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Philosophy of the Ryde Midwifery group Practice

A midwife is authorised to practice midwifery by providing care to women throughout
pregnancy and childbirth. The midwife is responsible for ensuring that the care provided to
a woman throughout her pregnancy, labour birth and early postnatal period is appropriate
safe and effective, based on the woman’s identified needs and individual situation. The
Caseload midwife is known to the woman and offers individualised continuity of care.
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Executive Summary
This first evaluation of the safety and effectiveness of caseload midwifery care within the Ryde
Midwifery Group Practice supports the provision of maternity care within a community hospital
as a safe alternative to tertiary hospital based obstetric care. No adverse outcome has been
reported at Ryde since the implementation of the Ryde Midwifery Group Practice in March
2004. The quality audit supports the fact that having a known midwife for pregnancy, birth and
postnatally, enhances the experience of birth for the women involved. Having a caseload midwife
lowers the need for obstetric intervention and pharmacological pain relief in the birth process and
it increases the perception of control and comfort for women. The screening procedures,
guidelines and protocols established have been well adhered to and have substantially contributed
to the good outcomes for the service.
A service such as this, places much greater emphasis on primary level health services with an
enhanced risk management structure to refer and safely obtain tertiary medical assistance as the
need arises. It offers midwives the opportunity to provide midwifery care based on following the
women’s needs rather than primarily addressing the staffing needs of a maternity hospital. The
new caseload service is dependent on an annual salary agreement where the midwives self
manage their time around the care of each of the women booked with them. The Ryde Midwifery
Group Practice has demonstrated that such a working arrangement can improve the productivity
and work experience of the midwives involved by a measurable percentage; the ratio of women
to midwives increased from 23 per midwife (when rostered and rotating) to 33 women per
midwife for midwives on an annual salary and self managing their caseload. It lowers the costs
associated with maternity care through a changed methodology of utilisation of staff resources
both medical and midwifery with a strong emphasis on primary level health care in the
community.
The outcomes have validated the critical control measures put in place at the outset to minimise
the operational and strategic risks associated with the introduction of a midwifery led model of
care. The safety and smooth running of the service supports the appropriateness of the National
Midwifery Guidelines for Consultation and Referral (2004). The processes identified in the
rigorous risk management exercise undertaken early in the year led to key operational changes at
Ryde and its interface with RNS. These changes embraced many of the recommendations of the
NSW GMTT1 in implementing an integrated service network between RNS and Ryde hospital.2
The system changes also meet many of the recommendations of the NSW Maternity Service
Framework (2002)3. Utilising the tools identified in the quality improvement framework (SIP) 4
in particular the Clinicians Toolkit, every transfer to RNS and every non optimal pregnancy and
labour outcome has been formally peer reviewed. The service has been scrutinised continuously
by the NSW Department of Health5, the Australian Medical Association6 and the media7 since its
inception.
1

2

NSW Health Greater Metropolitan Transition Taskforce. GMTT Metropolitan Hospitals Report, August 2002

Tracy SK, Hartz D, Nicholl M, McCann Y, Latta D. An integrated service network in maternity - the implementation of a
free standing midwifery led unit. Australian Health Review 2005: 29(3): 332–339
3
NSW Framework for Maternity Services (NSW health 2002): providing structure and direction for the future development
of maternity services
4

5

NSW Health NSWHEALTH (2003) Safety Improvement Program http://www5.health.nsw.gov.au/ice/SIP.htm
nd

Minster of Health, Hon Maurice Iemma celebrated the first birthday of the new service at Ryde, 2 March 2005
Visit by Dr John Gullotta, NSW president of the AMA , Dr Andrew Pesce, AMA RANZCOG and the NSW Health Ministers
adviser
7
ABC 7.30 Report and national newspaper reports 2004/05.
6
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The midwifery care offered through the Ryde Midwifery Group Practice is an economically
viable, safe alternative to the routine system of care currently offered in NSW public health
system for women without risk markers during pregnancy. It relies on a good working
relationship established between the medical staff supporting the model and the caseload
midwives.
Notwithstanding the quality of the results obtained in the first year of the service, there appears to
be a need to establish better relationships between obstetric staff and some midwifery staff at the
referral hospital.
There also appears to be a need to rationalise the current traditional infrastructure of the maternity
service at Ryde.
The Ryde Midwifery Group Practice demonstrates that an evidence-based, woman centred
approach to the provision of public sector maternity care provides high quality, safe, appropriate
and cost effective care. It enables the midwives who are offering caseload care to practise
according to the full potential of their role, providing continuity of care to women across the
interface of community and acute services. The continuing success of the Ryde Midwifery Group
Practice depends on the ability of midwives to practise within a framework that is supportive,
collaborative and interdisciplinary.
Recommendations

