.  This 

would ensure maternity care is integrated, complementary (locations 

and types of services) and that local care pathways are appropriate.  

It would also provide the community with an improved understanding 

of why specific maternity services are delivered within their locality - 

and why other services are situated elsewhere.497 

12.61 Dr Simon Towler, Executive Director, Health Policy and Clinical Reform, Department 
of Health, expanded on this issue in evidence to the Committee: 

We have taken advantage of the area health services having district 

advisory councils, which engage a number of consumers and local 

people.  We have tried to build on their strengths in terms of setting 

up the local consultation framework, particularly in the rural sector.  

The metropolitan area is a little more straightforward, but we are 

working with the area health service administrations and their 

clinical service planning units, which have been working increasingly 

with consumer groups over the past 12 months.  The program in each 

case is designed to create an opportunity for the area health service 

administrations to develop a relationship with the consumer groups of 

interest in obstetric and maternity services so that when we later 

come to the implementation framework they will be well informed and 
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they can identify appropriate consumer members for those processes 

at a later date.498  

12.62 Dr Carolyn Thorogood, Board Member, Community Midwifery WA, told the 
Committee that while she was very satisfied with the Future Direction in Maternity 

Care consultation process to date, she considered it important that mechanisms are put 
in place that will ensure continued consumer involvement: 

I am really very concerned that we do not lose this impetus that we 

have had, and I think we need to build the consumer voice into every 

level of maternity service frameworks.  I do not think that has actually 

happened yet.499 

Committee comment: 

12.63 The Committee notes that NSW has included consumer representatives in both peak 
level and local maternity services planning and the Committee supports a similar 
consumer involvement in Western Australia. 500  

12.64 The Committee also notes that the UK has legislation that requires the NHS to consult 
the public in relation to service planning and proposals for change.  Overview and 
scrutiny committees have also been established that must be consulted when a local 
health service intends to make substantial changes to a service.501 

 

Recommendation 15:  The Committee recommends that the Government establish 
formal mechanisms to ensure ongoing consumer and stakeholder input into the 
performance and development of maternity services. 

 
 

                                                 
498  Dr Simon Towler, Executive Director, Health Policy and Clinical Reform, Department of Health, 

Transcript of Evidence, 14 May 2007, p2. 
499  Dr Carolyn Thorogood, Board Member, Community Midwifery WA, Transcript of Evidence, 30 April 

2007, p3. 
500  For example, see NSW Health, Greater Southern Area Health Service, Press Release, Delivering Future 

Maternity Services in Deniliquin, 4 July 2007 at http://www.gsahs.nsw.gov.au (viewed on 23 August 
2007) and the NSW Health website at http://www.health.nsw.gov.au/health_pr/mpc/members.html for 
membership of the NSW Ministerial Maternal and Perinatal Committee. 

501  Department of Health, Maternity Matters: Choice, access and continuity of care in a safe service, 
Department of Health, London, 2007, p19. 
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CHAPTER 13 

ADDITIONAL CONSIDERATIONS  

INTRODUCTION  

13.1 This chapter will outline the Committee’s conclusions about the Government’s policy 
development process in relation to obstetric services in Western Australia.  The 
chapter will include the Committee’s observations and findings in relation to effective 
public consultation and the particular issues that relate to consultation about maternity 
services.   

THE MATERNITY POLICY ENVIRONMENT  

13.2 It is clear that broad and effective public consultation regarding government policy is 
not an easy task and consultation about maternity policy poses particular challenges.  
The Committee recognises that many of the key issues and concerns associated with 
this inquiry need to be viewed within a context that acknowledges those difficulties.   

13.3 The debate about obstetric services can become usurped by entrenched interests that 
seek to establish or maintain influence, or by those with staunch ideological views 
regarding where and how women should give birth.  The publicly submitted evidence 
in particular has provided the Committee with many useful insights into these and 
other issues that affect obstetric consultation and policy development. 

The influence of fear 

13.4 Catherine de Garis, a childbirth educator, refers to a culture of fear that has developed 
around the issue of childbirth: 

When the natural apprehensions and uncertainties of pregnancy are 

overlayed with a cultural fear fed by trauma stories and defensive 

medical practice, it gets harder and harder to trust and let go. 502 

13.5 She suggests that fear becomes an underlying but powerful element of the debate 
about obstetric services: 
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So, when we talk about consulting women/the community in relation 

to public decision-making around the provision of public maternity 

care services, we are up against serious difficulties:- 

Firstly, decision-makers need to bear in mind that the whole 

conversation is taking place within a context of escalating fear which 

tends to blinker both the medicos and the general population.   

Secondly, women and men are not likely to ask for options they have 
no awareness of.503 

13.6 The effect of this culture of fear on the organisation of obstetric services was similarly 
raised in evidence to the Committee by Ms Maxine Drake, Advocate, Health 
Consumers’ Council: 

I think that the government is hostage to the entire community’s fear 

about loss of children and death and the assumptions about the 

infallibility of medicine. 504 

13.7 These views inevitably impact on the delivery of obstetric services and the range of 
options provided to women.  Ms Drake explains: 

the organisation of health services generally occurs in a manner that 

reflects where the power rests.  In relation to obstetric and birthing 

services, the power rests with the established medical authority and 

the established medical system.  The organisation of obstetric services 

has followed a path that has become specialist and tertiary-focused 

and moved away from birthing in the community and settings that are 

closer to the ground and closer to the community than a lot of 
advocates for birthing services would like.505 

Consideration of evidence: the influence of ideology and vested interests 

13.8 The Committee notes that a feature of the debate about obstetric services is the 
seemingly intractable struggle between vested interests representing conflicting views 
about the nature of childbirth.   

                                                 
503  Ibid, pp2-3. 
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13.9 The author of the recent Review of Maternity Services in Queensland, Dr Cherrell 
Hirst, observed that this cultural conflict impacts on the operation of obstetric services 
and attempts to make changes to the system: 

There are two distinct cultures in maternity care…  They are crucial 

to the future of maternity care but currently in many care 

environments and decision-making groups they are unable to 

reconcile their differences which is a major obstacle to change.  Some 

individuals place pregnancy and birth in a life context as a 

predominately low-risk natural process requiring care and support 

and medical intervention only as needed.  Others place pregnancy 

and birth in an intervention paradigm, a potentially high-risk 

situation that requires dedicated care and access to the best 

technology has to offer.  These two cultures have different external 

influences, different ethical considerations, different skill and, 

knowledges and different values around risk and safety.  In order for 

care to be effective, both cultures are needed.506 

13.10 The Committee notes that the struggle for influence by competing interests is also 
reflected in the literature.  As a consequence, it is difficult to avoid the conclusion that 
ideological standpoints or vested interests colour the arguments and evidence put 
forward by particular groups.     

13.11 In evidence to the Committee, Ms Maxine Drake, Advocate, Health Consumers’ 
Council, observed that: 

It is very hard to sort the propaganda on any side from what might be 

true.  It is very hard to know whether homebirths in Holland might 

have a high level of risk, and if we reproduce a similar model here, 

whether that level of risk would be satisfactory to the community.  It is 

hard to know where we stand in Western Australia.  We do not have a 

strong consumer voice in maternity services.  As soon as we see a 

statement about birthing from a midwife, we automatically know we 

are hearing from a provider and that there may be vested interests 

and we may be hearing propaganda and we do not know quite what to 

believe.507 
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13.12 Ms Drake pointed out that market competition can also be an influential factor: 

Obstetricians are in a marketplace.  They have a vested interest in 

keeping services closer to them and being in control.  To suggest that 

they would actively open up the marketplace to competitors - 

midwives - is kind of farcical given the militancy of the medical 

population in Western Australia.508 

CONSULTATION AND MATERNITY SERVICES 

Education and time taken to consult 

13.13 The community’s knowledge and understanding of the core issues in a debate will 
influence the time required to carry out an effective and meaningful consultation 
process.   

13.14 Following their consultation in association with the Reid review, the Health 
Consumers’ Council concluded that:  

the lead time needed for serious consultation in which the community 

is invited to make intelligent and informed comments is 

considerable.509 

13.15 In a similar vein, Ms Prudence Ford, a former senior Department of Health official, 
told the Committee that she believed that Australians were not generally well-
informed consumers regarding their health system.  This made it difficult to engage 
the community in a timely fashion to actively participate in decision making about 
health issues: 

The future of health in this country needs much more community 

debate premised on creating a much more informed community.  

There is a five to 10-year piece of work to get the community that is 

able to understand some of these competing issues; therefore, when 

faced with changes - for example, the obstetrics configuration or the 

tertiary quartenary hospitals north and south - the community can say 

it has a good enough grounding in health and can engage over three 
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or six months in a proper and very constructive discussion and really 

let their views be known.510 

13.16 Ms Ford explained to the Committee that when a community develops an 
understanding of the health system it can:  

engage in a much broader discussion about how it wants health 

services to be organised.511   

13.17 However, without that knowledge: 

the community probably does not feel involved, consulted or heard on 

a range of health issues…  It is not because people have not made an 

attempt to consult, but each time one of these issues come up there is, 

I think, a lack of general understanding out there upon which to 

build…  I am fond of saying to people in my community that as long 

as the community opts for tax cuts at each election it is probably not 

going to get much in the way of health services.  The community has 

to understand those basic trade-offs before it can ask how it wants 

resources, people, equipment, dollars or buildings to be packaged 

together to deliver health services, given the range of competing 

objectives, interest groups, health conditions etc.512 

The breadth of consultation  

13.18 Effective consultation that reaches the consumers of health services in the broader 
community takes time and considerable effort.   

13.19 Ms Maxine Drake, Advocate, Health Consumers’ Council, warns that if consultation 
is not sufficiently accessible: 

the people who respond may not represent the full diversity of the 

Western Australian population.  Greater effort is needed to reach 

those people and again that takes time.513 

13.20 The submission from the Shire of Merredin suggested that consumers are often 
excluded from consultation processes generally: 
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The Shire of Merredin is aware of all these reports and consultation 

processes as we are favoured with receiving this documentation and 

having a modicum of resources to analyse and comment upon the 

various reports being prepared.  However the Merredin community 

generally have not accessed or are aware of these reports.  So have 

been unable to effectively provide input into these processes. 514 

13.21 The Greater Bunbury Division of General Practice expressed concern that: 

whatever the process, grassroots providers such as rural GP 

Obstetricians, are likely to be disenfranchised due to the fact that 

other submissions will be provided by people who are salaried and it 

will be part of their job to research and develop submissions to 

promote their point of view.515 

13.22 The Committee heard that a particular difficulty in consulting about obstetric services 
is how ‘to gain a clear sense of the views of consumer populations when it comes to 

maternity services’ and that the Health Consumers’ Council was ‘not aware of any 

dedicated effort to reach that population.’516   

13.23 Ms Drake explained in evidence: 

Certain populations are very difficult to consult when it comes to 

health service planning.  One of those is the people who are the 

consumers of obstetric services.  When a woman is pregnant, she is 

focused on her pregnancy.  After a woman has had her child, she is 

more likely to be focused on the services that relate to the child’s age 

and period of development.  The Health Consumers’ Council has 

always been mindful that expressing any view in the public arena 

about obstetrics, childbirth and maternity services has to be viewed in 

the context of the fact that we mainly hear from self-appointed 

representatives of that consumer population.517 

13.24 According to Dr Maureen Harris, Associate Professor of Midwifery, Edith Cowan 
University, the Department had not succeeded in reaching consumers: 
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In my opinion, the community - which I take to mean those who have 

the most to lose or gain, which are maternity services users and 

potential users of maternity services and their families and friends 

and the local community where those services are based - has not 

been adequately consulted.518 

13.25 The Department, on the other hand, explained to the Committee that the Future 

Directions in Maternity Care consultation endeavoured to provide a range of 
opportunities for the community to contribute: 

There is a variety of ways in which the community will be invited to 

participate.  The public events will be advertised and promoted 

locally.  In addition, posters will be provided at local points, such as 

shopping centres, local libraries, local governments and child health 

centres, along with a consumer leaflet, or summary leaflet, that will 

also be made available prior to any event.  We will also be promoting 

it through the local media, and of course by invitation to people who 

have already expressed an interest in either the process that we are 

ging through, or the process that you are going through, and also to 

groups that are known to be involved, or interested, in maternity care 

issues.519  

Satisfaction surveys  

13.26 It was pointed out to the Committee in New Zealand that it is often difficult for 
women to tell government what they want.  Often their answer will be that they want a 
healthy baby, to be close to home and to have a birth with appropriate recourse to 
secondary and tertiary services if they need it.  

13.27 Discussions with officials from the Ministry of Health in New Zealand indicated that 
satisfaction surveys are considered to be an effective way to reach consumers of 
obstetric services.520 

13.28 The Committee is of the view that consumer surveys are a valuable resource in 
obtaining information about the functioning of maternity systems from the users’ 
point of view and the results of large scale surveys conducted in Victoria and the UK 
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have been a useful source of information for this inquiry.   Similarly, the Committee 
notes that Canada has commenced a Maternity Experiences Survey (MES) that will 
seek to gain a better understanding of the strengths and the areas of need within the 
Canadian maternity system from the perspective of new mothers.521 

13.29 The Committee was encouraged to learn that the Department commissioned a 
consumer survey during the third phase of the Future Direction in Maternity Care 
consultation when it became apparent that the desired degree of consumer input had 
not been obtained.  While the results of the survey were not available prior to 
finalisation of this report, the Committee is hopeful the results provide valuable 
feedback from consumers about maternity services in Western Australia. 

Committee comment: 

13.30 The Future Directions in Maternity Care consultation process has demonstrated a 
commitment by the Department to disseminating information to the community and 
actively seeking consumer input on maternity services policy.   

13.31 The Department has shown flexibility in its approach by a willingness to constantly 
review the effectiveness of the consultation and to adopt new strategies to address 
shortfalls or gaps in knowledge.   

 

Recommendation 16:  The Committee recommends that the Government conduct a 
structured large scale survey on a regular basis to gauge consumer attitude to reforms 
and assist in the planning and assessment process. 

 

Effective consultation 

13.32 The Government faces a significant challenge in developing a maternity care policy 
that succeeds in disentangling the demands of vested interests and meets the needs of 
both practitioners and the Western Australian community.   

13.33 The Committee is of the opinion that effective consultation that engages the broader 
community as well as stakeholders will strengthen the policy development process, 
while informing the community about maternity services and encouraging public 
ownership and acceptance of the final policy. 

