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Better integration of maternity services, including midwifery, general 
practitioner, obstetric and neonatal services, enabling greater  

responsiveness to the needs of mothers and their newborn babies.

Strategies
  	Where a woman chooses an accredited practising midwife as her primary carer for birth, a 

good partnership should be established with the woman’s GP and a local maternity unit. 

  	Women who decide to birth at home using the Community Midwifery Program (CMP) 
should have access to appropriate consultation and referral services if required during her 
pregnancy, birth or post birth periods. A woman and her family must be informed of referral 
pathways for safe and appropriate transfer should her options for a home birth change to that 
of a hospital birth during her pregnancy or labour.

  	Facilitate better integration of primary care services including primary maternity services.
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Goal 5:	Improve the health and development of infants and address  
the needs of new parents.

A team approach to maternity care will enable better transitions to parenthood as well as assist 
in achieving better health outcomes for babies. High quality midwifery care, which is provided in 
both the place of birth and at home, will support the transition to parenthood. Involvement of the 
woman’s GP in the care of the woman and newborn will ensure ongoing, long term continuity of 
care for the family (Victorian Government Department of Human Services, 2004). 

Midwives, health workers and child health nurses attending home visits (both before and after 
birth) should use every visit as an opportunity to educate and support the woman and her baby 
to ensure the best health outcomes. Women deemed to require high levels of support should be 
identified early and linked into appropriate support services to meet their individual needs. A multi-
disciplinary, multi-agency approach should be developed and supported for specific needs of women 
and their babies. 

Babies who start their lives in critical conditions require highly specialised care to ensure the 
best outcome. WA has one of the largest neonatal services in Australia and is considered to be 
world class in its research and high quality outcomes for neonates. This statewide service will be 
supported by the Women’s and Newborns’ Health Network to continue to develop and offer the best 
of care for these babies.

In August 2007, “The Best Start” report on the inquiry into health benefits of breastfeeding was 
published. This report discussed national strategies to encourage breastfeeding, factors affecting 
breastfeeding, the health and economic benefits of breastfeeding, challenges and management of 
breastfeeding and the establishment of human milk banks throughout Australia (Commonwealth of 
Western Australia, 2007). WA Health supports the recommendations of this report and recognises 
the key role of midwives and child health nurses in supporting the establishment and maintenance 
of breastfeeding. 

Community and child health nurses play a critical role in assisting new parents adjust to parenthood 
as well as providing assessment and interventions for babies and young children with growth, 
learning or health problems (Department of Health WA, 2006). The WA Health policy is for a 
universal contact to be offered in the first ten days after birth, as a home visit wherever possible 
(WA Department of Health, 2006). At present the child health nurses are under considerable pressure 
in delivering this service due to workforce and resource constraints. Midwives and child health nurses 
will have to work collaboratively in the future to ensure a seamless service occurs and that those 
families who need it most are given the support and assistance they require. Timely and accurate 
information sharing is essential between all health professionals involved in the birth and ongoing 
care of the mother and baby. A seamless transition from midwifery care to the child health nurse 
service is essential for the provision of continuity of care (The Australian College of Midwives, 2007). 

Improving Maternity Services:  Working Together Across  Western Austral ia
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.1 Continue to support and develop integrated statewide neonatal services to 

facilitate greater responsiveness to the needs of sick babies and their parents.

Strategies
  	Support the Neonatal Network within the Women’s and Newborn’s Health Network.

  	Ensure that a health professional or health care worker who has been educated, trained and 
accredited in neonatal resuscitation is in attendance at all births. 

  	Provide collaborative education and training scenarios for all health care personnel and 
workers who attend births and provide care to sick babies. 

O
b
je

ct
iv

e 
5
.2 Better inform women of the benefits of breastfeeding whilst supporting  

mothers in their chosen mode of infant feeding.

Strategies
  	Adopt and implement strategies to promote and support breastfeeding in Western Australia,  

including providing leadership in the area of monitoring, surveillance and evaluation  
of breastfeeding data.

  	Support breastfeeding education for women and their families during the antenatal period. 

  	Provide consistent and evidence based advice and information to assist women to breastfeed.  
Ensure consistent literature is available to support women and their families. 

  	Support and encourage hospitals to become accredited under the WHO Baby Friendly 
Hospitals Initiative (The Australian College of Midwives, 2006B). 

  	Develop a directory of breastfeeding support networks (such as Australian Breastfeeding 
Association and lactation consultants) that is freely available in antenatal education classes 
and to new parents. 

  	Develop outreach programs that support isolated women in rural and remote areas to 
breastfeed by providing support and information.

  	Support the continued development of expertise and research by the Breast Feeding Centre at 
KEMH.

  	Continue to support the pilot human milk bank at KEMH. 
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Perron Rotary Express Milk (PREM) Bank KEMH

Sometimes mothers have difficulty producing enough milk while others are producing more milk 
than their own infant requires. PREM Bank helps these babies and mothers by collecting breast 
milk from healthy screened donors, processing it to ensure safety, and making it available to 
infants in need. This offers a better and safer nutritional alternative for preterm infants and 
can be used instead of formula. PREM Bank is the result of collaboration between the Women 
and Newborn Health Service, Women and Infants’ Research Foundation, and the University of 
Western Australia (King Edward Memorial Hospital for Women, n.d.).

