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Working Better for Medicare Review – Distribution Levers 

 
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 writen submission to the Working Better for Medicare Review – 
Distribution Levers review ‘The Review’. 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.  

Midwives are primary maternity care providers working directly with women and families, in public and 
private health care se�ngs across all geographical regions.  There are over 25,0001 midwives in Australia 
and 1,123 endorsed midwives2. ACM is commited to leadership and growth of the midwifery profession, 
through strengthening midwifery leadership and enhancing professional opportuni�es for midwives. 

 
Terms of Reference 
This submission will address the subject mater as iden�fied by the Working Better for Medicare 
(Distribu�on Levers) survey ques�ons.   
 
Background 
The Review examines the effectiveness of ‘current health workforce distribution levers’. Its objectives 
include to evaluate assumptions, identify inhibiting factors, and identify improvement opportunities and 
alternative approaches for workforce distribution levers. To date current distribution levers policy has 
focused on medical professionals. In view of the declining GP and GP specialist workforce3, it remains 
critical to ensure the medical workforce is facilitated to work in thin markets.  
 
However further to the Strengthening Medicare Taskforce Report and associated current reviews, 
including the Scope of Practice review, it is evident that if ‘high quality, skilled, person centred care for all 
Australians’ is to be facilitated, the distribution levers for thin markets needs to include not only medical 
professionals but also all multi-disciplinary primary care professions, including midwives, nurses and allied 
health professionals. 
 
Midwives are the most appropriate healthcare professionals to provide primary healthcare to women and 
babies perinatally, and especially when working in Midwifery Continuity of Care models, midwifery care 
results in the best outcomes for mothers and babies, both clinically and psychosocially 4,5. 
 
Maternity in rural and remote locations 
There is a shortage of maternity care outside of regional centres6. Women living in remote areas are more 
likely to have delayed access to healthcare when they are pregnant, and complication rates are higher for 
women living in rural and remote areas, including perinatal mortality7. Availability of local maternity care 
improves outcomes for women and babies6. There is also a lack of culturally safe, accessible maternity 
care for Indigenous women living in rural and remote locations8. Maternity care in the local community 
increases cultural safety for Indigenous women. 
 
Midwifery Continuity of Care (MCoC) is a maternity care model where women see the same midwife or 
small team of midwives throughout their perinatal experience. Midwifery Continuity of Care is known to 
be the gold standard of maternity care9. Women and babies experience reduced interventions and better 

https://www.health.gov.au/our-work/working-better-for-medicare-review
https://www.health.gov.au/sites/default/files/2023-02/strengthening-medicare-taskforce-report_0.pdf
https://www.health.gov.au/our-work/scope-of-practice-review
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outcomes, both physically and4,5. In addition, MCoC costs the healthcare system 22% less than other 
models of care10. Midwives provide MCoC in publicly funded models and in private practice. 
 
Clearly the rural maternity workforce of GPs and GP Obstetricians are central to this review, however ACM 
asserts that consideration should be given to further focus on non-medical professionals, including 
midwives, in the distribution policy settings as per the objective in this review of identifying ‘improvement 
opportunities and alternative approaches’ as a key future role of distribution levers.  
 
The priority opportunities for ACM include; 

1. Prioritise scale of up MCoC models by incentivising PHNs and Health Services to implement these 
models, with multidisciplinary collaboration, as is seen in South Australia and Maryborough   

2. Remove barriers for all midwives to work to full scope of practice in all settings, including rurally 
and remotely 

3. Create equity of incentives for all health professionals  
4. Ensure that midwives are included in all incentive programs relevant to rural and remote 

locations    
5. Mandate cultural training and specific training in women’s health for overseas trained doctors 
6. Re-open rural and remote birthing services and establish new services in under-serviced areas, 

prioritising MCoC models of care 
7. Upscale roll out of Birthing on Country models of care 
8. Increase the availability of placement opportunities in rural and remote locations 
9. Implement training and incentive programs for midwives equivalent to examples such as the John 

Flynn Prevocational Doctor Training Program for medical professionals  
10. Implement bundled funding in maternity care  
11. Place-based funding approaches to create distribution levers for locations of market failure 
12. Fund and support Endorsed Midwives to receive training in skills such as pre-conception care, 

termination of pregnancy care and early childhood care 
13. Midwives hold a national registration with the NMBA. There should be a national approach to 

credentialling (national passport) and scope of practice to allow for locational flexibility  
 

In your view/experience what are the main issues regarding access to primary 
care, GPs and or medical specialists and their distribution across Australia? 
 