13.34 The Committee notes that a number of submissions to this inquiry expressed the view 
that prior to the Future Directions in Maternity Care process, the Department had 
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failed to effectively consult with stakeholders and the community.  The submissions 
also indicate that for at least some stakeholders, the purpose of previous consultation 
was not always clear.522   

13.35 In contrast, the Future Directions in Maternity Care policy development process 
which clearly outlined government objectives and methodology from the outset, 
received high praise and acceptance from stakeholders who gave evidence to this 
Committee.   

 Key aspects of effective consultation 

13.36 The Committee heard evidence from Dr Christina Gillgren, former Executive 
Director, Office of Citizens and Civics, about key lessons learnt during the 
development of Western Australia’s citizenship strategy.  Effective consultation 
requires the government to: 

• be clear on the goals and objectives of the consultation; 

• be very clear with the community about how the results will be used; 

• be clear about the parameters of the consultation and acknowledge all 
constraints; 

• discover collaboratively to understand all issues; and 

• acknowledge the risks and manage expectations.523 

13.37 It is vitally important that consultation has a clear purpose and objective, and that the 
public and stakeholders are given realistic expectations about what the consultation 
aims to achieve.   

13.38 Dr Christina Gillgren told the Committee: 

we have learnt that you have to be absolutely clear on the goals and 

objectives - the why of consultation.  You need to be very clear about 

that because you need to be able to communicate that clearly and 

people need to know what you are consulting about and why you are 

consulting in the first place.  What is the history and what are the 

parameters?  You need to be very clear with the community on how 

                                                 
522  For example, the quotation from Submission No 10 from Canning Division of General Practice at 

paragraph 6.6 indicates that at least one stakeholder is of the view that the Health Department’s 
consultation process to this point should have canvassed what the community would expect from the 
reconfiguration of obstetric services.   

523  Powerpoint presentation by Dr Christina Gillgren, Executive Director, Office of Citizens and Civics, 
Department of the Premier and Cabinet, 18 September 2006. 
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the results will be used.  The parameters and any constraints should 

be acknowledged up front.524 

13.39 Dr Gillgren explained that an effective public consultation will ‘inform the decision-

making process so that much better decisions are made’ and that ‘it is more likely that 

an all-embracing solution will be found.’525    

13.40 Effective consultation will help develop policy that is better understood and accepted 
by the community: 

Even if people do not totally agree with it, they can live with the 

solution because they have seen that the process is open and 

transparent.526 

POLITICAL SUPPORT  

13.41 An overarching policy framework provides coherence, guidance and legitimacy for 
maternity service provision. 

13.42 The Committee learnt in New Zealand that changes to the maternity system had been 
achieved with the assistance of strong political support from the former Health 
Minister, Helen Clark, who had been an influential champion for change.527 

13.43 The Committee understands from its discussion with Dr Michael Nicholl, Clinical 
Director, Royal North Shore Hospital, Sydney, that the NSW Framework for 
Maternity Services, which encourages a focus on normal birth, serves to provide 
political support for the development of midwifery-led maternity services and enables 
service providers to reassure critics that such services are consistent with government 
policy.528   

13.44 In Western Australia, Dr Simon Towler, Executive Director, Health Policy and 
Clinical Reform, Department of Health, told the Committee that: 

                                                 
524  Dr Christina Gillgren, Executive Director, Office of Citizens and Civics, Transcript of Evidence, 18 

September 2006, p1. 
525  Ibid, p5. 
526  Ibid. 
527  Informal discussions with officials from the New Zealand Ministry of Health, Wellington, 8 February 

2007. 
528  Informal discussions with Dr Michael Nicholl, Clinical Director, Division Women’s Childrens’ & Family 

Health, Royal North Shore Hospital, Sydney, 5 February 2007. 
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One of the challenges to date has been that in the absence of an 

overarching endorsed policy, opinions of all sorts often get pre-

eminence in any conversation.529  

13.45 However, the models of care being developed as part of the Future Direction in 

Maternity Care consultation process would provide ‘overarching, agreed frameworks 

for service development’:530 

 It has been very clear during the feedback to us from the discussion 

document, particularly from the rural sector, that the opportunity for 

providing a range of services is very dependent on who is available.  

We are very conscious of that.  In terms of taking a document that is 

designed to discuss service models in their broader sense, the 

individual application of those models across the extraordinary range 

of environments that exist in Western Australia will need to be done in 

partnership with the area health services.  …We see this document as 

an overarching, strong policy framework to then develop what are in 

fact location, site and regional specific implementation programs that 

are consistent with that.531  

13.46 Dr Towler also indicated in his evidence to the Committee that the Government, while 
recognising the implications of changes to the system and the concerns of some 
practitioners, was nevertheless strongly committed to developing a new maternity 
policy in line with current worldwide evidence and consumer demand:  

We have received fairly positive feedback around the way we have 

developed the model and the way it links to the previous Cohen 

report.  I think there will be tensions around the scope of practice that 

is proposed.  We do not shirk from that at all…  We are seeking to be 

respectful in our engagement with clinicians.  We are quite committed 

to this process and to what the evidence and the community is 

requesting we should embrace.532 

LEADERSHIP AND CHAMPIONS FOR CHANGE  

13.47 Dr Jennifer Fenwick, Associate Professor of Midwifery, Curtin University of 
Technology, explained that commitment at all levels was required to bring about 
change in the maternity system.  Commitment needed to come not just from the 
Department of Health, but also the professions: 

                                                 
529  Dr Simon Towler, Executive Director, Health Policy and Clinical Reform, Department of Health, 

Transcript of Evidence, 14 May 2007, p6. 
530  Ibid, p4. 
531  Ibid. 
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There needs to be a real commitment from the Health Department.  It 

is going to move in that direction and that is the way it sees itself 

going forward.  There needs to be some directives so hospitals have 

the capacity and the people to move things forward.  In the UK, for 

instance, with clinical consultant positions around normal birth and 

midwifery, those people are clinical people who have expertise in 

normal birth and push models and can set them up.  It is like any 

leadership issue: there has to be a commitment at all levels for us to 

be able to do this.533 

13.48 Dr Tracy Reibel also gave evidence to the Committee about the importance of strong 
leadership: 

That is where the maternity services framework becomes an important 

initiative.  A strong framework must be underpinned by good 

evidence-based policy that takes account of the needs and concerns of 

all the stakeholders and enables them to see very clearly where they 

fit within the framework.  The framework must be based on good 

consultation and referral guidelines that have been agreed to…  That 

comes back to the issue of leadership.  Good, strong leaders are 

needed who are committed to the process of change and who can see 

that maternity services can be provided in a far more effective way 

that will lessen the burden on all the work force involved. 534 

Committee comment:  

13.49 In the Committee’s view, Australian jurisdictions and countries that provide women 
with a broader range of models of care also tend to be characterised by maternity 
professions and consumer advocacy groups with strong leaders who play an active and 
influential role in the development of maternity services.   

ASSESSMENT OF THE FUTURE DIRECTION IN MATERNITY CARE PROCESS 

Evidence 

13.50 In conjunction with the consultative aspects of the Future Direction in Maternity Care 
program, an evidence review in relation to models of care was incorporated into the 
decision making process. 

                                                                                                                                             
532  Ibid, p12. 
533  Dr Jennifer Fenwick, Associate Professor of Midwifery, Curtin University of Technology, Transcript of 

Evidence, 30 April 2007, p4. 
534  Dr Tracy Reibel, Private Citizen, Transcript of Evidence, 20 November 2006, p12. 
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13.51 Dr Simon Towler, Executive Director, Health Policy and Clinical Reform, Department 
of Health, told the Committee that the inclusion of world wide evidence with feedback 
from the consultation had resulted in a more considered draft policy:  

The discussion paper produced 83 responses.  We were very pleased 

abut that.  We set up a framework for the evidence base to seek what 

the evidence was around the breadth of opportunities.  I have no 

doubt that the reason you are seeing a much more inclusive document 

is that we have looked at what is happening around the world.  We 

have looked at the evidence that is available, but we have also had a 

good deal of interest.  I am quite sure that some of that interest has 

been created by the knowledge of this committee and its activities.535  

Committee comment:   

13.52 While there has been various reviews and policy documents released since the Cohen 
report in 2003, the Future Direction in Maternity Care process which commenced in 
2006 was the first that sought to incorporate the key elements of community and 
clinical consultation, a comprehensive review of the evidence and a consideration of 
local needs and circumstances into the decision making process. 

13.53 Dr Cohen explained to the Committee that ongoing evaluation of the model is 
essential.  The Committee concurs with Dr Cohen and believes that the Department 
must build up a solid base of Western Australian data that will enable effective 
evaluation of the system in terms of safety, sustainability, cost and consumer 
satisfaction 

Consultation 

13.54 The Committee has been impressed by the positive feedback in relation to the Future 

Direction in Maternity Care policy development and consultation process.   

13.55 Evidence obtained by the Committee indicates that little or no feedback was provided 
by the Department following earlier consultative processes.  As a consequence, 
stakeholders and the community were left in doubt as to the extent to which their input 
had been taken into account and incorporated into future decision making.   

13.56 In contrast, evidence provided by stakeholder and community groups in relation to the 
Future Direction in Maternity Care process has been overwhelmingly positive:  

I really congratulate the government for the way it has actually gone 

about producing future directions, because in my opinion - I would 

                                                 
535  Dr Simon Towler, Executive Director, Health Policy and Clinical Reform, Department of Health, 

Transcript of Evidence, 14 May 2007, p14. 
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like to make the comment that my doctoral thesis was about policy - 

this is a health policy at its very best; so we have all the stakeholders 

altogether.  … I think for the first time consumer organisations, 

including our own, felt that they were part of the consultative process 

so that they were no longer just part of the token consumers...536 

13.57 It was pointed out to the Committee that feedback has been provided to stakeholders 
and other contributors throughout the Future Direction in Maternity Care process and 
this was considered a significant improvement on previous consultations: 

It is very exciting that we are getting feedback.  In fact, I was rung 

last week…to be interviewed again by the future direction people.  

This is an ongoing process where we are involved at every level.537 

Committee comment: 

13.58 The Committee considers that the consultation conducted by the Department prior to 
the Future Direction in Maternity Care process appears unsatisfactory in terms of its 
breadth and effectiveness.  Evidence obtained by the Committee indicates that 
stakeholders and the community were not given a clear sense of how the separate 
elements of the reform process fitted into an overall plan or what part, if any, feedback 
from consultation would play in the reform process. 

13.59 In contrast, the Committee considers that the Future Direction in Maternity Care 
process appears to have succeeded in conducting a highly effective consultation that 
displays depth, flexibility and respect for the value of community input. 

FINAL COMMENTS  

13.60 Key participants in the debate about obstetric services include specialist obstetricians, 
GP obstetricians and the Divisions of General Practice, the AMA, the Colleges, 
midwives, hospitals and other health services, local government and consumers and 
their representatives.  These voices all have a valid contribution to make to the debate 
and the Committee believes that a consultation process about obstetric services that 
does not recognise their interests will be essentially flawed. 

13.61 At the same time, the Committee is keenly aware of the risk that the nature and 
outcome of the debate is dictated by the interests of the most vocal or influential 
voices and the opinions of consumers, particularly women, are overlooked.  Such an 
outcome is certainly not inevitable and evidence provided to the Committee shows 

                                                 
536  Dr Carolyn Thorogood, Board Member, Community Midwifery WA, Transcript of Evidence, 30 April 

2007, pp2-3. 
537  Ibid, p3. 
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that appropriately chosen processes can ensure a successful consultation that engages 
both stakeholders and the wider community.   

13.62 The call for a more diverse range of models of maternity care is widespread and 
cannot be ignored.  The Committee understands that the Government must balance 
demands for greater choice with the constraints of limited human and financial 
resources and considerations of safety and acceptable risk.   

13.63 The Committee also believes that engaging the community in a discussion about 
issues such as allocation of limited resources, consumer choice and risk that underlie 
the debate about obstetric services, will ultimately result in better decisions that are 
understood and accepted by the community.   

13.64 The Government’s Future Direction in Maternity Care policy development process 
has succeeded in addressing many of the concerns which prompted this inquiry.  Dr 
Towler, Executive Director, Health Policy and Clinical Reform, Department of 
Health, commented in evidence that the activities of the Committee kept him 
‘ focused’.538   It is the Committee’s view that the concurrence of this inquiry with the 
development of the Government’s maternity policy provided a stimulus for the 
Department to conduct a more inclusive and comprehensive process than may 
otherwise have occurred.    