The Breastfeeding Centre of WA KEMH

KEMH and the Women and Infants’ Research Foundation, together with the Australian 
Breastfeeding Association have combined to form the Breastfeeding Centre of WA. The 
Breastfeeding Centre of WA is available for mothers and babies who attended KEMH for their 
pregnancy and birth. There are four areas of service: 

1. 	Clinical: midwives and lactation consultants assist mothers across the state to breastfeed. 

2. 	Education: The centre provides education for mothers, the community and health 
professionals at a primary, secondary and tertiary level. The centre has undergraduate 
and post graduate links with the University of Western Australia, Curtin University of 
Technology and Edith Cowan University.

3. 	Community: The centre maintains links to other organisations promoting breastfeeding.

4. 	Research: The centre conducts research on breast functioning and the difficulties 
affecting successful breastfeeding. 

(King Edward Memorial Hospital for Women, n.d.).
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.3 Increase opportunities for support from a multidisciplinary service for women 

who have, or are at risk of, postnatal depression and other mental illness.

Strategies
  	Develop pathways for access to mental health services when required for maternity care 

across WA.

  	Screen all women during the antenatal and postnatal periods for depression using the 
Edinburgh Postnatal Depression Score and document in their health record. 

  	Implement statewide referral processes for women recognised as requiring additional mental 
health support.

  	Increase awareness and provide information across WA of support services within the 
community for mental health illnesses. 

  	Increase awareness and provide information about the Mother and Baby Unit established at 
KEMH for women with mental illnesses.

Improving Maternity Services:  Working Together Across  Western Austral ia
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State Perinatal Mental Health Unit

The State Perinatal Mental Health Unit (SPMHU) is a statewide coordination and consultation 
program dedicated to ensuring that perinatal mental health services across the state are 
meeting the needs of WA women and their families. Priority groups targeted by the initiative 
for service enhancement include CaLD, the Aboriginal populations, and rural and remote 
communities. SPMHU is a key initiative of the WA State Mental Health Strategy and operates on 
the premise of inter-agency collaboration in the delivery of services 

(King Edward Memorial Hospital for Women, n.d.).

O
b
je

ct
iv

e 
5
.4

Increase support for women and their partners to make a confident and 
effective transition to parenthood in partnership with midwives, child health 

nurses, GPs and allied health professionals.

Strategies
  	Develop strategies to support health care providers to enable early return to home for 

women and their babies from hospital. These will be developed in alignment with a statewide 
discharge planning process, which will reflect best practice and the provision of community 
support networks for women and their families.

  	Promote safety (cultural, psychological and spiritual) as a key priority by ensuring women 
are supported in their homes by health care providers such as midwives, child health nurses, 
Aboriginal health workers, allied health professionals and lactation consultants. 

  	Establish a process to enable continuity of care between midwives and child health nurses 
beginning in the antenatal period through to the post birth period. 

  	Ensure appropriate evidence based information is available for women and their families 
about immunisation programs for their baby.

  	Promote and increase awareness of support services and networks for new parents within 
their community. 
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Goal 6: Improve safety and accountability in all maternity services.

Safety and quality in all WA Health services is of paramount importance. WA Health has adopted the 
four pillars of clinical governance, including consumer value, clinical performance and evaluation, 
clinical risk, and professional development and management, to ensure that safety and quality 
are embedded in all services (Office of Safety and Quality, 2001). WA has a situation where the 
population is scattered geographically. Risk management is a major issue when ensuring safety in 
services that are remotely located and are required to be generalist in nature in order to meet the 
needs of the community.

Regular in-service training and emergency drills including obstetric emergencies, neonatal 
resuscitation and competency in advanced fetal assessment skills become more difficult to achieve 
the further the service is from the specialist maternity centre (Victorian Government Department of 
Human Services, 2002). These issues are not solved easily and require a coordinated and innovative 
response. Tools such as telemedicine and improvements in broadcast technology should provide 
greater innovation to support implementation, not just in the availability and provision of remote 
patient services but also for use in staff development, training and case-conferencing.

WA maternity and newborn services have worked diligently in recent years to create a culture 
of open disclosure, incident reporting and review of risk management and strategies to improve 
health care provision and safe care for women and their babies. This change needs to be 
supported and celebrated. 

Monitoring the safety and quality of maternity and newborn services allows service providers to 
continuously assess their performance. Benchmarking with similar services in Australia also helps to 
provide feedback on how well WA is doing nationally. The Women’s and Newborns’ Health Network 
will support Area Health Services to adopt national core maternity indicators, identify areas for 
improvement in provision of safety and quality health care and also to benchmark with outcomes of 
other health care providers.

At present, the increasing rate of caesarean section in WA is of concern. The caesarean section 
rate in WA for 2005 was 33.9%. What is of particular concern is the number of caesarean births 
being performed electively prior to 39 completed weeks of gestation. This poses a significant 
risk to both the mother and the newborn, with respiratory conditions being the most common 
complication in the newborn (Maternal and Child Health Unit, 2005). This in turn places increased 
pressure on the statewide provision of neonatal services (Victorian Government Department of 
Human Services, 2002). 

Guidelines for the appropriate use of elective caesarean sections will be developed and 
implemented statewide to bring WA into line with other health services across Australasia. These 
guidelines will be evidence based, reflective of the World Health Organisation (WHO) guidelines, 
and when implemented, will reduce the number of caesarean sections being performed prior to 39 
weeks of gestation and will ensure that women are fully informed of the risks of the procedure and 
future implications. 

Improving Maternity Services:  Working Together Across  Western Austral ia
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Consistent clinical guidelines relating to vaginal birth after caesarean will ensure accurate and 
consistent information is provided to women and their families. These guidelines will be supported 
by provision of consumer information from their local maternity service providers. 

