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Unleashing the Potential of our Health Workforce – (Scope of Prac�ce Review) – 
ACM Submission 
 
The Australian College of Midwives  
The Australian College of Midwives (ACM) is the peak professional body for midwives in Australia; and 
welcomes the opportunity to provide a submission to the Unleashing the Potential of our Health 
Workforce – Scope of Practice Review – Consultation 2. ACM represents the professional interests of 
midwives, supports the midwifery profession to enable midwives to work to full scope of prac�ce (SoP), 
and is focused on ensuring beter health outcomes for women, babies, and their families.  
 
Background 
ACM provided a writen submission to the Unleashing the Poten�al of our Health Workforce – Scope of 
Prac�ce Review in Phase 1.  Issues Paper 1 was released on 23 January 2024.   
 
ACM’s priority areas in submission 1 were:  

1. Endorsed Midwifery pathway 
2. Funding approaches for maternity including bundled funding models 
3. Improved equity and access for women to rural maternity services 
4. Maximising access to sexual and reproduc�ve health; and child, family & maternal health 
5. Workforce sustainability and growth 
6. Improving care across the first 2000 days 

 
The Strengthening Medicare Taskforce Report1 affirms that midwives have a fundamental role in the 
provision of primary maternity care to women, in all contexts.  In addition to pre-conception, antenatal, 
intrapartum, and postnatal care, there is a growing recognition of the role midwives can play in relation 
to improving universal access to reproductive healthcare in areas such as abortion services, prescribing 
contraceptives and additionally, maternal, child and family health. All health professionals working to full 
SoP in Australia benefits the consumer, the health professional, and the employer. ACM therefore 
continues to welcome the Unleashing the potential of the health workforce: A scope of practice review. 
 
Survey Ques�ons (Terms of Reference) 
This submission will address the subject mater as iden�fied by the Unleashing the Potential of our Health 
Workforce (Scope of Prac�ce Review) survey ques�ons.   
 
“The reality is, that even the most qualified and skilled midwife, who encounters a 
service unprepared or unwilling to facilitate scope fulfilment will be unable to fulfil 

their professional capacity. The disrespect that midwives encounter in services 
unwilling to enable professional scope fulfilment has an accumulative effect and is 

contributing to workforce attrition around the world at unprecedented levels” 2 
 
Consent to publish 
ACM consents to this submission being published in its en�rety, including names. 
 
Consent to provide further informa�on 
ACM is available to provide further expert opinion and advice if required. 

https://www.midwives.org.au/common/Uploaded%20files/ACM%20Submission_SoP_Oct_2023_Final_.pdf
https://www.health.gov.au/resources/publications/unleashing-the-potential-of-our-health-workforce-scope-of-practice-review-issues-paper-1?language=en
https://www.health.gov.au/sites/default/files/2023-02/strengthening-medicare-taskforce-report_0.pdf
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Legisla�on and regula�on 
Legisla�on or regula�on may authorise or inhibit health professionals in performing a par�cular ac�vity. 
Evidence to date revealed inconsistencies in the regulatory approaches across primary health care 
professions, and barriers rela�ng to inconsistent State and Territory legisla�on and the prac�ce of named 
professions in specific pieces of legisla�on or regula�on. Greater harmonisa�on of legisla�on and a more 
risk-based approach to regula�on are among the poten�al policy solu�ons for further explora�on.  
 
Ques�ons 
What do you believe are the key legisla�ve and regulatory reforms which have the poten�al to most 
significantly impact health professionals’ ability to work to full scope of prac�ce? (For example, 
harmonisa�on of specific legisla�on between jurisdic�ons, or regula�ng health professionals 
differently.) 
 
With the number of endorsed midwives increasing, a national approach to legislation, access, governance, 
and insurance is required to enable endorsed midwives to work to full scope of practice, support the 
primary health sector and boost the healthcare workforce in particular in rural and remote areas and thin 
markets locations, particularly for medical workforce.  Key legislative and regulatory reforms as identified 
by ACM are listed below.  
 
1. Harmonisa�on of Medicines and Poisons Acts 

Medicines and Poisons Acts differ between jurisdictions; this limits scope.  
Example: Endorsed midwives in Queensland can prescribe any drug required within their SoP, yet 
endorsed midwives in Victoria have a specific and narrow drug formulary which limits their ability to 
provide evidence-based care, scope-fulfilled care. 
  

2. Pharmaceutical Benefits Scheme (PBS): Scope based approach 
The impact of the variations within Medicines and Poisons legislation is exacerbated by restrictions 
within the Pharmaceutical Benefits Scheme (PBS), further limiting the capacity of health practitioners, 
including midwives to work to full scope.  A review of the Pharmaceu�cal Benefits Scheme for PBS for 
endorsed midwives and nurse prac��oners is in train, however including the ability to prescribe all 
drugs within scope will have significant posi�ve impact. 
 
Currently Endorsed midwives can prescribe contraceptives listed on the PBS for Midwives 3. However, 
the list under the PBS is very limited and both intrauterine devices (Mirena® and Kyleena®) listed on 
the Pharmaceutical Benefits Scheme are not available for midwives to prescribe despite national 
regulation that supports prescribing and credentialing that enables procedural insertion. Further 
medica�on examples include: domperidone to improve breast milk supply, acyclovir prescribed for 
active herpes. 
 

3. Authorising environment by �tle/profession: review  
The authorising environment of u�lising �tle creates a lack of clarity as to the scope of the role itself. 
Any health professional should be able to work to scope and prescribe to scope within the legisla�ve 
environment.  
 
Example: For midwifery within legisla�on there are mul�ple naming conven�ons which create a lack 
of understanding of the role and thus scope of the ‘endorsed midwife’ (as they hold the endorsement 
for prescribing scheduled medicines which facilitates access to MBS etc). The endorsed midwife may 
also be described as ‘par�cipa�ng midwife’, (e.g. Health Insurance Act  Part 2.10), ‘authorised 

https://www.health.qld.gov.au/__data/assets/pdf_file/0023/1111739/fs-midwives.pdf
http://www.gazette.vic.gov.au/gazette/Gazettes2012/GG2012S410.pdf
https://www.legislation.gov.au/F2020L00732/latest/text
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midwife’ or ‘eligible midwife’. Below is an example of two naming conven�on in the same clause in 
the following legisla�on: Na�onal Health (Collabora�ve Arrangements for Midwives Instrument 2022: 
 
‘6  Authorised midwives—specified medical practitioners 
 For the purposes of the definition of authorised midwife in subsection 84(1) of the Act (which deals 
with eligible midwives providing midwifery treatment in collaborative arrangements with medical 
practitioners), a medical practitioner of the kind mentioned in a description of a kind of collaborative 
arrangement in section 7 is specified in relation to that kind of collaborative arrangement’ 
 
Further to this other �tles including ‘independent’ midwife, or ‘Privately Prac�sing Midwife’ exist 
within Government lexicon. If naming conven�on for the authorising environment persists, consistent 
naming of the protected �tle ‘endorsed midwife’ will minimise misinterpreta�on of the role.  The role 
of the midwife, con�nuity of midwifery models of care and midwifery as a standalone profession are 
largely unrecognised or unknown by the general popula�on in part due to these complex naming 
conven�ons.   
 

4. Na�onal Creden�alling.  
In the SoP roundtables the no�on of na�onal creden�alling was raised frequently. Below is an 
example of the issues facing midwives in this space. A na�onal approach would facilitate 
transferability across jurisdictions for the midwifery, maternity care (and other health) workforces.   
       
Case Study example: credentialling issues: 
Jenny*, a midwife of 30 years who has had admitting rights to Somewhere hospital since 2011, has 
been asked to assist the establishment of a Birthing On Country model in another state at Anywhere 
hospital.  She has been able to suture for 20 years, has held waterbirth competency since 2006, can 
cannulate, has completed an induction of labour package, and regularly completes this skill and has 
worked in a home birth setting for 12 years. This all indicates Jenny* fulfils the usual and regulated 
scope of a midwife’s practice. 
 
On arrival at Anywhere hospital Jenny* is advised that none of these skills will be recognised and 
before she commences her credentialing process for admitting women in her care, or for in fact 
performing these skills as a hospital employee during orientation, she will have to observe 3 
episodes of suturing, complete a package, and be observed by a consultant obstetrician in suturing 
(the consultant registered in 2010) and deemed credentialed.  She is not employed by the hospital 
and as her insurance only covers the admission of private patients, she will have to get a casual 
contract before she can start this process.  This is repeated for waterbirth, induction, cannulation 
and she will also have to complete all emergency skills packages on site as these are also not 
recognised.  The various training courses are only available every three months so the ability to 
complete them has no timeline. Jenny receives no remuneration for completing these, so all online 
learning and skills competency recertification is in her own time and without pay. 
 
* Actual story; names have been altered. 
 
Currently midwives are registered after an undergraduate or postgraduate degree and undertake 
practice to consolidate a variety of skills which fall within scope.  A standard to allow the ability to 
practice to full scope across Australia and the completion and competence of a variety of skills 
recognised nationally is required, however ACM recommend caution with requiring credentialling of 
core skills such as intravenous cannulation. 

https://www.legislation.gov.au/F2022L01261/latest/text
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ACM supports a national approach and application to credentialling for all healthcare practitioners, 
such as a national digital competency passport which will promote transferability across jurisdictions 
and eliminates the need for healthcare practitioners to redefine and demonstrate clinical skills when 
they move across hospitals and/or jurisdictions.  This is particularly problematic for the non-medical 
workforce. 