Recommendation 1 That the annual salary offered to caseload midwives should be
reassessed with a view to increasing the level of remuneration. This should be undertaken in
an area wide review and award agreement. The current pilot roster project agreement
between NSCCH and NSW Nurses Association does not reflect the current workload
responsibility and accountability.
Recommendation 2 That the Area Health Service continues to engage local women in
future service planning and to publicise the RMGP service more widely to women who
have access to it locally. This will address the current unused capacity at Ryde.
Recommendation 3 That NSCCH introduce hand held notes to facilitate a seamless
transfer when women are transferred from Ryde to RNS.
Recommendation 4 That women who book for an elective caesarean section and are
otherwise healthy may book with the RMGP so that they can have continuity of care with a
known midwife in the community antenatally and postnatally whilst planning to give birth
at RNS.
Recommendation 5 That the demonstrated cost effectiveness of the RMGP should be
enhanced by offering caseload only services at Ryde.
Recommendation 6 That the space for the RMGP should remain a dedicated birth unit,
with an enhanced focus on primary health care within the community.
Recommendation 7 That further strategies should be identified to engage the local GPs in
referring women to the Ryde Midwifery Group Practice for either caseload care or shared
GP/caseload care.
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Recommendation 8 That NSCCH commit to developing a data base which will reflect the
different and important primary health measures achieved by caseload midwifery care.
Recommendation 9 That the Area Health Service continue to investigate the means by which
midwives would be authorised to order and interpret a limited range of tests and to prescribe
specified drugs as part of the care of healthy women during uncomplicated pregnancy and
childbirth, as already recommended by the 1998 ‘NH&MRC Review of Services offered by
Midwives’.
Recommendation 10. That the Area Health Service might explore innovative methods to
maintain the accommodation of the birth rooms at Ryde.
Summary Statistics
The Ryde Midwifery Group Practice was implemented in March 2004. It offers the benefits
of continuity of midwifery care to low risk non-insured women who book with a named
midwife at Ryde hospital.
In 2004 Ryde Midwifery Group Practice was Highly Commended in the NSW State Treasury
Managed Funds Risk Management Awards in 2004;
“In recognition of the development and implementation of an innovative midwifery led
model of maternity care for Ryde hospital”. (TMF 2004)
In 2005 Ryde Midwifery Group Practice was short listed in the NSW Premier’s Awards
2005
From the time of implementation of the new service there have been no maternal or neonatal
adverse outcomes.
Mothers
The clinical data available for this audit is based on the 245 women booked with caseload
midwives at the Ryde Midwifery Group Practice (RMGP) from September 1st, 2004 until
October 31st 2005. Of these women 116 were referred by their GP and a further 116 women
referred themselves to the Ryde maternity hospital (self referral) and 13 cases were unknown
referral status. There were 122 (49.8%) primiparous women (having their first baby) and 123
(50.2%) multiparous (having their second or subsequent baby). The average age was 29.6 years
ranging from 16 to 42 years (SD 5.3). The caesarean section rate for the year was 9.6%
(including elective caesarean section for breech presentation). All the women who gave birth at
Ryde had a spontaneous onset of labour and normal vaginal birth and including transfers, the
unassisted vaginal birth rate for women who planned to give birth with a caseload midwife at the
RMGP was 83.7%.
Midwives and women were guided by the National Midwifery Guidelines for Consultation and
Referral (2004) to decide where to book - Royal North Shore Hospital, or Ryde.
During the antenatal period, the midwives referred 42 women to RNS hospital. The RMGP
midwives continued to provide labour and birth care for 12 (28.5%) of women who transferred to
RNS to give birth.
During labour 44 women who began labour at Ryde were transferred to give birth at RNS. Of
these women, 11 (25%) were attended by their named midwife from the RMGP at RNS as
the accoucheur at birth. Of the women who transferred: 33 were transferred by ambulance; and
the others travelled in their own car.
Average time between calling the ambulance and response was 20 minutes (median 15 minutes;
range 0 -180 mins). Average transfer time by ambulance 26 minutes (median time 25 minutes;
range 10-45 mins). Average time from arrival until consultation at RNS was 26 mins (median 25
minutes; range 5-90 mins).
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Babies
Of the babies born with the RMGP only (1) baby had an Apgar at 5 minutes less than 7. (After 10
minutes this baby had an Apgar of 9.) No babies born at Ryde required resuscitation. There were
no reports of babies not breastfeeding at birth and more than 60% of babies were breastfeeding
on discharge from postnatal visiting.
Transfer rates
Based on the 226 records of women planning to give birth with the midwives at Ryde between
September 1st 2004 and October 31st 2005
The antenatal transfer rate was 18.5%
Intrapartum transfer rate was 19.5%
2 babies were transferred postnatally
Costs
The Ryde Midwifery Group Practice demonstrated a considerable cost saving to the Area Health
Service. These savings are based on the reduction in medical costs by a factor of 84.6%. An
increase in productivity in midwifery resources by 43.5%; represented by an increase in the
women to midwife ratio from 23 women per midwife to 33 women per midwife following
implementation of an annual salary and caseload care with a named midwife. A decrease in the
use of accelerants for labour (syntocinon and prostaglandins) with spontaneous onset of labour
increasing from 53.5% to 82.7%. A decrease in the use of pharmacological methods for pain
relief during labour. The percentage of women not requiring pharmacological pain relief
increased from 11% to 55.8%. A decrease in postnatal bed stays from 3.4 days to 2.5 bed days
representing a 30% reduction in postnatal length of stay in hospital.
Quality of the new service
Major themes emerging in the focus groups included the overwhelmingly positive experience of
the women attending the service and the caseload midwives providing the service. The service is
perceived as highly personalised, professionally delivered and safe. The screening procedures,
guidelines and protocols established have been well adhered to and have substantially contributed
to the good outcomes for the service. Also worthy of note was the good working relationship
established between the medical staff supporting the model and the caseload midwives.
However, this was not fully extended to the core midwives or medical staff and midwives at
RNSH, where there is still some room for improvement in understanding of and support for the
role of the caseload midwives.
These themes were further supported by the satisfaction survey undertaken with the women.
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Overview of the Quality Review
The aim of the quality review was:
To evaluate the quality and costs associated with a new primary health model of
maternity care supporting normal pregnancy and childbirth in partnership with a tertiary
perinatal centre.
Project Outcomes:
 Information on the maternal and neonatal outcomes following care offered by the Ryde
Midwifery Group Practice (RMGP) caseload midwives.
 A description of the processes of care within the RMGP.
 Information on the effect of the current industrial award for caseload midwives
employed under the annual salary agreement.8
 An overview of the resource use and cost effectiveness of the new system.
 Information on the women’s experience of birth within the RMGP.
 Focus group evaluation of the women’s, the midwives and the obstetricians’ experience
of the new service.
 Information on the sustainability of the caseload - 40 primary cases and 40 secondary
cases per annum.
 Preliminary findings from a ‘patient journey model’ to identify and evaluate ‘processes
of care’ within the new system.
Methods: Both quantitative and qualitative methodologies have been utilised.
Audit:
1. Clinical data: maternal and neonatal outcome data available for women who booked with
the RMGP from 1st September 2004 to 31st October 2005. (There were 245 cases to audit).
2. Economic data: An audit was undertaken by the researchers in collaboration with Dr Scott
Lisle, the NSCCH performance manager to measure the resource use attributed to the new
model of care compared with the previous service model.
3. Questionnaires:
a. Satisfaction survey instrument was developed and tested to measure satisfaction
with care.9 Of the 61 satisfaction questionnaires administered at random during
May and August 2005, 40 were returned. The questionnaire was given to women at
the conclusion of the postnatal episode following the last midwifery postnatal visit
with a return addressed stamped envelope. The instrument included both open and
closed questions; Likert scale evaluations and limited descriptive replies to open
ended questions.
b. Maslach Burnout Inventory10 was used to measure the levels of ‘personal
achievement’, ‘depersonalisation’ and ‘emotional exhaustion’ of the Ryde
midwives. Of the fifteen surveys administered, 13 were completed.
4. Focus Groups were facilitated by an external psychologist, Dr Lisa Woodland. Data were
collected from a series of four focus groups, held respectively with women and their
partners, caseload midwives, core midwives and key medical staff.
5. Case Study
Computer Patient Journey Modelling. 11 The initial findings of this project will be
available. Further research is to be undertaken with the case study
8

NSW Nurses Association agreement for caseload midwifery in NSW 2003 drawn up with NSH at the commencement of
the model.
9
Based on the evaluation form developed for the evaluation of the Alternative birthing project in WA and used in the
1;2
evaluation of the WA Community Midwifery Program
10
Maslach C. & Jackson S. (1986) Maslach Burnout Inventory, 2nd ed. Consulting Psychologist’s Press, Palo Alto revised
by Professor Jane Sandall (1998) Midwifery work, family life and well-being: a study of occupational change, Unpublished
Doctoral Thesis, Department of Sociology, University of Surrey 1998
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Project Management: The project was supervised by Assoc. Prof Sally Tracy 12 and
administered by the Director of nursing services at Ryde Hospital, Rae Conway. The project was
managed on a day to day basis by Donna Hartz, Coordinator Midwifery Practice Development,
Northern Sydney and Central Coast Area Health Service for four months beginning 15th August
2005 until 23rd December 2005. Information of costs was contributed by Scott Lisle and Stephen
Browne. Focus groups were facilitated under a contract awarded to an independent psychologist,
Lisa Woodland. The clinical data was scrutinised externally by Professor Lesley Barclay and Dr
Sue Kildea. Computer modelling was undertaken by Joanne Curry (PhD project under the
supervision of Assoc Prof. Sally Tracy with Dr Carolyn McGregor, UWS and Donna Hartz).
Funding the Evaluation: ST was funded for one day a week through her position in the Area
Health Service and through the NH&MRC Capacity Building Grant (HERON)13
DH was funded through her position as CMC3, NSCCH.
Timetable for project: The quality audit took 4 months from commencement. The computer
modelling project is expected to take 12 months from commencement.
Ethical considerations: Ethics approval is being sought from the human research ethics
committee of Northern Sydney and Central Coast Area Health Service and the UNSW and UWS
for some identified areas of the project that will be published in peer reviewed journals.
Dissemination: The results of the quality audit are published in this report.
Background
In July 2003 in line with GMTT14 the two Maternity units at Ryde and at Royal North Shore
Hospitals amalgamated to become one Maternity service on two campuses. There was a need to
rationalise maternity services in response to a declining local birth population. This, in
conjunction with the NSW Maternity Services Framework15 recommendations to improve
continuity of care for birthing women led to the introduction of the Ryde Midwifery Group
Practice.This represents a new integrated system of care where primary-level maternity unit
offers midwifery led care and women with identified risks are transferred into a perinatal
centre to access tertiary-level obstetric technology and staff when required.
The concept of continuity is not new, but together with mounting evidence1, there is consumer
pressure 2 to replace the fragmented care now in operation in many maternity units with models
of care that both meets the needs of women and the professionals. Where ‘caseload’ midwifery
models have been implemented and evaluated the outcomes show they are of benefit to women
and babies3. The published perinatal outcomes from countries such as Norway and New Zealand
that offer a primary health maternity model also show a marked benefit and a level of safety for
women who give birth in these facilities4.
The Ryde Midwifery Group Practice (RMGP) offers pregnant women from Ryde the option to
birth at their local hospital and receive continuity of care from a known midwife throughout their
pregnancy, birth and during the postnatal period. The service was developed in collaboration with
consumers, midwives, doctors and managers from the Ryde area and commenced in March
2004. While appropriate and innovative by Australian standards, this midwifery led model of
11