WA Health recognises that the credentialing of midwives, paediatricians, GP obstetricians and 
obstetricians is the responsibility of each Area Health Service. The Women’s and Newborns’ Health 
Network will further develop their role in supporting the development of statewide protocols and 
ensure there is appropriate and robust leadership and provide advice and direction on where and 
how services should be planned, developed and delivered. 
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Increase the opportunity for both the community and health professionals  
to be involved in the planning, development and provision of local  

maternity services.

Strategies
  	Ensure strong consumer, clinician and NGO engagement in the development of the Women’s 

and Newborns’ Health Network.

  	Utilise the WA Health Consumer, Carer and Community Engagement Framework in the 
planning, development and provision of local maternity services.

  	Develop communication strategies to ensure that the community is kept informed about the 
development of maternity services statewide and in their local area.
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Strengthen and support patient safety for WA health services and our 
community through the Safety and Quality Investment for Reform (SQuIRe) 

Clinical Practice Improvement Program.

Strategies
  	The Women’s and Newborns’ Health Network will work with the Office of Safety and Quality 

and the Perinatal and Infant Mortality Committee to monitor issues of concern and provide 
expert advice on strategies for improvement.

Perinatal and Infant Mortality Committee

This committee enquires into, and reports to the Executive Director of Public Health on, 
perinatal and infant mortality. The committee consists of six permanent members and two of 
the four nominated provisional members. Under the statutory requirements of the Committee, 
permanent members consist of: -

•	Professor of Obstetrics at the University of Western Australia

•	a medical practitioner nominated by the Commissioner

•	a medical practitioner specialising in neonatal paediatrics at King Edward Memorial Hospital 	
	 (KEMH) nominated by the KEMH Board

•	a medical practitioner specialising in neonatal paediatrics at Princess Margaret Hospital  
	 for Children (PMH) nominated by the PMH Board
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•	a general medical practitioner having not less than 5 years practice outside the metropolitan  
	 area nominated by the Australian Medical Association (AMA)

•	a medical practitioner specialising in Clinical Epidemiology nominated by the Commissioner

Provisional members consist of:

•	a medical practitioner specialising in obstetrics and perinatal care nominated by the Australian  
	 College of Obstetricians and Gynaecologists (WA Branch)

•	a general medical practitioner with special interest in perinatal care nominated by the State  
	 Branch of the Royal Australian College of General Practitioners

•	a general medical practitioner nominated by the Commissioner

•	a midwife in clinical practice nominated by the State Branch of the Australian  
	 Nursing Federation

The Chairman of the Committee is appointed by the Minister for Health from amongst the persons 
who are permanent members of the Committee.  (Department of Premier and Cabinet, 2007).
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Reduce the rate of caesarean births performed prior to 39 completed  
weeks of gestation and support vaginal births after caesareans (VABC)  

in hospitals.

Strategies
  	Adopt the use of the Royal Australian and New Zealand College of Obstetricians and 

Gynaecologists (RANZCOG) caesarean section and vaginal birth after caesarean section (VBAC) 
treatment information pamphlets to ensure women and their families are appropriately 
and adequately educated about the procedures and associated risks.These pamphlets will 
be supported by the provision of consistent balanced consumer information packages on 
caesarean sections and VBAC.  

  	Develop a directory of service providers for appropriate referral and further opinion on 
caesarean section or VBAC to inform women where they may access alternative birth options 
if they choose.

  	Encourage and support VBAC in a hospital setting led by a collaborative maternity team 
including midwives and an obstetrician or GP obstetrician. 

  	Review the current protocols for gaining consent in public hospitals prior to any maternity 
surgical procedure and ensure a consistent informed consent form is developed, provided and 
a requirement prior to any maternity surgical procedure performed in an operating theatre. 

  	Establish a collaborative working party of key stakeholders and NGOs to develop strategies to 
address the rising rate of caesarean sections as a type of delivery in WA. 

  	Establish a collaborative working party of key stakeholders and NGOs to develop strategies to 
address the low rates of VBAC as a type of delivery in WA. 

  	Provide all women and their families with an appointment post birth to discuss outcomes 
following her caesarean section or VBAC, her future birth options and accessibility to support 
services if required. 

Improving Maternity Services:  Working Together Across  Western Austral ia
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Implement the National Core Maternity Indicators across WA to better  
enable health services to identify areas of improvement and benchmark  

with other like services.

Strategies
  	The Office of Safety and Quality, the Women’s and Newborns’ Health Network, and Area 

Health Services will work collaboratively on the implementation and evaluation of the 
National Core Maternity Indicators.

Recommended National Core Maternity Indicators

The recommended set of national core maternity evidence based performance indicators 
include: 

  1. 	Smoking cessation advice during pregnancy

  2. 	Induction of labour rates for selected first births

  3. 	Caesarean section rates for selected first births

  4. 	Episiotomy rates for all first births

  5. 	Third and fourth degree tears for all births

  6. 	Unassisted vaginal births following a spontaneous onset of labour for selected first births

  7. 	APGAR score < 6 at 5 minutes for live term infants

  8. 	Death of baby around time of birth

  9. 	Significant blood loss within 24 hours following vaginal birth

10. 	Support breastfeeding

(Maternity Reference Group, 2007). 
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Goal 7: Improve the sustainability of the maternity care workforce  
 and promote clinical leadership and collaboration.

There has been considerable concern in recent years over the future of obstetric services with 
predictions of a serious reduction in the availability of GPs and specialist obstetricians. A study 
conducted by Dr Cameron Loy, Dr Bruce Warton and by Professor James Dunbar in Victoria in 2003 
found that the proportion of GPs involved in procedural obstetrics had declined markedly over the 
past decade and that new GPs entering the workforce with a diploma and overseas doctors entering 
the workforce would be unlikely to meet the workforce shortfall. The specialist obstetric workforce 
was also predicted to be inadequately resourced in the future. Indications are that the picture will 
be similar in WA (Loy, Warton & Dunbar, 2007). 