In this section the main issues impacting access to primary maternity care across Australia, especially in 
rural and remote settings, will be addressed.  
 
Midwifery Continuity of Care by midwives working in private practice and Midwifery Group Practice 
Midwives are the most appropriate health professionals to provide primary care to all women during 
pregnancy, labour, birth and postnatally, and the model of care with the best outcomes for mothers and 
babies is midwifery continuity of care (MCoC)4,5. Despite extensive evidence of its benefits, under 10% of 
Australian women currently have access to MCoC9. Increasing MCoC in rural and remote areas would 
increase the availability of appropriate, evidence-based primary maternity care for women. The ratio of 
midwives and nurses relative to the population working in remote and very remote areas is greater than 
the ratio of medical professionals11, so harnessing the midwifery workforce to provide primary maternity 
care would reduce the demand for medical professionals. Contrary to medical professionals, midwives 
are distributed relatively evenly across Australia, with a range of 11-18% across most Modified Monash 
Model (MMM) categories.  

https://www.sciencedirect.com/science/article/pii/S1871519222000427
https://mdhs.vic.gov.au/tag/maternity/
https://www.midwives.org.au/common/Uploaded%20files/_ADMIN-ACM/Birthing-on-Country-Joint-Position-Statement-2017.pdf
https://ruralgeneralist.qld.gov.au/john-flynn-prevocational-doctor-program/#:%7E:text=The%20Commonwealth-funded%20John%20Flynn,MMM)%202-7%20areas.
https://ruralgeneralist.qld.gov.au/john-flynn-prevocational-doctor-program/#:%7E:text=The%20Commonwealth-funded%20John%20Flynn,MMM)%202-7%20areas.
https://www.nursingmidwiferyboard.gov.au/
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Midwives are more satisfied working in MCoC models12, with lower levels of burnout and psychological 
distress13. Shortages of midwives across Australia are exacerbated by attrition rates due to job 
dissatisfaction14 and lack of opportunities to practice Midwifery Continuity of Care15. Retention of Newly 
Qualified Midwives is a challenge, and the demand for jobs in MCoC models is greater than the number 
of positions available16. Therefore, increasing the number of MCoC models in rural and remote areas 
would attract more midwives to work in these areas. Please see Appendix – Policy Brief Midwifery in Rural 
Australia by Charles Darwin University and Molly Wardaguga Research Centre. 
 
In remote areas where there is genuinely not a safe referral pathway for women experiencing intrapartum 
complications, an adapted MCoC model which excludes intrapartum care is an option which provides 
effective primary maternity care during the antenatal and postnatal period. This model of care, known as 
Maternal and Postnatal Service (MAPS), has demonstrated positive outcomes, is well received by women9, 
and is being used in some location already, for instance Alukura Maternity Services. 
 
There are multiple barriers to increasing the availability of MCoC in Australia, some of which are outlined 
below: 
Health system barriers 

• MCoC is not mandated or required as part of health service re-accreditation5 
• Funding models currently support fragmented maternity care17 
• General Practitioners have limited understanding of midwifery models of maternity care18, so are 

less likely to refer to MCoC models, if available. 
 
Endorsement to prescribe medications 

• Endorsed Midwives are midwives who have met the requirements of the Nursing and Midwifery 
Board of Australia to qualify to prescribe scheduled medicines. This means that they can provide 
Private Practice Midwifery services which meet all the perinatal needs of a well woman and baby. 
As an independent practitioner, they can relieve the maternity care burden for GPs and GP 
Obstetricians working in rural and remote locations 

• There are low but increasing numbers of Endorsed Midwives in Australia (see below): 

 ACT NSW NT QLD SA TAS VIC WA No 
PPP Total 

As at 30 Sept 2023 22 162 19 359 89 18 177 197 80 1123 
Figure 1 – Midwives with scheduled medicines endorsement2 

• The endorsement application process for midwives is time consuming and challenging19 
• The requirement for 5,000 hours of recent clinical experience prior to endorsement is prohibitive 

for midwives working part time, midwives who take maternity leave, and midwives working in 
rural and remote settings who work in hybrid jobs which include a proportion of general nursing 
work. The post-registration clinical practice hours are not based on evidence, and there are calls 
to include prescribing in pre-registration programs so that midwives graduate workforce-ready20 

• Endorsed Midwives working in public healthcare often cannot exercise their prescribing authority, 
which restricts medication access for women19 and leads to workarounds such as blank pre-signed 
pathology forms21 . Expansion of the 19 (2) exemption would allow all primary care providers, 
including midwives to work to scope, thereby maximising the workforce use.  