The resulting documentation, outlining the ‘future patient journey’ for midwifery practice can then be used as a
benchmark for the further development and enhancement of the processes of care informed by the ACMI National
4
Midwifery Guidelines for Consultation and Referral .
12
in consultation with Dr Michael Nicholl and Professor Lesley Barclay
13
The Health Research and Outcomes Network (HERON) is a collaborative program of the SAX Institute and The
University of Sydney, The University of New South Wales, University of Technology Sydney, The Cancer Council
NSW and NSW Health using population health data to improve health services, policy and planning.
14
NSW Health Greater Metropolitan Transition Taskforce. GMTT Metropolitan Hospitals Report, August 2002
15
NSW Framework for Maternity Services (NSW health 2002): providing structure and direction for the future development
of maternity services
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care presented unknown and untested safety, organisational and operational risks in the
Australian context. A synthesis of best available clinical evidence as well as quality and risk
assessment tools has been utilised to deliver appropriate and impressive maternity care outcomes
for this midwifery led model of care.
In 2001 the Greater Metropolitan Services Implementation Group5 identified ‘smaller suburban
metropolitan maternity units are seen by the community as important local facilities: close to
home and family, midwife driven and low in intervention.’ GMSIG recommendations included
networking of smaller suburban maternity units with larger units. Ryde maternity integrated into
the Division of Women Children and Family Health that spans the lower sector of Northern
Sydney Central Coast Health and incorporates Royal North Shore (RNSH) and Ryde Health
Services. In 2003 at Ryde Maternity, diminishing anaesthesia capabilities, declining births,
concerns over quality and safety, in the presence of strong consumer demand provided the
impetus for a change in maternity services provision.
The inaugural meeting of the Ryde Hospital Maternity Service Action Plan Steering Committee
was convened on Friday 4 July 2003 at 11am in the Ryde Hospital Conference Room. It was
chaired by Deborah Latta, Royal North Shore & Ryde Health Service General Manager. A
Steering Committee was formed and the terms of reference were refined. A preliminary proposal
was submitted for consideration.6 Key stakeholders included consumers; midwives; Area, Sector
and Hospital Administrators; academics; obstetricians, neonatologists, anaesthetists & General
Practitioners; ambulance service; the Clinical Midwifery Consultant from RNS ; and the current
Nursing Unit Manager at Ryde.
It was agreed that a Workplace Action Group be formed to design a service model. This group’s
responsibilities were to:
• work on different models of care, including proposal for a primary health care
model—caseload midwifery
• look at the Draft Action Plan and its timeline to assess whether they are reasonable
• refine the current exclusion criteria
• review obstetric and medical requirements
• review anaesthetic issues.
The first Workplace Action Group (Working Party) was held on July 11th 2003 and chaired by Dr
Sally Tracy, Associate Professor of Midwifery Practice Development for Northern Sydney Area
Health Service. The Working Party consisted of consumers, midwives, obstetricians,
neonatologists, representatives from the Hornsby Ku-ring-gai & Ryde Hospitals Division
of General Practitioners Programme and hospital administrators. It met at Ryde hospital every
fortnight between July and December 2003.
The final proposal for the Ryde Midwifery Group Practice was submitted in summary form to a
full meeting of the Board of the Area Health Service in January 2004.
Following the implementation of the model a Risk Management Working Group was formed in
June 2004. This group consisted of an obstetrician, the divisional manager and midwives who
met with the Treasury Managed Funds Senior Risk Management Consultant. A risk management
exercise was undertaken using the methodology of the Australian and New Zealand standard on
Risk Management, AS/NZS 4360:1999 to identify changes in care provision and processes. A
series of quality and risk management tools were identified to be utilised or developed to form
the quality/risk management system. The system processes that were identified and strengthened
along with the National Midwifery Consultation and Referral Guidelines have resulted in the safe
systems of care evident at Ryde hospital.
Each week the midwives meet at Ryde hospital with a member of the obstetric staff from RNS
hospital to review case notes of women who intend to book with the RMGP midwives, and to
peer review cases of interest and non optimal outcomes. The radical change in the maternity
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system of care follows several of the pointers from a well known leader in quality improvement
in health care16 in “setting bold aims, measuring progress, finding alternative designs for the
work itself, testing changes rapidly and informatively, (and demonstrating) a high degree of trust,
a bias toward teamwork” (Berwick 2003:449).
Planning & Implementation
January 2004: Australian College of Midwives (ACMI) National Midwifery Consultation and
Referral Guidelines7 emerged from implementation of RMGP. (These provide an evidence
based framework for scope of midwifery practice.)
February 2004: Caseload midwives undertook obstetric and neonatal emergencies training and
further workshops in perineal repair and examination of the well neonate.
March 2004: Six month transition phase commenced. Ryde Obstetricians provided early
pregnancy screening and on-call obstetric consultation to RMGP. Screening tools and further
clinical guidelines were developed including the antenatal and intrapartum algorithms for use by
the Ryde Emergency Department during transfers.
September 2004: Ryde VMO Obstetricians withdrew support and the screening and
communication pathways and guidelines were implemented.
These involved:
• Early antenatal record review and ad hoc clinical review by a RNSH obstetrician and
Ryde midwives using ACMI guidelines to ensure the appropriateness of women
booking and receiving care at Ryde.
• A 24 hour on-call telephone liaison/consultation roster of senior midwives established
alongside the high risk obstetric roster for the statewide pregnancy referral service.
• Peer review was implemented on a weekly basis. This entails a prospective audit using
clinical indicators as well as the discussion and review of intrapartum & neonatal
transfers, postpartum problems and readmissions. Case summaries are reviewed by the
multidisciplinary group enabling continuous clinical practice improvement
• Clinical networking began with RNSH for antenatal women in moderate and high risk
groups. This process involves women being seen at the high risk antenatal clinic at
RNS before decisions are made to wholly or partially transfer their care.
• Underpinning these quality measures are tools and guidelines of the Safety Improvement
Program of NSW HEALTH 8

16
Donald Berwick (2003) from the Institute for Healthcare Improvement, US Improvement, trust, and the
healthcare workforce. Qual Saf Health Care. (6):448-52.
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Source: Tracy SK, Hartz D, Nicholl M, McCann Y, Latta D (2005)An integrated service
network in maternity - the implementation of a free standing midwifery led unit. Australian
Health Review 29(3): 332–339
What is the Ryde Midwifery Group Practice?
The restructure of the Ryde Maternity services met the NSW GMTT17 recommendations to
ensure an accessible, efficient, safe and effective maternity service. In addition the restructure
facilitated the transition of the two Maternity services into one lower Northern Sector Maternity
Service (an integrated system of maternity care). This ensures a cost effective, safe, sustainable
alternative to the current system in accordance with the Clinical Governance for Northern
Sydney Health Implementation Plan.18 The central components of The Ryde Midwifery Group
Practice (RMGP) are ‘collaboration’ and ‘teamwork’.
17