It is not only the medical workforce that is under significant strain. The numbers of midwives is 
also falling with the average age increasing (Victorian Government Department of Human Services, 
2002). The access to a Bachelor of Midwifery course may entice greater interest in entry to the 
midwifery profession; it also holds promise for Aboriginal health worker articulation into midwifery. 
However, it is still uncertain as to how these midwives will be effectively deployed in the rural 
hospital workforce, where nursing skills are quite often also required. This will require further 
consideration and the development of more flexible service delivery models. The workforce of the 
future will need to focus on skills, rather than professions.

Non Government Organisations (NGOs) are often overlooked in the review and development of 
women’s and newborns’ services. NGOs play a vital role in providing advocacy, education, care 
and support to women and their families. In order to develop better systems of care and make 
best use of resources, the NGO sector will need to play a much greater and collaborative role with 
government organisations and services in the future.
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.1 Increase the availability of models of care that acknowledge the best  

use of skills rather than traditional professional boundaries.

Strategies
  	Consider development of Integrated Primary Care Centres by Area Health Services.

  	Increase the availability of Family Birth Centres co-located near a hospital. 

  	Increase support, clinical education and training opportunities for the maternity care 
workforce including midwives and GP obstetricians.

  	Increase opportunities for cultural sensitivity and awareness training to meet the individual 
needs of CaLD and other minority groups.

  	Increase access to community midwifery models of care and monitor improvements in home 
birth services. 

  	Recognise the role of a woman’s support network during birth i.e. family and those present 
with cultural/kin affiliations.

  	Ensure maternity care is responsive to the different cultural expectations of women and 
their families.

Improving Maternity Services:  Working Together Across  Western Austral ia
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Establish and support the Women’s and Newborns’ Health Network to foster 
clinical leadership and bring all interested stakeholders together to plan  

and develop maternity care services in WA.

The Women’s and Newborns’ Health Network is currently being established within WA Health 
to improve the integration and coordination of health services through improved interaction and 
collaboration between service providers and other enabling stakeholders across area health services 
and institutional boundaries. The Women’s and Newborns’ Health Network will foster and provide 
leadership, advice and direction on where and how services should be planned and delivered. 
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1. 	Assist in the planning of women’s and newborns’ health services based upon 
the needs of the population and changes in the health system. 

2. 	Develop policies that support the changing needs of the population and foster 
innovation in our system. 

3. 	Develop performance measures, set targets and monitor outcomes for 
women’s and newborns’ services.

4. 	Develop protocols to ensure efficiency, effectiveness and safety in the delivery 
of women’s and newborns’ services. 

5. 	Invest in people to provide skill and knowledge development opportunities.

6. 	Provide leadership and advise on future workforce planning and the priorities 
on how resources are allocated across the system.

 
In 2002, the report “Western Australian Statewide Obstetrics Services Review” chaired by Dr Cohen 
recommended, “that a Statewide Obstetric Service is established, supported and funded as a matter 
of priority”. This concept led to the foundation of the Statewide Obstetric Support Unit (SOSU). The 
unit was created as a statewide advisory and coordinating body that supports the provision of high 
quality obstetric care in WA, through collaborative activities and supporting the clinicians providing 
the care. A key emphasis of the unit is on promoting sustainable improvements.  
 
This unit has been in operation for over two years and has suffered from significant recruitment 
issues during that time. Its role and functions are not well known amongst health care professionals. 
SOSU would benefit from a communication strategy that promotes its activities across the state 
as well as the alignment of its priorities with the newly formed Women’s and Newborns’ Health 
Network to facilitate dissemination of information and promote leadership across the state.
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Support and promote the Women’s and Newborns’ Health Network with the 
assistance of the State Obstetrics Support Unit (SOSU) in improving safety  

and developing the maternity care workforce for a range of models of care.
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.4 Recognise and support the role of the non government sector in providing 

advocacy, support and education to women and their families.

 
 
Strategies

  	Undertake a stocktake and gap analysis of all maternity related NGO provided services.

  	Ensure NGO inclusion and engagement in the development of the Women’s and Newborns’ 
Health Network.



Models of maternity care

There has been widespread agreement on the benefits of continuity of care by a single provider 
or a small team throughout pregnancy, birth and early parenting. Continuity of care should be a 
fundamental aspect of all maternity models of care (AHMAC, 2006). Models of maternity care in WA 
should have the following attributes:

  	The model is desired and accessible by women

  	Focuses on the individual needs of the woman

  	Offers women and their families greater options for provider of care and place of birth

  	Has a primary health focused approach to care and delivery

  	Promotes community based care

  	Provides continuity of care and carer wherever possible

  	Is appropriate for the community and regional needs and requirements

  	Delivers best practice, evidence based and safe care

  	Is adequately resourced, staffed and economically sustainable.