 
5. Professional Indemnity Insurance (PII) for Privately Prac�sing Midwives: A case study in limi�ng 

scope of prac�ce and women’s choice.  
PII for privately prac�sing endorsed midwives who are primary maternity care providers is 
underwriten by Government and is provided by one sole insurer MIGA, via Government contract. PII 
insurance is a regula�on requirement. It includes intrapartum care for planned hospital birth, however 
it has a number of clauses which restrict scope, for example, it does not include intrapartum care for 
birth outside of the hospital se�ng (i.e. planned homebirth 4). Midwives are afforded an exemp�on 
from the requirement to hold PII for homebirth in the Na�onal Law (sec�on 284). This means the 
midwife who atends homebirth is not insured and therefore both the midwife and the family 
receiving care are under financial risk.  This also creates the situa�on by which Medicare funding is 
unable to be extended to homebirth (due directly to a lack of insurance) and the women who choose 
homebirth are required to pay (no�ng publicly funded homebirth is available in some states) which 
makes it unaffordable for some, restricts choice of model of care and notably restricts endorsed 
midwives from working to full scope of prac�ce.  
 
The current National Law exemption and thus the Government contracted insurance product are 
limiting scope of practice for privately practising midwives as they are unable to be insured for 
homebirth. It also limits women’s choice of care. 
 
Endorsed midwives in private practice provide continuity across the perinatal period. The current 
funding model and legislation for admission into public hospitals requires women being cared for by 
endorsed midwives to be admitted as private patients (regardless of whether they have private health 
insurance or not). This is a result of the professional indemnity insurance that endorsed midwives hold 
only allowing care of admitted private patients and because the funding model only provides access 
to the MBS i.e., the woman must be admitted as a private patient for the midwife to be paid. Where 
women are admitted as private patients, they (or their insurer) are then also expected to pay the 
hospital an additional bed fee for that admission. 
 
Recommendation:  

• ACM recommends a fit for purpose midwifery professional indemnity scheme which provides 
insurance for individual endorsed midwives which allows them to work to full scope including 
homebirth, including through an additional subsidy, indemnity for practices through a high-
cost claims scheme or equivalent and access to immediate run-off cover as soon as the 
midwife ceases practice in primary care. (See also ACM SoP submission 1).  

• ACM recommends that the funding and insurance models are reviewed and updated by 
Government to allow endorsed midwives to provide care to their women as admitted public 
patients also. This would ensure midwives can work to full scope in all settings and increase 
options for best practice care as women have financially viable access to choice of care.  
 

 

https://www.miga.com.au/insuring-with-us/midwives
https://www.nursingmidwiferyboard.gov.au/Codes-Guidelines-Statements/FAQ/Fact-sheet-PII.aspx
https://www.nursingmidwiferyboard.gov.au/Codes-Guidelines-Statements/FAQ/Fact-sheet-PII.aspx
https://www.midwives.org.au/common/Uploaded%20files/ACM%20Submission_SoP_Oct_2023_Final_.pdf
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6. National approach to admitting rights:  
Currently admitting rights and visiting access approach for many health practitioners including 
Endorsed Midwives into public and private hospitals varies significantly jurisdictionally and further at 
local LHD level. A national approach to admitting rights is required to create equitable access to 
models of care of choice for women. For midwifery this will encourage midwifery in the primary care 
space and increase women’s access to continuity models of care, with admission to public hospitals 
for birth. The jurisdictional variance in application of admitting rights is demonstrated by the Medicare 
funded births numbers which since 2010 in Australia currently ranges from 20 and below per state 
(SA/NT/ACT) to 4 309 (QLD).   
 

7. Expand 19(2) Exemption 
The COAG Section 19(2) Exemptions Initiative aims to improve access to bulk-billed primary health 
care by giving approval for States and Territories to bulk bill the MBS for primary health care at public 
hospitals and multipurpose services. The initiative recognises that in rural and remote communities, 
people have limited access to primary health care and many public hospitals and health services have 
employed medical officers to provide this care. It has limitations in terms of approved locations and 
population size. 
 
NHRA report recommendation 37 (P106) outlines the requirement to expand this initiative. Small rural 
hospitals, and larger services such as Alice Springs hospital would benefit from this initiative.  
 
Recommendation 37 : The process for the application and approval of exemptions from Section 19(2) 
Health Insurance Act 1973 should be reviewed, simplified, and expanded to improve access to bulk-
billed primary health care (MBS-eligible GP, nursing, and allied health services) in rural and remote 
areas and where there are thin and failing markets. This work should:  

a. Explore opportunities to include further sites and increase the number of 
exemptions for areas without access to primary health services (including thin 
and failing markets) within a reasonable distance.  

b. Simplify and streamline approval processes to enable timely establishment of 
services in areas where there is limited access to primary care.  

c. Ensure that doctors providing rural hospital emergency services are 
appropriately remunerated and patients who attend the ED are not charged out-
of-pocket fees. 

 
Recommendation: Adoption of recommendation 37 of NHRA report, noting the requirement for the 
addition of ‘midwifery’ which is already within the exemption legislation parameters.  
 

8. Employment and Industrial Maters 
A review of the way midwifery is industrially represented in Australia could see a more considered 
and consistent approach to career pathways, remunera�on and condi�ons for midwives.  At a 
jurisdic�onal level inconsistent awards create barriers for career progression for all midwives.  For 
example midwives who are not also registered nurses are precluded from executive roles e.g., 
Director of Nursing and Midwifery as well as roles such as Commonwealth and jurisdictional Chief 
Nursing and Midwifery Officers (Queensland excepted with the recent positive step of separation of 
the Nursing and Midwifery office and the inaugural roles of Chief Midwife Officer and Chief Nurse 
Officer). Refer to ACM’s position summary on Midwifery Leadership in Australia and The Council of 
Deans of Nursing and Midwifery - The future of the Midwifery Workforce paper. 
 

http://medicarestatistics.humanservices.gov.au/statistics/do.jsp?_PROGRAM=%2Fstatistics%2Fmbs_item_standard_report&DRILL=ag&group=82120&VAR=services&STAT=count&RPT_FMT=by+state&PTYPE=finyear&START_DT=201007&END_DT=202306
http://medicarestatistics.humanservices.gov.au/statistics/do.jsp?_PROGRAM=%2Fstatistics%2Fmbs_item_standard_report&DRILL=ag&group=82120&VAR=services&STAT=count&RPT_FMT=by+state&PTYPE=finyear&START_DT=201007&END_DT=202306
https://www.health.gov.au/our-work/coag-section-192-exemptions-initiative
https://www.health.gov.au/sites/default/files/2023-12/nhra-mid-term-review-final-report-october-2023.pdf
https://www.midwives.org.au/Web/Web/About-ACM/Guiding-Documents.aspx?hkey=5f46e7ad-8ffa-4abb-ad31-e127157eceb2
https://irp.cdn-website.com/1636a90e/files/uploaded/130723%20Midwifery%20workforce%20position%20paper%20AUS_v1.pdf
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There is currently no provision in the Nurses Award (National award) for caseload midwives which 
creates a barrier for non-jurisdictional development of caseload models of care (e.g. within the 
ACCHO sector).  There is also no consideration of endorsed midwives within any state awards or at a 
National level thus currently remunera�on for endorsed midwives working to full scope varies 
significantly between and within jurisdic�ons; this is inequitable.  The annualised salary of midwives 
across Australia is inconsistent, crea�ng compe��on between jurisdic�ons and a bidding war that 
priori�ses a locum workforce.  In NSW, the annualised salary is currently 29% in ACT it is 40%. 
Recognition of midwives’ competencies should also translate to appropriate remuneration (refer to 
ANMF application to the Fair Work Commission to increase award wages for nurses and midwives). 
 
On the 7th of March 2024, Queensland parliament passed a bill to amend legisla�on to count babies 
in ra�os and legislate a midwife to pa�ent ra�o.  This is an example of where a na�onal approach to 
safe staffing levels should be priori�sed.   

 
9. Health Insurance Act.  The predominant focus of the Health Insurance Act is medical in nature. Health 

Insurance (Sec�on 3C Midwife and Nurse Prac��oner Services) Determina�on 2020 made under 
subsec�on 3C(1) of the Health Insurance Act 1973, Part 2 refers to midwifery services including 
collabora�ve arrangements, labour and birth, general items including atendance and MBS items.  The 
announcement of the intent by Government to remove the legisla�ve need for  collabora�ve 
arrangements between midwives and medical prac��oners to provide Medicare Benefits Schedule 
services and prescribe Pharmaceu�cal Benefits Scheme medica�ons was welcome by ACM, however 
the lengthy process requires midwives to maintain status quo in prac�ce, which is restric�ve to scope. 
Health Insurance Act changes are required to removal of collabora�ve arrangements and further 
reform is recommended to enable appointments to various decision making bodies, for example 
representa�on on governance commitees, Professional Services Review Scheme and Medicare 
Par�cipa�on Review Commitee, by midwives and a growing cohort of health professions including 
Nurse Prac��oners and optometrists.  The Health Insurance Act limits access to, as one example, 
pathology and diagnos�cs which impacts the scope of prac�ce of midwives and Nurse Prac��oners.    

 
10. Medicare Benefits Schedule (MBS) – impacts scope of practice of a midwife from a regulatory 

perspective as current MBS funding is restricted to 6 weeks and 6 days  postnatal and the 5000 clinical 
hours for endorsed midwifery qualification is a barrier to scope (see ACM SoP submission 1).  For MBS 
funding implications, please refer to Funding Policy section below. 