NSW Health Greater Metropolitan Transition Taskforce. GMTT Metropolitan Hospitals Report, August 2002
The Area strategic plan specifically intends that
Our communities are informed and involved in health issues including the development, delivery and evaluation of our
services
The mix of health services we provide and the partnerships we develop best meet the needs of our communities
Our systems of care are person centred, safe and effective

18
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Caseload midwifery care involves a caseload of approximately 40 women per FTE midwife
annually throughout the pregnancy, birth and early postnatal period. The caseload midwives are
contracted on an annual salary 19 and are largely self-managing, deciding their own working
patterns and negotiating their own leave cover. They manage and maintain relationships with a
variety of other primary health teams. The women they book give birth in a low risk setting at
Ryde within the accepted Guidelines20 for consultation and referral. Where there are identified
risks for pregnancy or birth, women transfer to RNS to give birth. Ryde hospital has the capacity
to respond to unexpected emergencies that may arise during the course of normal labour and
birth, or through unplanned presentations. An emergency caesarean section may be performed at
Ryde in the case of immediate threat to the life of the mother or baby.21 Women are informed
that epidural analgesia is not routinely available at Ryde. Women are also informed of the
benefits of having a ‘known’ caregiver for continuity during childbirth. Women who have had a
previous caesarean section are advised to book in elsewhere.
Following birth at Ryde, women are encouraged to go home after 4 hours, for their postnatal care
at home. The caseload midwife undertakes all postnatal care at home for the following 4-6
weeks, or approximately five to ten postnatal visits (as needed).
Core midwifery care is provided by the remaining midwives employed at Ryde maternity unit.
They offer care through the midwives antenatal clinic, and offer women the option to give birth
with the midwives in a low risk setting at Ryde within the accepted Guidelines. Postnatal care is
offered at Ryde and at home with the Early Discharge Program (EDP). All complicated births
transfer and take place at RNS rather than Ryde. Core midwives fill a roster of 3 in the morning 2
on PM and 2 on nights. They also care for a spill over of general medical patients who are nursed
in the unused postnatal wards. The current Midwifery Unit Manager manages the day-to-day
administration of the maternity unit.
GP/shared midwifery care with antenatal care shared between GPs and the midwives at Ryde and
the option for women to give birth with the midwives in a low risk setting at Ryde within the
accepted Guidelines. Postnatal care is offered at Ryde and at home with the Early Discharge
Program (EDP). All complicated births transfer and take place at RNS. The Ryde maternity
hospital is run along the lines of a ‘free- standing ‘ low risk units defined by its location on a
separate site from a consultant led maternity unit at RNS hospital 22,23,24
-

Our environment values and supports staff through workplace innovation, staff development and participation
Our capital and service infrastructure supports person centred, safe and effective care
As an organisation we contribute positively to society
19
This Industrial Agreement negotiated with NSW Health, NSWNA (the Industrial arm of the Australian Nurses Federation),
NSWMA (the NSW Branch of the Australian College of Midwives) and Northern Sydney and Central Coast Health.
20
National Midwifery Guidelines for Consultation and Referral published by the Australian College of Midwives Inc. January
2004
21
Based on the findings of the UK National Sentinel Caesarean Section Audit “Primary indications for caesarean section
(CS), as reported by clinicians, by grade of urgency” p 53 RCOG Clinical Effectiveness Support Unit October 2001
22
Zander L Chamberlain G (1999) ABC of Labour care: place of birth. BMJ 318:721-723
Department of Health (1993) Changing Childbirth. The Stationary Office Books, London.
Kirkham M (2003) Birth Centres: A Social Model for Maternity Care. Elsevier Science Ltd, London.
Cumberlege (2003) cited in Kirkham
23
Free-standing Birth Centre - In recent years there has been a growing interest in freestanding maternity units. The
concentration of high risk obstetric services, public demand for more accessible and personalised care, and midwives’
desire for increased professional autonomy have all contributed to the need to explore alternative means of providing high
quality care to low risk women. This model of care is currently very popular in the UK where there are at least 5 5
freestanding birth centres now operating. (Kirkham 2003) In the UK three quarters of all fee standing maternity units are les
than 20 miles from the nearest consultant led unit, the most isolated unit being 50 miles distant from a hospital unit.
Currently there are:
29/55 freestanding units run by midwives with no on site involvement from GPs or obstetricians.
14/55 run by GP/midwives.
3/55 intrapartum care managed by midwife and obstetrician on site.
They illustrate how some maternity services have re-shaped their style of care, giving choice and organising their services “
in a way that does not jeopardise safety, yet is kinder and more welcoming and more supportive to the women whose
needs it is designed to meet” (Cumberlege 2003)
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Medical Support
Medical support is available at all times in the following ways:
o Anaesthetic services are no longer offered routinely, however, the Ryde anaesthetists are
prepared to respond to an urgent call for a caesarean section where either the mother or
the baby’s life is at stake. Women are advised of this situation at booking in, and
encouraged to give birth without the need for epidural anaesthetic at Ryde, or
alternatively transfer to RNS.
o Women who require specialist medical attention during labour, birth or the immediate
postpartum transfer to RNS for assistance. The recommended time interval has been
achieved to date.25
o Consultant obstetricians are available for urgent assistance in a life threatening
emergency at Ryde for assisted urgent delivery or caesarean section, whichever is
appropriate. This is considered a rare event and so far all women have been transferred
to RNS for timely assistance.
o Medical consultation occurs between the midwives at Ryde, the designated senior
midwife practitioners and the designated obstetric specialists26 according to an arranged
phone roster. Alternatively, midwives transfer women to RNS after phoning the senior
midwife at RNS hospital. There is currently no arrangement for midwives to consult
with the obstetric specialist on duty at RNS.
o Where a midwife from the Ryde Midwifery Group Practice recognised a need to consult
with her midwifery colleagues and /or medical specialists for advice, she would be
encouraged to ring either the midwives or the specialist obstetrician rostered on call for
the Phone Advice Roster.
o As part of the network arrangement between Ryde and RNS a medical review is held
each week at Ryde
Clinical Outcomes
The Ryde Midwifery Group Practice was acknowledged in 2004 as a leader in the provision of
continuity of midwifery care within a primary health model 27 for women without identified
medical risk factors. More than 50% of the women who booked at Ryde are new migrants, or
second and third generation migrants who have an established ethnic community network within
the area. They represent a culturally and linguistically diverse (CALD) population within the
Northern Sydney & Central Coast Area Health service that is 84.5% English speaking, and has
very few Aboriginal and Torres Strait Island women (0.6%).9 Referrals to Ryde are mainly from
their own language specific GPs or from within their own communities.