A collaborative team approach to maternity care

WA Health will encourage health professionals in maternity care to work collaboratively and in a 
multidisciplinary team to ensure the best possible maternity care is provided and meets the needs 
and requirements of the woman and her baby. WA Health aims to ensure that the skills, knowledge 
and attributes of midwives, GPs, GP obstetricians, obstetricians, paediatricians, neontaologists, 
anaesthetists, allied health professionals, child health nurses, Aboriginal health workers and other 
health professionals will be maximised to provide a collaborative and multidisciplinary approach 
in maternity care (Department of Health/Partnerships for Children, Families and Maternity, 2007, 
AHMAC, 2006). WA Health aims to promote multidisplinary learning, respect and trust among the 
above mentioned disciplines. This collaborative approach to maternity care will assist women 
to move seamlessly through the levels of care required for the woman and her baby (Victorian 
Government Department of Human Services, 2002).
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A GP is a registered medical practitioner who is qualified and competent for 
general practice in Australia. A GP has the skills and experience to provide 
whole person, comprehensive, coordinated and continuing medical care.
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A GP obstetrician is a GP who has a diploma in obstetrics from the Royal 
Australian and New Zealand College of Obstetricians and Gynaecologists 
(RANZCOG).
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an An obstetrician is a doctor who specialises in the management and care of 

pregnant women during labour and birth. An obstetrician has many years 
of specialist training and experience and is a fellow of the RANZCOG. 
Obstetricians provide care in secondary and tertiary hospitals in both the 
public and private sectors.
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A midwife is a person who has acquired the requisite qualifications to be 
registered and legally licensed to practise midwifery. Midwives provide care 
and advice to women during pregnancy, labour and the postpartum period, 
support births and care for the newborn and the infant. A midwife may 
practise in hospitals, clinics, community health units, domiciliary conditions 
or in any other service.
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A child health nurse is a registered nurse with postgraduate  
qualifications in child and family health. They work in partnership with 
parents and carers of babies and children 0-4 years and provide care  
to the family ten days after a child’s birth.

Shared care

Shared care means that a woman’s GP shares the pregnancy care with a hospital midwife and/or 
GP obstetrician and/or specialist obstetrician. Women can receive care with their own GP in 
the community and then give birth in a local hospital with a midwife, a hospital accredited GP 
obstetrician or specialist obstetrician if required. If the woman’s GP has admitting rights as a GP 
obstetrician to a local health service, her care can be continued with her own GP for the birth and 
immediate postnatal care in the hospital if there is an arrangement for such private care, otherwise 
there may be another mode of service provision within the hospital setting (Select Committee into 
Obstetric Services, 2007).

Responsibility for the woman’s care, including communication and management of abnormal results 
and findings is shared between the midwife and doctor. Individual care plans are developed within 
this model in consultation with and between the midwife and doctor. The midwife, GP obstetrician 
and/or obstetrician can both provide labour and birth care. The midwife provides postnatal care in 
the hospital whilst the woman is under the care of the GP obstetrician or obstetrician. Following the 
woman’s return to home, a visiting midwife will continue care and then the care is transitioned to 
the child health nurses and general practitioner (Select Committee into Obstetric Services, 2007)
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Peel Maternity & Family Practice: Caring for mothers and babies

The practice is a general practice and provides care for only maternity patients and their 
babies in the immediate postpartum period. The practice aims to provide a coordinated and 
holistic team approach, with a small family atmosphere. The practice provides comprehensive 
management from conception through the antenatal periods, delivery and postnatal check ups. 
The practice also provides contraceptive advice and management including Implanon and IUD 
insertion and removal, as well as PAP smears, STD screening and other minor gynaecological 
procedures and advice. The practice consists of GP obstetricians and midwives. The GP 
obstetricians attend the delivery at the local hospital and provide care in hospital after delivery 
along with the hospital employed midwives. The midwives at the practice also work part time 
on the maternity unit, so are at times able to care for the patients in labour too. Other doctors 
may assist with sessions from time to time and a dietician is available for private appointments. 
The midwives provide much of the day-to-day care with the doctors in a more supervisory role, 
becoming more involved if problems develop. 

 
Midwifery models of care

The focus of midwifery care is to provide continuity of care and carer and form partnerships with 
women and their families as they prepare for childbirth. This includes the care of the healthy 
woman prior to pregnancy and during all phases of childbearing and early parenting. The midwife 
establishes partnerships with medical personnel and allied health professionals as needed to 
facilitate the best care for a mother and her baby. The primary midwife continues to provide 
midwifery care to women even when specialist medical intervention is required (The Australian 
College of Midwives, 2006A, Department of Health England, 2004).

Midwifery models of maternity care can be accessed through self-referral or with a referral from 
their GP in early pregnancy. Midwifery models of care can be provided in group practices, caseload 
models or team midwifery. Below are descriptions of the dominant models of midwifery care. 
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Midwifery group practice enables women to be cared for by the same 
midwife (primary midwife) or a small group of midwives throughout their 
pregnancy, during childbirth and in the early weeks at home with a new 
baby (Government of South Australia, 2007). 

Midwifery group practices can operate from a community setting. 
Community Midwifery Program WA (CMP) is an example of a caseload model 
that offers women the opportunity to give birth at home and in collaboration 
with other health providers from local maternity units or birth centres. 
The CMP also offers domicillary services for women who choose to use the 
service and birth in hospital. 

The majority of antenatal and postnatal care is provided in a woman’s 
home or in clinics with the place of birth being dictated by the woman 
and/or her health needs or those of her baby (either hospital, home or birth 
centre) (The Australian College of Midwives, 2006A). 
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Team midwifery means women are cared for by small teams of midwives 
who are assigned responsibility for pregnancy, parent education, birth 
and postnatal care to a given number of women. This gives women more 
continuity of care and a woman typically meets each midwife in the team at 
least once during her pregnancy (NSW Health, 2000). 

A woman will therefore know the midwife providing care during her birth 
and postnatal period. There is, however, no guarantee which midwife 
will attend her during labour and birth. This model allows continuity of 
midwifery care, has psychological benefits, and assists women to feel well 
supported, prepared and in control during labour and birth (Department 
of Health/Partnerships for Children, Families and Maternity, 2007, Frazer, 
2006).