 
Implementa�on of Par�cipa�ng Midwives Reference Group and MBS Taskforce approved 
recommenda�ons 1 (extend min dura�on AN atendance to 60/60, 3 (complex AN) 10 (longer 
postnatal appointment for DV screening and mental health) will remunerate �me spent by a midwife 
with a woman, and also improve preventa�ve healthcare, and maternal and neonatal outcomes, in 
this cri�cal period within first 2,000 days of life.  Extend payments past 6 weeks 6 days will allow for 
more comprehensive perinatal mental health assessments, as the onset of postnatal depression is 
usually around three months postnatal, and suicide is one of the leading causes of death in Australia 
during pregnancy and the first year a�er birth5.  Fathers and non-birthing parents are also at 
increased risk of suicide and depression during the transi�on to parenthood.  Extended access to 
con�nuity of midwifery care and implementa�on of universal access to reproduc�ve healthcare 
inquiry recommenda�ons will posi�vely influence outcomes, improving the health status of women, 
babies and communi�es if extend access to preconcep�on and interconcep�on care is priori�sed.   

 

https://library.fairwork.gov.au/award/?krn=MA000034#viewer-page-heading
https://www1.health.nsw.gov.au/pds/ActivePDSDocuments/IB2014_050.pdf
https://www.cmtedd.act.gov.au/__data/assets/pdf_file/0007/1891447/ACTPS-Nursing-and-Midwifery-Enterprise-Agreement-2020-2022-FINAL.pdf
https://thelamp.com.au/workplace-issues/unions/anmf-launches-landmark-nurses-award-work-value-case/
https://statements.qld.gov.au/statements/99859
https://www.legislation.gov.au/C2004A00101/latest/text
https://www.health.gov.au/our-work/collaborative-arrangements-2023-project
https://www.health.gov.au/our-work/collaborative-arrangements-2023-project
https://www.psr.gov.au/about-psr-scheme
https://www.directory.gov.au/portfolios/health-and-aged-care/department-health-and-aged-care/medicare-participation-review-committee
https://www.directory.gov.au/portfolios/health-and-aged-care/department-health-and-aged-care/medicare-participation-review-committee
https://www.midwives.org.au/common/Uploaded%20files/ACM%20Submission_SoP_Oct_2023_Final_.pdf
https://www.health.gov.au/sites/default/files/documents/2021/07/taskforce-findings-participating-midwives-reference-group-report-taskforce-findings-participating-midwives-reference-group-report.pdf
https://www.aph.gov.au/Parliamentary_Business/Committees/Senate/Community_Affairs/ReproductiveHealthcare/Report/List_of_recommendations
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A risk-based approach to regula�on names core competencies, skills or knowledge capabili�es required 
to authorise a health professional to perform a par�cular ac�vity, rather than relying solely on named 
professions or protected �tles. To what extent do you think a risk-based approach is useful to regulate 
scope of prac�ce? 

To a great extent 
Somewhat 
A litle   Rationale: There is no evidence that the current approach of relying on midwives’ individual 
commitment to professional standards places the public at risk. 
 Not at all 

 
Risk-based approach to regulation 
Midwifery works effec�vely under a standards-based approach to regula�on6. In 2021/22 there were 
125/10 350 (1.25% of the health workforce) midwife no�fica�ons to Ahpra.  Of these, 67.2% were closed 
with no further regulatory outcome.     
 
The percep�ons of risk for a consumer, midwife, medical professional, hospital execu�ves and boards 
differ according to profession, personal views, local governance, and legisla�on.  There is clinical and 
corporate risk, expressed across four dimensions of financial, opera�on, poli�cal and legal risk according 
to Australian Council on Healthcare Standards7. Social risk in one maternity study, iden�fied cultural, 
emo�onal, and financial risks to women and families.  The complexi�es that a risk-based approach has on 
woman centred care requires further explora�on.    Risk is subjec�ve judgements about poten�al harm8. 
Therefore, a risk-based approach can create inconsistency for example when an obstetric model takes 
priority in a hospital or health service se�ng.  Women accessing pregnancy and maternity care navigate 
a system where risk-management strategies can take precedence over individualised care (fragmented 
hospital-based system versus con�nuity of midwifery care) and midwives and consumers autonomy 
through clinical judgement, evidence, and woman-centred care is not priori�sed. 
 
A risk-based approach to regula�on creates a poten�al for further restric�on for midwives depending on 
the decision makers.  An example of where a risk-based approach was detrimental was the ‘collabora�ve 
arrangements’ legisla�on for endorsed midwives. The 2022 ACM Collabora�ve Arrangements submission 
clearly evidences this historically ineffec�ve risk-based approach to care. Indeed, Collabora�ve 
Arrangements o�en precluded midwives from working to full scope, and there is no evidence that this 
legisla�ve approach improved pa�ent safety, or outcomes. Collabora�ve arrangements rather than 
improve pa�ent safety, have been shown to reduce public access to preferred models of midwifery led 
care, inhibited private midwifery providers working to scope and s�fled health care innova�on that could 
further improve access to underserved popula�ons. 
 
The implementa�on of ‘care bundles’ (e.g. the perineal protec�on bundle) to group evidence-based 
prac�ce with the intent of reducing varia�on on prac�ce can have unintended consequences 9. We are 
also seeing increasing rates of interven�on in obstetrics and the approach to �ming of birth, induc�on of 
labour, and a 38% caesarean sec�on rate in Australia (vs the World Health Organisa�on’s acceptable CS 
rate of 10-15%)30 , for example, may be atributed to �ghter parameters exacerbated by risk-based 
approaches and the impacts of single research findings that are rapidly translated into fragmented 
systems and prac�ce (e.g. the Term Breech Trial,  the ARRIVE trial).   
 
A risk-based approach to maternity care may promote more ‘care outside of recommended guidelines10’ 
to meet consumer expecta�on versus reality and with an anecdotal rise in freebirth in Australia11, more 

https://www.ahpra.gov.au/Publications/Annual-reports/Annual-report-2023.aspx
https://www.midwives.org.au/Web/Web/About-ACM/Guiding-Documents.aspx?hkey=5f46e7ad-8ffa-4abb-ad31-e127157eceb2
https://www.aihw.gov.au/reports/mothers-babies/national-core-maternity-indicators/contents/labour-and-birth-indicators/caesarean-section
https://pubmed.ncbi.nlm.nih.gov/11052579/
https://www.nejm.org/doi/full/10.1056/nejmoa1800566


 

9 
Scope of Practice – ACM submission – Issues Paper 1 – March 2024 

women are avoiding hospital based fragmented care due to fear, a previous poor birth experience, birth 
trauma and inability to access their chosen models of care 12.   
 
What do you see as key barriers to health professionals’ authority to make referrals across professions 
 
The NMBA midwife standards for practice states the midwife works with the woman and her baby, partner 
and family as identified and negotiated by the woman herself. The midwife is also responsible for their 
practice within the broader health system. Where relevant, this involves collaboration, consultation and 
referral to other services or health practitioners.  
 
The Australian College of Midwives Na�onal Midwifery Guidelines for consulta�on and referral guidelines 
defines referral as ‘the transfer of primary responsibility from the midwife to another qualified health 
service provider or professional. The midwife recognises that the care required falls outside of their scope 
of prac�ce. In response, the midwife discusses the indica�on(s) for referral with the woman, seeks her  
informed consent and then refers the woman to the most appropriate health professional for ongoing 
care. Despite the indicated need for referral, the midwife remains a key member of the mul�disciplinary 
team and con�nues to provide midwifery care to the woman’. 
 
Under current Medicare services for endorsed midwives, midwives can refer women to an obstetrician or 
paediatrician. The referral is valid for one pregnancy only for a period of 12 months a�er the first service. 
This referral covers the total confinement period of the referred pregnancy. A new referral is required if 
your pa�ent has a subsequent pregnancy in a 12-month period.  A midwife does not need to issue a 
referral to transfer a pa�ent’s care during the intra-partum period under items 16527 and 16528. 
However, signed clinical notes should be recorded approving the transfer of care. Medicare benefits are 
not payable if you refer your pa�ent for allied health services. 
 
A woman can self-refer to a con�nuity of midwifery model of care and privately prac�sing midwives 
without requiring a referral from a GP, health service or obstetrician in order to provide Medicare 
rebatable antenatal and postnatal care to women. This creates limita�ons through GP centric and 
gatekeeper models, in par�cular if GP refusal to provide referrals occurs and there is increasing complexity 
with accessing a GP, and bulk-billing GPs in Australia. 
 
The recent inclusion of midwives in the WIP has not as yet encompassed an awareness campaign, 
therefore the longstanding views that GP prac�ces didn’t consider employing midwives due to cost 
con�nues and the WIP does not adequately cover the remunera�on of the midwife, resul�ng in a 
percentage of midwife earnings going to the prac�ce.  There is an overall lack of awareness by PHNs, GP’s 
and consumers as to what maternity models of care are available in a geographical area, hospital, or 
health service.  The lack of public awareness and public health campaigns priori�sing pregnancy and 
maternity care impact on a woman’s access to models of care of their choice resul�ng in fragmented 
referral pathways and processes.   
 
Access to suitable digital so�ware programs is another barrier to referral, which is covered in the 
technology sec�on of this submission below. 

 
 
 
 
 

https://www.nursingmidwiferyboard.gov.au/Codes-Guidelines-Statements/Professional-standards/Midwife-standards-for-practice.aspx
https://midwives.org.au/common/Uploaded%20files/_ADMIN-ACM/National-Midwifery-Guidelines-for-Consultation-and-Referral-4th-Edition-(2021).pdf
https://www.servicesaustralia.gov.au/medicare-services-for-eligible-midwives#a4
https://www.homebirthnsw.org.au/uploads/1/3/0/0/130072023/gp-refusal-report-1.pdf
https://www.health.gov.au/our-work/workforce-incentive-program
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Employer prac�ces and se�ngs 
Evidence to date emphasised the inherent challenges in progressing scope of prac�ce reform over a 
dispersed primary health care sector in which individual employers hold significant influence over health 
professionals’ authority to prac�ce individually and as mul�disciplinary care teams. Targe�ng leadership 
and culture to promote enabling and authorising environments at the service level emerged as a cri�cal 
complement to other system-level reform. 
 