 

 

_____________________ 
Hon Helen Morton MLC  
Chairman 

30 August 2007 

 

 

                                                 
538  Dr Simon Towler, Executive Director, Health Policy and Clinical Reform, Department of Health, 

Transcript of Evidence, 14 May 2007, p14. 
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APPENDIX 1 

WRITTEN SUBMISSIONS RECEIVED  

 
Submissions No Date 

Dr Mark McKenna, Obstetrician 1 18/07/06 

Dr Tracy Reibel 2 19/07/06 

Ms Shelley Gower, Convenor, Birthrites: Healing After Caesarean Inc 3 20/07/06 

Dr Felicity Jefferies, Director, Western Australian Centre for Remote 
and Rural Medicine 

4 
21/07/06 

Ms Debbie Slater, The Maternity Coalition Inc (MC)  5 18/07/06 

Ms Catherine de Garis 6 20/06/07 

Mr Graeme Boardley, President,  Australian College of Midwives 
Executive, WA Branch  

7 
03/08/07 

 Private 8 21/07/06 

Dr Dale Evans, Chairman, The Royal Australian College of 
Obstetricians and Gynaecologists 

9 
10/08/06 

Dr Ivor Desouza, Chairperson, Canning Division of General Practice Ltd  10 
received 
11/08/06 

Mr Les Float, Manager Health and Compliance, City of Stirling 11 09/08/06 

Dr Greg Caddy and Dr Olga Ward, Medical Advisory Committee, 
Kalamunda Hospital 

12 
received 
11/08/06 

Dr Maria Kailis and Dr Leon Levitt, Grantham House, Family Medical 
Practice 

13 
11/08/06 

Dr Hilary J Fine, Chairperson, Fremantle Regional Division of General 
Practice Ltd 

14 
10/08/06 

Alistair Vickery, Chairperson Osborne Division of General Practice Ltd, 
Marcus Tan, Chairperson, GP Coastal Division and Dennis Carragher, 
Perth and Hills Division of General Practice 

15 
11/08/07 

Dr Simon Towler, Executive Director, Health Policy and Clinical 
Reform, Department of Health  

16 
11/08/06 



Public Obstetric Services Select Committee REPORT 

162 G:\DATA\OB\obrp\ob.obs.070830.rpf.001.xx.a.doc 

Submissions No Date 

Ms Samantha Mansfield, Birth Choices South West WA Inc 17 11/08/06 

Australian Medical Association Western Australia 18 July 2006 

Dr Peter McGuire, The Royal Australian College of General 
Practitioners (WA) 

19 
11/08/06 

Board of Management, Community Midwifery WA 20 11/08/07 

Ann Fletcher, Chief Executive, Peel Health Campus  21 11/08/06 

Mr FB Ludovico, Chief Executive Officer, Shire of Merredin 22 14/08/06 

Dr Keith Howe and Dr Michael Comparti, Greater Bunbury Division of 
General Practice 

23 
17/08/06 

Judy Fraser, Chief Executive Officer, GP Down South 24 18/08/06 

Cheryl Arnold, Convenor, Women’s Electoral Lobby (WA) Inc 25 12/07/07 
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APPENDIX 2 

L IST OF STAKEHOLDERS INVITED TO MAKE A WRITTEN 

SUBMISSION  

Australian College of Midwifes - WA 

Australian College of Midwifes - National 

Australian Nursing Federation - WA 

Australian Nursing Federation - National 

Bunbury Birth Choices Group 

Community Midwifery WA 

Department of Health - WA 

Health Consumers Council of WA 

Pregnancy Resources & Midwifery Support Group (Prams) 

School of Women’s and Infants’ Health - UWA 

The Maternity Coalition (Inc) 

The Royal Australian and New Zealand College of Obstetrics and Gynaecology 

The Royal Australian College of General Practitioners 

The Royal Australian and New Zealand College of Obstetrics and Gynaecology - WA 
Regional Committee 

The Western Australian Centre for Remote and Rural Medicine 

WA GP Network 

South West Health Service 

Great Southern Health Service 

Great Southern Health Service 

Wheatbelt Health Service 

Pilbara Gascoyne Health Service 
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Kimberley Health Service 

Midwest Murchison Health Service 

Canning Division of General Practice Ltd 

Central Wheatbelt Division of General Practice 

Eastern Goldfields Medical Division of General Practice Ltd 

Fremantle Regional Division of General Practice Ltd 

GP Coastal Division of General Practice 

GP Down South Division of General Practice 

Great Southern Division of General Practice 

Greater Bunbury Division of General Practice 

Kimberley Division of General Practice Ltd 

Mid West Division of General Practice 

Osborne Division of General Practice Ltd 

Perth & Hills Division of General Practice 

Pilbara Division of General Practice 

Rockingham Kwinana Division of General Practice Ltd 

Armadale Health Service - Medical Advisory Committee 

Bentley Health Service - Medical Advisory Committee 

Kalamunda District Hospital - Medical Advisory Committee 

Osborne Park Hospital - Medical Executive Committee 

Swan District Hospital - Medical Advisory Committee 

All Local Government Agencies  
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APPENDIX 3 

WITNESSES WHO APPEARED BEFORE THE COMMITTEE  

Name Date 

Dr Simon Towler, Executive Director, Health Policy and Clinical Reform, 
Department of Health  

26/06/2006 

Dr Harry Cohen, Consultant Gynaecologist  03/07/2006 

Ms Maxine Drake, Advocate, Health Consumers’ Council and Ms Margot 
Boetcher, Member, Health Consumers’ Council  

07/08/2006 

Ms Prudence Ford, Private Citizen 07/08/2006 

Dr Christina Gillgren, Executive Director, Office of Citizens and Civics  18/09/2006 

Ms Gemma Unwin, Manager, Community Engagement, Office for 
Women’s Policy 

18/09/2006 

Dr Leon Levitt and Dr Maria Kailis, GP Obstetricians 30/10/2006 

Dr Peter Maguire, Chairman, WA Faculty, Royal Australian College of 
General Practitioners 

30/10/2006 

Dr Simon Towler, Executive Director and Chief Medical Officer, Health 
Policy and Clinical Reform Division, Department of Health and Ms Alison 
Maggs, Senior Development Officer, Health Policy and Clinical Reform 
Division, Department of Health  

13/11/2006 

Dr Tracy Reibel, Private Citizen  20/11/2006 

Ms Kara-Jane Bennett, Spokesperson, Mothers Helping Mothers, Mrs 
Samantha Mansfield, Spokesperson, Busselton Birth Choices, Ms Helen 
Tarbotton, Spokesperson, Bunbury Birth Choices 

27/11/2006 

Dr Keith Howe, GP Obstetrician, Dr Michael Comparti, GP Obstetrician, 
Bunbury Division of General Practice  

27/11/2006 

Dr Jon Mulligan, Regional Medical Director, South West, WA Country 
Health Service, Mr David Naughton, Director, District Hospitals, MPS and 
Aged Care, WA Country Health Service, Mrs Kate Reynolds, Nurse Unit 
Manager, Bunbury Regional Hospital (Maternity and Paediatrics), WA 
Country Health Service, Department of Health 

27/11/2006 

Mrs Sylvia Miles, Nurse Unit Manager/Site Manager, Collie Health 
Service, Ms Anne-Maree Martino, Acting District Manager, Bridgetown 
District Hospital  

27/11/2006 
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Name Date 

Ms Anna Flannery, Senior Community Nurse, Bunbury Community Health 
Centre and Ms Simone Perry, Program Manager, Health Service 
Development, WA Country Health Service 

27/11/2006 

Mr Doug Gilchrist, Director of Nursing/Health Service Manager, Mr Paul 
Seats, Acting Regional Director, WA Country Health Service, Dr John 
Keenan, Medical Director, Great Southern, WA Country Health Service and 
Dr Lorri Spurgeon, General Practitioner 

28/11/2007 

Ms Christine Spagnolo, Midwife/Clinical Manager, Albany Hospital, Ms 
Colleen Donovan, Midwife, Albany Hospital and Miss Joan Wilson, 
Midwife, Albany Hospital 

28/11/07 

Dr Mark Zafir, GP Obstetrician and Professor David Watson, retired  28/11/07 

Ms Sue Roberts, Director of Nursing/Health Service Manager, Denmark, Dr 
Gillian Sellar, Denmark Healthy Community Project, Dr Jane James GP, Dr 
Hector Faulkner, GP Obstetrician, Dr Sharon Jackson, GP Obstetrician and 
Ms Fran Gratwick, Midwife  

28/11/07 

Dr Maureen Harris, Associate Professor of Midwifery, Edith Cowan 
University  

16/04/2007 

Ms Denise Hynd, Private Citizen 16/04/2007 

Dr Carolyn Thorogood, Member Board of Management, Community 
Midwifery WA and Associate Professor Beverly Thiele, Chair, Board of 
Management, Community Midwifery WA  

30/04/2007 

Dr Jennifer Fenwick, Associate Professor of Midwifery, Curtin University 
of Technology and King Edward Memorial Hospital for Women  

30/04/2007 

Dr Simon Towler, Executive Director, Health Policy and Clinical Reform, 
Department of Health and Ms Alison Maggs, Senior Development Officer, 
Health Policy and Clinical Reform, Department of Health  

14/05/2007 
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APPENDIX 4 

INFORMAL DISCUSSIONS HELD IN  

NEW SOUTH WALES AND NEW ZEALAND  

 

Dr Michael Nicholl, Clinical Director, Division Women’s Children’s and Family Health, Royal 
North Shore Hospital, Sydney 

Ms Anne Kinnear, Principal Adviser, Maternity Services, Primary Health and Community 
Partnerships Branch, New South Wales Department of Health 

Ms Nettie Knetch, General Manager, Dr Keith Allenby, Clinical Director and Ms Thelma 
Thompson, Director of Midwifery, Kidz First and Women’s Health Divisions, Middlemore 
Hospital, Auckland 

Dr Don Simmers, Maternity Spokesman, New Zealand Medical Association 

Ms Sharon Cole, Deputy Chair, Midwifery Council of New Zealand 

Ms Marion McLachlan, Senior Advisor Maternity Contacts Funding and Performance 
Directorate, Dr John Marwick, Manager, Workforce Sector Policy Directorate and Ms Fiona 
Coster, Senior Analyst, Workforce Sector Policy Directorate, New Zealand, Ministry of Health  

Ms Frances Townsend, Policy Analyst and Ms Cathy Webber, Senior Policy Analyst, New 
Zealand College of General Practitioners 

Ms Pauline Clark, General Manager, Womens and Children’s Health, Canterbury District 
Health Board, New Zealand 

Ms Karen Guililand, Chief Executive Officer, New Zealand College of Midwives 
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APPENDIX 6 

COMMITTEE CORRESPONDENCE DATED 25 JUNE 2007 AND 

HEALTH DEPARTMENT RESPONSE DATED 10 JULY 2007 

 

SELECT COMMITTEE INTO PUBLIC OBSTETRIC SERVICES 

Dr Neale Fong 
Director Genera! 
Departmcnt of Health 
1 Alvan Street 
SUBIACO WA 6008: 

Dear Dr Fong 

lnquiry into Public Obstetric Services 

As previously advised, on 24 May 2006 the Legislative Council of Western Australia established a 
Select Committee to inquire into Public Obstetric Services in Western Australia. 

Evidence obtained by the Committee throughout the course of this inquiry has indicated 
dissatisfaction among stakeholders and the community about the Health Department's 
(Department) reform process prior to the Future Directions consultation. 

Outlined below are concerns raised in evidence to the inquiry, as well as observations from the 
Committee itself, relating to Departmental prOCeSses prior to Future Directions (unless 
otherwise indicated). The Committee is pleased to provide the Department with the 

opportunity to respond to those issues and comments. 

Consullation prior to the Future Directions process 

1.1 Consultation surrounding the reform process, commencing with the Cohen review, has been 
focused toward clinicians rather than the community as consumers of health services. 

1.2 While the Cohen repOit was intended as a discussion paper, its recommendations were 
adopted in the 2004 Reid report although consultation with the community had not yet been 
undertaken. The AMA in their submission point out that consultation following the Cohen 

review would have been appropriate; 

The Association believes that on release of Dr Cohen's report. a 
comprehensive consultation process should have then been undertaken with 
the medical profession a:rtd the community. Such a consultation did not occur 
(JIJd in 20D6. that situation, to the profession's consternation, has not 

G:\DA TA \OB\obcr\ob.obs.070625.lcl.OO I.nf.d.doe 
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occurred. We are concerned about the lack of the consultations undertaken to 

date, from the standpoint of General Practice and the communities they 
serve.} 

Page 2 

1.2.1 In addition, Dr Cohen gave evidence to the Committee that he anticipated further 

consultation by the Department: 

It was felt that once the Department of Health was given this document, which 

would be a framework for where we should go, it would then carry out the 
necessary community consultation. It was the department's remit to follow 

that through. We were constrained by limited time and money to provide a 
report from the perspective of clinicians and midwives. ,,2 

1.3 Submissions and evidence to the Committee have raised concerns about the level of 

consultation undertaken prior to the Future Directions consultation, including a lack of 

feedback during the process. This appears to have contributed to doubts by stakeholders that 

their submissions received due consideration. 

1.3.1 For example, Community Midwifery WA in their submission state that although 

receipt oftheir submission to the Health Reform Committee was acknowledged: 

no further discussion appears to have taken place. Indeed there is little in the 

Reid Report that would indicate that the recommendations of CMWA, its 

membership and the childbearing community that it represents, were 

considered. 3 

1.3.2 Midwifery groups are not satisfied that evidence provided in relation to models of care 

have been given weight. From the Australian College of Midwives: 

There is little evidence that the community views have been taken seriously, as 

the recommendations that support an expansion of models of midwifery care 

in WA have not been implemented. An example of this is that some small 
maternity units have been, or are expected to close, and yet there is evidence 

to support that small units are safe. 4 

1.3.3 Similarly, concern has been expressed by medical practitioners that information 

provided to the Department in relation to GP obstetrics is not evident in the policy 

decisions made throughout the review process. From the AMA: 

General Practitioners and their communities have little or no confidence that 

their views were incorporated in the decision making process. This can be 

demonstrated by the endeavours of the GPs to engage the Health Department 

and the State Government via their comprehensive and well researched 

Submission, Australian Medical Association Western Australia, p3. 

Dr Harry Cohen, Transcript of Evidence, 3 July 2006, p3 

Submission, Community Midwifery W A, p2 

Submission, Australian College of Midwives, pl. 
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submissions, and by the local communities' pleas to be consulted, both of 

which, by and large, appear to have been ignored. 5 

Page 3 

1.4 Overall, the evidence indicates that stakeholders are not clear as to how community views and 
input have influenced decisions or policy direction. Associate Professor of Midwifery, Dr 

Maureen Harris, gave evidence to the Committee that she did not believe the community had 
been adequately consulted and it was not clear how community input' actually influenced any 

of the decision making or policy directions,.6 

1.5 A view has been expressed that key decisions were made by the Department prior to the 
Future Directions consultation, leading to the perception that consultation was not a priority 
for the Department. This perception led some stakeholders to question the purpose of the 

consultation. For example, the Kalamunda Health Service stated: 

Consultation can not be considered acceptable if submissions are invited but 

the outcome of deliberations has already been predetermined. 7 

1.6 Such comments indicate that prior to the Future Directions process the Department did not 
effectively communicate to the community and stakeholders that the Government had an 
appetite for reform in maternity services. The provision of information regarding the context 

in which each phase of the reform process fitted within an overall program and the objectives 
and parameters of consultation may have alleviated some of the community's concerns. 

1.7 The Committee was advised by the Department that submissions to the Cohen review could 
not be provided because the Department was unable to locate them. The Committee is 

concerned about the possibility that input into the influential Cohen report has not been 
incorporated into the Department's subsequent policy development. Of further concern is that 
the unavailability of those submissions during a significant stage of the reform process could 
reflect poorly on the Department's consultative and evidence gathering processes. 

1.8 Evidence to the Committee suggests that the Reid review did not anticipate significant 
consumer input. Ms Prudence Ford gave evidence that the Health Reform Committee was 

aware that there had been little consumer consultation and reaction to the Cohen report which: 

influenced what the Health Reform Committee decided to do in asking the 

Health Consumers' Council - which is the approach we took - to try to 

organise more broad brush consultations. We had discussion papers written. 