 
 

https://www.cdu.edu.au/mwrc
https://www.caac.org.au/service/maternity-services/
https://www.nursingmidwiferyboard.gov.au/Registration-Standards/Endorsement-for-scheduled-medicines-for-midwives.aspx
https://www.nursingmidwiferyboard.gov.au/Registration-Standards/Endorsement-for-scheduled-medicines-for-midwives.aspx
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Medicare rebates 
• Whilst out of scope for this review, it is important to note that Medicare rebates are not sufficient 

to cover the cost of a midwife in private practice, especially in remote areas where the midwife 
may need to travel long distances for an appointment. This leads to the need to charge a gap fee, 
reducing the availability of affordable maternity care options for women21 

• Planned birth at home is safe for mothers and babies22,23. In rural and remote locations, planned 
home birth may be a safer option than travelling large distances while in labour or relocating prior 
to birth.  

 
Insurance 

• There is currently only one Professional Indemnity Insurance product available to Privately 
Practicing Midwives, and this product is only available for Endorsed Midwives, and does not cover 
intrapartum care outside of hospital. This is a significant barrier to midwives working to their full 
scope of practice to provide primary maternity care in all settings in Australia, and needs to be 
urgently addressed. In rural and remote locations, where maternity care options are often lacking, 
this insurance gap significantly impacts on choices for childbearing women 

 
Recommendations 

• Prioritise scale of up MCoC models by incentivising PHNs and Health Services to implement these 
models, with multidisciplinary collaboration, as is seen in South Australia and Maryborough 

• Remove barriers for all midwives to work to full scope of practice in all settings, including rurally 
and remotely 

• 19 (2) Exemption: Enact Recommendation 37 of the NHRA mid-term report, ‘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.’ noting midwifery also to be included in this recommendation.  
 

Rural and remote birthing services 
Birthing services in remote areas have seen progressive closure over a number of years, with 138 rural 
maternity units closed across Australia between 1995 and 200524. Closure of local birthing services 
increases cost and risk for women and babies, including financial, emotional and safety risks25. Rural and 
remote women frequently need to drive up to four hours to access their nearest maternity service, and 
to relocate for a month or longer while awaiting birth25. Inaccessibility of perinatal care leads to women 
avoiding seeking healthcare until concerns are urgent, and travel distances result in roadside births25, 
unintended home births, and births attended by ambulance officers or inadequately trained nurses or 
doctors. The financial burden to families of a lack of local maternity care services includes 
accommodation, travel, and childcare costs, and current subsidy schemes are insufficient and not well 
known25. There is also a significant social, cultural, and emotional burden for women and families when 
services are not located in their community, a burden which is overlooked when only clinical outcomes 
are considered26. 
 
Closures have been based on concerns about distance to the nearest facility with the capacity to perform 
an emergency caesarean section, however these concerns do not take into account the volume of high-
level evidence for the safety of midwifery models of care for low-risk women25. Outcomes for women 
being cared for in small centres are as good as or better than for women in larger hospitals24.  
 

https://www.sciencedirect.com/science/article/pii/S1871519222000427
https://mdhs.vic.gov.au/tag/maternity/
https://www.health.gov.au/sites/default/files/2023-12/nhra-mid-term-review-final-report-october-2023.pdf
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Small maternity facilities are often closed when workforce pressures change, or availability of medical 
professionals fluctuate. An alternative to closure of these essential services is to accommodate the option 
for facilities to flex between level 2 and 3 birthing services (supporting more or less complexity and 
intervention) depending on relevant factors. 
 