What changes at the employer level would you like to see to enable health professionals to work to full 
scope of prac�ce? (For example, changes to creden�alling, prac�ce standards, clinical governance 
mechanisms or industrial agreements) 
 

1. Na�onal approach to creden�alling – see legisla�on and regula�on sec�on.  There are barriers 
to not maximising the use of the midwifery qualifica�on on length of stay, when an endorsed 
midwife in the public sector is not able to work to full scope of prac�ce, for example performing 
midwifery led low risk discharges. 
 

2. Employment and industrial agreements – see legisla�on and regula�on sec�on. 
 

3. Priori�sa�on by employers for development of midwifery workforces to effec�vely increase 
access to best prac�ce con�nuity of midwifery care models.  
Midwifery led care, such as through Midwifery Group Prac�ce caseload (MGP) or publicly funded 
homebirth provides improved birth outcomes and is very popular among consumers. MGPs are 
inconsistently implemented and accessed across Australia, despite a considerable body of  
research evidencing this model of care is what women want 31.  Despite it being the gold standard 
model of care, the number of midwifery group prac�ces in the public sector is low, indeed AIHW 
indicate this is only 14% of all models of care currently13. This can lead to limita�ons for midwives 
in working to full scope, which reduces reten�on rates and limits women’s’ access to choose their 
preferred  model of care. Many services have a long wait list for MGP models, and a woman must 
book in as soon as she is aware she is pregnant.  This is not prac�cal for the majority of pregnant 
women in Australia or priority popula�ons (First Na�ons, adolescent pregnancy, culturally and 
linguis�cally diverse and women with a disability, neurodivergence or complex co-morbidi�es).   
 
From Royal Hospital for Women Sydney website: ‘Despite Royal Hospital for Women offering the 
largest number of MGPs in Australia, places are limited for this option and are generally not 
available if you live outside of the RHW area’ To book into MGP or place your name on the waiting 
list contact the RHW Outpatients Department. 
 
From Townsville Hospital: It is important to contact our team early into your pregnancy (eight-12 
weeks gestation) as our wait list fills quickly. 
 
There is capacity to pivot an existing workforce through a change management process, from a 
fragmented hospital model of care to continuity of midwifery care as the default model of care, 
however the employer level approach, lack of leadership and understanding of the 
operationalisation and governance of continuity models and overall multidisciplinary workplace 
culture are examples of barriers to national implementation. 
 

4. Consumer Information and Health Literacy: Ensure that employer information to the consumer 
is equitable and provides sufficient information for patients with regards to options for care. In 

https://www.seslhd.health.nsw.gov.au/royal-hospital-for-women/services-clinics/directory/pregnancy/midwifery-group-practice
https://www.townsville.health.qld.gov.au/patients-and-visitors/having-a-baby/options-for-maternity-care/midwifery-group-practice/
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this context, women, and families are then able to make an informed decision about their choice 
of care. Recent na�onal research revealed factors that influence GP referral to maternity care are 
complex and layered and have a direct impact on pa�ent outcomes 14. 
 
As an example, on the Government’s website: htps://www.pregnancybirthbaby.org.au/planning-
for-pregnancy the first piece of informa�on given for planning a baby is:  ‘If you are thinking about 
pregnancy, visit your doctor for a preconception consult. They will provide you with expert advice 
on planning your pregnancy.  
 
Equitable information with regards to models of care is required to ensure that informed decision 
making occurs – (Refer to ACM SoP submission 1).  
 

5. Recognition of Prior Learning(RPL): Jurisdictional barriers impede the consistency and flexibility 
of interprofessional qualifications. Themes from AMC accreditation recommendations for 
improvement for specialist medical programs related to access to training and learning resources 
also cited improvements in RPL policies were required 15.  This translates to midwifery and across 
health professions, where there should be clear frameworks to provide evidence of their 
extended practice through inclusion of recognition of prior learning. 
 

Which par�cular ac�vi�es or tasks within health professionals’ scope of prac�ce would you par�cularly 
like to see increased employer support for? 
 
1. Harmonise health prac��oner pathways, in par�cular endorsed midwifery  
There is currently an ad-hoc approach na�onally to endorsed midwife pathways in the public hospital 
sector and collabora�ve primary care sector.  Harmonisa�on of the endorsed midwife pathways to ensure 
that midwives with scheduled medicines endorsement are able to work to full scope would enable the 
profession, and minimise for example discharge wait �mes as the maternity team (and family) would not 
be required to wait for a medical professional to be available for the discharge sign off process.  
 
2. Recogni�on of the value single qualifica�on midwives bring to prac�ce is required, especially in rural 
and remote areas to sustain both the nursing and midwifery workforce moving forward.  Midwifery 
vacancies persist in maternity units across Australia, in par�cular smaller rural units, where midwives are 
expected to care for general nursing pa�ents if or when maternity ac�vity is low.  A recent scoping review 
iden�fied; 

• Single registered midwives’ scope of prac�ce concerning general pa�ents is undefined 
• Single registered midwives possess transferrable clinical skills applicable to general pa�ents 
• Prac�cal, professional, and emo�onal barriers exist for single-registered midwives (in small 

maternity units) and 
• Future research recommenda�ons include scope of prac�ce and workplace experiences16. 

 
This is therefore a cri�cal workforce considera�on moving forward and should factor into the Na�onal 
Nursing Workforce Strategy and Na�onal Maternity Workforce plan. 
 
 
 
 
 

https://www.pregnancybirthbaby.org.au/planning-for-pregnancy
https://www.pregnancybirthbaby.org.au/planning-for-pregnancy
https://www.midwives.org.au/common/Uploaded%20files/ACM%20Submission_SoP_Oct_2023_Final_.pdf
https://www.health.gov.au/our-work/national-nursing-workforce-strategy
https://www.health.gov.au/our-work/national-nursing-workforce-strategy
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3. Recogni�on of the role and scope of midwifery including Sexual and Reproduc�ve Health and 
Maternal, Child and Family Health. 
 
Sexual and Reproduc�ve Health is within midwives’ scope of prac�ce, however employer prac�ce does 
not consistently priori�se the u�lisa�on of midwives’ skills in the women’s health space. See ACM’s 
submission to the Senate Enquiry into Universal Access to Reproduc�ve Health.  
 
Maternal, Child and Family Health is cri�cal to ensuring the health of families and children in the first 
2,000 days. Midwives, who hold appropriate post graduate qualifica�ons, are able to provide MCFH care 
to women and families. However, to date there have been barriers for single-qualified midwives (i.e. who 
are not also nurses) to provide this care. These barriers include posi�on descrip�ons which require a dual 
qualified nurse/midwife only for example, and LHDs that will not accept single-qualified midwives as a 
policy se�ng for MCFH. The NMBA in December 2023 published a fact sheet with regards to the 
regulatory environment for nurses and midwives in MCFH which found that ‘Midwives, working in MCFH 
that have a postgraduate MCFH qualification are adequately prepared to practice in the MCFH area and 
should not require any additional regulatory intervention.’ And that ‘For midwives that do not hold 
nursing qualifications there is no evidence to suggest any current regulatory risk for the public that 
warrants changes to the existing regulation in place for MCFH as it is sufficient to protect the public’.  
 
Recommendation: 
Increased employer support for midwives working to full scope by ensuring single qualified midwives with 
appropriate qualifications are able to work in MCFH settings nationally.  
 
What can employers do to ensure mul�disciplinary care teams are beter supported at the employer 
level, in terms of specific workplace policies, procedures, or prac�ces? 
 
• Prioritisation of multidisciplinary team training to improve culture and leadership such as the 

Obstetrics and Gynaecology Education and Training (OGET) Program using a hub and spoke model, 
where the hubs provide onsite or outreach training to their peripheral hospitals in the form of case-
based learning and interactive forums for the maternity team. The QuMid program in Queensland 
(refer to Technology section below) and the ALICE program and respectful maternity care Better Births 
with Consent training are all examples of multi-disciplinary approaches to improve professional 
relationships and communication. 
 

• Jurisdictions often compete for workforce, and there is no seamless onboarding process or ready 
workforce due to variations in competency and credentialling management for transferable skills. The 
implementation of a National digital competency passport for key clinical (not core) skills is a 
consideration which will ensure key skills within the multi-disciplinary team are available.  
 

• Create opportunities for maximising scope which requires additional education and/or training, in 
particular in rural and remote areas of Australia (for example vacuum assisted births by midwives). All 
midwives should be encouraged to work to full scope with opportunities to undertake advanced skills 
training when supported and appropriate as identified in a recent scoping review in Australia 
highlighting variance in how scope of midwifery practice is determined and regulated globally, with 
no consensus on extended or advanced scope2. Outcomes resulting in under-utilised staff potential, 
un-met consumer need, and loss of professional skill16. 

 

https://www.midwives.org.au/common/Uploaded%20files/ACM%20response%20to%20Senate%20inquiry%20into%20universal%20access%20to%20reproductive%20healthcare%20FINAL%20151222.pdf
https://www.nursingmidwiferyboard.gov.au/Codes-Guidelines-Statements/FAQ/Fact-sheet-MCFH-Regulation.aspx
https://clinicalexcellence.qld.gov.au/sites/default/files/2019-06/maternity-services-update-201906.pdf
https://www.maternityconsumernetwork.org.au/about-6
https://www.maternityconsumernetwork.org.au/about-6
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• Evidence based practice should underpin safe clinical practice and National Standards. There should 
be no public and private sector differences to practice – as all standards should apply for all healthcare 
in Australia. 

