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Background
The quality of maternity care in Western Australia (WA) compares favourably with national and
international outcomes. WA, as with other Australian governments, is committed to improving
access and choice. Annually, a proportion of women will choose homebirth. WA Health has a
responsibility to ensure that, as far as possible, the health and wellbeing of mother and child
are protected.
The 12th report of the Perinatal and Infant Mortality Committee of Western Australia (20032005) recommended a review of homebirths in WA. The first review was undertaken in 2008:
www.healthnetworks.health.wa.gov.au/publications/docs/11284_HOMEBIRTH.pdf
A further review in 2011 focused on the progress of the implementation of the
recommendations of the 2008 review.

Implementation of the Recommendations of Reviews of Homebirths in
WA
Progress against these recommendations is summarised under ‘Publications of Interest’ on the
Womens and Newborns Health Network webpage:
www.healthnetworks.health.wa.gov.au/network/womens.cfm
Many recommendations from the 2008 Review of Homebirths in WA are captured in the
development of the Statewide Policy for publicly funded Homebirths including guidance for
consumers, health professionals and health services February 2012 and the supporting
Operational Directive www.health.wa.gov.au/circularsnew/circular.cfm?Circ_ID=12859. This
approach is intended to provide a mechanism by which these recommendations could be
propagated across the public sector. Some recommendations require legislative changes and
alignment with the national maternity reform agenda. These are ongoing.
Of particular note is the considerable work which has been undertaken to improve the quality
and safety of the Community Midwifery Programme (CMP). The CMP is currently the only
publicly funded home birth program in WA.

Next Steps
The key activity now is the implementation in WA Health of the above Homebirth policy and
Operational Directive. WA Health is working with the Commonwealth and State regulatory
agencies to ensure that robust regulatory processes are in place to ensure all midwives,
delivering continuity of care for women who are eligible for homebirth, provide safe care in
accordance with relevant Australian guidelines and standards.
The priority for the Womens and Newborns Health Network and WA Health is to develop and
implement collaborative models of care that will provide continuity of care for all women
appropriate to their individual needs and clinical risk factors.
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1. EXECUTIVE SUMMARY
The Western Australian Department of Health commissioned this supplementary Review of
Homebirths in Western Australia (WA) in April 2011. The aim of the review was to undertake a
formal audit of the implementation plan and progress of the implementation of the
Recommendations of the Review into Homebirths in WA, 2008, identify barriers to effective
implementation of these recommendations and make recommendations on how to improve
current implementation process.
This supplementary review was largely as a result of a recommendation from the 13th Report of
the Perinatal and Infant Mortality Committee of Western Australia for Deaths in the Triennium
2005–07.1 Recommendation 13b states:
A formal independent audit of implementation of the Recommendations of the Review
into Homebirths should be performed. This audit of practice should encompass all home
births, whether the midwife is under the auspices of the Community Midwifery Program
(CMP) or is independent.
The review follows the previous review which was undertaken in 2008. The report which was
published in August 2008 specially assessed essential health outcomes including morbidity and
mortality associated with public and private homebirth and made 24 recommendations by which
the safety of homebirths could be improved.2
The first Term of Reference was to undertake a formal audit of the implementation plan and
progress of the implementation of the Recommendations of the Review into Homebirths in WA,
2008, identify barriers to effective implementation of these recommendations and make
recommendations on how to improve the current implementation process. Eight (8)
recommendations have been achieved. Six (6) recommendations have been partially or almost
achieved and eight (8) recommendations there was no evidence that progress had been made.
The implementation of the recommendations made in 2008had limited resources which
contributed to the lack of progress in some areas. In particular, the Women‟s and Newborn‟s
Network has had limited funding to coordinate the activities and to ensure timely
implementation. The CMP undertook their activities within their existing resources, again which
has stretched their capacity.
The lack of connectedness seen in many health systems, including WA, has been a barrier to the
implementation of some recommendations. The PIMC processes and systems seem to operate in
isolation to the Office of Safety and Quality in the WA Department of Health. This means that
policy in relation to aspects like sentinel events, qualified privilege and the investigation of
adverse events are not included in the PIMC process. Some of these limitations are related to the
legislation which has not kept up with contemporary quality and safety systems in health care.
The reviewers were told that the legislation was under review and a final draft was in progress.
However, the Office of Safety and Quality had not seen the revisions and it is not clear whether
the required changes were included.
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The second Term of Reference was to examine the effectiveness of the current governance model
within the Community Midwifery Program and to determine measures for improvements as
required. The Community Midwifery Program undertook the Clinical Governance Self
Assessment tool. The document provided was extensive, comprehensive and well compiled. The
self assessment was realistic and, on the basis of evidence provided, accurate. Those responsible
for its compilation are to be congratulated. It was evident that a considerable amount of work in
terms of improving quality and safety had been undertaken since the previous review in 2008.
The self assessment examined accountability, policy / strategy, organisational structure,
appropriate resource allocation, communication, professional development and training,
measuring effectiveness, and external review. The CMP identified areas for improvement for
each of these domains.
The one outstanding area is the formalising of links between CMP and area/state-wide clinical