24 “A free standing birth centre is an institution that offers care to women with a straightforward pregnancy and where
midwives take primary professional responsibility for care. During labour and birth medical services, including obstetric,
neonatal and anaesthetic care are available should they be needed, but they may be on a separate site which may involve
transfer by car or ambulance” (Stewart et al 2005:8)
25
MacKenzie IZ, Cooke I. What is a reasonable time from decision-to-delivery by caesarean section? Evidence from 415
deliveries. BJOG. 2002 May; 109(5): 498-504. This study concluded that ‘fewer than 40% intrapartum deliveries by
caesarean section for fetal distress were achieved within 30 minutes of the decision… There was, however, no evidence to
indicate that overall an interval up to 120 minutes was detrimental to the neonate unless the delivery was a 'crash'
caesarean section’
26
The rostering of medical personnel on this roster coincides with the “High Risk Pregnancy/Maternal-Fetal Transfer Advice
Roster” already in place at RNS Hospital.
27
In 2004 Ryde Midwifery Group Practice was Highly Commended in the NSW State Treasury Managed Funds Risk
Management Awards in 2004;
“In recognition of the development and implementation of an innovative midwifery led model of maternity care for Ryde hospital”.
(TMF 2004)
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Forty per cent of women are from a mixed socio-economic group of middle class and/or working
mothers who do not have private health insurance and book in the public hospital system. Ryde is
serviced by a reliable bus service which does not continue from Ryde to RNS hospital.
From the time of implementation of the new service there have been no maternal or neonatal
adverse outcomes.
Mothers

From September 1st, 2004 until October 31st 2005 there were 245 women who booked at Ryde.
Of these women 116 were referred by their GP and a further 116 women referred themselves to
the Ryde maternity hospital (self referral) and 13 cases were unknown referral status. There were
122 (49.8%) primiparous women (having their first baby) and 123 (50.2%) multiparous (having
their second or subsequent baby). The average age was 29.6 [SD 5.3] years ranging from 16 to
42 years. Following transfer to RNS hospital, the caesarean section rate was 9.6% (including
elective caesarean sections for breech presentation).
All the women who gave birth at Ryde had a spontaneous onset of labour and normal vaginal
birth and including transfers, the unassisted vaginal birth rate for women who planned to give
birth with the caseload midwives at the RMGP was 83.7%.
At Ryde the average time for 1st stage of labour was 5 hours 34mins (median 5 hours); average
length of 2nd stage of labour was 57 mins (median 33mins).
The average blood loss was 310 ml (90% of women less than 500mls) and there were 3 cases of
PPH with a blood loss greater than 500 ml and less than 2000ml. No women required volume
replacement.
Of the 179 women who began labour at Ryde 48% had an intact perineum (66/137 women). One
episiotomy was performed at Ryde and there was one 3rd degree tear.
Amongst the women who gave birth at Ryde 67.4% did not require additional pain relief other
than position changes; nitrous oxide (23.6%); opioids (3.3%) and other non pharmacological
methods (5.7%).
The National Midwifery Guidelines for Consultation and Referral (2004) guided the decisions to
transfer either antenatally or intrapartum. Transfers took place between Ryde hospital and Royal
North Shore Hospital.
During the antenatal period, the midwives referred 42 women to RNS hospital before the onset of
labour. The RMGP midwives continued to provide labour and birth care for 12 women who
transferred to RNS to give birth.
During labour 44 women were transferred from Ryde to RNS. Of these women, 11 (25%)
continued to be cared for by the midwives from the RMGP at RNS.
In all, approx 37 % of all the women who transferred care to RNS continued to be cared for
during their labour and birth by the RMGP midwives.
The transfer rate shows a conservative index of referral and consultation consistent with
expectations of the new midwifery led model, and compares favourably with other published
rates (see refs).
Of the 42 women transferred antenatally before the onset of labour: labour was induced in 12
women who had post dates pregnancy referred at 41 completed weeks, and 3 women who were
hypertensive. There were 6 women who had a premature rupture of membranes; 5 who
developed hypertension during pregnancy and 4 women who developed gestational diabetes. Of
the 42 women there were 12 women who had a medical condition apparent at booking in that
required more intensive level antenatal care at RNS.
During labour 44 women who began labour at Ryde were transferred to give birth at RNS. All
transfers were undertaken in a timely manner without the need for any urgency. Of the women
who transferred: 33 were transferred by ambulance; and the others travelled in their own car.
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There have been no category 128 emergencies at Ryde since the RMGP began operation. The
average time between calling the ambulance and response was 20 minutes (median 15 minutes;
range 0 -180 mins). The average transfer time by ambulance was 26 minutes (median time 25
minutes; range 10-45 mins). The average time from arrival until consultation at RNS was 26
mins (median 25 minutes; range 5- 90 mins).
The most common reason for intrapartum transfer was prolonged 1st stage of labour (28
women). Nine of these women required a Caesarean section; 2 had a forceps delivery, and 8
proceeded to a normal vaginal birth. The other 9 women had an assisted birth for prolonged 2nd
stage labour.
One woman was transferred in prolonged 2nd stage of labour resulting in a forceps birth at RNS.
Three women requested epidurals. Two of these women continued on to have a normal vaginal
birth and one woman had a caesarean section.
Three women were transferred to RNS with a retained placenta after a normal vaginal birth at
Ryde.
Two women transferred with meconium stained liquor resulting in one forceps birth and one
unassisted vaginal birth.
One woman had a preterm onset of labour and gave birth to a baby at RNS without any
assistance.
One woman transferred from Ryde for a repair of a 3rd degree tear.
Babies

Of the babies born with the RMGP only (1) baby had an Apgar at 5 minutes less than 7. (After 10
minutes this baby had an Apgar of 9.) No babies born at Ryde required resuscitation. Two babies
who were normal vaginal deliveries (Apgars of 9 & 10) were admitted to RNS. One baby was
under observation overnight; and the other baby received phototherapy for neonatal jaundice
secondary to a medical condition. Both were discharged without incident. There were no reports
of babies not breastfeeding at birth and more than 60% of babies were breastfeeding on discharge
from postnatal visiting.
Following intrapartum transfer to RNS hospital for 44 women, 1 baby born by caesarean section
had an Apgar of 6 at 5 minutes. This baby scored 9 at 10 minutes and was discharged home
without incident.
Northern Sydney & Central Coast Area Health Service

There have been no baby deaths since the implementation of the Ryde Midwifery Group Practice
and no emergency operative births performed under emergency circumstances at Ryde hospital.
There have been no maternal deaths and no serious maternal morbididty. The annual perinatal
mortality for the Northern Sydney & Central Coast Area Health Service was reported 7.0 per
1000 births for 2003. This is lower than the NSW state perinatal mortality rate of 8.6 per 1000
births in 2003.
According the NSW Health (2005) Mothers and Babies Report for 2003, the highest rates of
instrumental delivery (12.1%) and the highest rate of caesarean section (32.0%) in NSW
occurred in the NS & CC Area Health Service (2003)10. The clinical outcomes for the rates of
instrumental birth and caesarean section for the RMGP were considerably below these rates
(6.7%) and (9.6%) respectively.
In New South Wales in 2003 about one in four mothers were born overseas most commonly in
the United Kingdom (2.8 %), New Zealand (2.5%), Vietnam (2.2 %), and Lebanon (2.0 %).
28

Category 1 emergency where there is a threat to the life or the mother or baby requiring urgent medical intervention at
Ryde.
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Figure 1 shows the cultural diversity of the population of women who booked with RMGP
during the last twelve months.

Fig 1. Cultural diversity of Ryde families

In examining the clinical outcomes of women who were cared for by caseload midwives at the
Ryde Midwifery Group Practice we excluded 19 records from the analysis of antenatal care for
the following reasons: 11 families left the district to live elsewhere; 3 women who had a
miscarriage <20 weeks gestation; 4 women chose to transfer their care to Royal North Shore (1
for an elective induction of labour; 1 for access to epidural pain relief and 2 who preferred to be
cared for at RNS because it was more convenient and who had no identified risks). One woman
came into labour when the unit at Ryde was closed due to weekend staff shortages in the backup
emergency theatre. This left a total of 226 case records. We excluded a further five cases from the
analysis of outcomes relating to women who planned to give birth at Ryde - 4 case records
where the baby was in a breech position and the women had planned to have an elective
caesarean section at RNS; 1 case where a woman planned to give birth at RNS with the RMGP
midwife. This left a total of 221 records for analysis. (See Figure 2)
There were 2 postnatal transfers following birth.