Recommendations 

• Re-open rural and remote birthing services and establish new services in under-serviced areas, 
prioritising MCoC models of care 

 
Midwifery Scope of Practice and Access to Care 
Many rural posi�ons request dual registra�on (nursing and midwifery) to fill vacancies. This prevents many 
midwives from applying for these posi�ons. In some remote Australian contexts, dual qualified Registered 
Nurse / Midwives are not able to work to midwifery scope as they are employed as registered nurses.  As 
midwifery does not appear in the role description, the employee is not able to work in the capacity of a 
midwife while employed in those roles. In order to recruit and retain midwives in rural and remote areas, 
these barriers should be addressed.  
 
There are jurisdictional and local hospital level variance in what is considered scope of practice for 
midwives. Midwives are often required to be ‘credentialed’ for many areas which are routine scope of 
practice for midwives, including water immersion in labour, perineal suturing, and cannulation. In 
addition, there are many skills that are considered normal scope in some areas and extended scope in 
others. These jurisdictional variations reduce access to care for women and increase frustrations for 
midwives navigating illogical barriers to working to their full scope of practice. 
 
Recommendations 

• Midwives hold a national registration with the NMBA. There should be a national approach to 
credentialling (national passport) and scope of practice to allow for locational flexibility 

 
Midwifery Scope of Practice and Reproductive Health 
Endorsed Midwives can provide extensive primary health care to rural and remote communi�es, including 
pre-concep�on, termina�on of pregnancy, and early childhood care27. Suppor�ng midwives to offer these 
services would increase availability of primary health care for women and children in under-serviced 
loca�ons, as well as extending the con�nuity of care experience for women, which promotes a sense of 
safety and increases likelihood of accessing services. 
 
Recommendation 

• Fund and support Endorsed Midwives to receive training in skills such as pre-conception care, 
termination of pregnancy care and early childhood care 

 
First Nations Populations: Birthing on Country 
For Indigenous women and babies, intrapartum care in their community is culturally important. Deep 
spiritual connection to their homeland is a part of their heritage, and ensuring their babies spiritual 
connection to the land by Birthing on Country is deeply significant28. In addition, Indigenous women often 
experience racism from health professionals, and travel to distant urban hospitals does not allow for 
inclusion of family support28.  
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Indigenous babies are twice as likely to be born preterm as non-Indigenous babies, which leads to 
increased morbidity and mortality rates29 and Indigenous mothers are 2-3 times more likely to die in 
childbirth30. In the Birthing in Our Community model, designed by Mater Hospital, women are cared for 
by a midwife 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)29

. 
 
Birthing on Country models are being implemented around Australia, but face barriers. These include 
legislative30, as well as issues already outlined in relation to MCoC such as inadequate MBS items and lack 
of Professional Indemnity Insurance policies for out-of-hospital births20. Other challenges include 
requirements for medical practitioner presence to licence a Level 2 private maternity facility, inflexible 
and expensive unsubsidised insurance policies for hospital birth, and funding20. The RISE framework has 
been proposed and tested as a model to support widespread implementation of Birthing on Country 
models31. 
 
Recommendations 

• Upscale roll out of Birthing on Country models of care 
 
Funding 
Maternity care funding is fragmented. Funding is distributed via the MBS, public hospital funding, and 
private health insurance which has been shown to be inefficient and increases costs32.  Due to the focus 
on medical acuity and diagnosis, it also minimises choice, and is a barrier to best practice CoMC. 
 
Most maternity care funding is activity based, meaning the more episodes of care provided, the more 
funding the health service receives. Bundled funding is an alternative mechanism which funds the full 
episode of care including pregnancy, birth and postnatal care through a bundle payment model. Bundled 
maternity care funding is recommended as the pilot model for bundled funding payments in the National 
Health Reform Agreement 2020-2025, and the ACM supports this introduction as per the NHRA report, 
recommendation 13.  
  
Australian research demonstrates MCoC models deliver cost savings of up to 22% for health services when 
compared to ‘standard’, fragmented public service provision10.This cost saving is largely due to lower rates 
of intervention, operative births, and inpatient stays. Funding models should incentivise MCoC, which is 
not only less expensive to the healthcare system but also proven to result in better outcomes for women 
and babies3,4 and increased job satisfaction for midwives12. 

Recommendations 
• Implement bundled funding in maternity care 

 
Positive impacts on access 
How do the specific workforce distribution levers being reviewed help or support access to primary care, 
GPs and or medical specialists 
 
As Section 19AA, Section 19AB, DWS and DPA are all related to medical professionals, they do not 
positively impact on access to primary care by midwives, nurses, or allied health professionals. Incentives 
offered should be equitable across health professions to encourage a diverse, robust workforce which 
meets all the needs of rural and remote communities and offers choice for healthcare consumers. 

https://www.birthingoncountry.com/rise-safely
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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Incentives should recognise midwives as the most appropriate professionals to provide primary maternity 
care. 
 