governance systems and the alignment of its strategic direction with statewide quality and safety
initiatives. Whilst the CMP is unique in terms of its service delivery and its alignment with
ambulatory care it needs to be recognised as being in step with other maternity services with
respect to governance. The desire for „accreditation‟ is encouraged; however, this should not be
done in isolation from other maternity services within NMAHS.
The final Term of Reference examined the National Safety and Quality Framework in relation to
homebirth. For the most part, the CMP fulfilled the requirements for the National Safety and
Quality Framework. It is more difficult to assess the adherence of privately practising midwives
to the Framework. The challenge is that privately practising midwives are not accountable to the
Department of Health of WA, rather they are accountable to the Nursing and Midwifery Board of
Australia as the regulatory authority. One way the Department of Health could ensure
accountability is in the acceleration of credentialing or visiting rights systems to enable privately
practising midwives to access WA public hospitals. Implementation of this recommendation may
not make it easier for WA Health to investigate adverse outcomes for homebirths if women are
not transferred to hospital. The issue of ensuring that privately practising midwives follow state
and/or national guidelines continues to be a challenge in all jurisdictions across Australia.
Nevertheless, credentialing processes are an important first step in ensuring quality and safety.
1.1. Recommendations
1. The Homebirth Steering Group needs to meet again, review progress and have clarity
about who has responsibility for aspects of the recommendations still to be achieved.
2. Models of care that provide midwifery continuity of care and carer need to be developed
as a matter of urgency across Western Australia.
3. Accreditation for CMP midwives to enable them to provide care in secondary hospitals if
transfers from home are required.
4. Credentialing or visiting access processes need to be progressed urgently to enable
private practicing midwives to have access to hospital-level care and appropriate
consultation and referral mechanisms when necessary.
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5. The component of the Health Act 1911 that legislates the PIMC activities needs to be
urgently amended to ensure that it is in line with contemporary health systems and quality
and safety activities.
6. The Women‟s and Newborn‟s Network needs appropriate resourcing in the form of a
senior policy officer to act as a single point of leadership and to progress the
implementation of the homebirth policy and other outstanding recommendations.
7. The Office of Safety and Quality to provide guidance to clinicians about the use of
qualified privilege in particular the non-confidential status of the outputs of such
meetings.
8. Consideration needs to be given to the production of a CMP annual report.
9. Areas for improvement identified through the Clinical Governance Self Assessment tool
to be incorporated into the CMP strategic planning process.
10. Processes to enable privately practising midwives to gain access to WA public hospitals
need to be developed and implemented as a matter of urgency.
2. REVIEW OUTLINE
2.1. Governance
The review was coordinated by the Office of the Chief Medical Officer. The report of the
reviewers is the property of the Director General of Health. The final Terms of Reference were
approved by the Director General.
2.2. Terms of Reference
The Terms of Reference (ToR) were to:
1) To undertake a formal audit of the implementation plan and progress of the implementation
of the Recommendations of the Review into Homebirths in WA, 2008
identify barriers to effective implementation of these recommendations
make recommendations on how to improve current implementation process.
2) Review the current governance model within the Community Midwifery Program and its
effectiveness and determine measures for improvements as required.
3) Identify priorities in homebirth arising from the National Quality and Safety Framework to
improve maternal and neonatal outcomes.
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3. METHODOLOGY
A desktop audit of the implementation plan and minutes of the implementation group‟s meetings
was undertaken. Face to face interviews with the individuals who were tasked with the
implementation of the various recommendations were also undertaken over a two day period in
May 2011.
The Community Midwifery Program (CMP) was reviewed using the Clinical Governance Self
Assessment tool which is part of the WA Health Safety and Quality and Clinical Governance
Frameworka. This is a comprehensive assessment process that was examined during the review.
The issues addressed through this process included:
Governance committees or groups and the ToR for these
Reporting mechanisms and systems
KPIs for the CMP and audit of these
Links between CMP and state-wide clinical governance systems and strategic direction in
terms of quality and safety
The Clinical Governance Self Assessment tool was completed prior to our face to face interviews
in Perth and was presented to us during our visit.
4. FINDINGS
4.1. Term of Reference 1
a) Undertake a formal audit of the implementation plan and progress of the
implementation of the Recommendations of the Review into Homebirths in WA, 2008;
b) identify barriers to effective implementation of these recommendations; and
c) make recommendations on how to improve current implementation process
The implementation process following the 2008 Review of Homebirths in Western Australia
undertaken for the Department of Health WA was examined. The Report was released in August
2008. The Office of the Chief Medical Officer took carriage of the report and its
recommendations. The Reports and recommendations were noted by the Operational Review
Committee. The ORC is responsible for all operational decisions taken by members of the State
Health Executive Forum (SHEF). SHEF is comprised of all the Chief Executives throughout WA
Health. The ORC requested a review of how the recommendations were to be implemented and
the associated costs, however, it is not clear when this subsequent reporting occurred.
The first meeting of the Homebirth Steering Committee was held in August 2009. At this
meeting most of the 24 recommendations from the 2008 review were discussed and activity
arising from these was noted. It is difficult to determine from the minutes which individual or
organisation ultimately had responsibility for each recommendation and for many the timeline
a