 
• Designated training and upskilling opportunities in regional and metropolitan locations for all health 

professionals providing maternity care in rural and remote Australia, to ensure sustainability through 
confidence and competence in their local environment with equitable funding, like other professions. 
Interdisciplinary training will support stronger interdisciplinary relationships and workplace culture. 
 

• Australia has seen multiple maternity services over time and the clinical service capability 
frameworks (CSCFs) differ across jurisdictions. A National standardised approach to clinical service 
capability frameworks is required and how to flex up and down within these capabilities based on 
infrastructure, resources and workforce is a priority (refer to ACM SoP submission 1).  The Office of 
the National Rural Health Commissioner is currently undertaking a refresh of the National Rural 
Maternity Consensus Framework. 

 
Educa�on and training 
Unclear and inconsistent requirements for pre- and post-professional entry learning and qualifica�ons 
were highlighted through evidence to date, par�cularly rela�ng to post-professional entry skills, 
speciali�es, and endorsements. There are further opportuni�es for common interprofessional 
competencies to be developed. 
 

• What are the key barriers health professionals experience in accessing ongoing educa�on and 
training or addi�onal skills, authori�es or endorsements needed to prac�ce at full scope? You 
may select mul�ple responses. 
Availability of learning ins�tu�ons 

  Employer support for learning 
  Availability of supervision and mentoring 
  Quality of training 
  Time burden 
  Other (provide details) 

 
Educa�on 
Endorsed Midwife pathways require the removal of the requirement for 5000 clinical hours over 6 years 
to apply for endorsement as there is no evidence to support this overregula�on.  The prescribing course 
for midwives is not available in every state/territory in Australia and scholarships for nurses and midwives 
are not equivalent to other health professionals. In a paper exploring midwifery prescribing in Australia, 
prescribing was viewed posi�vely by midwives, however only a small percentage of midwives could 
translate this into prac�ce. Barriers included 

• Prolonged and complicated registra�on processes,  
• restric�ve drug formularies, and  
• a lack of prescribing roles for public sector midwives were clear barriers.  

 
Suppor�ve professional rela�onships, quality educa�on and personal mo�va�on and confidence assisted 
midwives in overcoming these barriers. Mentoring, professional suppor�ve processes, access to quality 
educa�on and a personal mo�vator may help midwives to move into prescribing prac�ce to benefit the 
health needs of women and infants in Australia3. 

https://www.midwives.org.au/common/Uploaded%20files/ACM%20Submission_SoP_Oct_2023_Final_.pdf
https://www.acrrm.org.au/docs/default-source/all-files/rural-maternity-services_national-concensus-framework.pdf?sfvrsn=ee
https://www.acrrm.org.au/docs/default-source/all-files/rural-maternity-services_national-concensus-framework.pdf?sfvrsn=ee
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There is a lack of interdisciplinary training, including leadership and mentoring, emergency response 
training, trauma informed and cultural safety training and respec�ul maternity care encompassing 
informed consent. 
 
There is currently no transi�on to prac�ce program in Australia for Midwives (unlike for nursing and other 
professions), with New Zealand ci�ng an 85% reten�on rate as a direct result to their transi�on to prac�ce 
program. ACM notes funding for this is included in our Pre-Budget Submission. Further, there is a lack of 
re-entry into prac�ce programs for midwives in Australia, those that are available are expensive, nor are 
there seamless processes for oversees trained midwives.  Visa processes are lengthy and administra�on 
heavy for health service recruitment and management staff. 
 
Recognising the role of the single-qualifica�on midwife in rural and remote areas of Australia is cri�cal to 
sustaining a midwifery workforce into the future.  Recogni�on of prior learning and con�nued professional 
development processes are required to maximise access to training, in community, interstate and abroad 
to maintain a contemporary workforce and provide return on investment of professional development 
opportuni�es for midwives in Australia.  Leave and roster backfill is required to enable staff to access 
educa�onal opportuni�es. 
 
Incen�ves 
Cost of living and placement poverty experienced by students of midwifery make it challenging to sustain 
and grow a workforce; the recent Universi�es Accord report recognises this, however no funding is 
available for this currently. Incen�ves are both a short- and long-term priority and midwives currently do 
not have equivalency of incen�ves that medical prac��oners enjoy, however the permanent workforce 
should also be considered in par�cular in rural and remote areas of Australia as this may have an 
unintended consequence on reten�on if exis�ng midwives in permanent roles are doing more work for 
less remunera�on. ACM has regularly iden�fied the lack of federal and jurisdic�onal incen�ve 
opportuni�es for midwives compared with other health professions.  Further, access to Commonwealth 
control and administered HELP debt relief, which is provided for nurse prac��oners and medical 
professionals is also required as an opportunity for midwives. 
 
Geography 
Geographical location can be a barriers for rural and remote midwives to access ongoing education and 
training with no incentive funding, unlike medical practitioners, allied health, and nursing to leave 
community to upskill and as such, there is no clear ‘upskilling’ pathway for midwives living and working in 
MMM3-7.  Away from base program settings as offered at some universities may provide an innovative 
approach to managing training programs.  
 
Workforce  
A lack of a National Midwifery workforce strategy is a barrier to the profession working to full scope of 
practice, with no clear workforce modelling and pathways to the midwifery profession via Tafe and health 
worker pipelines or cadetships. Paid employer models require consideration for both midwives and 
students of midwifery with mandated access to clinical supervision for nurses and midwives. Supporting 
the First Nations Midwifery and Maternity Workforce is a national priority. 
 
Culture & Leadership 
Culture and leadership are contributing factors to the success or inefficiency of a maternity service. 
Midwives mentoring junior doctors through normal birth physiology is an opportunity to strengthen 

https://www.health.gov.au/our-work/transition-to-practice-program#:%7E:text=The%20Transition%20to%20Practice%20Program,APNA)%20to%20provide%20this%20program.
https://www.midwives.org.au/common/Uploaded%20files/ACM%20Pre%20Budget%20Submission%202024-2025%20Final%20.pdf
https://www.education.gov.au/newsroom/articles/australian-universities-accord-final-report-released#:%7E:text=On%2025%20February%202024%2C%20the,meet%20Australia's%20future%20skills%20needs.
https://www.health.gov.au/topics/rural-health-workforce/classifications/mmm
https://www.niaa.gov.au/indigenous-affairs/education/away-base-program
https://www.acn.edu.au/wp-content/uploads/clinical-supervision-nurses-midwives-position-statement-background-paper.pdf
https://www.acu.edu.au/course/bachelor-of-midwifery-indigenous


 

15 
Scope of Practice – ACM submission – Issues Paper 1 – March 2024 

professional relationships from the grass roots level. Multidisciplinary learning and ongoing training are 
required to support practice. 
 

• To what extent do you think health professionals’ competencies, including addi�onal skills, 
endorsements, or advanced prac�ce, are recognised in their everyday prac�ce, and are known 
to consumers? 

  To a great extent 
  Somewhat 

 A litle 
 Not at all 

 
How could recogni�on of health professionals’ competencies in their everyday prac�ce (including 
exis�ng or new addi�onal skills, endorsements, or advanced prac�ce) be improved? 
Establishing evidence of midwives working to full scope of practice is important to continue to develop 
professional capacity and support contemporary practice, regulation, governance, and policy.  Being 
aware of the global landscape for midwifery practice enables practice development, while improving 
consumer access to equitable care2.  
 
Medica�on prescribing into the entry to registra�on midwifery curriculum so that all midwives are able 
to prescribe and order diagnos�cs on registra�on would enhance midwifery recogni�on and everyday 
prac�ce and reduce barriers to obtaining endorsement. 
 
Improvements to consumer facing educa�on around models of care, and a na�onal investment in 
maternity care across the first 2000 days as a public health ini�a�ve will improve professional recogni�on 
and contribute to an expansion of con�nuity of midwifery care in the primary care space.    
 
Funding policy 
Evidence to date highlighted opportuni�es to beter enable connected and mul�disciplinary care across 
professions, through alterna�ves to the exis�ng fee-for-service model (for example, block or bundled 
funding). See Funding sec�on of this paper.  
 
Funding mechanism categories 

• Fee-for-service: payment for each episode of care. 
• Block funding: lump sum payment allocated to service provider.  
• Bundled funding: single payment for all services related to a specific treatment, condi�on, or 

pa�ent parameter, possibly spanning mul�ple providers in mul�ple se�ngs. 
• Blended funding: combina�on of funding streams, such as block/bundled plus fee-for-service. 
• Capita�on: payment based on the number of pa�ents enrolled or registered with the prac�ce. 
• Value-based care: Payments which link clinician, hospital, or health system compensa�on to 

performance on specific cost, quality, and equity metrics. 
• Program grants: lump sum payment allocated to a specific program. 
• Salaried workforce: health professionals earn a salary rather than being funded through one of 

the above funding mechanisms. 
• Delegated funding: a term which appeared through consulta�ons, which refers to prac�ces where 

a named health professional delegates ac�vi�es related to care to another health professional, 
but receives payment for that service. 

 



 

16 
Scope of Practice – ACM submission – Issues Paper 1 – March 2024 

• Are you aware of specific instances where funding and payment could be provided differently to 
enhance health professionals’ ability to work to full scope of prac�ce? Please provide specific 
examples.  
 

• Which alterna�ve funding and payment type do you believe has the greatest poten�al to strengthen 
mul�disciplinary care and support full scope of prac�ce in the primary health care system? 
 

• How do you believe your selected funding type(s) could work to resolve barriers to health 
professionals working to full scope of prac�ce? 
 

• To what extent do you believe alterna�ve funding policy approaches create risks or unintended 
consequences? 
 