We put them on the web site. We tried to engage the media in some 

discussion ... Based on some of Harry's experience, we thought that it was not 

going to produce a lot of consumer comment, although it would produce a lot 

of clinical comment. 8 

Submission, AMA, pS 

Dr Maureen Harris, Associate Professor of Midwifery, Edith Cowan Univeristy, Transcript of Evidence, 16 April 
2007, p2 

Submission, Kalamunda Health Service, pI 

Ms Prudence Ford, private citizen, Transcript of Evidence, 7 August 2006, p4. 
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1.8.1 In evidence to the Committee, Dr Towler confirmed that few submissions were 

received about obstetrics. 

The scope of the issues canvassed meant that, on individual issues, it was 
difficult to identify a specific pathway for consultation. The issues covered in 

Reid were very comprehensive and addressed all forms of service delivery. A 
great breadth of material was presented back to the Health Consumers' 

Council and very few submissions were received, particularly about 

obstetrics. 9 

1.9 Dr Towler also explained that the Cohen report 'sought for there to be substantial community 

consultation around models of care' ,10 however: 

That process, I believe, has perhaps been a little slower than ideal, but what 

has become clear is that there are some difficult issues in the community 

consultation around maternity care. II 

1.9.1 Is there any further comment the Department would like to make? 

1.10 The Committee is concerned that the Department did not develop effective processes at an 

earlier stage of the planning process to obtain consumer input about matemity services. 

Scope of review process 

1.11 Prior to the Women's and Infant's Metropolitan Clinical Services Masterplan in February 

2006, the reform process did not take a holistic view of maternity services. It was essentially 

focused on the provision of secondary and tertiary obstetric services, with limited examination 

of primary models of care and issues such as the rising rate of caesarean sections and other 

intervention. 

1.12 The Cohen report recommended fUl1her examination of shared care models, hospital access 

for GP obstetricians and incorporation of traditional aboriginal birth practices into the system. 

The Committee does not have evidence that such an examination has occurred. 

1.13 The Cohen report recommended implementation of the enhanced role of the midwife, 

expansion of the role of GP obstetricians and the need for consumer input. It appears that the 

Department is only recently considering these issues in detail. 

1.14 In his summary of responses to the review, Dr Cohen makes the comment that Osborne Park 

Hospital has: 

10 

Dr Simon Towler, Executive Director, Health Policy and Clinical Reform, Department of Health, Transcript of 
Evidence, 26 June 2006, p3. 

Dr Simon Towler, Executive Director, Health Policy and Clinical Reform, Department of Health, Transcript of 
Evidence, 26 June 2006, p6. 

Dr Simon Towler, Executive Director, Health Policy and Clinical Reform, Department of Health, Transcript of 
Evidence, 26 June 2006, p4. 
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all the pre-requisites outlined in my report, including the number of births, 

access to allied health services, etc. The only thing required now was a Level 

2 neonatal nursery and they were working towards this. 12 

1.14.1 It appears as if the Department has ignored the advice of its own consultant since this 

facility was nevertheless marked for closure. 

1.15 The limited evidence cited within the Cohen report is focused toward the provision of 

hospital-based secondary and tertiary care. The lack of specific references in the report makes 
it difficult to accurately assess the extent of the literature review undeliaken by the Working 
Group. It would appear however that the review was limited in breadth and did not extend to 
a comprehensive examination of models of care, including primary care, and its place in the 

maternity system. 

1.16 Stakeholders have questioned the applicability of the UK guidelines referred to in the Cohen 

repOli and expressed concern that an analysis of Western Australian data was not conducted. 

1.16.1 For example, the submission from Bentley Health service to the Cohen review 

questioned the Working Group's acceptance of the UK report, Towards Safer 

Childbirth, on the basis that the guidelines extracted from the report were not based on 
numerical evidence. The submission also questioned the applicability of the 
guidelines to Western Australia and suggested they were in fact developed in response 

to a UK problem. 13 

1.16.2 Bentley Health Service suggested that the Working Group should have obtained: 

clear indicators of minimum birth numbers necessary for detectable 

improvements in clinical safety and quality in Western Australia. 14 

1.17 The Working Group makes comment in the Cohen report of the need to 'apply the research 
and experience and determine a clear set of guidelines for Western Australia' .15 The 

Committee does not have evidence that this has occurred. 

Future Directions Consultation 

1.18 Evidence to the Committee has indicated a high level of satisfaction with the Future 

Directions process however some concerns have been raised including: 

1.19 

12 

I3 

15 

The Future Direction in Maternity Care discussion paper, and subsequent documents, does 
not discuss where services may be located. This has led some stakeholders to assume that the 

Dr Harry Cohen, Summary of Responses to the Western Australian Statewide Obstetrics Services Review 
Discussion Paper, p2. 

Medical Advisory Committee ofthe Bentley Health Service, Pulling Rabbits, submission to the Western Australian 
Statewide Obstetrics Services Review, undated, clause 7.7 

Medical Advisory Committee of the Bentley Health Service, Pulling Rabbits, submission to the Western Australian 
Statewide Obstetrics Services Review, undated, clause 6.3 

Department of Health Western Australia, Western Australian Statewide Obstetrics Services Review: Report of the 
Project Working Group, Department of Health, Western Australia, April 2003, p22. 
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Depat1ment is only considering different models of care within predetermined service 

locations. The following comments were made in evidence by Dr Tracy Reibel: 

... the mere fact that it refuses to engage with the issue of location of services 

indicates, or certainly implies to me, that some degree of planning for the 

future provision of maternity services has already occurred. The document 
talks about models of care and invites comment on models of care, and of 

course this is a very important aspect of the provision of maternity care, but it 

is coupled very significantly with where these services are located. My 

assumption at this point in time can only be that the government is prepared 

to consider different models of care but only within the service locations that 

it has already predetermined. 16 

1.20 Associate Professor of Midwifery, Dr Maureen HalTis said in evidence that: 

I do not believe that the necessary infrastructure has been established yet to 

enable consumer participation. There are a lot of good intentions. J7 

1.20.1 Has the Depat1ment established the necessary infrastructure to ensure ongoing 

consumer participation in the development of maternity services, including 

monitoring and evaluation of Area Health Service performance? 

If the Department wishes to make any comments, please provide your response to the Committee by 

10 July 2007. Copies of submissions can be obtained from Mr Mark Warner, Committee Clerk on 

9222 7410. Transcripts of evidence provided to the Committee are available on the website at 

www.parliament.wa.gov.au. 

If you have any questions about this letter, or if you wish to make alTangements for a Departmental 

official to appear before the Committee to respond to the issues in greater detail, please contact Ms 

Amanda Gillingham, Advisory Officer on 92227472 (Monday - Wednesday). 

Yours sincerely 

Hon Helen Morton MLC 
Chairman 

25 June 2007 

16 Dr Tracy Reibel, private citizen, Transcript of Evidence, 20 November 2006, p2. 

Dr Maureen Harris, Associate Professor of Midwifery, Edith Cowan Univeristy, Transcript of Evidence, 16 April 
2007, p8 
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Your ref 

Our ref 

Enquiries Ms Jane Saligari (9489 2843) 

Hon Helen Morton 
Chairman 
Public Obstetric Services Select Committee 
Legislative Council 
Parliament House 
Harvest Terrace 
PERTH WA 6005 

Dear Helen, 

INQUIRY INTO PUBLIC OBSTETRIC SERVICES 

Thank you for your invitation to provide a written submission to the Select Committee 
into Public Obstetric Services in WA (letter dated 25 June 2007). Please find 
attached a briefing note that addresses issues raised by the Select Committee. 

The briefing note provides an overview of the strategies that WA Health has taken to 
engage consumer participation, as well as the purpose of the final Western 
Australian Maternity Policy. 

I hope this information assists with the inquiry. If you require any further detail, please 
do not hesitate to contact me. 

Yours sincerely 

Dr Simon Towler 
EXECUTIVE DIRECTOR 
HEALTH POLICY AND CLINICAL REFORM 

ro July 2007 

189 Royal Street East Perth Western Australia 6004 
Letters PO Box 8172 Perth Business Centre Western Australia 6849 

Tel (08) 9222 4222 TIY-1800 067 211 
ABN 28 684 750 332 http://www.health.wa.gov.au 
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DATE: 5 July 2007 

ISSUE 
Information for the Public Obstetric Services Select Committee 

Type of briefing: For information 

Reason for briefing: Request from the Chairman, Public Obstetric Services Select 
Committee Inquiry 

BACKGROUND 

The development of the 'Improving Maternity Choices: Working Together Across WA 
- A Draft Policy' was a result of 2 previous discussion documents and conSUltation 
phases. 

Engagement and consultation with consumers during the previous conSUltation 
stages occurred with the Health Consumers Council (Stage 1) and special interest 
groups (Stage 2). Following the 2nd stage consultation process on the Discussion 
paper "Future Directions in Maternity Care" which closed January 2007, a quarter of 
the 84 submissions received were from consumers, with about half of the views 
provided by rural areas. 

CURRENT STATUS 

Consultation prior to the Future Directions process and Scope of review process 

The original draft discussion paper formed the basis of the pre-consultation sessions 
and following extensive debate; this document was produced. Over 50 health 
professionals (including midwives, obstetricians and allied health representatives) 
and consumer advocates from across the state provided input into the document.A 
variety of communication and conSUltation tools have been adopted with the aim of 
raising awareness, and gathering input, in the community to gain feedback. 

Consideration was overcoming the barriers and to seek feedback using a variety of 
methods including: 

Public/open meetings 
Use of media 
Focus groups 
Community and departmental newletters 
Consultation with partnership bodies 
Information dissemination 
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Future Directions Consultation 

Clinical Service Planning, guided by evidence based models of care where available, 
including the Future Directions Model of Care, is currently occurring within Area 
Health Services. 

Planning for maternity services occurs as part of a whole of health care service 
planning. Health services need to operate within a variety of conditions and 
constraints to ensure equity of access and regard for disadvantage across all areas 
of health need in the community. 

Formal consultation processes are in place within area health services to ensure 
community consultation in the Clinical Service Planning process. 

1. 19 The Future Directions in Maternity Care discussion paper and subsequent 
documents, does not discuss where services may be located. This has led some 
stakeholders to assume that the Department is only considering different models of 
care within predetermined service locations. 

The aim of the final Western Australian Maternity Care Policy will be to provide the 
Department of Health's position on the care of all women, families and their baby's in 
Western Australia. 

Each Area Health Service will remain responsible for the planning and delivery of 
maternity care services in its area. It is expected that once the final Western 
Australia Maternity Care Policy is released, Area Health Services will consult 
communities, who will have an opportunity to voice their opinions about the types 
and locations of maternity care services. 

Community and health professional consultation will also take place to develop key 
performance indicators, which will monitor the implementation of the new Maternity 
Care policy. 

The 'draft' maternity care policy works within the scope set out in the Clinical 
Services Framework. Recommendations to improve maternity care in WA made in 
the Douglas Report (2001) and Western Australian Statewide Obstetrics Service 
Review (Cohen 2003) were used as a basis for planning the location and levels of 
service provision for future metropolitan maternity care services. This is clearly 
stated in the draft policy document as well as being made clear at every public 
consultation event. 
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1.20. 1 Has the Department established the necessary infrastructure to ensure 
ongoing consumer participation in the development of maternity services, including 
monitoring and evaluation of Area Health Service performance? 

The 3rd stage of the consultation process for the 'draft' maternity policy commenced 
on the 13th May 2007. The Department of Health has ensured that this 12-week 
consultation process has had strong consumer participation via the following 
strateg ies: 

• Community workshops in all metropolitan and country regions, including: 

o Metropolitan Area: Mandurah, Gosnells, Guildford and Rockingham 

o Special Interest Groups: Birthrites; Australian Breastfeeding 
Association 

o Cultural and Linguistic Diverse Groups: Ethnic Communities Council 

o Aboriginal and Torres Strait Islander Groups: Balginjirr Bush Meeting 
(Derby), Kimberley Aboriginal Planning Forum 

o Country regions: Bridgetown, Collie, Geraldton, Port Hedland, 
Northam, Kununurra, Wiluna, Albany, Kalgoorlie, Derby, Newman, 
Bunbury 

These workshops have been advertised via the local community newspapers; on 
local regional radio stations; and by placing posters about local events on local 
community noticeboards in libraries, supermarkets, McDonald restaurants, and other 
locations suggested by local consumers and health professionals, the Office of 
Aboriginal Health (Department of Health), and Cultural Diversity Unit (Department of 
Health). 

Further details regarding these workshops can be found on the Health Networks web 
site ~e---=..:..:..::.c:..:;..:...::...:.;~=.::.::.::..:..:...:..:::..::.;...:~ . .=.:..:.:...::c.=c:.:..::.:...:..:...:..:..:=.-=-:...,==;..:...:...:..=.~~.:::.:..= 

• Statewide Maternity Services Survey. 

A phone survey commenced on the 2nd July 2007. The intended population is 1600 
women from metropolitan, regional and rural Western Australia. The University of 
Western Australia is administering the survey on behalf of the Department. A copy 
of the survey questions is available on request. 

The Telethon Institute of Child Health Research (TICHR) is formally evaluating the 
consultation process. Information received from TICHR about the process the 
Health Networks Branch has undertaken for consumer consultation will be shared 
with the Metropolitan and Country Health Services to assist them when undertaking 
their community consultation regarding the implementation and evaluation of the final 
policy. 
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Health Reform - the Impact on Long Term Service Planning 

WA Health has committed to consumer and community engagement in its planning 
and development of services. Area Health Services have established Consumer 
Advisory Councils (CACs) and WA Country Health Service District Advisory 
Health Councils (DHACs). The final policy on "Improving Maternity Choices -
Working Together Across WA" will be used to develop Area Health Service 
Clinical Plans. 

As discussed by Dr Towler during his presentations to your committee, workforce, 
changing epidemiological and census data and interactions between different area 
services with regards secondary and tertiary services will all be taken into account in 
completing a network of appropriate services across the State. 

The focus developed within "Improving Maternity Choices - Working Together 
across WA" demonstrates a commitment by WA Health to put greater emphasis on 
working with the private health sector and primary care providers. We believe this to 
be important in developing long term clinical service plans for maternity and newborn 
services. 

In keeping with the discussions presented to your committee, the current state-wide 
consultation will extensively inform the final policy. The Division of Health Policy and 
Clinical Reform is continuing to receive submissions and commentary on all aspects 
of the draft policy document. 

Recommendations 

For noting. 