Organisational Self-Assessment Against Clinical Governance Standard
http://www.safetyandquality.health.wa.gov.au/initiatives/clinical_governance.cfm

is
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for completion is equally unclear. It is evident that the intent of some recommendations was not
clear. For example, the minutes state that Recommendation 9 - Methodology of the Perinatal and
Infant Mortality Committee (PIMC) for home and hospital births could be strengthened by
adopting the Perinatal Society of Australia & NZ methodology of investigation, categorisation
and reporting of perinatal deaths – as this was already occurring. However, the methodology of
the Perinatal and Infant Mortality Committee‟s 13th Report released in 20111 is the same in the
PIMC Report as in the previous report released in 2007.3
The Homebirth Steering Group met again in May 2010.
The Review Team examined the documents provided, particularly the Clinical Governance Self
Assessment undertaken by the Community Midwifery Program (CMP) to determine progress of
the implementation of the Recommendations. Table 1 provides a summary of the status of the 24
recommendations. A detailed description of the recommendation, the initial intention and the
specific progress towards meeting each is provided in the Appendix.
4.1.1 Progress of the implementation of the 24 Recommendations of the 2008 Review
Eight (8) recommendations have been implemented. These are:
Rec 2 - Midwives who work in homebirth practice and offer Complementary and Alternative
Medicines (CAM) be appropriately educated and credentialed in their use by CMP.
ACHIEVED: The CMP have developed a policy about CAM in midwifery practice
and this was finalized in April 2011.
Rec 7: The process of developing and implementing the guidelines for the CMP must be
expedited as a matter of urgency. In particular, the guidelines for clinicians must include clear
direction in relation to:
 Entry criteria for the CMP.
 Processes for consultation and referral and specific planning and documentation
of decisions.
 Criteria for transfer to hospital.
 Roles and responsibilities of CMP midwives after transfer to hospital.
 Criteria for observations in labour and standards for documentation.
ACHIEVED: The CMP have made excellent progress through developing policies
and protocols including:
o Entry criteria for the CMP
o Processes for consultation and referral and specific planning and documentation
of decisions.
o Criteria for transfer to hospital
o Roles and responsibilities of CMP midwives after transfer to hospital
o Criteria for observations in labour and standards for documentation
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Rec 8: The WA Department of Health implements a more robust system for maintaining the
currency of the list of current practising independent midwives who provide homebirth services.
Consideration should be given to this role being transferred to the WA Nurses and Midwives
Board in the future.
ACHIEVED: The Principal Midwifery Advisor has undertaken this through the
Office of the CNO. Thirty–eight (38) midwives have been identified and systems are
being put in place for annual tracking.
Rec 14: Documentation standards for the CMP must improve in line with legal and professional
guidelines. This includes:
 Documentation of the counselling and recording of the decision made by women
in relation to antenatal screening including alternative strategies and
management plans.
 Education programs need to be designed and implemented to address deficiencies
in the standard of clinical documentation.
 Continuation of regular audits of the standard of documentation with the
outcomes presented back to the CMP midwives.
ACHIEVED: Standards have been developed, education undertaken, evidence of
numerous audits and feedback in the Clinical Governance Self Assessment.
Rec 15: Information for women who choose homebirth needs to be developed by the CMP in
collaboration with the Women’s and Newborn’s Network. This should include information about
 Entry criteria for homebirth;
 Safety and risks of homebirth;
 Consultation and referral processes which may lead to hospital transfer.
ACHIEVED: A new document, the Terms of Care document, has been developed by
the CMP. This document is signed three times by women at three time points during
pregnancy. This outlines the information listed in the Recommendation.
Rec 18: All midwives, including independent practising midwives, need to be aware of the access
to, and avail themselves of the opportunities for, continuing professional development including
the management of obstetric and neonatal emergencies.
ACHIEVED: CMP have ongoing continuing professional development and
education and there is evidence of this in their Clinical Governance Self Assessment.
For privately practising midwives, ongoing continuing professional development and
education is now part of national regulation with CPD points and part of the criteria
for eligibility in the MBS/PBS maternity reforms.
Rec 19: Before the end of the current memorandum of understanding (MOU) between the CMWA
and the NMAHS, the relationship between the CMP and its major stakeholders need to be
explored to ensure that all elements of quality (including safety) are optimised. Clarification
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about the various clinical, administrative and governance roles and responsibilities needs to
occur.
ACHIEVED: A new contract between the CMWA and the NMAHS (CMP) has been
negotiated. This is much clearer about roles in relation to clinical governance.
Rec 22: All stakeholders recognise that women will exercise their choice to use water during
labour which may also include a choice to give birth in water at homebirths and hospital births.
To achieve this:
 policies and protocols to support the use of water for labour and birth should be
developed and implemented;
 training and support should occur for midwives caring for women who use water
during labour and birth;
 ongoing audit and evaluation of practice should occur.
ACHIEVED: A comprehensive statewide policy on labour and birth in water has
been developed and implemented. There is extensive ongoing monitoring and
evaluation in progress with regular reporting through to the Network.
Six (6) recommendations have been partially or almost achieved. These are:
Rec 1: Perinatal deaths in women choosing homebirth, particularly those that are determined or
are suspected to have occurred during the intrapartum period, be considered a sentinel event
and subjected to Root Cause Analysis (RCA) by the appropriate clinical governance body for the
service involved.
ACHIEVED: For the CMP this has been fully achieved. All CMP adverse events are
logged using AIMS system. Level 7 incidents are subject to Clinical Advisory Group
(CAG) review and Level 8 events (Sentinel events) subject to an Root Cause Analysis
(RCA). This is in line with the statewide policies.
PARTIALLY ACHIEVED: For privately practising midwives, there is no process in
place unless the birth occurs in a hospital. This is because the Department of Health
has no legal/legislated jurisdiction over private providers such as midwives in this
instance.
Rec 4: The Statewide Homebirth Policy (2001) should be reviewed as a matter of urgency.
Draft 10 has had public consultation and comments have been received.
ALMOST ACHIEVED: A new statewide policy has been developed through the
Women‟s and Newborn‟s Network and the Office of the Chief Medical Officer. This
has undergone public consultation recently and the final version is in progress. There
is a large amount of content in the policy and it is possible that some content could be
moved into guidelines which may be quicker and easier to update in the future. There
was some uncertainty expressed by stakeholders as to who had final carriage of the
changes and implementation.
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Rec 5: The Women’s and Newborn’s Network develop policy with respect to the roles and
responsibilities of childbearing women who choose homebirth, their support people and doulas
in labour and CMP/independent practising midwives when women are transferred to from
homebirth to hospital.
ALMOST ACHIEVED: The Terms of Care document developed for the CMP is
signed by women and includes information about the roles and responsibilities of
childbearing women. Compliance audits have been undertaken on this and the CMP is
monitoring compliance with the policy. Protocols on roles and responsibilities have
been developed by the CMP. The areas that have been omitted are the role and
responsibility of partners, doulas or other support people. The other area that needs to
be addressed is the accreditation and the subsequent role of CMP midwives when
transferring women to non-KEMH settings, that is, to secondary-level hospitals.
Rec 16: A process for ongoing evaluation and annual reporting of outcomes and experiences of
women who access the CMP needs to occur. This includes:
 A satisfaction survey to be undertaken independently on a regular basis.
 A robust and independent mechanism to manage complaints.
ALMOST ACHIEVED: The CMP have a well developed complaints management
system in place that is in line with statewide systems. Their clinical outcomes are
reported regularly and internal satisfaction surveys are done. An external survey has
not been undertaken but planning for this is underway with CMWA. There is no
evidence of an Annual Report for the CMP although annual data is collected and
collated and this was provided to reviewers.
Rec 20: A Community Midwifery Program could be established in the South-West area (Bunbury
and Busselton) as this area currently has women accessing homebirth outside the public health
system (with independent practising midwives).
PARTIALLY ACHIEVED: Stakeholders explained that work has been undertaken
moving toward this recommendation and a feasibility study is being undertaken by
WA Country Health Service.
Rec 21: All stakeholders be informed regarding homebirth and respect the choices that women