• How do the risks of alterna�ve funding policy approaches compare to the risks of remaining at status 
quo? 

 
Maternity services are a key driver of public hospital costs (~300 000 births/year) therefore funding is 
rela�vely predictable and reflects a compara�vely fixed cost. The current funding model is ineffective 
because of the nature of pregnancy, labour and birth and postnatal care intersec�ng primary care, 
secondary care, and ter�ary care with inadequate funding to support private homebirth for women with 
low risk factors. Block, bundled and blended funding models will strengthen maternity care funding as 
long as there is not a set of requirements (such as those in MyMedicare) that privilege medical funding 
over other health providers.   
 
Bundled Funding: Focus on Maternity Care 
As per ACM’s original Scope of Prac�ce submission  and  2023 NHRA submission, a bundled funding 
approach to maternity care was recommended. The Na�onal Health Reform Agreement Report concurs 
and has since priori�sed and endorsed a bundled funding approach to maternity care with its 
recommenda�on 13, to be ac�oned within 1-3 years (short term): 
 
See below maternity case study from the NHRA Report  (p. 81) as an example.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

https://www.midwives.org.au/common/Uploaded%20files/ACM%20Submission_SoP_Oct_2023_Final_.pdf
https://www.midwives.org.au/common/Uploaded%20files/_ADMIN-ACM/submissions/20230608-NHRA%202022-25%20Addendum%20Australian%20College%20of%20Midwives%20submission%20Final%202023.pdf
https://www.health.gov.au/sites/default/files/2023-12/nhra-mid-term-review-final-report-october-2023.pdf
https://www.health.gov.au/sites/default/files/2023-12/nhra-mid-term-review-final-report-october-2023.pdf
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13: A structured program of work should be undertaken to develop and implement bundled payments 
within the NHRA for certain end to end episodes of care (before, during and after a planned hospital 
admission), with an initial focus on maternity care, and with additional priority areas identified early in 
the Agreement in consultation with the national bodies and relevant stakeholders. Bundled payments 
should be implemented across several priority areas within the period of the next Agreement. 
 
This submission asserts that funding reform is required to facilitate best practice maternity care, which 
will prioritise midwifery led continuity of care which evidence shows leads to improved health outcomes 
on multiple national core maternity indicators, is 22% cheaper than standard fragmented care and allow 
midwives to work to full scope, thus improving retention rates. Further, midwifery continuity of care is 
identified as best practice and a key priority in the ‘boost multi-disciplinary team based care’ section of 
the Primary Health care 10 year plan: ‘Reinforce and support best practice models of midwifery-led care 
(including continuity of care) for the multidisciplinary team in primary care and maternity services’.   
 
Recommendation: 

• ACM endorses the NHRA recommendation 13 for bundled funding for maternity care. Prioritise 
integrated funding models, via system-wide change or via innovative models of care funding:  
a. specific to the whole maternity system; and/or  
b. specific to midwifery continuity of care models; and/or  
c. specific to ACCHO led Birthing on Country models.  
d. Extend funding to include all neonates requiring care on the maternity ward. This is not limited 
to neonates admitted to SCN or NICU but includes those who may require treatment on the 
postnatal ward for any complexity or potential complexity.  
e. Develop a funding stream for non-medical practices in primary care providing maternity and 
women’s health services where the practice is integrated with a multidisciplinary team either via 
an endorsed-midwife or nurse-led practice, a GP practice or public hospital. 

 
Benefits and Risks of alterna�ve funding policy  
This NHRA report sec�on 5.3.4.3 (P81) also importantly notes the following:  
 

• Benefit: Quality, efficiency, and improved outcomes: ‘Consideration should be given to 
implementing bundled payments, through a structured national approach, where doing so would 
improve the quality of care and outcomes for patients, enable greater efficiency and support 
better and more integrated patient pathways.’ 

• Risk: ‘Considerable development work will be required by the Commonwealth, States and 
Territories, together with the national bodies and relevant stakeholders, to identify and agree 
priority areas, develop a work program and pilot arrangements to refine a new payment 
approach.’ 

 
How does bundled funding for maternity care resolve barriers to working to full scope of practice?  
 
It incentivises outcomes not activity. This enables all practitioners in the continuum of maternity care 
to work to full scope providing best practice high-quality continuity of care which is patient centred.  

 
The current funding model incen�vises ac�vity not outcomes. For maternity care this can equal 
interven�on rather than priori�sing women’s choice of model of care and is a perverse incen�ve. The 
focus on ac�vity-based funding can therefore in turn reduce the opportunity for midwives to work to full 
scope in all se�ngs by disincen�vising physiological birth and midwifery con�nuity of care.  

https://www.health.gov.au/resources/publications/australias-primary-health-care-10-year-plan-2022-2032
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Example: unwarranted varia�ons in caesarean sec�on rates are clear in recent years as per outcomes 
measured in Health Atlas 2  (2017) and Health Atlas 4 (2021) 
 

‘Despite a number of data limitations, the estimates suggest that the percentage of caesarean sections 
performed before 39 weeks without a medical or obstetric indication may be substantial.  
Action is needed to reduce these rates.’ Health Atlas 4 2021 

 
ACMs SoP Phase 1 submission provided an example of diagnosis-related group (DRG) and na�onal 
weighted ac�vity unit (NWAU) funding for opera�ve birth has been double that of vaginal birth. In the last 
two decades the caesarean sec�on rate in Australia has also doubled from 17.5% to nearly 38% without 
significant altera�on in morbidity or mortality for either mother or baby17.  
 
The funding policy shi� to bundled funding will facilitate midwives, and the multi-disciplinary team where 
required, to work in continuity of care caseload models, which in turn will enable them to work to full 
scope of practice, including for example sexual and reproductive health care and maternal child and family 
health care. It will facilitate choice ‘Ensuring that young women with uncomplicated pregnancies have 
information and access to services that support their choices for first birth will help ensure the appropriate 
use of caesarean section 18. 
 
Other benefits include: 
 
It is cost-effec�ve.  
• Con�nuity of care with a known midwife is 22% cheaper than standard fragmented care19 
• Bundled funding has been demonstrated to provide cost savings in other countries20.  In New 

Zealand, for example, this model offers an approach where payment is split into five time periods – 
first trimester, second trimester, third trimester, labour and birth and post birth care. 

 
It improves quality of care 
• Bundled payments incen�vise care coordina�on which increases provider accountability through 

the provision of higher-quality care.  Integrated care has been found to increase pa�ent 
sa�sfac�on, perceived quality of care and access to services.  There is an alignment of financial 
incen�ves with desired health outcomes and therefore avoids unnecessary care, interven�on and 
overservicing.   This is compared to the fee-for service approach which enablers larger volume of 
care regardless of the quality of the service. 
 

Con�nuity of Care has demonstrated improved outcomes for women and babies 
• Nationally only 15% of women have access to a known primary midwife throughout the childbearing 

continuum13. Multiple randomised control trials of over 17,000 women demonstrated that midwifery 
continuity of care improves outcomes, experiences, and satisfaction for woman and babies21. 
Importantly research shows that it reduces preterm birth in the general population by 24%, and by 
50% in First Nations babies. It reduces pregnancy loss/neonatal death by 16%, increases workforce 
retention by supporting midwives to work to their full scope and reduces cost by at least 22% 
compared with standard public fragmented care, yet has s�ll not resulted in widespread 
implementa�on of this model across Australia19.  

 
• Private midwifery practices with endorsed midwives providing continuity of care have better 

outcomes than fragmented care22. 

https://www.safetyandquality.gov.au/our-work/healthcare-variation/atlas-2017/atlas-2017-3-womens-health-and-maternity
https://www.safetyandquality.gov.au/our-work/healthcare-variation/fourth-atlas-2021/early-planned-births
https://www.safetyandquality.gov.au/our-work/healthcare-variation/fourth-atlas-2021/early-planned-births/11-early-planned-births-without-medical-or-obstetric-indication
https://www.aihw.gov.au/reports/mothers-babies/maternity-models-of-care/contents/what-do-maternity-models-of-care-look-like/continuity-of-carer
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• Birthing on Country: For First Na�ons women, the con�nuity of midwifery led care Birthing on 

Country services offers an exemplar of how wrap-around or bundled funding can improve outcomes, 
in that ACCHO’s provide wrap-around care in a midwifery-led caseload model which manages 
pregnancy, labour and birth, transport (to and from appointments), co-morbidi�es such as diabetes, 
sexual and reproduc�ve health advice (including LARC and medical abor�on), mental health and 
domes�c violence screening23,24.  
 
First Nations babies are twice as likely to be born preterm as non-First Nations babies, which leads to 
increased morbidity and mortality rates24 and First Nations mothers are 3-5 times more likely to die 
in childbirth25. In the Birthing in Our Community model, in Brisbane, women are cared for by a midwife 
working to full scope of practice in a continuity of care relationship alongside a First Nations Family 
Support Worker. Care in this model has shown a 5.34% to 14.3% reduction in preterm births, along 
with a saving to the health care system of $4810 per mother-baby pair (in a 2023 study) 24. Recent 
research also shows that this model of care significantly reduces the number of newborn removals by 
child protec�on services at birth26.  
 

 
Midwifery con�nuity of care is a posi�ve indicator for workforce sa�sfac�on  
Increasing evidence supports that working in a MCoC model is beneficial for midwives. Midwives working 
in MCoC models have: 

• lower rates of burnout than their peers in non-continuity models and the level of burnout reduced 
over time while continuing in a continuity model, 

• more positive attitudes towards their work and showed improvement over time, particularly in 
relation to professional satisfaction, support, and client interaction, 

• lower scores for anxiety and depression scores, 
• higher midwifery empowerment scores, and 
• increased work satisfaction27. 