QUALITY REVIEW OF THE RYDE MIDWIFERY CASELOAD PRACTICE

19

Figure 2. Flow chart showing the number of women excluded from the analysis of clinical
outcomes, Ryde Midwifery Group Practice.

EXCLUSIONS

11

Women booked with Caseload
Midwives at RMGP
N = 245

3

Families who moved from the area

Miscarriage (less than 20 weeks)

4

Transfer to RNS by choice - all care at RNS

1

Ryde hospital closed for weekend

After (19) exclusions,
N = 226

Previously planned transfer for
elective C section for breech

4

After a further (5) exclusions,
for planned birth at RNS
N = 221
1

42
Antenatal transfers to RNS
before the onset of labour

After antenatal transfers
N = 179
analysed for intrapartum
outcomes

44
Intrapartum transfers to RNS
during labour

Previously planned to give birth at RNS with her
named caseload midwife
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Table 1. The maternal and infant characteristics of women booked to give birth with the caseload
midwives in the Ryde Midwifery Group Practice (N= 226)
RMGP
N = 226
(100 %)

Other
comparators

Maternal factors
Maternal age (years)
<20
20-34
>34
Parity
Primiparous
Multiparous
Health Insurance Cover
Private
Public
Baby factors
Plurality
Singleton
Twin
Breech presentation
Average gest. age at birth (weeks
Median age at birth (weeks)

7
(3.0)
181 (80.0)
38 (16.8)
117 (51.8)
109 (48.2)
0
226

(100)

226

(100)

4

(1.0)
39.5
40.00

NS &CC 2003
N= 13142 (%)
212
(1.6)
9198
(70.0)
3732
(28.3)
NSW 2003
N=85032 (%)
35879 (42.2)
49153
(57.9)
Australia 2003
N = 750116 (%)
236093 (31.5)
497470 (66.32)
NSW 2003
N= 86414 (%)
83677 (96.8)
2660
(3.1)
Approx 5%
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Table 2 Selected labour and birth characteristics and infant outcomes for women planning
to give birth with the caseload midwives RMGP for 2004-05 who gave birth at Ryde or
RNS (following transfer). Comparators include Ryde 2003 before the implementation of the
new service; alternative sites for women in the catchment area, RNS 2003; RN Private
2003; and the latest published population data for the state, NSW, 2003.

Maternal factors
Onset of Labour
Spontaneous onset
*Induction
#Augmented
Mode of birth
Unassisted vaginal
Forceps
Vacuum
C/S with labour
C/S without labour
Analgesia/anaesthesia
Nil
Epidural
IM opioids
Nitrous Oxide
Spinal
Perineal status
Intact
1st degree tear/graze
2nd degree tear
3rd degree
Episiotomy
other
Postnatal length of stay
Baby Factors
Gestation at birth
(weeks)
32-36
37+
Admit to SCN
Admit NICU

RMGP
2004/05
N = 226
%

Ryde 2003
N = 443
%

RNS 2003
N = 1629
%

NS Private
N = 2237
%

NSW 2003
N = 85032
%

82.7
7.1
0.4

53.5
12.9
9.9

42.5
14.2
12.4

34.5
18.6
9.3

44.8
14.1
8.5

83.7
4.6
2.1
8.1
1.5

70.9
5.0
1.8
7.0
14.9

54.9
4.7
5.8
15.0
18.0

44.3
3.7
10.6
14.8
26.5

62.8
3.4
6.8
11.5
15.1

55.8
14.4
2.7
21.2
0.0

11.3
15.6
26.9
49.0
15.8

4.5
29.8
22.4
49.6
24.0

2.7
55.0
8.3
30.6
23.3

10.5
27.7
24.8
46.5
12.6

43.9
15.7
32.6
2.2
5.6
0.0
2.5

19.1
26.4
25.4
2.0
15.6
5.8
3.4

13.1
32.1
30.8
4.1
13.0
12.6
3.6

14.1
19.1
32.4
3.4
27.1
3.5
4.5

27.0
28.6
22.8
1.7
14.5
4.5
3.5

4
(1.9)
222 (98.1)
0
1
(00.4)

8
(1.8)
431 (97.1)
77 (17.5)
0

147
1437
131
250

(8.7)
(84.9)
(7.8)
(14.9)

100 (4.4
2161 (94.9)
155 (6.9)
6
(0.3)

4810
80369
12925
2277

(5.6)
(93.0)
(15.0)
(2.7)

Source: Population data for Ryde hospital 2003(prior to RMGP); Royal North Shore Hospital
(RNS); North Shore Private (NS Private); NSW State Average 2003 from the NSW Mothers and
Babies Report 2003 NSW Health 2005
# Augmentation includes the use of oxytocic drugs after spontaneous onset of labour.
* Induced labour includes the initiation of labour by the use of oxytocic agents, prostaglandins, or
their derivatives (oral, intravaginal or intravenous).
1st degree tear: a perineal graze–laceration–tear involving: the fourchette, hymen, labia, skin,
vagina, or vulva.
2nd degree tear: a perineal laceration or tear involving the pelvic floor or perineal muscles or
vaginal muscles.
3rd degree tear: a perineal laceration–tear involving the anal sphincter or rectovaginal septum.

QUALITY REVIEW OF THE RYDE MIDWIFERY CASELOAD PRACTICE

22

Table 3 Antenatal transfers from Ryde to RNS amongst women planning to give birth with
a caseload midwife at RMGP, 2004-05. Five women who planned to transfer to give birth at
RNS were excluded from this analysis. Number who planned to give birth at Ryde N = 221
(See Figure 2.)
Reasons for Antenatal transfer
N = 42
Medical reasons
Induction of labour for postdates
Hypertension
Gestational hypertension
Gestational diabetes
Premature rupture of membranes
(PROM)

RMGP

percent

12
12
3
5
4

5.4
5.4
1.3
2.2
1.8

6

2.7

Table 4. Frequency of mode of birth (at RNS and Ryde) amongst women who began to
labour at Ryde with RMGP, 2004-05 (N=179). Denominator excludes women transferred
before the onset of labour (Antenatal transfers = 42)
Mode of birth
Normal vaginal birth (both RNS &
Ryde)
Vacuum (at RNS)
Forceps (at RNS)
Caesarean section (at RNS)

Number of
women
(N=179)

percent

152

83.7

3
9
15

1.6
5.0
8.3

Table 5. Frequency of mode of birth and parity of women who began labour with the
RMGP at Ryde, 2004-05. (N = 179) Denominator excludes women transferred before the
onset of labour (Antenatal transfers = 42)

Mode of birth
Normal vaginal birth (152)
Vacuum extraction (3)
Forceps (9)
Caesarean section (15)

Parity
Primiparous Multiparous
N = 89
N = 90
65
87
3
0
9
0
12
3

Epidural analgesia was not available at Ryde for the women booked with the RMGP. To
access epidural analgesia women either planned to give birth at RNS hospital, or
alternatively they could transfer during labour to receive epidural pain relief.
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Table 6. Use of analgesia during labour for women who planned to give birth at Ryde and
began labour at Ryde with the RMGP, 2004-05 (N = 179) (The denominator excludes
antenatal transfers = 42)
Type of analgesia
nil
N2O+O2
IM Opioids
Epidural
Epidural +opioids
Missing data