Contact: Kylie Mayo 
Health Networks Branch 
Health Policy and Clinical Reform 
Ph: 9489 2808 

Sign Off: 

Dr Simon Towler 
Executive Director 
Health Policy and Clinical Reform 
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-~~ 
RECEiVED \ .... Department of Health 

Government of Western Australia )

. (.n 

- 2/1/1 MOB ._:: 

CLINICAL NETWORKS 

Ms Karen Hall and Ms Amanda Gillingham 
Public Obstetric Services Select Committee 
Parliament House 
Harvest Terrace 
WEST PERTH WA 6005 

Dear Karen and Amanda 

INFORMATION ON OBSTETRICS AND NEONATOLOGY 

Enquiries to: 

Telephone: 

Please find attached a copy of the information requested by the Select Committee on 
obstetrics and neonatology data from Western Australia. 

The briefing note provides an overview of the services provided within WA, including 
information relating to hospitals, bed numbers, bed separations, neonatal nurseries, and 
antenatal care. In addition, we have provided a small amount of information on the private 
sector, including hospitals, maternity bed details and the number of births. 

I hope this information assists with the inquiry. If you require any further detail, please do not 
hesitate to contact me. 

Yours sincerely 

Alison Maggs 
SENIOR DEVELOPMENT OFFICER 
CLINICAL NETWORKS SUPPORT TEAM 
HEALTH POLICY AND CLINICAL REFORM 

28 July 2006 

Att. 

1 Centro Avenue, Subiaco Western Australia 6008 Tel (08) 94892860. 
Letters PO Box 8172 Perth Business Centre Western Australia 6849 

http://www.health.wa.gov.au 
ABN 28 684 750 332 

Department of Health - promoting a smoke free environment 



Public Obstetric Services Select Committee REPORT 

196 G:\DATA\OB\obrp\ob.obs.070830.rpf.001.xx.a.doc 

 

 

 

DATE: 28 July 2006 

ISSUE 
Information for the Public Obstetric Services Select Committee 

Type of briefing: For information 

Page 1/13 

Reason for briefing: Request from the Advisory Officer, Public Obstetric Services 
Select Committee Inquiry 

BACKGROUND 

On 24 May 2006 the Legislative Council appointed the Select Committee Into Public 
Obstetric Services. The Committee is to report to the Legislative Council by 30 March 2007. 

As a follow up to Dr Simon Towler's appearance before the Inquiry, the Inquiry's Advisory 
Officer has requested information on the following: 

1. Which WA public hospitals currently provide obstetric services and how many fully
funded maternity beds are available in each hospital? 

2. Which WA public hospitals have Level 1 and Level 2 neonatal intensive care units 
and how many infants can be accommodated in each? 

3. What other public obstetric services (antenatal clinics, birthing centres, community 
midwifery programs) are currently available in WA, where do they operate and what 
is their capacity? 

4. What is the number and location of private maternity beds? 

The information provided in this briefing note is a snapshot of obstetric and neonatal 
services from 2005/06. It does not provide a preview of the changes that are, and will be, 
made to obstetric services as part of the current implementation of health reform in WA. 

A range of recommendations for improving maternity care in WA has been made in recent 
years following several reviews, including the WA Statewide Obstetric Services Review 
(Cohen 2003) and "A Healthy Future for Western Australians" by the Health Reform 
Committee Report (Reid Committee 2004). The WA Health Clinical Services Framework 
2005 - 2015 used these reports as the basis for the maternity care part of its framework for 
the next 10 years. Implementation of the framework has begun, with new maternity services 
being planned or implemented as part of the health reform process. Resultant changes will 
not be identified statistically until the 2006/07 year at the earliest. 

Currently, the Health Policy and Clinical Reform Division, Department of Health is 
developing a maternity care policy. The first stage of the policy's development is the 
directions paper "Future Directions of Maternity Care" which sets out a group of principles 
and presents a way forward for maternity care in WA over the next 5 years. This document 
intends to stimulate comment and suggestions from people interested in maternity services, 
via consultation. The aim is to ensure that both clinicians and the community have input into 
and endorse the direction that will be taken. Once this first consultation is completed, policy 
development will begin and this will also include additional consultation processes. 
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Hospitals in both metropolitan and regional areas have been surveyed to provide the 
information for this briefing note. A list of all hospitals included in the survey is at Appendix 1. 

RESPONSE TO QUESTIONS 

Which WA public hospitals currently provide obstetric services and how many 
fully-funded maternity beds are available in each hospital? 

Obstetric services in WA are provided within both the metropolitan and country areas. In the 
metro area, obstetric services are provided at identified hospitals that specialise in providing 
this service. These hospitals are located around the metropolitan area to ensure patients 
have the option of choosing a facility close to home, and which meets her medical and 
obstetric needs. In country areas, some hospitals have identified obstetric services, 
however, other hospitals can provide an obstetric service to low risk patients as part of their 
normal functions. 

Current practice is to utilise bed capacity as effectively as possible. This means that in many 
cases, beds are not designated for a particular purpose (ie maternity) but are available for a 
number of uses, one of which will be maternity. In such cases, data provided may indicate a 
number of births at a hospital which has "0" maternity beds - or more beds may be used for 
maternity purposes at any given time. Similarly, beds identified as "maternity" may be utilised 
for other purposes, as the hospital requires. 

Although the information relating to bed days is from 2004/05 (a year earlier than the data on 
births), it was thought this information would provide an interesting insight into the level of 
service being provided. 

Within the metropolitan area , 10 hospitals provide publicly funded obstetric services, while 
within country WA, births have occurred at 20 public hospitals. Detailed data is provided in 
Appendix 2. 

Which WA public hospitals have Level 1 and Level 2 neonatal intensive care 
units and how many infants can be accommodated in each? 

The terminology used to define neonatal services within the health system may be different 
to that used in the question. Therefore the following definitions, taken from King Edward 
Memorial Hospital, have been used when providing the data. 

Level 1 - Perform neonatal resuscitation, evaluate and provide postnatal care of healthy 
newborns, stabilize and provide care for near-term infants (35-37 weeks), stabilize ill 
newborns or infants <35 weeks until transfer. 

Level 2 - can provide care to infants >32 weeks or >1500grams birthweight who have 
physiologic immaturity, infants who are moderately ill with problems that are expected to 
resolve rapidly, or infants convalescing from intensive care. 

Level 2A Do not have ability to provide mechanical ventilation or nasal continuous 
positive airway pressure (NCPAP) 
Level 28 Can provide mechanical ventilation for short duration <24hrs or NCPAP 

Level 3 can provide continuous life support and comprehensive care for extremely high-risk 
newborns and those with complex and critical illness. 
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There are two Level 3 nurseries (King Edward Memorial Hospital and Princess Margaret 
Hospital) in the metropolitan area with an additional two Level 2 units (Joondalup and Swan). 
In the country areas, Sunbury, Derby, Geraldton, and Port Hedland have Level 2 neonatal 
units, while there are three other towns with Level 1 units. 
However, it is important to recognise that an appropriate level of neonatal services for 
uncomplicated births is provided at all hospitals where births occur. For example, there is no 
neonatal nursery at Peel Health Campus, however, a neonatal service is provided at the 
hospital for the babies of its obstetric patients. 

The table in Appendix 3 provides detailed information on neonatal nurseries. 

What other public obstetric services (antenatal clinics, birthing centres, 
community midwifery programs) are currently available in WA, where do they 
operate and what is their capacity? 

There is a range of services provided as part of antenatal care in WA and a snapshot of 
those services is included with this briefing note. The query regarding the capacity of 
antenatal services has been addressed by providing detail on the number of sessions of 
each clinic and the services provided. Those hospitals/areas providing the antenatal service 
have commented that they provide the service to the level required, rather than having an 
artificial capacity level applied. Additional detail on particular aspects of any service can be 
sought ifit is required. 

Nine centres in Perth provide antenatal classes, however, the information gathered has been 
focused on the hospital setting. There may be additional classes run off-site from the 
hospitals. These centres also provide a community midwifery/home visiting service for new 
mothers. Of course, the role of Child Health Centres also needs to be acknowledged as a 
major contributor to antenatal care. In the country, the range of services available varies 
considerably, and is clearly focused on meeting demand as that demand occurs. Many 
centres provide the antenatal service on an as needs basis. Again, country centres have 
Child Health Centres which contribute to the level of antenatal care provided. 

With regard to birthing centres, WA currently has one public birthing centre which is a stand
alone unit co-located at King Edward Memorial Hospital. Other public hospitals in both the 
metropolitan and country areas have birthing suites and labour wards. 

The collated data is provided at Appendix 4. 

What is the number and location of private maternity beds? 

The Department of Health's Licensing Standards and Review Unit has provided information 
on the number of private maternity beds licensed in WA. To provide an additional level of 
detail, this information has been combined with the number of births at these hospitals that 
was gathered by the Working Party on GP Obstetrics. 

A significant number of births occur in the private hospital sector (about 35 per cent). Seven 
private hospitals in the metropolitan area provide obstetric services, with St John of Gods 
providing services in both Geraldton and Sunbury. Like the public sector, private hospitals 
utilise bed capacity as effectively as possible. Additional beds, over and above those 
designated as maternity, may be utilised as required. 

The collated data is provided at Appendix 5. 
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Recommendations 

1. For noting. 

Contact: Alison Maggs 
Clinical Networks Support Team 1 
Health Policy and Clinical Reform 
Ph: 94892860 

Dept Ref: 

Sign Off: 

Dr Simon Towler 
Executive Director 
Health Policy and Clinical Reform 
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Appendix 1 

Metropolitan Hospitals 
Armadale/Kelmscott Memorial Hospital 
Bentley Hospital 
Joondalup Health Campus 
Kalamunda District Community Hospital 
Kaleeya Hospital 
King Edward Memorial Hospital for 
Women 

Country Hospitals 

Albany Regional Hospital 
Augusta District Hospital 
Beverley Hospital 
Boddington District Hospital 
Boyup Brook District Hospital 
Bridgetown District Hospital 
Broome District Hospital 
Bruce Rock Memorial Hospital 
Bunbury Regional Hospital 
Busselton District Hospital 
Carnarvon Regional Hospital 
Collie District Hospital 
Corrigin Hospital 
Cunderdin District Hospital 
Dalwallinu District Hospital 
Denmark District Hospital 
Derby Regional Hospital 
Donnybrook/Balingup District Hospital 
Dumbleyung District Hospital 
Esperance District Hospital 
Exmouth Regional Hospital 
Fitzroy Crossing 
Geraldton Regional Hospital 
Gnowangerup Hospital 
Goomalling District Hospital 
Halls Creek 
Harvey District Hospital 
Kalgoorlie District Hospital 
Katanning District Hospital 
Kellerberrin Memorial Hospital 
Kojonup Hospital 
Kondinin District Hospital 
Kununoppin District Hospital 
Kununurra District Hospital 
Lake Grace District Hospital 

Osborne Park Hospital 
Peel Health Campus 
Princess Margaret Hospital 
Rockingham/Kwinana District Hospital 
Swan District Hospital 

Laverton District Hospital 
Leonora District Hospital 
Margaret River District Hospital 
Meekatharra District Hospital 
Merredin District Hospital 
Moora District Hospital 
Morawa District Hospital 
Mullewa District Hospital 
Murray District Hospital 
Narembeen District Hospital 
Narrogin Regional Hospital 
Newman District Hospital 
Nickol Bay District Hospital 
Norseman District Hospital 
North Midlands District Hospital 
Northam Regional Hospital 
Onslow District Hospital 
Paraburdoo District Hospital 
Pemberton District Hospital 
Pingelly District Hospital 
Plantagenet District Hospital 
Port Hedland Regional Hospital 
Quairading District Hospital 
Ravensthorpe District Hospital 
Roebourne District Hospital 
Southern Cross District Hospital 
St John of God Hospital, Bunbury 
Tom Price District Hospital 
Wagin District Hospital 
Warren District Hospital 
Wickham District Hospital 
Wongan Hills District Hospital 
Wyalkatchem-Koorda and District Hospital 
Wyndham District Hospital 
Yarloop District Hospital 



REPORT APPENDIX 7: Health Department Overview of Services Provided 

G:\DATA\OB\obrp\ob.obs.070830.rpf.001.xx.a.doc 201 

 

 

 

Appendix 2 

Which WA public hospitals currently provide obstetric services and how many fully
funded maternity beds are available in each hospital? 

METROPOLITAN PUBLIC HOSPITALS 

BIRTHS TOTAL 

HOSPITAL 
PER NUMBER BED DAYS 

COMMENTS ANNUM MATERNITY 2004/05 
2005/06 BED 

Armadale/Kelmscott Memorial 
1100 22 4023 

Hospital 

Bentley Hospital 505 15 2450 

Joondalup Health Campus 1960 33 3899 

Kalamunda District Community 
268 10 1293 * Service closed on 30 

Hospital April 2006 

Kaleeya Hospital 838 13 3673 Incorporates Woodside 
figures 

King Edward Memorial Hospital for 
5255 70 22464 Women 

Osborne Park Hospital 1481 24 5156 

Peel Health Campus 812# 18* 2175 includes # 631 public 
births, * 6 private beds 

Rockingham/Kwinana District Hospital 910 12 2888 

Swan District Hospital 884 17 2922 

COUNTRY WESTERN AUSTRALIA 

BIRTHS TOTAL 

HOSPITAL PER NUMBER BED DAYS 
ANNUM MATERNITY 2004/05 
2005/06 BED 

Albany Regional Hospital 464 10 1769 

Bridgetown District Hospital 60 4 195 

Broome District Hospital 240 6 769 

Bunbury Regional Hospital 850 14 2558 

Busselton District Hospital 190 2 517 

Carnarvon Regional Hospital 121 8 381 
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BIRTHS TOTAL 

HOSPITAL 
PER NUMBER BED DAYS 

ANNUM MATERNITY 2004/05 
2005/06 BED 

Collie District Hospital 102 7 384 

Corrigin Hospital 1 0 

Denmark District Hospital 25 3 53 

Derby Regional Hospital 230 10 1187 

Esperance District Hospital 200 8 804 

Geraldton Regional Hospital 450 7 1556 

Halls Creek 0 0 9 

Kalgoorlie District Hospital 638 18 2215 

Katanning District Hospital 499 

Kununurra District Hospital 140 0 492 

Margaret River District Hospital 90 1 367 

Moara District Hospital 0 1 

Narrogin Regional Hospital 183 8 812 

Newman District Hospital 3 0 

Nickol Bay District Hospital 206 6 797 

North Midlands District Hospital 2 0 

Northam Regional Hospital 175 8 448 

Plantagenet District Hospital 0 0 64 

Port Hedland Regional Hospital 1081 

Tom Price District Hospital 7 1 25 

Warren District Hospital 0 0 126 
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Appendix 3 

Which WA public hospitals have Level 1 and Level 2 neonatal intensive care units 
and how many infants can be accommodated in each? 