Medical practitioners are integral to the provision of safe effective healthcare in rural and remote 
locations, and in terms of maternity care, distribution of GP obstetricians and GP anaesthetists is essential 
to consider. Ideally, a collaborative team of midwives, doctors and allied health professionals would 
provide maternity care services to each community. 
 
Negative impacts on access 
How do the specific workforce distribution levers being reviewed hinder or limit access to primary care, 
GPs and or medical specialists 
 
The Strengthening Medicare Taskforce Report prioritises multidisciplinary care, continuity of care, and 
reduced fragmentation. 
 

‘Coordinated multidisciplinary teams of health care professionals work to their full scope of practice 
to provide quality person-centred continuity of care, including prevention and early intervention; and 
primary care is incentivised to improve population health, work with other parts of the health and 
care systems, under appropriate clinical governance, to reduce fragmentation and duplication and 
deliver better health outcomes.’ 
Strengthening Medicare Taskforce Report, p. 3 

 
Despite these Government commitments, Section 19AA, Section 19AB, DWS and DPA are all related to 
medical professionals. Including nurses, midwives, and allied health professionals in distribution levers 
would attract a wider range of primary health care professionals to rural and remote areas. Increased 
recruitment of this wider workforce would improve choice and access for healthcare consumers, and 
support collaborative multidisciplinary healthcare. 
 
Grants and incentive schemes 
Government incentive schemes which aim to attract healthcare workers to rural and remote locations are 
overwhelmingly focussed on medical professionals, and often exclude midwives. For instance, the HELP 
for Rural Doctors and Nurse Practitioners Program does not include Endorsed Midwives. Likewise, the 
Workforce Incentive Program is largely directed at doctors. The recent inclusion of midwives into the 
Workforce Incentive Program requires promotion to encourage more GP practices to employ midwives, 
and expansion is required for private midwifery practices to receive the same incentives. 
Recommendations in the Strengthening Medicare Taskforce Report  include increased investment in the 
Workforce Incentive Program to improve multidisciplinary teamwork and empower all health 
professionals to work to their full scope of practice. Expansion to include private midwifery practices and 
increase inclusion of midwives in general practices would work towards this goal. 
 
While small grants are available for midwives relocating to rural areas, more extensive support programs 
such as the Remote Area Nursing Pathway and Rural Nursing Scholarships are available to nurses but not 
midwives. Australia’s Long Term National Health Plan specifies the goal of 3,000 new doctors and 3,000 
new nurses in rural and remote areas, but midwives are not mentioned in the document. National plans, 
funding and incentive models should prioritise midwives as the most appropriate health professionals to 
provide maternity care for well women.  
 

https://www.health.gov.au/sites/default/files/2023-02/strengthening-medicare-taskforce-report_0.pdf
https://www.health.gov.au/sites/default/files/2023-02/strengthening-medicare-taskforce-report_0.pdf
https://www.health.gov.au/sites/default/files/2024-02/incentives-and-support-for-gps-and-general-practices-in-modified-monash-3-locations.pdf
https://www.health.gov.au/our-work/help-for-rural-doctors-and-nurse-practitioners
https://www.health.gov.au/our-work/help-for-rural-doctors-and-nurse-practitioners
https://www.health.gov.au/our-work/workforce-incentive-program/about
https://www.health.gov.au/sites/default/files/2023-02/strengthening-medicare-taskforce-report_0.pdf
https://www.heti.nsw.gov.au/Placements-Scholarships-Grants/scholarships-and-grants/new-graduate-nursing-and-midwifery-rural-support-incentive
https://crana.org.au/learning-opportunities/courses/remote-area-nursing-pathway-program
https://australianrotaryhealth.org.au/applications-how-to-apply/program-scholarships/
https://www.health.gov.au/sites/default/files/australia-s-long-term-national-health-plan_0.pdf
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An important consideration when introducing incentives for health professionals to relocate to rural and 
remote locations is not to overlook those clinicians already living and working regionally. Therefore, an 
additional consideration is to incentivise midwives who already live in rural and remote locations to 
remain there, to encourage workforce stability. This must include education and upskilling opportunities. 
 