Community Midwifery Program WA

Community Midwifery WA is a non-government organisation funded by WA health to deliver 
community based midwifery and childbirth education services. The majority of women on the 
program birth at home with their primary midwife. A back-up midwife is also present at each 
birth. When accepting a place on the Community Midwifery Program (CMP), women agree to 
certain terms of care which ensures referral and transfer guidelines are clearly understood to 
protect the safety of the woman and her baby, should complications occur during pregnancy or 
birth. CMP’s range of pre and postnatal workshops are designed to empower and support women 
and their partners to take responsibility for being well informed and well prepared for childbirth 
and parenting.

General practice models of care

GPs care for pregnant women in their general practice and offer shared care with hospital or family 
birth centre midwives, obstetricians and GP obstetricians. GPs without additional obstetric training 
do not supervise births in hospitals. However, once women have given birth, the GP assumes the 
follow up care of the woman, her baby and her family (NSW Health, 2003).

GP obstetricians care for women in their general practice, deliver babies and offer shared care 
with midwives and obstetricians in a hospital. They have credentials to perform obstetric and 
certain gynaecological procedures and neonatal resuscitation within an accredited hospital 
setting. GP obstetricians work collaboratively with midwives, obstetricians, paediatricians, and 
other health professionals who link with hospitals and community groups to provide an integrated 
multidisciplinary service and support for women and their families (Straton, 2006). 
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Consultant led care

Obstetricians provide quality services for pregnant women with pre-existing health problems, 
previous pregnancy complications and those women who subsequently develop pregnancy 
complications requiring obstetric intervention and support. Healthy women may choose to see an 
obstetrician privately for their pregnancy and birth care. A referral from their GP is required to 
access this service (Maternity Reference Group, 2007). 

Midwives and GPs should refer women to obstetricians if pregnancy complications develop, for 
ongoing care or emergency management. Obstetricians provide pregnancy care, including care for 
birthing within a secondary or tertiary hospital (Maternity Reference Group, 2007).
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An anaesthetist is a doctor who is educated and trained to administer 
anaesthesia and manage patients medically before, during, and after 
surgery. They also administer analgesia and anaesthesia during labour  
and childbirth where required.
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A paediatrician is a doctor who specialises in care for newborns, babies and 
children. They have advanced education and training in children’s health 
and are registered with the Australian College of Paediatrics.
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A neonatologist is a paediatrician who has specialised in newborn medicine. 

Paediatricians and neonatologists are critical members of the maternity team and provide both 
general paediatric as well as more highly specialised services to newborns. 
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Integrated Primary Care Centres (IPCCs) will offer primary maternity 
services to women who have a healthy and uncomplicated pregnancy. This 
model of care will offer a local service close to home with a community 
midwife and a GP, and a local community support network.

This service will provide antenatal care, parent education and postnatal and 
newborn care but will not provide birth options. Women will usually still 
need to have their birth in a hospital or Family Birth Centre. IPCCs will have 
links with birthing services and may be integrated with other primary care 
services to ensure continuity of care and easy access to midwifery, child 
health nurses, allied health professionals, pathology and ultrasonography, 
psychological, social and medical services as required.

Continuous health assessment is needed throughout pregnancy and must 
be dynamic and take into account the possible changes in risk status of the 
pregnancy over time. Appropriate and seamless referral guidelines need to 
be developed and patient held pregnancy health records utilised to enable 
effective communication and continuity between carers, if handover of care 
if required (Maternity Reference Group, 2007). IPCC community midwives 
will continue home visiting throughout the maternity continuum and support 
the transition of care to a child health nurse, community health services 
and/or a GP.
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A small number of women in WA choose to birth at home with the support 
of an accredited home birth midwife. Currently in WA, the Community 
Midwifery Program (CMP) is the only publicly funded and accredited provider 
of home births. Women can choose to have a home birth with the CMP, 
which has admitting rights and access to some metropolitan hospitals, 
should transfer of care be required. 

Comprehensive clinical guidelines underpin this service including transfer 
criteria to KEMH, should complications occur to the woman or baby during 
any phase of their pregnancy or birth. Women and their babies are followed 
up with their CMP midwife for six weeks post birth after which the care is 
transferred to the child health nurse and GP in the woman’s community, 
once discharged from the program. The service has undergone significant 
changes over the last two years, which has led to improved accountability 
(Maternity Reference Group, 2007). 

Outcomes for this program will continue to be monitored to ensure that 
WA women and their babies continue to receive quality care. A modest 
expansion of this service is warranted based on community feedback.
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A Family Birth Centre (FBC) is defined as a freestanding primary maternity 
unit, which provides 24-hour midwifery care for healthy women who 
anticipate a healthy and uncomplicated pregnancy and birth. Certain health 
issues may preclude some women from attending, for example attendance 
is restricted to women weighing less than 100Kg. These centres will be co-
located with a secondary or tertiary hospital to provide timely access to 
services including obstetric, neonatal and anaesthetic care when required 
(King Edward Memorial Hospital for Women, n.d.).

The philosophy of birth centre care includes a homelike, non-clinical 
environment, autonomous midwifery practice, woman and family centred 
care and a commitment to and belief in normal, physiological birth. The 
entire birth experience can be as personalised and individual as a woman 
and her family desires within the limits of safety and quality care. The 
consideration of individual needs and continuity of carer increase confidence 
in planning and decision-making for women (Henderson et al., 2007).