(N =179)
100
38
5
8
18
10

percent
55.8
21.2
2.7
4.4
10.0

Transfer data

The Ryde Midwifery Group Practice is designed to provide continuity of midwifery care to
women without identified risk factors. Midwives are guided by the Australian College of
Midwives National Midwifery Consultation and Referral Guidelines (2004) in recognising
when consultation or referral is required. Women are transferred either antenatally (before
labour commences) to the obstetric clinics at Royal North Shore (RNS) Hospital; or they
are transferred in labour to RNS and are met by obstetric specialists. Depending on the
urgency of the situation or the availability of transport, women are transferred by
ambulance.
It takes at least 30 minutes to set up theatre for an obstetric emergency, (unless all the staff
are present in the hospital and a theatre is empty). This means that women may be subject
to delay between the decision to perform a caesarean section and the operation itself
regardless of whether they are in labour in a tertiary public hospital or not. If a freestanding
midwifery centre has good relationship with the hospital then there may be no need for a
delay for a woman transferring within this time frame, from home or a birth centre.
Table 7. Frequency of intrapartum transfers from Ryde to RNS hospital amongst women
who began their labour at Ryde with a caseload midwife at the RMGP, 2004-05.
Reasons for Intrapartum
transfer
N = 44
Prolonged 1st stage
Prolonged 2nd stage
Request epidural
Retained placenta
Meconium stained liquor (n = 2)
Augmentation
Maternal exhaustion
Abruption
Fetal distress
Preterm
Postnatal (repair)

RMGP

28
1
3
3
2
1
2
1
1
1
1
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Table 8 Frequency of mode of birth following intrapartum transfer from Ryde to RNS; and
reason given for operative birth at RNS, 2004-05. (Number of women who began labour
with RMGP = 179)
Reasons for Intrapartum
transfer
N = 44
Prolonged 1st stage
Prolonged 2nd stage
Request epidural
Retained placenta
Meconium stained liquor
Augmentation
Maternal exhaustion
Placental abruption
Fetal distress
Preterm
3rd degree repair

Normal
vaginal
8
2
3
1
0
1

forceps
2
5

vacuum

2

Caesarean
section
9
3
1

1

1

1

1
1

1
1

There were 28 women transferred in labour for prolonged 1st Stage of labour. Some of these
women progressed in labour at RNS following transfer and had an unassisted vaginal birth. Table
8 shows the reason for operative birth at RNS. (NB In some instances the reasons for operative
birth are not the same as those given for intrapartum transfer).
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The following table represents data on transferrals where the ambulance was involved.
(Only transfers that occurred by ambulance are presented here). Ambulance response time
refers to the time interval between calling the ambulance and setting off for RNS.
Transfer time refers to the amount of time taken to transfer from Ryde to RNS by
ambulance.
Table 9 Ambulance response and transfer time Ryde to RNS amongst women booked with
RMGP, 2004-05.
Number of
women
Ambulance response time(mins)
≤10
11-20
21-30
31-40
>40
Mean = 20 minutes
Median = 15 minutes
Transfer time (mins)
≤20
21-30
31-40
>40
Mean = 26 minutes
Median = 25 minutes
Between Arrival at RNS & Consultation
(mins)
≤10
11-20
21-30
31-40
41-50
>50
Mean = 26 minutes
Median = 20 minutes
Time Decision to Incision (mins)
62 minutes
69 minutes

At RNS

12
10
6
4
3

10
17
3
2

9
4
5
3
1
3

1
1
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Figure 3. Summary of transfers from RMGP 1st September 2004 – 31st October 2005 for the
women who planned to give birth with a caseload midwife from the RMGP. (N = 226)

:

Rate of antepartum transfer 18.6%
Rate of intrapartum transfer 19.5%
Postpartum transfer - 2
For comparable Australian data see
Byrne et al (2000): Peripartum transfer rate: 64%
Homer at al (2000): Intrapartum transfer rate 30%
Waldenström et al (1998) Antepartum 22% Intrapartum 18%

Byrne JP, Crowther CA, Moss JR (2000) A randomised controlled trial comparing birth centre
care with delivery suite care in Adelaide, Australia Australian and New Zealand Journal of
Obstetrics and Gynaecology 40 (3) 268-274
Homer C, Davis G, Petocz P, Barclay L, Matha D, Chapman M (2000) Birth centre or labour
ward? A comparison of the clinical outcomes of low risk women in a NSW hospital Australian
Journal of Advanced Nursing 18 (1) 8-12
Waldenström U and Lawson J (1998) Birth centre practices in Australia Australian and New
Zealand Journal of Obstetrics and Gynaecology 34 (1) 31-34
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Cost Overview
Report prepared by Scott Lisle

In NSW there have been three randomised controlled trials of continuity of midwifery care
that have demonstrated a capacity to reduce costs and benefit organisations and improve the
birth outcomes for women and babies11. A recently published systematic review confirms
that continuity of midwifery care when compared to standard care reduces costs and
increases effectiveness of resource utilisation29. In addition a study undertaken on the cost
of obstetric interventions in NSW 30 demonstrates the costs incurred by the introduction of
obstetric intervention for low risk women.
The purpose of this section of the evaluation is to quantify efficiencies achieved through
implementation of the RMGP.
The term cost commonly refers to the overall value of resources invested in an activity. Costs can
be divided into three categories:


Direct costs: Direct costs represent the resources that are budgeted for such as the fixed cost
of rent; wages and the running costs of equipment.



Indirect costs: Indirect costs refer to an indirect consumption of resources, for example, the
value of lost earnings by partners unable to work as a result of the birth of the child. This
may involve child minding or extended travel for visiting.



Intangible costs: Costs are that are intangible refer to the element of pain or grief experienced
by women and their families.

This paper does not identify changes in indirect or intangible costs. Assessment of these costs
needs to be the subject of a future study.
Methodology
The impact on direct costs of the RMGP have been estimated by analysis of costs over two 32
week periods representing a period before the RMGP began and a period when it was fully
operational. These periods are:



1 September 2002 to 30 April 2003
1 September 2004 to 30 April 2005

This period was chosen to ensure that the RMGP had been completely implemented and so that
coded inpatient data was available for activity and cost analysis purposes. By analysing data from
the same period in the year, seasonal variation in patient volume and complexity, if it exists in
maternity care, was eliminated as much as possible.
There were some initial capital outlays for the RMGP. These start-up costs are not included in the
analysis.
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Henderson J, McCandlish R, Kumiega L, Petrou S (2001) Systematic review of economic aspects of alternative models
of delivery BJOG108: 149-57
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Tracy SK Tracy MB (2003) Costing the cascade: estimating the cost of increased obstetric intervention in childbirth using
population data. BJOG 2003; 110 (8): 717-724