Recommendation 

• Ensure that midwives are included in all incentive programs relevant to rural and remote 
locations  

 
Modified Monash Model 
It is important to have a system for classifying areas in need of greater access to healthcare. The Modified 
Monash Model (MMM) is not a perfect system, but appears to be the best currently available tool. It is 
noted that although this system is not specific only to medical practitioners, the language used to describe 
the Model refers only to doctors, and does not reference midwives, nurses or other health professionals. 
As doctors are not the only health professionals who provide primary health care in these locations, this 
language could be misleading and potentially lead to solutions that do not consider all available avenues 
for improving access to health care for people living in rural and remote locations.  
 
Another flaw in this classification system is that the MMM does not strongly relate to healthcare worker 
shortages. For instance, some areas classified as MMM1 are listed as DWS for all specialities according to 
the Health Workforce Locator. Including MMM1 and MMM2 areas in distribution strategies calls into 
question the effectiveness of this classification system. In order for distribution levers to be constructive, 
there needs to be a way to accurately identify areas in greater need of additional healthcare workforce. 
If all MMM areas are being included, this suggests that the model is not meeting this need effectively. A 
more appropriate model would take into account real-time shortages of specific professions, and would 
also consider the most necessary healthcare professionals according to each community's needs. 
 
Recommendations 

• Place-based funding approaches to create distribution levers for locations of market failure 
 
Impacts on availability of training 
How do the specific workforce distribution levers being reviewed impact the availability of training 
opportunities for primary care, GPs and/or medical specialists? 
 
Whilst not universally available, the workforce distribution levers in general incentivise medical 
professionals. ACM recommends that consideration is given to also prioritising training opportunities for 
midwives, nurses or allied health professionals. In order to harness the full potential of the primary 
healthcare workforce, midwives and other health professionals need to be considered and included in all 
efforts to recruit and retain healthcare professionals to rural and remote locations. 
 
Students from rural and remote areas are more likely to decide to work in rural and remote locations, and 
students who undergo placements (especially long placements) in rural and remote locations are also 
more likely to choose to work in a similar area33, 34. Therefore, prioritising recruiting and training health 
professionals from areas with greater need for primary healthcare workers would be beneficial, as would 
increasing the availability of placement opportunities in rural and remote areas. 
 

https://www.health.gov.au/topics/rural-health-workforce/classifications/mmm
https://www.health.gov.au/topics/rural-health-workforce/classifications/mmm
https://www.health.gov.au/resources/apps-and-tools/health-workforce-locator/app
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In a study of nursing and allied health students and new graduates, all respondents expressed the opinion 
that recruitment and retention of nursing and allied health professionals to rural and remote areas is seen 
as less important than recruitment and retention of medical practitioners, and that nursing and allied 
health professionals are disadvantaged in this area35. Additionally, the majority of respondents were 
unaware of incentives and initiatives intended to attract nurses and allied health professionals to rural 
and remote areas35. 
 
To capitalise on the potential of midwives, especially midwives working in rural and remote locations, 
financial, legislative and education support is needed to make it easier for midwives to become endorsed 
and to upskill to work to full Scope of Practice. Furthermore infrastructure such as safe housing and access 
to childcare options is also required.  
 
Recommendations 

• Increase the availability of placement opportunities in rural and remote locations 
• Implement training and incentive programs for midwives equivalent to examples such as the 

John Flynn Prevocational Doctor Training Program for medical professionals 
 
Impacts on quality of practice 
How do the specific workforce distribution levers being reviewed impact the quality of practice for primary 
care, GPs and/or medical specialists? 
 

‘General practice incentive payment programs should be better targeted and simplified to more 
effectively incentivise innovation, and to deliver high-quality models of multidisciplinary team-based 
care with measurable quality care and health outcome improvements.’ 
Strengthening Medicare Taskforce Report, p.5 

 
The specific distribution levers do not consider midwives, nurses or other health professionals. This is not 
in line with Government commitments to prioritise multidisciplinary care. As noted above under ‘Grants 
and incentive schemes’, some incentives such as the Workforce Incentive Program and Practice Incentive 
Program reduce true multidisciplinary collaboration by only including midwives and other health 
professionals as long as they are working within a GP practice, not as independent practitioners. 
 