make.
ALMOST ACHIEVED: The new WA Homebirth policy addresses this
recommendation although the implementation and dissemination of the policy and
this type of information is unclear.
In the case of eight recommendations, there was no evidence provided that progress had been
made. In some instances, we feel that this could be because the initial intent of the
recommendation was unclear and stakeholders perceived that no changes were required.
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The eight (8) recommendations where there was no evidence that progress had been made
were:
Rec 9: The method of investigation employed by the Perinatal and Infant Mortality Committee
(PIMC) for home and hospital births could be strengthened by adopting the Perinatal Society of
Australian and New Zealand (PSANZ) methodology of investigation, categorisation and
reporting of perinatal deaths.
NO EVIDENCE OF ACTION: The intent of this recommendation was that a more
robust process for the investigation of perinatal deaths was required. This included a
standardized way in which information is provided to the investigator rather than the
investigator relying on the provision of available written medical records only. This
would give better quality information into preventability factors. In addition, the use
of all available information needed to be incorporated into the investigation and
evaluation process, not only the available medical records. We have concerns about
the investigative process, the application of a non-validated preventability scale
which is performed by the PIMC remote from the clinical interface without
consideration of other investigations such as CAG review or RCA analysis.
The process has not changed between the 12th and 13th Report as the intent of this
recommendation was not clearly understood as evidenced by the most recent PIMC
report. The reviewers understand the limitations placed on the PIMC by the Health
Act 1911 Part X111B with respect to the investigation of perinatal and infant
mortality. However, we found neither evidence of a change to the template used for
the confidential case summary nor any active submission to the current review of the
Health Act 1911 to strengthen the investigation, categorisation and reporting of
perinatal deaths. The template used for the Perinatal & Infant Mortality Confidential
Case Summary was derived from the Queensland Council on Obstetric and Paediatric
Morbidity and Mortality “Guidelines for Maternal & Perinatal Mortality Audit”
(2001). Despite a new framework in existence in Queensland and the updating of
guidance on the investigation of both stillbirth and neonatal deaths from the Perinatal
Society of Australia and New Zealand in 2009, the template and method of
investigation remain unchanged.
Current PIMC processes do not reflect contemporary maternity services provision in
terms of multidisciplinary membership, an investigation process that utilises all the
available information including RCA reports and other hospital-based examinations
and quality and safety processes, and the reporting by model of care delivered and
received rather than place of birth.
Rec 10: The WA Government amend the Health Act 1911 Part XIIIB - Perinatal and Infant
Mortality Committee to enable the consideration of, and action upon, broader system-level
issues in their reporting including identification of contributing factors that are amenable to
organisational change at home and hospital births.
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NO EVIDENCE OF A CHANGE: The intent of this recommendation was to bring
those sections of the Act in relation to the PIMC in line with modern maternity care.
The Act is now 100 years old and some stakeholders stated that amendments had
been proposed. It is not clear whether widespread consultation with the maternity
community occurred as to how the process should be improved was undertaken. In
particular, aspects of the Act in relation to PIMC membership, the investigation
process and communication back to the medical practitioner need to be addressed but
it is not clear whether this has occurred in the revisions.
There has been recent commentary in Western Australia about the need for a new Health
Act. For example, the Public Health Advocacy Institute of Western Australia4 has called
for a new Act stating that this is required for a number of reasons including:
It was gazetted on 16 February 1911.
It has been amended 112 times.
The Health Act 1911 reflects a narrow definition of health rather that the
modern approach adopted by WHO.
The existing Health Act is inflexible, is not outcomes based and lacks the
opportunities for shared goals with local governments, other government
agencies, NGOs and communities.
A new Public Health Bill, covering Public Health was drafted in 20085 with 'extensive'
consultation but has never been introduced to Parliament. No changes seem to have been
recommended to the statutory bodies like the PIMC.
Rec 13: A formal facilitated risk assessment of the Community Midwifery Program be
undertaken utilising AS/NZS 4360: 2004 to ensure that adequate controls are in place and to
identify any additional controls not covered by the terms of reference of this review.
NOT UNDERTAKEN: The formal risk assessment process enables the identification
of unknown risks and identification of existing controls and the development of
potential additional controls. The opportunity to undertake this process has been
missed because of an assumption that the existing systems and controls were
adequate. This meant that an opportunity to uncover the unknown unknowns was
missed.
The CMP undertook an extensive Clinical Governance Self Assessment tool as
requested for this review which was important. They are working towards
accreditation.
Rec 17: The Perinatal Data Collection should be revised to provide a vehicle whereby women’s
choices and the outcomes of different models of care (e.g. planned homebirth) can be tracked
and reported. A minimum data set is included in Appendix F. The outcomes should include
morbidity for women who choose a home and hospital birth so that accurate comparisons can be
made. The process for collating and publishing the outcomes from the Perinatal Data Collection
should be appropriately resourced to ensure that the reports are published in a timely manner.
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NOT UNDERTAKEN: We could find no evidence that this has occurred. The intent
of this recommendation was to ensure that outcomes for all models of care could be
assessed, not only homebirth. The PIMC triennial report only reports on intended
place of birth (home versus hospital) and models of care are only inferred. This means
that it is not possible to determine the model of care delivered which then results in an
adverse event. There is no similar comparison or analysis for private hospitals,
secondary hospitals or primary maternity units.
Rec 23: All stakeholders recognise the need for strategies to address women’s decisions in
relation to their next birth after a caesarean section (NBAC) and develop models of care that
support vaginal birth after caesarean section, particularly access to information, continuity of
carer and a respect for women’s capacity for decision making.
NO FURTHER PROGRESS: The intent of this recommendation was because
access to VBAC was one reason women chose the CMP or homebirth. King Edward
Memorial Hospital (KEMH) had a Next Birth After Caesarean Section clinic but there
does not seem to be an expansion of this or a commitment to provide women with the
option of VBAC across the state.
Rec 24: Hospital-based midwifery continuity of carer models (midwifery group practices) be
established for women of all risk factor status so that women could have access to continuity and
do not choose homebirth only as a means to access continuity.
NO FURTHER PROGRESS: The intent of this recommendation was to address
access to continuity of midwifery care which was one reason given why women
chose the CMP or homebirth. Continuity of care is a common feature of
contemporary maternity service provision across the country. There have been some
attempts at KEMH with the Family Birth Centre (FBC) and we heard that a Business
Case for a Midwifery Group Practice in the Family Birth Centre had been developed
but had not received final approval.
Some attempts to develop services with a state-wide workshop with secondary
hospitals has occurred but no actual progress made due to lack of leadership and
commitment to midwifery continuity of care. A number of stakeholders mentioned that
it was important that midwifery continuity of care be established at KEMH as all the
secondary hospitals in the state look to KEMH for leadership and direction.
Two (2) recommendations are no longer applicable as the national regulation processes and
national maternity reforms including eligibility have superseded their necessity. These are:
Rec 11: The WA Nurses and Midwives Board should consider legislation to ensure that midwives
who provide homebirth services have access to professional indemnity insurance in order to
maintain registration.
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Rec 12: The WA Nurses and Midwives Board should consider a system of requiring annual
Midwifery Practice Review or other forms of continuing professional development for renewal of
registration for independent practising midwives.
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Table 1: Summary of the progress of the implementation of the 24 Recommendations of the
2008 Review:
Recommendation from 2008 Report
Recommendation 1
Recommendation 2
Recommendation 3
Recommendation 4
Recommendation 5
Recommendation 6
Recommendation 7
Recommendation 8
Recommendation 9
Recommendation 10
Recommendation 11
Recommendation 12
Recommendation 13
Recommendation 14
Recommendation 15
Recommendation 16
Recommendation 17.
Recommendation 18
Recommendation 19
Recommendation 20
Recommendation 21
Recommendation 22
Recommendation 23
Recommendation 24