METROPOLITAN PUBLIC HOSPITALS 

HOSPITAL NAME NEONATAL TOTAL NUMBER 
LEVEL 2005/06 NEONATAL BEDS 

Armadale/Kelmscott Memorial Hospital Level 1 3 

Fremantle Level 1 4 

Joondalup Health Campus Level 2 8 

Kaleeya Hospital Level 1 4 

KEMH Level 3 20 (plus 60 Level 2 beds) 

Osborne Park Hospital Level 1 3 

PMH Level 3 10 

Swan District Hospital Level 2 2 

COUNTRY WESTERN AUSTRALIA 

HOSPITAL NAME 
NEONATAL TOTAL NUMBER 

LEVEL 2005/06 NEONATAL BEDS 

Albany Regional Hospital Level 1 2 

Broome District Hospital Level 1 2 

Bunbury Regional Hospital Level 2 5 

Derby Regional Hospital Level 2 3 

Geraldton Regional Hospital Level 2 2 

Kalgoorlie District Hospital Level 1 2 

Port Hedland Regional Hospital Level 2 2 
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Appendix 4 

What other public obstetric services (antenatal clinics, birthing centres, community 
midwifery programs) are currently available in WA, where do they operate and what 
is their capacity? 

METROPOLITAN PUBLIC HOSPITALS 
ANTENATAL 

HOSPITAL! CLINIC 
COMMUNITY MIDWIFERY SERVICES 

CATCHMENT SESSIONS 
PER WEEK 

Armadale/Kelmscott Memorial 
15 mw + 6 GP Visiting Midwife Service 7 days a week 

Hospital 

Bentley Hospital 3 Early discharge program, visiting midwifery service. 

Joondalup Health Campus 9 Home visiting service 7 days a week. 

Kaleeya Hospital 9 
Visiting midwifery service in early stages of 
development 

KEMH 31 
Visiting Midwife Service 7 days a week. Community 
midwifery proqramme including home births 

Osborne Park Hospital 4 
Home care midwifery programme. Midwives visit post-
natally 

Peel Health Campus 4 
Midwife led antenatal clinic, parenting classes, 
antenatal assessments, Child Health Service 

Rockingham/Kwinana District 
1 Visiting community midwifery programme 

Hospital 

Swan District Hospital 18 
Community midwifery programme for early transfer 4 
days a week 

COUNTRY WESTERN AUSTRALIA 
ANTENATAL 

HOSPITAL! CLINIC 
COMMUNITY SERVICES 

CATCHMENT SESSIONS 
PER WEEK 

Mothers seen as 
Visiting midwifery service. Antenatal classes. Home 

Albany Regional Hospital 
required 

visiting Midwife program. All new mothers visited at 
home by the Child Health Nurses 

Augusta District Hospital 0 Child Health Service 

Beverley Hospital 0 Child Health Service. 

Boddington District Hospital 0 Child Health Service. 

Boyup Brook District Hospital 0 Child Health Service. 

Bridgetown District Hospital 0 
Child Health Service. Postnatal Home Visiting as 
required. 

Broome District Hospital 1.5 Antenatal clinics - 50 appointments 

Bruce Rock Memorial Hospital 0 
Child Health Service. Antenatal Classes, neonatal 
checks, Guthrie test 
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ANTENATAL 
HOSPITAL! CLINIC COMMUNITY SERVICES 

CATCHMENT SESSIONS 
PER WEEK 

Visiting midwifery service within 25 km of hospital. 
Midwives & shared care clinic 2 -3 per fortnight staffed 

Bunbury Regional Hospital 2 
by midwives with 12 clients per day. Postnatal Home 
Visiting & Early Discharge Program operates 7 days a 
week & sees clients on a needs basis within a 25km 
radius of hospital. Up to 10 clients seen dail~ 
Visiting midwifery service, 7 day service within the 

Busselton District Hospital 1 shire. Postnatal Home Visiting and Early Discharge 
Program. Not funded but provide out of existing FTE. 

Carnarvon Regional Hospital 2 Antenatal clinics 

Collie District Hospital 
provided by GP 

surgery 
Chi ld Health Service. 

Service on needs basis by midwife on call from 
Corrigin Hospital 0 hospital. Postnatal services by child health. Antenatal 

Classes, neonatal checks, Guthrie test 

Cunderdin District Hospital 0 Chi ld Health Service. 

Dalwallinu District Hospital 0 Child Health Service. 

Visiting midwifery porgramme for 5 days post birth . 
Home birth program with 6 -12 births per annum. 

Denmark District Hospital 0.5 Antenatal classes. Shared care clinic with the doctor 
conducted fortnightly. Individual antenatal sessions 
tailored to meet requirements of special needs clients 
Early transfer programme run by maternity ward 

Derby Regional Hospital 1 midwives. 1 Antenatal clinic weekly - 13-15 
appointments 

Donnybrook/Balingup District 
0 Child Health Service. 

Hospital 

Dumbleyung District Hospital 0 Child Health Service. 

Community midwifery programme available but rarely 
Esperance District Hospital 0 used. Anti-natal education classes. Anti-natal booking-

in clinic 

Exmouth Regional Hospital 1 Child Health Service. 

Fitzroy Crossing 0 Child Health Service. 

Visiting midwifery service 7 days a week. Antenatal 

Geraldton Regional Hospital 2 
Clinic - Geraldton. Antenatal clinic - Geraldton regional 
Aboriginal Medical Service. Lactation Service. Early 
Discharge Program. Child Health Services 

Gnowangerup Hospital 0 Child Health Service. 

Goomalling District Hospital 0 Child Health Service 

Halls Creek 0 Community Midwife (individualised care). 

Harvey District Hospital 0 Child Health Service. 
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ANTENATAL 
HOSPITAL! CLINIC 

COMMUNITY SERVICES CATCHMENT SESSIONS 
PER WEEK 

Antenatal visits (3 visits to see midwife). Antenatal 

Kalgoorlie District Hospital 3 
classes (6 week series plus Saturday one-off workshop 
once per month for patients and partners who cannot 
access evening classes) Child Health Service. 

Katanning District Hospital Antenatal classes 

patient sees 
Kellerberrin Memorial Hospital doctor as Child Health Service 

required 
Community Midwife Program in Broome, Derby, Fitzroy 
Crossing, Halls Creek and Kununurra I Wyndham. This 

Kimberley Population Health 
includes antenatal & post natal care & education in 

Unit 
conjunction with local health services WACHS -
Kimberley & Aboriginal Community Controlled Health 
Organisations. Early discharge program for maternity in 
Broome 

Kojonup Hospital 0 Child Health Service. 

Kondinin District Hospital 0 Child Health Service. 

Kununoppin District Hospital 0 
Child Health Service Antenatal Classes, neonatal 
checks, Guthrie test 

Kununurra District Hospital 
1 mw, gps 1 

Antenatal clinic weekly - 13 -15 appointments. 
week 

Lake Grace District Hospital 0 Child Health Service. 

Laverton District Hospital 0 Child Health Service 

Leonora District Hospital 0 
Child Health Service. Community Health nurse 
provides education 

Margaret River District Hospital 0 

Meekatharra District Hospital 0 Child Health Service 

Merredin District Hospital 0 
Child Health Service Antenatal shared care, neonatal 
checks, Guthrie test 

Moara District Hospital 0 Child Health Service 

Morawa District Hospital 0 Child Health Service 

Mullewa District Hospital 0 Child Health Service 

Murray District Hospital 0 Child Health Service. 

see GP or 
Narembeen District Hospital midwife as Child Health Service Antenatal shared care 

needed 

Narrogin Regional Hospital 0 Antenatal Classes, neonatal checks, Guthrie test 

Newman District Hospital 1 

Nickol Bay District Hospital 2 Child Health Service. 
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ANTENATAL 
HOSPITAL! CLINIC 

COMMUNITY SERVICES CATCHMENT SESSIONS 
PER WEEK 

Norseman District Hospital 0 Child Health Service. Community Health nurse runs a 
program when needed 

North Midlands District Hospital 
3 x8 wk 

sessions/year 

Northam Regional Hospital 2 Child Health Service 

Onslow District Hospital 0 

Paraburdoo District Hospital 0 Child Health Service. 

Pemberton District Hospital 0 Child Health Service. 

Pingelly District Hospital 0 Child Health Service. 

Plantagenet District Hospital 0 
Child Health Service. Antenatal classes. Shared care 
clinic with doctor conducted weekly 

Port Hedland Regional Hospital Antenatal clinics. 

Quairading District Hospital 0 Child Health Service 

Child Health Service. Antenatal Education Program 
Ravensthorpe District Hospital 0 conducted by the Community Health. Nurse 

approximately 3 times per year 

Roebourne District Hospital 0 

Southern Cross District 0 Child Health Service 
Hospital 

Tom Price District Hospital 0 Visiting midwifery service 

Wagin District Hospital 0 Child Health Service. 

Warren District Hospital 
3 x 6wk sessions 

per year 
Child Health Service. 

Wickham District Hospital 0 Child Health Service. 

Wongan Hills District Hospital 0 Child Health Service 

Wyalkatchem-Koorda and 0 Child Health Service 
District Hospital 

Wyndham District Hospital 0 Child Health Service. 

Yarloop District Hospital 0 Child Health Service. 
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Appendix 5 

What is the number and location of private maternity beds? 

METROPOLITAN PRIVATE HOSPITALS 

HOSPITAL NAME 
BIRTHS PER MATERNITY 

ANNUM BEDS 

AUadale Private Hospital 590 15 

Glengarry Private Hospital 837 29 

Joondalup Health Campus 1495 25 

Mercy Private Hospital 1167 36 

Peel Health Campus 616 11 

St John of God - Murdoch 1405 35 

St John of God - Subiaco 3017 56 

COUNTRY PRIVATE HOSPITALS 

HOSPITAL NAME 
BIRTHS PER MATERNITY 

ANNUM BEDS 

St John of God Hospital - 428 35 
Bunbury 

St John of God Hospital - 177 10 
Geraldton 
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King Edward Memorial Hospital (North Metropolitan Area Health Service) 

KEMH has a number of models of care, GP shared care, midwives & obstetricians. 

Model of Care 1 : Model of Care 2: Model of Care 3 Model of Care4- --

Team midwifery care. Low risk midwifery care Family Birth Centre midwifery Private Obstetricians 

These teams do the antenatal 
ante natally - whilst during labour care. will do all antenatal care -

care intra partum & the early 
care by midwives/medical or 

Midwives care for women from midwives labour care. 
post partum care on the ward. 

Registrars can assist with the birth. 
early pregnancy right through to 5 
days post partum. If needed tlf to 

Private obstetricians will do birth. 

main hospital for doctor care for 
birth, midwives continuing labour 
care. 

_ ._-- --

Model 5: Model 6: Model 7: 

Share care with own GP and hospital. Community Midwifery Programme Maternal Foetal Medicine 
Booking antenatal care, back to GPs until 36 
weeks (hospital ANC visit) back to GP until 40 

Women are booked to community midwives, Specialist care either by midwives with 

weeks. ANC care. Intra partum care midwives, 
with 1 visit booking to referring hospital consultants. Intra partum care midwives with 

either birthed by midwives RMO/Reg (employed 
otherwise stay at home for labour care, birth medical care & input. 

SR or consultant by hospital) students 
and post-natal care. If tlf to hospital will have 

Birth either by midwife or medical. 
midwives/medical either RMO, Reg for planning, hospital 

midwives for birth. 

-

There are 3 other models that are divided into: 

Diabetes Service which is midwifery & Medical Chemical dependency Adolescent Clinic 
Specialist care - intra partum care is midwifery 

Many people involved with this care, intra Midwifery & other Allied Health Services with or without medical input at birth 
partum care is either midwifery with or without provided. 
medical input also birth by either. 

Same as other midwifery - medical input. 

Has own home visiting follow-up. 
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Swan Kalamunda Health Service - Swan Campus (North Metropolitan Area Health Service) 

The Swan Campus Model of Care is a collaborative model with GP's, Specialist Obstetricians and Midwives. Some aspects of the model are 
currently being reviewed. The model functions with 3 basic models of care: 

Model of Care 1 : Model of Care 2: Model of Care 3 

Receive shared antenatal care from their own Receive antenatal care from the Hospital Salaried Specialist ObstetriCian-Gynaecologists 
GP and Hospital Midwife/Obstetrician, but if Midwife/Obstetrician. Admitted as a public providing operative obstetric cover. The 
they are admitted to hospital they receive care patient and receive Obstetrician / Midwife obstetricians are on-site 24x7. 
from the on duty Obstetrician/Midwife. rostered on duty. 

Midwife labour care and delivery as a public Midwife labour care and delivery as a public 
patient with Obstetrician attending all deliveries patient with Obstetrician attending all deliveries 

__ L-._ ... ___ 

Osborne Park Hospital (North Metropolitan Area Health Service) 

The organisation of the Service is based on a multidisciplinary team (Midwives, Specialist Obstetricians/Neonatal Paediatricians/Obstetric 
Anaesthetists /Gynaecologists/GP Obstetricians/Allied Health Professionals). The Service meets community demand with appropriate professional 
models of care, including: 

Model of Care 1: Model of Care 2: Model of Care 3 Model of Care 4 

Antenatal care & Birth Suite Shared antenatal care by GP and hospital Shared antenatal care by GP and Private Inpatient Care 
delivery by hospital staff - with staff, with Birth Suite delivery by hospital staff clinic staff, with Birth Suite delivery by arrangement with 
Specialist Obstetrician- - with Specialist Obstetrician-Gynaecologist- by GP who can refer to Specialist Specialist Obstetrician-
Gynaecologist-Anaesthetist- Anaesthetist-Paediatrician rostered cover Obstetrician-Gynaecologists at any Gynaecologists. 
Paediatrician rostered cover time 

C:\DOCUME-1\mwarner\LOCALS-1\Temp\060919 am Models of care.doc 
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Rockingham Hospital (South Metropolitan Area Health Service) 

RKDH works within a Fee for Service Obstetric Service Model for low and medium risk births. 