 
Midwives working in MCoC models report enhanced autonomy, knowledge, skills development, and 
stronger professional identity. Midwives' professional satisfaction increased over the time they worked in 
a MCoC model, and midwives valued the flexibility of working hours. 
 
Alterna�ve funding policy approaches compared to the risks of remaining at status quo 
 
Maintaining the status quo is not beneficial for women, families, or midwives.  
Bundled maternity funding is a huge opportunity to ‘improve the quality of care and outcomes for patients, 
enable greater efficiency and support better and more integrated patient pathways.’ However, and as is 
noted in the NHRA report referencing maternity bundled funding, changing these policy se�ngs is a 
significant challenge. ‘Considerable development work will be required by the Commonwealth, States and 
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Territories, together with the national bodies and relevant stakeholders, to identify and agree priority 
areas, develop a work program and pilot arrangements to refine a new payment approach’.  
  
In this instance the risk of remaining at status quo outweighs the risk of change. That said, considera�on 
could be given for a stepped approach to change via exis�ng payment systems whilst the development 
work is in train, such as  

• Bundling of Medicare items into �ered funding maternity model (antenatal, intrapartum, postnatal) 
for the primary care sector including GP’s, obstetricians and endorsed midwives. 

• Block funding to jurisdic�ons for primary midwifery care prac�ces at jurisdic�onal level such as the 
new publicly funded  Midwifery Birth Centre in Bentley, Western Australia. 

 
No level-playing field. Investment in non-medical prac��oners is required for equitable access to 
working to full scope.  

 GP/GPO/Obs Endorsed Midwife 
Access to MyMedicare Yes No 
Upload to MyHealthRecord Yes No 
MBS items reflect scope of prac�ce Yes No 
Prac�ce/ A�er Hours Incen�ves Yes No 
Rural and Remote Training incen�ves Yes No 
PII: Insurance  Yes Limited (& N/A to homebirth) 

 
Whether health funding remains at the status quo or in a new funding reform environment, there is an 
inequity in actualising midwives to be able to work to full scope of prac�ce. The midwifery profession does 
not currently have access to the tools to ensure that endorsed midwives, or midwifery prac�ces are able 
to work in the same context as GP prac�ces in primary care.  
 
In the technology sec�on in this paper, ACM references poten�al funding barriers for access by non-
medical prac��oners to MyMedicare. If the bundled funding is to sit with the woman for maternity (via 
MyMedicare as a vehicle) it is important to note that a barrier for midwives (par�cularly endorsed 
midwives) to working to full scope would be lack of direct access for midwifery prac�ces to MyMedicare. 
Endorsed midwives do not require a GP referral. If funding access were via a GP there would be both 
funding and process complexity (and could poten�ally lead to a form of renewed Collabora�ve 
Arrangements which is due to be repealed).  ACM does not support this approach. 
 
Further, midwives (and allied health professionals) do not currently have ability to upload to 
MyHealthRecord due to lack of conformant so�ware. This will need to be addressed if midwives are 
enabled to work to full scope of prac�ce in the mul�disciplinary context which is con�nuity of midwifery 
care.  
 
Incen�ves: No�ng that incen�ves are under review, it is important to note that midwives do not have 
access to any incen�ves (aside from recent inclusion of midwifery in WIP which is a GP incen�ve) to fund 
or grow their prac�ce, or to undertake training etc. Funding equivalency to medical prac��oners for 
midwives, nurses, allied health and other primary care professions and their prac�ces must be accessible 
and sustainable.  
 
Furthermore the WIP accredita�on process and cost, as well as the requirement for at least one full-time 
or part‐time general practitioner (GP) for the Work Incentive Payment (WIP) Practice Stream is prohibitive 

https://www.bhs.health.wa.gov.au/Services/Midwifery-Birth-Centre
https://www.servicesaustralia.gov.au/types-practice-incentives-program-payments?context=23046
https://www.health.gov.au/resources/collections/incentives-and-support-for-gps-and-general-practices-in-mm-locations?language=en
https://www.health.gov.au/resources/collections/incentives-and-support-for-gps-and-general-practices-in-mm-locations?language=en
https://www.health.gov.au/our-work/workforce-incentive-program
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and continues to prioritise the medical model, as opposed to equitable non-medical led multi-disciplinary 
care practices. 

 
Other funding recommenda�ons 

1. Professional Indemnity Insurance – see legisla�on and regula�on 
2. Expand COAG 19(2) exemp�on – see legisla�on and regula�on   

 
Technology 
Acknowledging technological improvement and innova�on as a key policy direc�on for the broader health 
system, the evidence indicated significant barriers rela�ng to health informa�on sharing and digital 
infrastructure, which if resolved could significantly support con�nuity of care and mul�disciplinary care 
teams. 

• How do you think technology could be used beter or differently in primary health care se�ngs 
to enable health professionals to work to full scope? 

 
• If exis�ng digital health infrastructure were to be improved, what specific changes or new 

func�ons do you think are most necessary to enable health professionals to work to full scope? 
 

• What risks do you foresee in technology-based strategies to strengthen primary health care 
providers’ ability to work to full scope, and how could these be mi�gated? 

 
There is an overall lack of midwifery representa�on in digital health and informa�cs.  The development 
and growth of digital health, including My Health Record (MHR), has been underway for many years. The 
Na�onal Digital Health Strategy outlined that: ‘Every healthcare provider will have the ability to 
communicate with other professionals and their patients via secure digital channels by 2022’. Despite this, 
many health professions including midwifery do not have access to My Health Record or similar. In the 
Primary Health Care 10-year plan, it asserts that Government will ‘Work with so�ware providers on 
poten�al products to beter support nursing and midwifery roles in primary health care’. This has not to 
date eventuated and is a significant barrier for midwives working in primary health se�ngs. 
 
Health informa�on sharing and the development of accessible digital infrastructure, which is accessible 
to all primary health care professions, is cri�cal to ensuring that the healthcare workforce can all work to 
full scope. The na�onal digital health strategy 2023 – 2028 (NDHS) and  the accompanying roadmap 
provide a fulsome account of how technology might be used beter.  
 
The NDHS Report asserts: ‘Healthcare data remains siloed, largely driven by the lack of connected digital 
infrastructure, with data processing in rural and remote services often highly manual and paper based. 
This is limiting the ability to view and track the full patient journey across the system, and between services, 
due to a lack of interoperability, the absence of cohesive standards for electronic health records, and low 
public trust in data collection and sharing. The inability to access and use accurate and timely data to 
inform clinical decisions impacts on outcomes and causes inefficiencies.’ This captures the essence of what 
is needed to be managed differently to enable all practitioners and importantly midwives to work to full 
scope.  
 
Within the NDHS Report, midwifery is men�oned but once, and allied health and nursing five �mes each; 
despite their fundamentally cri�cal roles that are undertaken. Non-medical professions must have 
equitable access and funding to develop capacity to implement, train, report and u�lise new technology. 

https://www.digitalhealth.gov.au/sites/default/files/documents/national-digital-health-strategy-2023-2028.pdf
https://www.digitalhealth.gov.au/sites/default/files/documents/national-digital-health-strategy-roadmap-2023-2028.pdf
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Currently this is not the case, the below recommenda�ons therefore encompass the three ques�ons 
above. 
 
Funding must align with digital health transforma�on needs: 
The NHRA Report recommenda�ons, including the intergovernmental agreement on Na�onal Digital 
Health must be actualised to progress digital health solu�ons and importantly data sharing. For midwifery, 
digital transforma�on is not as progressive as other professions as data sharing is limited. For example, 
there is no so�ware solu�on for midwives to be able to upload to MyHealthRecord (see point 4 below) 
and there is not a nationally available fit for purpose software for caseload midwifery care - public or 
private sector. 
 
This Governmental lack of investment in midwifery and other non-medical professions is a barrier to 
midwives’ ability to work to full scope in all se�ngs, and to best prac�ce con�nuity of midwifery care 
models being priori�sed and implemented28. It also minimises women’s/families’ autonomy to be in 
control of their and their babies’ health data; which may extend to management of co-morbidi�es 
requiring the services of a diabetes educator, die�cian, physiotherapist, GP, for example. 
 
Recommendation: 
ACM recommends that the NHRA Report recommenda�on 40 be actualised to maximise enablement of a 
digitally enabled healthcare system for all primary health professions: 
  
Recommendation 40: A future Agreement should include an explicit commitment to progress digital 
health as a key enabler to improving the health system, as an additional Schedule. The Schedule should 
reflect: a) Support and incentivisation for a digitally enabled healthcare system, including integrated 
funding for evolving models of care. b) The role of the Australian Digital Health Agency (ADHA) in 
progressing digital health. c) The Intergovernmental Agreement (IGA) on National Digital Health 2023-27 
and Connecting Australian Healthcare - National Healthcare Interoperability Plan 2023-28. 
 
Digital health enabling new and evolving funding models to maximise best prac�ce:  
Digital Health must have the capacity to be enabled to facilitate innova�ve, new, and evolving models of 
funding (see recommenda�on 40 above). There are recommenda�ons in the NHRA Report which would 
not be currently supported by exis�ng technology (and policy se�ngs). For example, con�nuity of 
midwifery care via a bundled funding model, for which the NHRA Report 14 is recommended. The 
approach to this is outlined on pages 81 and 82 of the NHRA report along with a case study (refer also to 
the Funding sec�on of this submission).   
 