Status
Partially complete
Completed
No Progress
Almost complete
Partial completion
Not complete
Completed
Completed
Not actioned
Not actioned
No longer applicable
No longer applicable
Not complete
Completed
Completed
Partially completed
Not undertaken
Completed
Completed
Awaited – in progress
Partially completed
Completed
Not completed
No progress

4.1.2 Identify barriers to effective implementation of these recommendations
During the review of written materials and the interviews with key stakeholders a number of
barriers to the effective implementation of recommendations were highlighted. There was a lack
of clarity about the responsibility for some recommendations and the mandate for
implementation. A meeting occurred in mid 2010 that seems to have been when responsibility
was assigned but even that is somewhat unclear. No follow-up meeting occurred to monitor
progress. Overall there seems to be a lack of leadership and a shared understanding of lines of
responsibility and accountability for the implementation of the recommendations.
The CMP told the reviewers that once the 2008 Report was released in August they commenced
implementation of the recommendations that they perceived directly related to their service. The
implementation of the recommendations has not been undertaken in a coordinated manner.
The implementation process was expected to be resourced within existing budget which has
contributed to the uncoordinated process. For example, the development of the new WA
Homebirth Policy was undertaken predominantly by the Women‟s and Newborn‟s Network with
funding for a Project Officer (2 days per week for 12 weeks, that is, 24 days of work). The
Network has limited resources to implement many of the recommendations. The CMP undertook
their activities within their existing resources, which again has stretched their capacity.
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The lack of connectedness seen in many health systems, including WA, has been a barrier to the
implementation of some recommendations. For example the PIMC processes and systems
operate in isolation to the Office of Safety and Quality in the WA Department of Health. This
means that policy in relation to areas like sentinel event reporting, qualified privilege and the
investigation of adverse events are not included in the PIMC process. Some of these limitations
are related to the legislation which has not kept up with contemporary quality and safety systems
in health care. The reviewers were told that the legislation was under review and a final draft Bill
was in progress. However the Office of Safety and Quality had not seen the revisions and it is not
clear whether the required changes were included in the draft Bill.
4.1.3 Make recommendations on how to improve current implementation process
We make a number of recommendations and suggestions on how to improve current
implementation processes.
1. The Homebirth Steering Group needs to meet again, review progress and have clarity
about responsibility for aspects of the recommendations still to be achieved.
2. Models of care that provide midwifery continuity of care and carer need to be progressed
as a matter of urgency across the Department of Health in Western Australia.
3. Accreditation for CMP midwives to be able to provide care in secondary hospitals when
transfers from home are required.
4. Credentialing or visiting access processes need to be developed urgently to enable private
practicing midwives access to hospital-level care and appropriate consultation and
referral mechanisms when necessary.
5. The component of the Health Act 1911 that legislates the PIMC activities needs to be
urgently reviewed to ensure that it is in line with contemporary health systems and
quality and safety activities.
6. The Women‟s and Newborn‟s Network needs appropriate resourcing in the form of a
senior policy officer to act as a single point of leadership to progress the implementation
of the homebirth policy and other outstanding recommendations.
7. The Office of Safety and Quality to provide guidance to clinicians about the use of
qualified privilege in particular the non-confidential status of the outputs of such
meetings.
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4.2. Term of Reference 2
a) Review the current governance model within the Community Midwifery Program
and its effectiveness, and
b) Determine measures for improvements as required.
The Community Midwifery Program (CMP) undertook the Clinical Governance Self Assessment
tool which is part of the WA Health Safety and Quality and Clinical Governance Frameworkb.
This is a comprehensive assessment process that was examined during the review. The issues
addressed through this process included:
Governance committees or groups and the ToR for these;
Reporting mechanisms and systems;
KPIs for the CMP and audit of these;
Links between CMP and state-wide clinical governance systems and strategic direction in
terms of quality and safety.
The Clinical Governance Self Assessment tool was completed prior to our face to face interviews
in Perth and was presented to us during our visit. The document provided was extensive,
comprehensive and well compiled. The self assessment was realistic and, on the basis of
evidence provided, accurate. Those responsible for its compilation are to be congratulated. It was
evident that a considerable amount of work in terms of improving quality and safety had been
undertaken since the previous review in 2008. The self assessment examined accountability,
policy / strategy, organisational structure, appropriate resource allocation, communication,
professional development and training, measuring effectiveness, and external review. The CMP
identified areas for improvement for each of these domains.
A new contract between the CMWA and the NMAHS has been negotiated. This new contract
clearly differentiates clinical service delivery as provided by NMAHS (CMP) and the other
education and ambulatory services as provided by CMWA. As a consequence current
documentation is much clearer in relation to clinical governance with governance committees
and ToR well documented. Consequently, reporting mechanisms and systems for communication
are clear. KPI‟s have been established for the CMP. Audit is performed and statistics are
produced, however these are not widely disseminated. There is no annual report as such
produced by the CMP.
The one outstanding issue is formalising links between CMP and area/state-wide clinical
governance systems and the alignment of its strategic direction with statewide quality and safety
initiatives. Whilst the CMP is unique in terms of its service delivery and its alignment with
ambulatory care it needs to be recognised as being in step with other maternity services with
respect to governance. The desire for „accreditation‟ is encouraged; however this should not be
done in isolation from other maternity services within NMAHS.