Women, their partners and babies return to home within 24 hours of birth 
and receive follow up care by a visiting midwife who provides continuing 
care at home. The care of the family is then transferred to the child health 
nurses and GP in the woman’s community. WA Health supports Area Health 
Services in considering the establishment of more FBCs, co-located with 
hospitals, to offer the community greater birth place options. The FBCs 
must have access to on-site obstetric, anaesthetic, neonatal, medical and 
emergency backup at all times (King Edward Memorial Hospital for Women, 
n.d.).

Many women who were involved in consultation throughout this process 
did not know what a FBC was, and when it was explained to them, a large 
number expressed a desire to access such a service if it was available. 
Consultation feedback did not support the development of stand alone FBCs.
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Most (99%) babies in WA are born in a hospital (Maternal and Child Health 
Unit, 2005). Midwives, GP obstetricians and obstetricians, anaesthetists, 
paediatricians, and neonatologists provide care in the hospital setting. 
Some hospitals have well equipped birthing units supported by emergency 
theatre access in the event of any obstetric emergency, which may occur 
during labour and birth. Some hospitals provide only emergency obstetric 
care, whereas other hospitals provide additional highly specialised services. 
Whilst not all hospitals provide the same level of service, all care received 
in WA hospitals must be supported by evidence based guidelines (Maternity 
Reference Group, 2007). 

Where hospitals provide maternity services, women give birth in the labour 
ward and postnatal care is provided in the postnatal ward for the mother 
and baby. Return to home is encouraged at a time that is appropriate for 
the level of care needed. On return home, visiting midwives provide follow 
up care and then subsequent care is transferred to the child health nurses 
and GP in the woman’s community.

Nursery care for babies requiring minimal support is provided in hospitals 
with additional supervision and support from paediatricians, and in some 
instances GPs. Secondary hospitals provide level 1 and level 2 nursery 
care according to Commonwealth licensing and registration requirements. 
Paediatricians/neonataologists provide supervision and direction of 
care for neonates in these nurseries, with nursing care provided by 
midwives and nurses for neonates who require specialised care. Newborn 
requirements for more specialised care are stabilised in these settings 
prior to transfer to KEMH or Princess Margaret Hospital (PMH) (Maternity 
Reference Group, 2007).

Tertiary level (level 3) nursery care is provided at KEMH and PMH. Level 
3 nurseries with intensive care facilities supported by neonatologists and 
paediatricians are provided at these sites. Statewide retrieval services 
by the West Australian Neonatal Transport Service (WANTS) are provided 
through these hospitals for safe transfer of newborns requiring tertiary level 
of care (Maternity Reference Group, 2007). 
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Abbreviations and glossary 

Aboriginal – in this paper “Aboriginal” refers to all Aboriginal and Torres Strait Islander people.

Allied health - professions also involved in health assessment and treatment. Services may be 
provided through primary health and community care as well as in clinic or hospital settings. Allied 
Health professions may include clinical psychologists, physiotherapists, occupational therapists, 
social workers, speech pathologists, audiologists, podiatrists.

Anaesthetist - an anaesthetist is a doctor who is educated and trained to administer anaesthesia 
and manage patients medically before, during and after surgery.

Antenatal – concerned with the care and treatment of the unborn child and of pregnant women 
during pregnancy.

Appropriate discharge - discharge home for a mother and her baby from a maternity unit, six or 
more hours after birth into the care of a visiting midwife service.

Assisted birth - birth of an infant through the vagina with the help of instruments such as forceps or 
a vacuum cup.

Best practice in maternity care - care that provides for the best possible outcomes for women 
and babies in terms of clinical safety and effectiveness. It recognises that different women have 
different risks in relation to pregnancy and childbirth.

Caesarean section - delivery of an infant through a surgical incision in a woman’s abdomen.

Child health nurse - registered nurses with post graduate qualifications in child and family health. 
They work in partnership with parents and carers of babies and children 0-4 years and provide care 
to the family ten days after a child’s birth. 

Clinical governance - a systematic and integrated approach to assurance and review of clinical 
responsibility and accountability that improves quality and safety resulting in optimal patient 
outcomes.

CMP – Community Midwifery Program WA.

Consumers – users of maternity services, for example the pregnant woman and her family.

Community maternity services – local services where women and their families can seek support 
relating to maternity care and early parenting. These clinics can be midwife led, but also 
incorporate medical and support clinics managed by other health professionals.

Continuity of care – care that helps a woman develop a relationship with the same carer, or group 
of carers, throughout pregnancy, birth and after the birth. All carers share common ways of working 
and a common philosophy. The aim is to reduce conflicting advice experienced by women. 

Culturally and Linguistically Diverse (CaLD) – usually refers to people from cultures and 
backgrounds, who do not use English as their first language.

Delivery – birth of the baby and the afterbirth.

Delivery suite – the ward, in a maternity unit, where women experience labour and birth.

Diabetes – a disorder with high blood sugar levels caused by deficient levels of insulin.
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DoH – Department of Health.

Edinburgh Postnatal Depression Score (EPDS) - a measured score using an assessment tool to 
reflect a mother’s mental wellbeing at a point in time in pregnancy and after birth.

Elective caesarean section - birth of a baby through an abdominal incision as a choice by the 
surgeon (obstetrician or GP obstetrician) on a chosen date and chosen time. 

Emergency or non-elective caesarean section – unplanned birth of a baby through an abdominal 
incision for a medical/obstetric reason with evidence of possible compromise to the mother  
and/or baby. 

Epidural – a local anaesthetic injected around the spinal sac causing numbness and sometimes 
lessens movement in the lower part of the body. It usually relieves labour pains effectively.