The increasing costs and evolving requirements for healthcare to be digitally enabled, such as Ar�ficial 
Intelligence and machine learning to support real �me pa�ent care and virtual healthcare provision are 
not adequately reflected in funding arrangements. Given this is a complex area involving rapid 
implementa�on of ICT solu�ons, the cost data used for pricing may not reflect the ongoing and enduring 
costs associated with contemporary ICT infrastructure29. 
Recommendation: 
ACM recommends the digital enablement of NHRA recommended new and evolving funding models, 
including maternity bundled funding is actualised concurrently for all health professions to allow equitable 
access to funding for providers and equitable access to choice of care for consumers. 
 
 
 

https://federation.gov.au/about/agreements/intergovernmental-agreement-national-digital-health-2023-2027
https://federation.gov.au/about/agreements/intergovernmental-agreement-national-digital-health-2023-2027
https://www.health.gov.au/sites/default/files/2023-12/nhra-mid-term-review-final-report-october-2023.pdf
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MyMedicare must be enabled for all primary health care providers to access directly. 
Endorsed midwives do not require a GP referral to provide care to women. However currently 
MyMedicare eligibility is limited to GP prac�ces, and the accredita�on process is costly and requires a GP 
to be engaged within the prac�ce. This limits the prac�ce of non-medical professions by limi�ng direct 
access to MyMedicare, both through technology and professionally. 
 
If endorsed midwives are to be enabled to work to full scope (par�cularly with regards to ensuring future 
accessibility to direct bundled funding for maternity as per above) then they must be able to access 
MyMedicare directly (with minimal accredita�on restric�ons) and not via the GP as gatekeeper, and with 
the requirement for a GP in the prac�ce. Midwife-led prac�ces working within a mul�-disciplinary se�ng 
should be enabled, this includes Birthing on Country se�ngs for First Na�ons women and women carrying 
a First Na�on’s baby, where a known midwife is the primary maternity care provider.  
 
From a technology perspec�ve the requirement for a non-medical professional to be required to access, 
for example, funding via a GP prac�ce is inefficient and from a consumer perspec�ve it will not be enabling 
as they will have to access their care for their endorsed midwife unnecessarily via a GP. There is no 
ra�onale for Midwife (and Nurse Prac��oner) prac�ces not to have direct access to MyMedicare (and 
thus enable futureproofing bundled funding models as per above).  
 
Current MyMedicare eligible providers criteria are listed below; this is not equitable and may limit non-
medical professions to work to full scope: 

• Eligible providers can be a vocationally registered GP, non-vocationally registered GP, or a GP 
registrar 

• be accredited against the National General Practice Accreditation Scheme - non-accredited 
practices will have 12 months to register with an accreditation agency and gain accreditation. 

 
Recommendation: 
MyMedicare eligibility and accredita�on be reviewed to include non-medical prac��oners as eligible 
providers, without a registered GP requirement.  
 
MyHealthRecord: enablement to upload for midwifery and other non-medical professions.  
There is currently no midwifery so�ware that is conformant with the capability to upload to 
MyHealthRecord. There is no current ADHA plan nor funding for midwifery so�ware to be made 
conformant, to ACM’s knowledge. The onus is on the individual, is cost prohibi�ve and is an emerging 
space for midwifery. This is an impediment for midwives to work to full scope in the primary health se�ng, 
par�cularly in view of the NHRA recommenda�on to priori�se maternity bundled funding to enable 
con�nuity of midwifery care models. Con�nuity of midwifery care encompasses both primary and 
secondary care and electronic records required for both mother and baby.  
 
Midwives will also need to upload pathology results, which is due to be a legisla�ve requirement in the 
next 12 months. ‘Modernising My Health Record’ consultation notes that ‘By 30 June 2024, diagnostic 
imaging and pathology providers should be uploading patient results to MyHealthRecord. It is expected 
that legal obligations to upload results will be in place from December 2024’. Endorsed Midwives currently 
only have viewing access for MyHealthRecord and limited access and knowledge of the software 
technology.  
 
For some women, pregnancy is one of their first presenta�ons to access healthcare services, making it an 
important opportunity for screening for mental health issues, domes�c violence, and medical condi�ons. 

https://www.health.gov.au/our-work/mymedicare
https://www.health.gov.au/our-work/mymedicare
https://www.servicesaustralia.gov.au/who-eligible-to-get-mymedicare?context=65198#a2
https://www.safetyandquality.gov.au/our-work/accreditation/national-general-practice-accreditation-scheme


 

24 
Scope of Practice – ACM submission – Issues Paper 1 – March 2024 

Midwives who undertake this screening assessment have no way to record this informa�on where it can 
be accessed for future reference by other health care professionals, leaving the woman at clinical risk (and 
required to retell their story mul�ple �mes). This is a barrier to safe, quality care, and to consumer control 
of their own data.  
 
Recommendation: 
ADHA priori�se the conformance of midwifery and other health prac��oner so�ware to enable uploading 
to MyHealthRecord. 
 
Telehealth  
The NDHS clearly priori�ses telehealth as an enabler for connected health and wellbeing services. 
Telehealth is a significant opportunity for maternity, par�cularly in thin markets such as rural and regional 
Australia. It would allow women to have caseload care (if funded accordingly) via the ‘hub and spoke’ 
model of telehealth for antenatal and postnatal visits as well as sexual and reproduc�ve health.  However, 
telehealth should not be at the expense of face-to-face care and there is an increasing reliance on 
telehealth as a direct result of all of health workforce pressures. 
 

• An example of this is QuMid model of care in Queensland (QuMid is an innovative state-wide, 
midwifery focused service advancing clinical practice, support, and collaboration). It is a 
Queensland Health initiative supported by Retrieval Services Queensland and the Office of the 
Chief Nursing and Midwifery Officer (OCNMO)). QuMid’s purpose and core objectives were 
informed by the findings from the Rural Maternity Taskforce (RMT) report 2019 which are to: 

• Provide maternity-specific education and opportunities for clinical reflective practice 
• Establish and promote Telehealth Emergency Management Support Unit (TEMSU) 

midwifery models 
• Commence Retrieval Services Queensland (RSQ)/TEMSU after hours midwifery 

support 
• Provide midwifery leadership and expertise to assist with complex obstetric retrievals 

 
Data 
In terms of data the maternity pa�ent journey is complex and not well-integrated. There is a long lag �me 
for outcome measures due to repor�ng from jurisdic�ons and at a local level. The repor�ng of data varies 
from jurisdic�on to jurisdic�on as do the processes for data management within the state.  Terminology 
between hospital so�ware systems may vary: PE may mean ‘pulmonary embolism’ in one system and 
‘pre-eclampsia’ in another. This can create significant risk. 
 
Whilst every jurisdic�on reports on data to AIHW, there are different perinatal data collec�on processes 
within each state. Arguably local to each hospital there may also be varia�on in repor�ng on models of 
care and some elements could also be considered subjec�ve – for example whilst Midwifery Group 
Prac�ce (MGP) is defined as a model of care, the way the midwives work within MGP varies and this may 
impact elements such as the level of con�nuity of carer. Repor�ng of outcomes for women and newborns 
accessing private prac�ce endorsed midwives in Australia is important.  This data is not readily available 
or easily disaggregated from rou�nely collected perinatal data at state and na�onal levels. 

Federal and jurisdictional confidentiality clauses and the sharing of information is therefore problematic, 
especially in rural and remote and primary to secondary/tertiary sectors. For example, Aboriginal 

https://www.aihw.gov.au/
https://treasury.gov.au/sites/default/files/2023-03/c2023-379612-national_aboriginal_community_controlled_health_organisation.pdf
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Community Controlled Health Organisations fall under federal legislation and local hospital and health 
services fall under state and territory legislation. 

Each jurisdiction has a pregnancy health record (PHR) and mechanism for reporting on newborn progress 
i.e. a ‘baby book’. Projects are underway to standardise and digitise both the PHR and baby book, which 
aims to improve national consistency of data and an electronic version option, however inconsistencies 
remain.  
 
Data sharing between care providers is not seamless, for example, the patient journey and intersection 
between primary, secondary, and tertiary health care providers, public and private sector, GPs, primary 
health networks, private practice, pathology and radiology services, allied health, pharmacy, alternate 
therapies, AMS and ACCHOs.  Some area health services contain separate facilities with variable electronic 
and paper medical records systems. 
 
Other technology considera�ons 

• Equipment for pa�ent care and training, especially for rural and remote Australia 
• Access to Simula�on training and virtual reality   
• Improving technology and efficacy (such as developing the Cardiotocography (CTG) machine as a 

diagnos�c tool) 
• Secure messaging systems 
• Digital referrals 
• Electronic scripts 
• Real�me data 
• Decision support so�ware 
• Electronic/digital birth register  

 
Conclusion 
The role of the midwife working to full scope of prac�ce in all se�ngs, and in primary care will improve 
outcomes for women, reduce cost to Government, and take pressure off the overburdened primary care 
system, in par�cular the decline in medical prac��oners, GP obstetricians and General ruralists. 
Midwifery is an autonomous profession which is undervalued and underu�lised. ACM welcomes this 
ongoing consulta�on and is commited to ensuring that midwives can use their skills and expanded 
scope to provide women and families with the person-centred care that they have the right to expect 
and that they deserve.  
 
ACM looks forward to ongoing engagement and enabling all midwives in Australia to work to their full 
scope of prac�ce. 
   
     
 
 

Helen White      Alison Weatherstone 
Chief Executive Officer    Chief Midwife 

E: Helen.white@midwives.org.au   E: Alison.Weatherstone@midwives.org.au 

W: https://www.midwives.org.au 

  

https://treasury.gov.au/sites/default/files/2023-03/c2023-379612-national_aboriginal_community_controlled_health_organisation.pdf
mailto:Helen.white@midwives.org.au
mailto:Alison.Weatherstone@midwives.org.au
https://www.midwives.org.au/
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