b

Organisational Self-Assessment Against Clinical Governance Standard
http://www.safetyandquality.health.wa.gov.au/initiatives/clinical_governance.cfm

is
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With respect to measures for improvement, we make the following recommendations and
suggestions.
8. Consideration needs to be given to the production of a CMP annual report.
9. Areas improvement identified through the completion of the Clinical Governance
Self Assessment tool be incorporated into the CMP strategic planning process.
4.3. Term of Reference 3
Identify priorities in homebirth arising from the National Quality and Safety Framework
to improve maternal and neonatal outcomes.
The National Safety and Quality Framework guiding midwives attending homebirths was
assessed to identify priorities for Western Australia.
For the most part, the CMP fulfilled the requirements for the National Safety and Quality
Framework (See Appendix 2). It is more difficult to assess the adherence of privately practising
midwives to the Framework. In particular, a number of areas require attention by privately
practising midwives including:
Terms of Care document for state-wide usage
Documented evidence of clinical practice guidelines on which practice is based e.g
NHMRC, NICE, or state and territory guidelines
Clearly articulated referral pathways for referral and /or consultation in accordance with
the Australian College of Midwives‟ Consultation and Referral Guidelines
Comprehensive standardized clinical notes to share with other health professionals
engaged in the woman‟s care
Incident & adverse event reporting in accordance with state and territory requirements
Sentinel event reporting in accordance with state and territory requirements
The challenge is that privately practising midwives are not accountable to the Department of
Health of WA, rather they are accountable to the Nursing and Midwifery Board of Australia as
the regulatory authority. One way the Department of Health could require accountability is in the
acceleration of credentialing or visiting rights systems to enable privately practising midwives to
access WA public hospitals. Therefore, we make one further recommendation:
10. Processes to enable privately practising midwives to access WA public hospitals need
to be developed and implemented as a matter of urgency.
Implementation of this recommendation may not make it easier for WA Health to investigate
adverse outcomes for homebirth if woman are not transferred to hospital. The issue of ensuring
that privately practising midwives follow state and/or national guidelines continues to be a
challenge in all jurisdictions across Australia. Nevertheless, credentialing processes are an
important first step in ensuring quality and safety.
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5. APPENDICES
Appendix 1: Review of recommendations from the 2008 review of homebirths in WA
Recommendation for 2008 Report

Intent of Recommendation

Rec 1: Perinatal deaths in women choosing
homebirth, particularly those that are
determined or suspected to have occurred
during the intrapartum period, be considered a
sentinel event and subjected to Root Cause
Analysis (RCA) by the appropriate clinical
governance body for the service involved
Rec 2: Midwives who work in homebirth
practice and offer Complementary and
Alternative Medicines (CAM) be appropriately
educated and credentialed in their use
Rec 3: All ambulance requests for assistance at
homebirths be classified as Priority 1 by the WA
St John‟s Ambulance Service

To ensure that all perinatal
deaths had a high level of
investigation

Rec 4: The Statewide Homebirth Policy (2001)
should be reviewed as a matter of urgency

Rec 5: The Women‟s and Newborns‟ Network
develop policy with respect to the roles and
responsibilities of childbearing women who
choose homebirth, their support people and
doulas in labour and CMP/independent
practising midwives when women are
transferred to from homebirth to hospital

There were examples provided
where midwives who did not
have knowledge and expertise
about CAM were using these
Requests for transfer from home
by a health professionals should
be dealt with in a different way
that normal patient requests
Statewide policy is required to
guide practice

Ensure clarity for transfer
situations

Summary of progress as perceived by
reviewers
All CMP adverse events logged using AIMS
system. Level 7 incidents subject to CAG
review. Level 8 events (Sentinel events)
subject to RCA.
IPMs – no process in place unless birth
occurs in a hospital
CMP Policy done April 2011

Status
Partially
complete

Completed for
CMP

Some discussion about making this part of
credentialing for IPMs
No evidence that this was been actioned

No Progress

Draft 10 has had public consultation and
comments have been received.

Almost
complete

Some concerns about tone and content.
Unclear who has current carriage of this.
Large amount of content – is a policy the best
way to address many of the issues?
Probably ready for finalisation and release
Terms of care contract developed for CMP –
3 times signed by women.
Compliance audits undertaken on this.
Protocols on roles and responsibilities
developed by CMP
No comment on partners, doulas or other
support people role

Partial
completion
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Recommendation for 2008 Report

Intent of Recommendation

Summary of progress as perceived by
reviewers
Need to address accreditation of midwives
when transferring to non-KEMH settings
No evidence of these policies was seen

Status

Rec 6: The Women‟s and Newborns‟ Network
develop policy in relation to women who choose
homebirth and decide not to undertake selective
antenatal tests and/or recommended
management practices in pregnancy, labour and
birth. This includes:
screening for group B streptococcus and
diabetes
management of the third stage of labour
decisions regarding newborn care
including vitamin K, neonatal
immunisations, newborn screening tests
Rec 7: The process of developing and
implementing the guidelines for the CMP must
be expedited as a matter of urgency. In
particular, the guidelines for clinicians must
include clear direction in relation to:
Entry criteria for the CMP
Processes for consultation and
referral and specific planning and
documentation of decisions
Criteria for transfer to hospital.
Roles and responsibilities of
midwives after transfer to hospital
Criteria for observations in labour
and standards for documentation

Clarity around care of women
who refuse recommendations

Requirements for clarity around
practice

CMP have made excellent progress through
developing policies and protocols including:
Entry criteria for the CMP
Processes for consultation and referral and
specific planning and documentation of
decisions
Criteria for transfer to hospital
Roles and responsibilities of midwives after
transfer to hospital
Criteria for observations in labour and
standards for documentation

Completed

Rec 8: The WA Department of Health
implements a more robust system for
maintaining the currency of the list of current

Important to know who is
actually currently practising in
relation to IPMs

Principal Midwifery Advisor has undertaken
this through the Office of the CNO. 38
midwives have been identified and systems

Completed
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Recommendation for 2008 Report

Intent of Recommendation

Summary of progress as perceived by
reviewers
being put in place for annual tracking.