Model of Care 1: Model of Care 2: Model of Care 3 Note: 

GP Obstetricians - VMP Specialist Obstetricians - VMP Specialist Obstetricians - Salaried 

Delivery by own G P Obstetrician as Care for medium risk obstetric Care for medium risk obstetric • Due to medical workforce 
a public or private patient during patients - generally referred by G P patients - generally referred by G P issues KEMH staff provide 
normal hours and after hours the or G P Obstetrician or GP Obstetrician. Provides some neonatologist emergency 
on call G P Obstetrician will provide antenatal clinic in RKDH. cover as the area currently only 
care. has 2 paediatricians on its on 

call roster. 

Emergencies supported by on call • Specialist Obstetric staff 
Specialist Obstetricians and support both Peel Health 
Paediatricians/ Neonatologists Campus and RKDH due to the 

workforce issues 
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WA Country Health Service 

Albany Hospital 

The Albany Model is a GPlmidwife collaborative care model with visiting specialist O&G; fee for service VMO agreement. The model functions with 
antenatal care in GP rooms with antenatal education by midwives at hospital and delivery by midwives and on- call by GPs covering own obstetric 
patients. Albany also has a roster for proceduralists for emergency caesarean sections. 

Model of Care 1: Model of Care 2: Model of Care 3 

Delivery by own G P Obstetrician (when Midwife labour care and delivery as a public Specialist Obstetrician-Gynaecologists 
available) as a private patient, or be patient with the GP on call called in if providing operative obstetric cover. 

Admitted as a public patient and receive 
necessary. 

care from their own GP obstetrician during 
normal hours and after hours the on call 
doctor will usually take over. 

Bridgetown Hospital 

The Bridgetown model of care is a collaborative care with GP Obstetricians, midwives & infrequently specialist obstetrician. High-risk births occur at 
the regional hospital. GPs & VMPs are paid under a fee for service arrangement. The model functions with 2 basic models of care: 

Model of Care 1: Model of Care 2 

Delivery by own G P Obstetrician as a private patient, or be Visiting Specialist Obstetrician-Gynaecologist providing booked operative 

Admitted as a public patient and receive care from their own GP obstetric procedures with GP on call for care after hours. 

obstetrician during normal hours and after hours the on call doctor 
may take over. 
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Broome Hospital 

The Broome Model of care is a collaborative care. The model is therefore one of shared care between our midwives/AMS docs/Private 
Practitioners/OMO's and the regional O&G specialist. 

Model of Care 

Midwives/AMS docs/Private Practitioners/OMO's and the regional O&G specialist 

Midwifes/OMO'sl AMS docs/Pvt Practitioners shared antenatal care - deliveries -

Midwives/OMO's who provide CIS capability backed up by regional consultant for difficult cases and RFOS fly-out for cases which cannot be dealt 
with locally; no fly-in-fly-out obstetrics service; minimal nursery capability at present 

Bunbury Hospital 

The Bunbury Hospital Model of care is a collaborative care with GP Obstetrician, Specialist Obstetricians and Paedatricians and midwives. Care for 
low and high- risk pregnancies. The model functions with 3 basic models of care: 

Model of Care 1: Model of Care 2: Model of Care 3 

Admitted as a public patient and receive Shared Care model with GP and midwife Midwife labour care for public patients with the 
care from their own GP obstetrician during antenatal care, labour care and delivery for Specialist Obstetrician 24-hour/7 days week 
normal hours and after hours attending the public patients with the GP providing medical cover. 
birth. care and attending the birth. 

Specialist Obstetrician-Gynaecologists 
providing operative obstetrics with 24-hour/7 
days week cover. 

Admission as a private patient with midwife and 
Specialist Obstetrician/GP care during normal 
hours and after hours particularly for bariatric 
patients. 
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Busselton Hospital 

The Busselton Hospital Model of care is a collaborative care with GP Obstetricians and midwives. High-risk births occur at the regional hospital. GPs 
& VMPs are paid under a fee for service arrangement. The model functions with 3 basic models of care: 

Model of Care 1: Model of Care 2: Model of Care 3 

Delivery by own GP Obstetrician as a private Shared care clinic with midwife and GP General Surgeon provides operative obstetric 
patient, or be antenatal care, midwife care and GP care cover for elective and non-elective caesarean 

Admitted as a public patient and receive care during labour and birth for public patients. sections. 

from their own GP obstetrician during normal 
hours and after hours. 

Collie Hospital 

The Collie Model of care is a collaborative care with GP Obstetricians and midwives. Specialist Obstetrician provides an infrequent service. High-risk 
births occur at the regional hospital. GPs & VMPs are paid under a fee for service arrangement. The model functions with 2 basic models of care: 

Model of Care 1: Model of Care 2: Model of Care 3 

Delivery by own GP Obstetrician as a private Midwife labour care and delivery, as a public ViSiting Specialist Obstetrician-Gynaecologist 
patient, or be patient with the G P on call called in if necessary providing booked operative obstetric 

Admitted as a public patient and receive care may be available in the near future. procedures with GP on call for care after hours. 

from their own GP obstetrician during normal 
hours and after hours. 

Derby Hospital 

The Derby Model of care is a collaborative care. The model is therefore one of shared care between our midwives/AMS docs/Private 
Practitioners/OMO's and the regional O&G specialist. 

Model of Care 

Midwives/ AMS docs/Private Practitioners/DMO's and the regional O&G specialist. 

Midwives/DMO's/AMS docs/Pvt Practitioners shared antenatal care - deliveries. 

Midwives/DMO's who provide CIS capability backed up by regional consultant for difficult cases and RFDS fly-out for cases which cannot be dealt 
with locally; no fly-in-fly-out obstetrics service. 
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Margaret River Hospital 

The Margaret River Hospital Model of care is a collaborative care with GP Obstetricians and midwives. High-risk births occur at the regional hospital. 
GPs & VMPs are paid under a fee for service arrangement. The model functions with one basic model of care: 

Model of Care 

Admitted as a public patient and receive care from their own GP obstetrician during normal hours and after hours. 

Narrogin Hospital 

The Narrogin Model is a GP Obstetrician/midwife collaborative care model; fee for service VMO agreement. The model functions with antenatal care 
in GP rooms and antenatal clinics and education by midwives at hospital. Midwife labour care and delivery as a public or private patient with GP 
Obstetrician covering own obstetric patients. The Narrogin Model of care is a collaborative care with GP Obstetricians and midwives. 

Model of Care 

Delivery by own GP Obstetrician as a public or private patient. This is during normal and after hours. 

Northam Hospital 

The Northam Model of care is a collaborative care with GP Obstetricians,& midwives. Fee for service VMO agreement. The model functions with 
antenatal care in GP rooms with antenatal education and delivery by midwives at hospital. GPs cover own obstetric patients for delivery. The model 
functions with 2 models of care: 

Model of Care 1: Model of Care 2: 

Admitted as a public patient and receive care from their own GP Midwife labour care, delivery and post-natal as a public patient with the 
obstetrician GP Obstetrician called in if necessary. 

Port Hedland Hospital 

The Port Hedland Hospital Model of care is a collaborative care with GP Obstetrician, Specialist Obstetricians and midwives. Care for low and 
medium- risk pregnancies. The model functions with 3 basic models of care: 

Model of Care 1: Model of Care 2: Model of Care 3 

Continuity of midwifery care provided Shared Care model with GP and midwife Midwife labour care and delivery as public 
throughout the antenatal period in Midwives antenatal care, labour care and delivery for patient with DMO or Specialist Obstetrician on 

C:\OOCUME-1 \mwarner\LOCALS-1 \ Temp\060919 am Models of care .cjoc 
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clinics, with a first trimester and third trimester public patients with the G P providing medical call called in if necessary for public patients 
visit to the DMO or Specialist Obstetrician. care and attending the birth. 

Midwife labour care and delivery by midwife/Dr 
Antenatal classes provided by the midwives for very occasional private patient. Midwife 

Admitted as a public patient and receive labour care for public patients with the 
care from their own GP obstetrician during Specialist Obstetrician 24-hour17 days week 
normal hours and after hours attending the cover. 
birth. 

Warren Hospital 

The Warren Hospital Model of care is a collaborative care with GP Obstetricians and midwives. High-risk births occur at the regional hospital. GPs 
& VMPs are paid under a fee for service arrangement The model functions with 2 basic models of care: 

Model of Care 1 : Model of Care 2 

Delivery by own GP Obstetrician as a private patient, or be A visiting Specialist Obstetrician-Gynaecologist providing operative 

Admitted as a public patient and receive care from their own GP 
obstetric service very infrequently. 

obstetrician during normal hours and after hours. G P Obstetricians perform elective caesarean section procedures 

C:\DOCUME-1\mwarner\LOCALS-1\Temp\060919 am Models of care.doc 



 

 

APPENDIX 9 

CORRESPONDENCE FROM MR BERESS BROOKS, DATED 29 AUGUST 2006 





 

G:\DATA\OB\obrp\ob.obs.070830.rpf.001.xx.a.doc 223 

APPENDIX 9 

CORRESPONDENCE FROM MR BERESS BROOKS, DATED 29 

AUGUST 2006 

 

North Metropolitan Area Health Service 

(File Ref: M-5) 

29th August 2006 

Hon Helen Morton MLC 
Chairman 
Select Committee into Public Obstetric Services 
Legislative Council 
Parliament House 
PERTH WA 6000 

Dear Ms Morton 

I refer to your letter of 22 August 2006 regarding the Select Committee Inquiry into 
Public Obstetric Services. 

I provide the following responses to the two questions raised in the above letter. 

a) Obstetric Services at Swan Health Service [SHS] are provided by salaried 
Consultant Obstetrician/Gynaecologists who remain onsite 24 hours a day, 
seven days a week. These consultants also provide gynaecological services to 
patients who present at the Emergency Department. Consultant Anaesthetists 
and Paediatricians provide formal on-call back-up services. 

b) Some local General Practitioners [GP] provide shared antenatal care to their 
patients throughout pregnancy. All women are delivered by a consultant or 
midwife as clinically appropriate and all clients are treated as public patients. 

There are no general practitioner deliveries at SHS following the resignation 
ofthe four GP Obstetricians in May 2002. The attached briefing note outlines 
events leading up to this situation. 

I hope the above information is of assistance. Please contact Dr J es Sowden, 
Director Clinical Services on 9347 5400 should you require further information or 
clarification of any matter. 

SWAN HEALTH SERVICE 
Eveline Road Middle Swan Western Australia 6056 
Lettrs PO Box 195 Midland Western Australia 6936 

Telephone (08) 9347 5244 (All Hours) FAX (08) 9347 5255 

ABN: 13 993 250709 
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:2: 

Thank you for writing to me about obstetric services. 

Kind regards. 

Yours sincerely 

Beress Brooks 
DIVISIONAL DIRECTOR 
SWAN KALAMUNDA HEALTH SERVICE 

Enc!. 

ES/60829BB lie 
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BRIEFING NOTE 

TITLE OF ISSUE AND EVENT 

Events leading to the resignation of the 4 GP Obstetricians at Swan Health Service. 

BACKGROUND INFORMATION 

• Discussions commenced between Director of Clinical Services Swan Health 
Service and Specialist Obstetricians in January 2002 when it became apparent 
that a number of current specialist practitioners with clinical privileges at Swan 
Health Service were either not intending to renew their medical indemnity 
insurance beyond July 1st 2002, or alternatively were considering retirement from 
their private obstetric practices. 

• Throughout the six month of deliberations, only the initial meeting was held 
between SHS and the Specialist Obstetricians. A" subsequent meetings have 
included representatives of both clinical groups. 

• It was identified that had this progressed, the current Antenatal Clinics provided 
at Swan Health Service would cease on 1 st July 2002 due to the lack of available 
Specialists to participate in an after hours roster to provide clinical back up to the 
GP Obstetricians. The Obstetricians recognised the potential loss of service and 
developed a background paper highlighting the issues as they identified them, 
and a number of options. 

• The terms of reference of the Obstetric Services Working Group were made 
available to the Obstetricians and consideration was given to the 
recommendations of the Douglas Report KEMH review in regard to the 
requirement for Specialist Obstetricians to be available within 15 minutes to a 
hospital. 

• Initial discussions between the GP Obstetricians and the Specialist Obstetricians 
resulted in an 'in principle' agreement that involved the GP Obstetricians 
providing a 'first on call' service to Swan Health Service, with Specialist 
Obstetricians providing 'second on call'. 

• Subsequently, an alternative model to the GP Obstetrician/ Specialist 
Obstetrician model was developed by one Specialist Obstetrician. This 
document was circulated for comment to a" relevant parties on 26th April 2002. 
The proposal recommended that a" obstetric care at SHS be delivered by 
Specialist Obstetricians. 

• The circulation of the Specialist Obstetrician model, resulted in the formal 
resignation of all GP's by Dr Michael Jones, General Practitioner by faxed 
correspondence dated 2nd May 2002. Further Dr Jones provided notification of 
the intention of he and his colleagues' to terminate Antenatal Clinic sessions and 
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the GP 'roster' as at 6th May 2002. Unfortunately, this action was not clearly 
communicated by Dr Jones to his GP colleagues also involved in providing a 
service at SHS. 

• The 3 GP Obstetricians subsequently resigned on 6th and ih May. 

• Philip Aylward GM, SHS wrote to Drs Talbot and Witcombe GP Obstetricians on 
6th May 2002. Drs Talbot and Witcombe were advised that the information 
provided to them by Dr Jones was misinformed. Philip Aylward confirmed SHS' 
commitment to seek a resolution that would meet the needs of the community 
and both groups of clinicians. 

• SHS convened a further meeting inviting both GP Obstetricians and Specialist 
Obstetricians on 9th May 2002 to clarify the expectations of all parties. 

• The meeting resulted in agreement being reached where GP Obstetricians were 
first on call with the 2 remaining Specialist Obstetricians with private indemnity 
coverage. The alternative roster arrangement involved the four remaining 
Specialist Obstetricians, who were relinquishing private indemnity insurance 
providing first on call. Swan Health Service supported the proposed model. 

• Subsequent to this meeting, verbal advice was received by Swan Health Service 
that the 4 GP Obstetricians were intending to resign. 

• Formal letters of resignation were received from the GP Obstetricians 1ih, 21
S

\ 

2ih May and 24th June 2002. Swan Health Service was advised informally that 
the GP Obstetricians resigned due to their inability to work with the Specialist 
Obstetric model of service. 
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Wednesday 18th July 
19.30 - 21.30 

Thursday 19th July 
13.30 - 15.30 

Monday 23rd July 
09.30 - 11.30 

Monday 23rd July 
(Evening) 

Tuesday 24th July 
07.30 - 08.30 

..... ..... . .. . 
iii •• iii .... 
• 1'1 ........ .. ....... . . . . 

iii • ..... 
•••• ....... ..lUI ••••••• IIi .... .. . ... . ...... . . ... . ...... . a a.. iii •••••• a 
..... ..... • •• Il10 ............. .. ..... ..... .... .. .. .. • .a •• • • iii · .. .. . . . 