Episiotomy – surgical incision to the perineum during childbirth.

Evidence based – the process of systematically finding, appraising and using research findings as the 
basis for clinical decisions.

Family Birth Centre (FBC) – a home like environment where healthy and low risk women can give 
birth, receive midwifery-led care that provides continuity of care throughout pregnancy, birth and 
the early postnatal period. 

Fetal assessment – assessing and monitoring the unborn baby during pregnancy and labour.

General practitioner (GP) – a doctor who is qualified and competent in general practice and has the 
skills to provide whole person, comprehensive, coordinated and continuing medical care.

Gestational diabetes - diabetes found in pregnancy; temporary high blood glucose levels in 
pregnancy.

GP obstetrician - a GP obstetrician is a general practitioner who has a diploma in obstetrics from 
the Royal Australian and New Zealand College of Obstetricians and Gynaecologists (RANZCOG) or 
another faculty accredited in Australia by RANZCOG.

Guidelines – systematically developed statements that assist in decision-making about appropriate 
health care for specific clinical conditions.

Health assessment – is undertaken throughout pregnancy and includes a holistic assessment so that 
physical, social and psychological needs are identified and managed appropriately.

High risk – women who develop complications in pregnancy, and/or labour, or have a chronic health 
problem, a chemical substance addiction or a history of serious problems with a previous pregnancy. 
Where there is a medical complication which has implications on an otherwise healthy pregnancy, 
labour and birth. 

Home birth – usually a planned event where the woman decides to give birth at home, with care 
provided by a midwife or shared care.

Induction of labour – starting labour artificially by using drugs or other methods.

Integrated service – a multidisciplinary, multi professional approach to service provision.
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Integrated Primary Care Centre – usually based at a general practice, community clinic or 
Aboriginal Medical Service. This centre provides multidisciplinary collaborative services including 
medical, midwifery, nursing, allied health and pathology services. 

Intervention – clinical procedure in pregnancy, labour or birth, an example being induction of 
labour, assisted birth or caesarean section.

KEMH – King Edward Memorial Hospital. 

Low risk – women who have no serious health problems or addictions to chemical substances and 
no history of past serious pregnancy or birth problems. Where there are no complications that 
implicate an otherwise healthy pregnancy, labour and birth. 

Maternal – relates to the mother.

Midwife – a midwife is a person who has acquired the requisite qualifications to be registered 
and legally licensed to practise midwifery. Midwives provide care and advice to women during 
pregnancy, labour and the postpartum period and care for the newborn. A midwife may practise in 
hospitals, clinics, community health units, domiciliary conditions or in any other service.

Midwifery group practice – Midwifery group practice is where women can be cared for by the same 
midwife (primary midwife) or small group of midwives throughout their pregnancy, during childbirth 
and in the early weeks at home with a new baby.

Multidisciplinary care - a team approach to the provision of healthcare by all relevant medical and 
allied health disciplines as a means of achieving best practice through their combined collaboration. 

Neonate – (otherwise known as newborn) refers to a baby from birth until 28 days of life.

Neonatologist - a neonatologist is a paediatrician who has specialised in newborn medicine.

Neonatal Intensive Care Unit (NICU) - special care nursery for sick and/or premature babies in a 
tertiary hospital setting.

Non-Indigenous – All persons who are not Aboriginal and Torres Strait Islanders.

Obstetrician – an obstetrician is a doctor who specialises in the management and care of pregnant 
women, labour and birth and gynaecology. An obstetrician has specialist education, training and 
experience and is a fellow of the RANZCOG. Obstetricians provide care in secondary, tertiary and 
private hospitals.

Obstetrics – medical discipline and services relating to the management and care of pregnancy and 
childbirth. 

Paediatrician - a paediatrician is a doctor who specialises in care for neonates, babies and children. 
They have advanced training in children’s health and are registered with the Australian College of 
Paediatrics.

Paediatrics – a branch of medicine dealing with the development, care and diseases of children.

Perinatal – refers to the period from 20 weeks of pregnancy to 28 days after birth.

Perinatal mortality - the statistical rate of fetal and infant death, including stillbirth, from 20 
weeks gestation until 28 days after birth (usually expressed as number of deaths per 1000 births). 
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Post birth care – support that is provided after a baby is born, to the mother and the new baby. 
Also called postnatal care.

Pre-term labour – labour occurring at less than 37 completed weeks of pregnancy. 

Protocols – an adaptation of a clinical guideline or a written statement to meet local conditions and 
constraints, and which may have legal connotations.

RANZCOG – Royal Australian and New Zealand College of Obstetricians and Gynaecologists.

Shared care – the provision of care that is shared between GPs, obstetricians, midwives and/or 
Aboriginal health workers and other specialist team members.

SOSU - Statewide Obstetric Support Unit.

SQuIRe - Safety and Quality Investment for Reform.

Stakeholder – any individual or organisation with an interest in maternity care, policies and 
decision-making.

Telehealth – refers to any health services provided by using information and communications 
technology that removes or mitigates the effect of distance in health care.

Ultrasound – a diagnostic test that is performed by using ultrasonic waves and examines the interior 
organs and structures and in this instance, those of the mother and the unborn baby.

Uncomplicated birth – spontaneous in onset, low-risk at the start of labour and remaining so 
throughout labour and birth. The infant is born spontaneously in the head presenting position 
between 37 and 42 completed weeks of pregnancy. After birth, mother and infant are in good 
condition.

Vaginal Birth After Caesarean (VBAC) – birth vaginally following a previous birth by caesarean.

Woman centred – the needs of the individual woman provide the focus for the planning, organising 
and delivery of maternity care.
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