Status

A more robust process for the
investigation of perinatal deaths
was recommended. This
included a standardized way in
which information is provided to
the investigator rather than the
investigator relying on the
provision of available written
medical records only. This
would give better quality
information into preventability
factors
Rec 10: The WA Government amend the Health To bring those sections of the
Act 1911 Part XIIIB - Perinatal and Infant
Act in relation to the PIMC in
Mortality Committee to enable the consideration line with modern maternity care
of, and action upon, broader system-level issues
in their reporting including identification of
contributing factors that are amenable to
organisational change at home and hospital
births

We have concerns about the investigative
process, the application of a non-validated
preventability scale which is performed by
the PIMC remote from the clinical interface
without consideration of other investigations
such as CAG review or RCA analysis

Not actioned

The Act is now 100 years old Act and no
changes seem to have been made in
particular to issues of PIMC membership,
investigation process and communication
back to the medical practitioner

Not actioned

Rec 11: The WA Nurses and Midwives Board
should consider legislation to ensure that
midwives who provide homebirth services have
access to professional indemnity insurance in
order to maintain registration

Identity insurance is an
important component of safety

Superseded by national legislation and
registration

No longer
applicable

Rec 12: The WA Nurses and Midwives Board
should consider a system of requiring annual

Ongoing management of quality
and performance required.

Superseded by maternity reforms including
eligibility

No longer
applicable

practising independent midwives who provide
homebirth services. Consideration should be
given to this role being transferred to the WA
Nurses and Midwives Board in the future
Rec 9: The method of investigation employed
by the Perinatal and Infant Mortality Committee
(PIMC) for home and hospital births could be
strengthened by adopting the Perinatal Society
of Australian and New Zealand (PSANZ)
methodology of investigation, categorisation
and reporting of perinatal deaths

The process has not changed between the 12th
and 13th Report as intent of recommendation
was not clearly understood as evidenced by
statement in the most recent PIMC report
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Recommendation for 2008 Report

Intent of Recommendation

Summary of progress as perceived by
reviewers

Status

The risk assessment process
enables the identification of
unknown risks and identification
of existing controls and the
development of potential
additional controls

Formal risk assessment not undertaken.
Opportunity missed because of an
assumption that the existing systems and
controls were adequate. This meant that an
opportunity to uncover the unknown
unknowns was missed

Not complete

Midwifery Practice Review or other forms of
continuing professional development for
renewal of registration for independent
practising midwives
Rec 13: A formal facilitated risk assessment of
the Community Midwifery Program be
undertaken utilising AS/NZS 4360: 2004 to
ensure that adequate controls are in place and to
identify any additional controls not covered by
the terms of reference of this review

CMP undertook an extensive Clinical
Governance Self Assessment tool as
requested for this review which was
important. They are working towards
accreditation
Rec 14: Documentation standards for the CMP
must improve in line with legal and professional
guidelines. This includes:
Documentation of the counselling
and recording of the decision made
by women in relation to antenatal
screening including alternative
strategies and management plans
Education programs need to be
designed and implemented to
address deficiencies in the standard
of clinical documentation
Continuation of regular audits of
the standard of documentation with
the outcomes presented back to the
CMP midwives

Documentation of clinical
decision making essential for
quality and safety of care

CMP - Standards developed, education
undertaken, evidence of numerous audits and
feedback
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Recommendation for 2008 Report

Intent of Recommendation

Summary of progress as perceived by
reviewers

Status

Rec 15: Information for women who choose
homebirth needs to be developed by the CMP in
collaboration with the Women‟s and Newborns‟
Network. This should include information about
Entry criteria for homebirth
Safety and risks of homebirth
Consultation and referral processes
which may lead to hospital transfer
Rec 16: A process for ongoing evaluation and
annual reporting of outcomes and experiences
of women who access the CMP needs to occur.
This includes:
A satisfaction survey to be
undertaken independently on a
regular basis.
A robust and independent
mechanism to manage complaints

Women did not have adequate
written information on which to
base decision making

Terms of care document developed and now
signed 3 times by women.

Completed

Patient satisfaction is an
important component of service
evaluation

CMP: Complaints management systems in
place. Clinical outcomes reported.
International satisfaction surveys done.

Partially
completed

Annual reporting of clinical
outcomes is critical to ensuring
safety

Planning for external (independent)
satisfaction survey with CMWA.

Rec 17: The Perinatal Data Collection should be
revised to provide a vehicle whereby women‟s
choices and the outcomes of different models of
care (eg. planned homebirth) can be tracked and
reported. A minimum data set is included in
Appendix F. The outcomes should include
morbidity for women who choose a home and
hospital birth so that accurate comparisons can
be made. The process for collating and
publishing the outcomes from the Perinatal Data
Collection should be appropriately resourced to
ensure that the reports are published in a timely
manner.
Rec 18: All midwives, including independent
practising midwives, need to be aware of the

Outcomes for all models of care
need to be available

No evidence of an Annual Report although
annual data collected and collated and this
was provided.
PIMC triennial report only reports on
intended place of birth and models of care are
only inferred. This means that it is not
possible to determine the model of care from
which adverse events occurs.

Not
undertaken

There is no similar comparison or analysis
for private hospitals, secondary hospitals or
primary maternity unit. Place of birth (or
intended place of birth) is the only
comparator.
Ongoing education is critical to
ensure all staff are up to date

CMP have ongoing continuing professional
development and education
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Recommendation for 2008 Report

Intent of Recommendation

access to, and avail themselves of the
opportunities for, continuing professional
development including the management of
obstetric and neonatal emergencies
Rec 19: Before the end of the current
memorandum of understanding (MOU) between
the CMWA and the NMAHS, the relationship
between the CMP and its major stakeholders
need to be explored to ensure that all elements
of quality (including safety) are optimised.
Clarification about the various clinical,
administrative and governance roles and
responsibilities needs to occur
Rec 20: A Community Midwifery Program
could be established in the South West area
(Bunbury and Busselton) as this area currently
has women accessing homebirth outside the
public health system
Rec 21: All stakeholders be informed regarding
homebirth and respect the choices that women
make
Rec 22: All stakeholders recognise that women
will exercise their choice to use water during
labour which may also include a choice to give
birth in water at homebirths and hospital births.
To achieve this:
policies and protocols to support the use
of water for labour and birth should be
developed and implemented
training and support should occur for
midwives caring for women who use
water during labour and birth
ongoing audit and evaluation should
occur

especially when rare events
occur

MOU was unclear on
governance arrangements

Summary of progress as perceived by
reviewers

Status

IPMs – this is part of national regulation with
CPD points and eligibility
New contract between the CMWA and the
NMAHS (CMP) has been negotiated. This is
much clearer about roles in relation to
clinical governance

Completed

Feasibility study – being undertaken by
WACH

Awaited – in
progress

Lots of work – see Steering Group table
Women will continue to choose
homebirth and these choices
need to be respected.
Water for labour and birth is a
common feature of
contemporary maternity service
provision. Access to waterbirth
was one reason women chose
the CMP or homebirth

Homebirth policy addresses this
recommendation.