• •• •• • iii • ...... ..... ..... . .... 
Calendar of Events 

Consultation on Draft Maternity Care Policy for WA 

I Newman Recreation Club 
Health Networks Branch 

I Community and Health Care I Tel: 0894892800 
Professionals Forum Email:healthpolicy@health.wa.gov.au 

Health Networks Branch 
I Community and Health Care I Well Women's Centre, I Tel: 0894892800 
Professionals Forum South Hedland Email:healthpolicy@health.wa.gov.au 

Australian BF Assoc Community 
Churchill Brook Family Centre I Health Networks Branch 
Malboro Road Tel: 0894892800 

Group Swanview Email:healthpolicy@health.wa.gov.au 

Esperance Community & I Health Networks Branch Esperance Tel: 08 9489 2800 Professional Workshop 
Email:healthpolicy@health.wa.gov.au 

Health Networks Branch 

I Esperance GP's I Esperance Hospital 
I Tel: 0894892800 

Email:healthpolicy@health.wa.gov.au 
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Improving Maternity Choices 
Working Together Across WA 

Tuesday 24th July I Norseman Health Professionals & 
Community 

Tuesday 24th July I Australian Breastfeeding 
1200 - 1400 Association _ Community event 

Wednesday 25th July 
Kalgoorlie Aboriginal Medical 

I Service (Videoconferencing 
available to Laverton and Leonora) 

Wednesday 25th July I Albany Consumer Group 09.30 -10.30 

I Aboriginal Mums Group 
Wednesday 25th July 
11.00 - 12.30 

Wednesday 25th July I Clinical Forum 14.30 - 16.00 

.... .... . .. .. . .. .. 
II ••• .... .... 

I Norseman 

.... .. .. . . . . .... 

I Toodyay Community Centre 

Kalgoorlie 

Senior Citizens Centre 
Gray Street, Albany 

Great Southern Aboriginal 
I Health 

191 Lower Stirling Tce, 
Albany 

I Ward B Albany Regional 
Hospital 

.... .... .. ... ........ ... . 
• .... II ••••••• 
• ••• a ••••••• · ... .. ...... . •••• ' •••• 'II"." ••••••• , ••••• . ... ..... .. '.. . .. . · .. .. . . . · .. .. .. . . · .. .. . . . .... .... .... . ... 

Health Networks Branch 
I Tel: 0894892800 

Email:healthpolicy@health.wa.gov.au 

I Health Networks Branch 
Tel: 0894892800 
Email:healthpolicy@health.wa.gov.au 

Health Networks Branch 
Tel: 08 9489 2800 
Email:healthpolicy@health.wa.gov.au 

Health Networks Branch 
Tel: 0894892800 
Email:healthpolicy@health.wa.gov.au 

Health Networks Branch 
Tel: 08 9489 2800 
Email:healthpolicy@health.wa.gov.au 

Health Networks Branch 
Tel: 0894892800 
Email:healthpolicy@health.wa.gov.au 
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Improving Maternity Chokes 
Worklng Together Across WA 

I Dr Simon Towler Thursday 26th July 
Executive Director Health Policy & 

1300 - 1400 
Clinical Reform Division 

Thursday 26th July I Kalgoorlie Hospital Conference 
1900 - 2100 Room 

Thursday 26th July I Community and Health Care 
All Day Event Professionals Forum 

Thursday 26th July I Aboriginal Mums Group 
09.30 - 10.30 

Thursday 26th July I Clinical Forum 12.00 - 14.00 

Thursday 26th July I Clinical Forum 
15.30 -17.30 Community Forum 

.... ... . · .. . · .. . · .. . .... ... .. : .. : 
• III . . 
<II .... 

I Royal St East Perth 
(State wide 
videoconferencing available) 

I Kalgoorlie 

I Balginjirr Womens Bush 
Meeting 

I Katanning 
To be Advised 

I Katanning Hospital 
Clive Street, Katanning 

I Narrogin Hospital 

•••• •••• ..sa:. .iII •• • • •••• • • ••• a _ ••••• • • _ ... . ...... . . .. . . ...... . .... ..... . .... .......... ... .. 
•••••••••••• .a.a · .8 .. . . . · .. .. . . . · .. .. . . . ...... ..... .... . .... 

Health Networks Branch 
Tel: 0894892800 
Email: healthpolicy@health.wa.gov.au 

Health Networks Branch 
Tel: 08 9489 2800 
Email:healthpolicy@health.wa.gov.au 

I Health Networks Branch 
Tel: 08 9489 2800 
Email:healthpolicy@health.wa.gov.au 

I Health Networks Branch 
Tel: 08 94892800 
Email:healthpolicy@health.wa.gov.au 

Health Networks Branch 
I Tel : 08 94892800 

Email:healthpolicy@health.wa.gov.au 

Health Networks Branch 
I Tel: 0894892800 

Email:healthpolicy@health.wa.gov.au 
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improving Maternity Choices 
Together Across WA 

I Kalgoorlie GP's 
Friday 2ih July 
0730 - 0830 

Tuesday 31 st July I Metropolitan Migrant Resource 
1100 - 1300 Centre 

Wednesday 1st August I Wiluna AMS Community 

Thursday 2nd August I Community Forum 
15.00 - 16.00 "Honey Pot" Play Group 

Thursday 2nd August I Meekatharra Health Professionals 

Cultural & Linguistic Diverse 
Saturday 4th August I Session - I nterpreters for 7 CALD 
1300 - 1600 Languages 
NB: change of date 

........ 
• . · a • · .. . · ... . ........ 

I Kalgoorlie 

I Mirrabooka 

I Wiluna 

..... 

.. III 
II III 
• III ..... 

I Victoria Park 
Family & Community Centre 
Kent @ Gloster Street 

Meekatharra 

Communicare 
28 Cecil Avenue, Cannington 

.......... ..111" ........... .. 
III ••• III m •••••• 
• ••• III .... .. .. . .. . . .... .. . 
.. •• rlI' "I"." •• 0 ..... .......... . 

..... •••• •••• a .. .. 
• •• •• • III • 
.. •• •• • III • • III. •• • • • 
...... ...... •••• " •• 111' 

I Health Networks Branch 
Tel: 0894892800 
Email:healthpolicy@health.wa.gov.au 

Health Networks Branch 
I Tel: 0894892800 

Email:healthpolicy@health.wa.gov.au 

Health Networks Branch 
Tel: 0894892800 
Email:healthpolicy@health.wa.gov.au 

Health Networks Branch 
Tel: 08 9489 2800 
Email: healthpolicy@health.wa.gov.au 

Health Networks Branch 
Tel: 08 9489 2800 
Email:healthpolicy@health.wa.gov.au 

Health Networks Branch 
Tel: 0894892800 
Email:healthpolicy@health.wa.gov.au 
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Wednesday 8th August 
10.00 -12.00 

Community Forum 
Association for the Blind 

• 111 .... 111.11> 
GIl .111 III • aa a 
• III •• ...... •• 111. :alD: 

III • 
III III 
••• 111' 

Guide Dog Conference 
Centre 
61 Kitchener Avenue 
Victoria Park 

• 111l1li ...... 
.. 111111 III 
III all II1II 
II1II alii • .all. 'II ••• 

dla.1> ••• 1> 
• a ... 
III allll III 
l1li 111111 • 
'll1I.1P •••••••• 

............... 

.. !If ••• II 
••• III. III 
lit 8. III •• 
"811111' ••• 11' .8.11' .8.10 

III III 
8 • 
III III 
<11111 ID II> 

Health Networks Branch 
Tel: 0894892800 
Email:healthpolicy@health.wa.gov.au 
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Improving Maternity Chokes 
Together Across 

.... ...•. · .... 
• .11 III · ... .. .... ... .. ...... . . 

III II . . ..... 

~~~~@illJ~ ~W~~lJ~ 

South Metro Area Health Service - Tompkins Park 
Wednesday 6th June Fremantle District. Community & 
6.30pm - 8.30pm Recreation Centre, 

PREVIOUS EVENT Alfred Cove. 

South Metro Area Health Service -
Thursday ih June Peel District. Bortolo Pavillion, 
9.30am -11.30am Mandurah. 

PREVIOUS EVENT 

Community and Health Care 
Wednesday 11 th June Professionals Forum Port Hedland Hospital 
18.00 - 19.30 Conference Room 

PREVIOUS EVENT 

Thursday 1ih June Health Care Professionals Forum Port Hedland Hospital 
17.00 - 19.00 

PREVIOUS EVENT 
Conference Room 

..... ... a a dla., . . ... . ....... .. · ... . ...... . 
• .. .. a ..... . .. 
• •• II III ••••• • • 
••• 10 ..... qUIIII ...... . . ....... .. ..... .... ..... .. .. . 

.. • • •• • .. II . .. .. .. . . . .. .. . . .. ..... ..... .... . .... 

Health Networks Branch 
Tel: 0894892800 
Email:healthpolicy@health.wa.gov.au 

Health Networks Branch 
Tel: 08 9489 2800 
Email :healthpolicy@health.wa.gov.au 

Health Networks Branch 
Tel : 0894892800 
Email:healthpolicy@health.wa.gov.au 

Health Networks Branch 
Tel : 08 9489 2800 
Email:healthpolicy@health.wa.gov.au 
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South Metro Area Health Service -
Wednesday 13th June Armadale / Bentley District. 
6.30pm - 8.30pm 

PREVIOUS EVENT 

Community and Health Care 
Thursday 19th June Professionals Forum 
14.00 - 16.00 

PREVIOUS EVENT 

South Metro Area Health Service -
Wednesday 20th June Rockingham / Kwinana District. 
6.30pm - 8.30pm 

PREVIOUS EVENT 

North Metro Area Health Service -
Midland / Guildford / Bassendean 

Saturday 23rd June District. 
10.00am - 12.00noon 

PREVIOUS EVENT 

North Metro Area Health Service -
Monday 25th June Central District 
1pm - 3pm 

PREVIOUS EVENT 

<llIIUlla ..... 
••• III 
B •• 111 
III II. III 
••• 11" <1111111111' :111.: 

III • 
III III ..... 

Richard Rushton 
Community Centre, 
Gosnells 

Kunnanurra 
Community Health 
Centre 

Rockingham Bowling 
Club, 
Rockingham 

Guildford Town Hall, 
Guildford. 

Agnes Walsh House, 
King Edward 
Memorial Hospital 

...... ...... 

... l1li III 
• •• III 
III .111 III 
<11111.11' ..... 

.... a. <II .... 
III 11111 • 
l1li 111111 II 
III 111111 III 
•• 81111' ...... 

Health Networks Branch 
Tel: 0894892800 

.11111 .... 111111 ..... .. 
III 111111 •• III 
III III ..... 
III ••• 11 III 
"111111 .... IIIP 01 •• " ....... . . 

III II 
• III 
<8.l1li • 

Email: healthpolicy@health.wa.gov.au 

Health Networks Branch 
Tel: 0894892800 
Email:healthpolicy@health.wa.gov.au 

Health Networks Branch 
Tel: 08 9489 2800 
Email:healthpolicy@health.wa.gov.au 

Health Networks Branch 
Tel: 0894892800 
Email:healthpolicy@health.wa.gov.au 

Health Networks Branch 
Tel: 0894892800 
Email:healthpolicy@health.wa.gov.au 
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l~~'-r"'ing Maternity Chokes 
Together Across 

North Metro Area Health Service -
Tuesday 26th June Wanneroo / Joondalup District. 
6.30pm -'- 8.30pm 

PREVIOUS EVENT 

Wednesday 2yth June Bridgetown Public Event 

10.00 - 11.30am PREVIOUS EVENT 

Wednesday 2yth June Bridgetown Public Event 
10.00 - 11.30am 

PREVIOUS EVENT 

Thursday 28th June 
Geraldton 
Healthcare Professionals 

1.30pm - 3pm 

PREVIOUS EVENT 

Geraldton 
Thursday 28th June Public Consultation 
6.30pm - 8.30pm 

PREVIOUS EVENT 

..... ..... 
• •• II · ... . · .. . .... ... . ..... . . 

CI • 
II • 
<a ••• 

Wanneroo Shire 
Offices, Wanneroo. 

St Johns Ambulance 
Meeting Room 
Campbell Rd, 
Bridgetown 

St Johns Ambulance 
Meeting Room 
Campbell Rd, 
Bridgetown 

Geraldton Regional 
Hospital Conference 
Room. 

Ocean Centre Hotel 
Cnr Foreshore Drive 
& Cathedral Avenue. 

1 

...... ..... . .................... .. 
• •• II u • •••••• · ... ....... .. 
• •• a •• • a ••• a .... ..... . .... ........... .. ...... ..... .... . .. .. 

• •• •• • • a . .. .. . . . 
a •• •• • • • .... .... .... . .... 

Health Networks Branch 
Tel: 0894892800 
Email:healthpolicy@health.wa.gov.au 

Health Networks Branch 
Tel: 0894892800 
Email:healthpolicy@health.wa.gov.au 

Health Networks Branch 
Tel: 0894892800 
Email:healthpolicy@health.wa.gov.au 

Hannah Royce 
Tel: 0899562403 
Email:hannah.royce@health.wa.gov.au 

Hannah Royce 
Tel: 0899562403 
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Improving Maternity Choices 
Working Together Across WA 

Thursday 5th July 
Margaret River Public Event 

10.00 - 11.30 PREVIOUS EVENT 

Margaret River GP's and other 
Thursday 5th July stakeholders 
1230 - 1400 

PREVIOUS EVENT 

Thursday 5th July 
Mothers Helping Mothers 

1930 - 2130 
Margaret River 

PREVIOUS EVENT 

Tuesday 10th July 
Australian Breastfeeding 

10.00 - 12.00 
Association (& Consumers) 

PREVIOUS EVENT 

Tuesday 1 yth July Ethnic Communities Council -

09.30 - 11.30 
Women's Sub Committee 

PREVIOUS EVENT 
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Margaret River Shire 
Meeting Room 

Margaret River Shire 
Meeting Room 

Organic Gardens 
Margret River 

Northam Visitors 
Centre Conference 
Room 

North Perth 
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