Section 19AB 
Section 19AB is a negative lever, as opposed to positive levers such as incentives. Levers that bond medical 
practitioners to rural and remote locations have the potential to decrease effective multidisciplinary 
teamwork between midwives and doctors, as doctors may be living and working in locations they do not 
wish to be in, and rotations in and out of rural and remote areas can fragment attempts to establish 
mutually beneficial working relationships which would lead to the best care for families. 
 
In reviewing distribution levers, consideration must be given to the personal sustainability of living and 
working conditions for health professionals in rural and remote locations. Programs such as Section 19AB 
that bond practitioners to work in areas they may not prefer must consider the potential impact on 
morale, and should include a focus on supporting health professionals to be integrated into the local 
community. Length of commitment should also be considered, and must balance the importance of 
stability against mental health and job satisfaction of the individual practitioner. Ten years is an onerous 
length of time to be required to work in a less-preferred location and / or speciality. 
 

https://ruralgeneralist.qld.gov.au/john-flynn-prevocational-doctor-program/#:%7E:text=The%20Commonwealth-funded%20John%20Flynn,MMM)%202-7%20areas.
https://www.health.gov.au/sites/default/files/2023-02/strengthening-medicare-taskforce-report_0.pdf
https://www.health.gov.au/our-work/workforce-incentive-program/about
https://www.servicesaustralia.gov.au/who-can-get-practice-incentive-program-payments?context=23046
https://www.servicesaustralia.gov.au/who-can-get-practice-incentive-program-payments?context=23046
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As a result of Section 19AB, it is  important to note that overseas trained doctors are sometimes required 
to work outside of their speciality as part of this commitment, which may not be the optimal use of their 
skills and training, and in some cases may result in doctors working in areas of healthcare they have 
relatively little training or experience in. Cultural training, especially in Indigenous culture and women’s 
health, should be provided to all overseas trained doctors, especially those working in rural and remote 
locations. 
 
Recommendations 

• Create equity of incentives for all health professionals 
− Distribution levers should consider impact on morale of health professionals, and how this 

affects healthcare consumers 
• Mandate cultural training and specific training in women’s health for overseas trained doctors 

 
Solutions  
The Australian College of Midwives recommends the following actions to improve equity of access to 
quality primary health care for rural and remote women. See details under Recommendations above. 

1. Prioritise scale of up MCoC models by incentivising PHNs and Health Services to implement 
these models, with multidisciplinary collaboration, as is seen in South Australia and 
Maryborough   

2. Remove barriers for all midwives to work to full scope of practice in all settings, including rurally 
and remotely 

3. Create equity of incentives for all health professionals  
4. Ensure that midwives are included in all incentive programs relevant to rural and remote 

locations    
5. Mandate cultural training and specific training in women’s health for overseas trained doctors 
6. Re-open rural and remote birthing services and establish new services in under-serviced areas, 

prioritising MCoC models of care 
7. Upscale roll out of Birthing on Country models of care 
8. Increase the availability of placement opportunities in rural and remote locations 
9. Implement training and incentive programs for midwives equivalent to examples such as the 

John Flynn Prevocational Doctor Training Program for medical professionals  
10. Implement bundled funding in maternity care  
11. Place-based funding approaches to create distribution levers for locations of market failure 
12. Fund and support Endorsed Midwives to receive training in skills such as pre-conception care, 

termination of pregnancy care and early childhood care 
13. Midwives hold a national registration with the NMBA. There should be a national approach to 

credentialling (national passport) and scope of practice to allow for locational flexibility 
 
 
 
 
 
 
 
 

https://www.sciencedirect.com/science/article/pii/S1871519222000427
https://mdhs.vic.gov.au/tag/maternity/
https://ruralgeneralist.qld.gov.au/john-flynn-prevocational-doctor-program/#:%7E:text=The%20Commonwealth-funded%20John%20Flynn,MMM)%202-7%20areas.
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Conclusion 
Current distribution levers focus exclusively on medical professionals, and do not acknowledge or 
capitalise on the midwifery workforce as the most appropriate health professionals to provide primary 
maternity care across Australia, including in rural and remote locations. Actioning our solutions would 
significantly increase access to quality primary health care for women and babies.   
 

 

                              
 
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 

Atribu�on: Aya Emery, ACM Policy Officer 
 
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. 
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