Partially
completed

Statewide policy on labour and birth in water
has been developed and implemented.
Ongoing monitoring and evaluation in
progress with regular reporting

Completed
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Recommendation for 2008 Report

Intent of Recommendation

Rec 23: All stakeholders recognise the need for
strategies to address women‟s decisions in
relation to their next birth after a caesarean
section (NBAC) and develop models of care
that support vaginal birth after caesarean
section, particularly access to information,
continuity of carer and a respect for women‟s
capacity for decision making.
Rec 24: Hospital-based midwifery continuity of
carer models (midwifery group practices) be
established for women of all risk factor status so
that women could have access to continuity and
do not choose homebirth only as a means to
access continuity.

Access to VBAC was one
reason women chose the CMP
or homebirth

Access to continuity of
midwifery care was one reason
women chose the CMP or
homebirth
Continuity of care is a common
feature of contemporary
maternity service provision

Summary of progress as perceived by
reviewers
KEMH has an NBAC clinic as before.
No further action

Status

There are efforts at KEMH to transform the
FBC into a midwifery groups providing
continuity of carer. This has still not been
implemented although a Business Case has
been developed but does not have final sign
off. There have been attempts to have
midwifery continuity of care models across
the state with a state-wide workshop with
secondary hospitals. There has been no actual
progress either at KEMH or other hospitals
due to lack of leadership and commitment

No progress
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Appendix 2: Priorities in homebirth arising from the National Quality and Safety Framework to improve maternal and
neonatal outcomes
Principle
Requirement
Consumer Value Consumer friendly
consent template
Written information
detailing evidence
informed materials
Process for complaint
management

Clinical
performance &
evaluation

Evidence required
Templates
Consumer information package

Documented process, including
complaint escalation information

Consumer participation

Women involved in case and peer
review

Consumer satisfaction

Templates

Clinical standards

Documented evidence informed clinical
practice guidelines on which practice is
based e.g. NHMRC, NICE, or state &
territory guidelines
Clearly articulated referral pathways for
referral and /or consultation in
accordance with ACM Consultation and
Referral Guidelines
Comprehensive clinical notes to share
with other health professionals engaged
in the woman‟s care
Reporting of all births as per each state
& territory requirement
Comprehensive clinical notes to guide
reflective practice and enable review

Referral pathways

Clinical indicators/KPI
Clinical audit

Evidence from the CMP
Terms of Care document developed,
used and compliance audited.
Consumer information available and
provided to women.
Policy on incident reporting through
AIMS system. Compliance with
incident reporting policies.
No examples of women involved in
case and peer review provided to
reviewers.
Internal satisfaction surveys
undertaken. Plans are underway for an
external survey.
CMP guidelines developed based on
national and international best
practice.
ACM Consultation and Referral
Guidelines used to articulate referral
and consultation.
Documentation standards developed
and audits undertaken to monitor
compliance.
All births reported through WA
Midwives Notification System.
Documentation standards developed
and audits undertaken to monitor

Review of the Review of Homebirths in Western Australia, August 2011

27
Principle

Requirement

Clinical Risk

Incident & adverse
event reporting
Sentinel event reporting

Risk profile analysis

Evidence required
and evaluation of care provided
Documented process in accordance with
state and territory requirements

Evidence from the CMP
compliance.
Incident & adverse event reporting
undertaken in accordance with state
requirements
Documented process in accordance with Sentinel event reporting undertaken in
state and territory requirements
accordance with state requirements
Documented involvement in case
Case reporting undertaken through
investigation
KEMH systems
Documented process for identification
The CMP undertook the Clinical
Governance Self Assessment
and evaluation of clinical risk and
identification and evaluation of
evidence of correcting, eliminating or
clinical risk
reducing these risks
In future, a formal facilitated risk
assessment of the Community Midwifery
Program should be undertaken utilising
AS/NZS ISO 13000 to ensure that
adequate controls are in place and to
identify any additional controls

Professional
Development

Maintenance of
professional
standards

Competency standardsensures appropriate
skills and experience

Complies with NMBA minimum
standards
Awareness and monitoring of new
procedures and practices
Involvement in professional
organisation/s and documented schedule
for formal practice review and
mentoring processes
Demonstrates practice in accordance
with ANMC national competency
standards for the Midwife

Continuing professional
development

Documented evidence of attendance at
ongoing and regular education and

There was evidence that the CMP
midwives fulfill the criteria for NMBA
minimum standards
There was limited evidence that the
CMP midwives had actively engaged
in Midwifery Practice Review, The
ACM‟s formal practice review process
Performance review processes assess
practice in accordance with ANMC
national competency standards for the
Midwife
Evidence provided of attendance at
ongoing and regular education and
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Principle

Requirement

Evidence required
research activities determined by the
NMBA standard relating to CPD
Maintenance of professional portfolio

Evidence from the CMP
research activities determined by the
NMBA standard relating to CPD

.
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Appendix 3: Meeting schedule for Caroline Homer and Michael Nicholl
Time
8:30 – 9:30 am
12-1pm
1-2 pm
2-3
3pm
9-10am
10-11
11:30 to 1pm

Meeting
Tracy Martin, Principal Midwifery Advisor
Dawn Hudson and Elaine Juggins, CMP
Ros Elmes, Jenni White; NMAHS
Fleur Gilroy, Louise Horgan and Paul Scicluna
Janet Hornbuckle and Graeme Boardley; WNHN
Tracey Beckwith and Caroline Diggins, OSQ
Debbie Slater
Lunch with Simon Towler, Pat Cambridge
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