QUALITY REVIEW OF THE RYDE MIDWIFERY CASELOAD PRACTICE

28

The methodology for determining the cost impact is as follows:
1. Changes to staffing (FTEs) were calculated from monthly full time equivalent midwifery
reports of the maternity model before and after implementation. The medical full time
equivalents were reported from medical staffing rosters for hospital employed medical
officers in obstetrics and gynaecology. (See figures 1 & 2 )These figures are included for
information only. Actual employee related costs were used for the cost analysis.
2. Actual staffing costs were identified from the Northern Sydney Health (NSH) financial
system (Oracle V9) for the two periods. Award increases were identified and applied to the
pre-implementation period so that comparisons were possible.
3. Analysis of activity changes were performed to determine the rate of antepartum and
intrapartum transfers and the proportion of these patients that RMGP midwives cared for
while the patients were at RNS. Activity from the patient admission system (HOSPAS) was
used to identify the caesarean section activity at Ryde in the pre implementation period.
Weighted separations were then used to remove the costs of these patients from the overall
cost comparison. The remaining cost weighted activity over both periods was used to
calculate the changes in cost per costweighted separation indicated in step 6.
4. Transfer costs were estimated from the average ambulance costs for transfers from Ryde to
RNSH. These were obtained from the financial system.
5. PCM was used to identify the marginal costs of caring for patients at RNS. This system
assigns costs to patient level however for this analysis average costs were used at DRG level.
For transferred patients going on to normal deliveries a marginal rate was used based on the
costs for DRG O60D – Vaginal delivery without complicating diagnosis. For transfers
requiring forceps or vacuum costs for DRG O60C – Vaginal Delivery with moderate
complicating diagnosis were used. For those requiring caesarean section costs were used
based on O01D – Caesarean delivery without complicating diagnosis. The following costs
were determined as marginal costs for transferred patients at RNS.
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Table 1. Marginal costs included in the analysis for transferred women
Included costs for marginal analysis only
Goods and services - drugs
Goods and services - food
Goods and services medical/surgical
Goods and services other
Medical locums salaries and wages
Medical officers salaries and wages
Nursing salaries and wages
Medical Specialist salaries and wages
Nursing Agency salaries and wages
Pathology purchases
Patient transport
Prostheses costs
VMO payments
Nursing Pool salaries and wages

Excluded costs for marginal analysis only
All indirect costs*
Administration and clerical salaries and wages
Allied health salaries and wages
Clinical Academics salaries and wages
Diagnostic and health professionals salaries
and wages
Domestic/personal care salaries and wages
Depreciation
Goods and services administration
Goods and services domestic
Repairs, maintenance and renewals

*indirect costs for this purpose are overhead costs from the Area Health Service and hospital administrative costs.

For those transferred patients cared for by RMGP mid-wives all nursing costs were excluded
from the marginal analysis.
Table 2. Marginal costs for both groups of patients are shown below.
Marginal costs
Normal delivery
Other vaginal delivery
Caesarean section

Marginal including
nursing
1,359
1,980
3,096

Marginal excluding
nursing
345
545
1,273

6. Absolute costs were identified for each period and multiplied by 1.65 to determine annual
costs. Average costs were determined by dividing the absolute costs by the numbers of
patients (cost weighted and raw patient numbers).
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Results
The steps in the analysis are shown in the following table.
Step

Core midwifery 01/09/02 to 30/04/03
15.3
3.6
18.9

RGMP

1 - FTEs

Nursing
Support
Total

2 - staffing costs

Nursing
Support (est $45,000 pa)
Medical

851,740
121,500
674,425

Award increases

Nursing
Support (est $45,000 pa)
Medical

123,332
9,914
55,033

Total

Nursing
Support
Medical

975,072
131,414
729,458

284,482
80,156
112,061

3 - activity

All cases
excl CS
excl caseload cases
CS costs
Cases in cost study (patients)
Cases in cost study (weighted)

321
253

221
0
210
0
210
157

4 - Transfer costs

Patients
Estimated cost

5 - Transfer activity

Antenatal transfers
Care by RMGP
Marginal cost
Intrapartum transfers
Care by RMGP
Marginal cost

6 - Total costs

Total costs
Total annual costs
Average cost per patient

Average cost per cost weighted separation

600,072
253
165
N/A
N/A

5.9
2.4
8.2
284,482
80,156
112,061

Difference

567,259
41,344
562,363

690,591
51,258
617,396

33
5478

33 by ambulance @$166 per trip

42
12
61,690
44
17
79,389
1,235,872
1,647,829
4,885
7,477

623,256
831,008
3,958
3,970

Notes

9.5
1.2
10.7

8 CS, 7 O60C, 28 O60D
2 O60C, 10 O60D
17 CS, 10 O60C
1 CS, 1 O60C, 15 O60D

927
3,507

This analysis indicates a significant saving per patient of $927 (19.0%) in 2004/05 terms. This
indicates an absolute saving of $259,000 for annual activity of 280 patients. However on a cost
weighted basis the reduction in costs are significant, due to the factors below, but also due to the
increased casemix complexity shown at Ryde between the two periods for cases in the study.
There cost reductions are close to 50% on a case weighted basis. The cost weighted savings
appear high. This is due to the small volume of patients and proportionally high fixed costs
associated with both models. In other words, fixed costs are set in order to establish a viable unit.
In the RMGP case this is around 280-300 births per year. Staffing is the largest cost for the
RMGP and is based on the estimated number of mothers and a ratio of midwife to patients.
Casemix variation between one period and another will not change fixed costs, unless there are
corresponding increases in raw activity, as most of it is staffing which will not flex down based
on the complexity of the patient. Therefore decreases in complexity will result in an increase in
the cost per cost weighted separation, while increases in complexity will result in the opposite.
The major sources of savings are due to:


An increase in productivity in midwifery resources by 43.5% ( an increase in the women to
midwife ratio from 23 women per midwife to 33 women per midwife following
implementation of an annual salary and caseload care with a named midwife)
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A 30% reduction in postnatal length of stay in hospital (from 3.4 days in 2003 to 2.5 days in
2005).
A reduction in medical costs by 84.6% due to a significantly reduced requirement for use of
medical practitioners under the new model. Specifically this was by providing a system of
care that does not require 24 hour on site medical obstetric staff or obstetric anaesthetic staff
and reducing the need for 24-hour cover on site with junior obstetric staff and an obstetric
registrar.
A reduction in labour accelerants (syntocinon and prostaglandins) with spontaneous onset of
labour increasing from 53.5% to 82.7% between the two periods.
A reduction in analgesic usage with nil use increasing from 11% in 2002/03 to 55.8% in
2004/05 periods.
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Figure 1. Process flow prior to RMGP 2003
Source: Donna Hartz

Source: Donna Hartz 2005
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Figure 2 Model showing the RMGP Process flow 2005
Maternity Care at Ryde: Process Flow April 2005
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Women’s Experience of the RMGP
Consumer Satisfaction Questionnaire
The research instrument used to evaluate women’s satisfaction with the RMGP is provided
in Appendix 2.
Part A of the questionnaire was developed by the Commonwealth Department of Health as
a standard instrument for use in the State evaluations of the ABSP Phase two. It allows us
to gauge broad levels of satisfaction with the project and provides some limited basis for
comparison with consumer satisfaction in other alternative birthing services, namely the
West Australian Community Midwifery Program.
Part B - of the questionnaire is based on a questionnaire devised by the Western Australian
Community Midwifery Program31 to provide richer and more personal accounts of the
experience of women offered midwifery care in the program at Fremantle (WA). The Ryde
questionnaire was customised to refer to Ryde place names making the questions more
relevant to women giving birth at Ryde. Otherwise the questionnaire is comparable to the
WA study32.
Method
The distribution, coordination and collection of the Consumer Satisfaction Questionnaire
was undertaken by the Ryde Clinical Midwifery Educator, Joanna Yetsenga. The method of
distribution was driven by the shortage of resources both for the production of the survey
questionnaire and the need for project assistant support to analyse the qualitative responses.
It was decided to target a specific time interval with a view to receiving 50 responses back
for analysis. Questionnaires were distributed to women booked with the Caseload
Midwives who gave birth during May and August 2005. The questionnaires were either
given directly by the caseload midwife to the woman or distributed by the educator to
women who remained inpatients. An envelope addressed to the Maternity unit accompanied
the questionnaire and all returned questionnaires were returned by mail to Joanna. The data
(quantitative and qualitative) was entered onto an excel spreadsheet. All data were analysed
with Statistical Package for Social Sciences (SPSS) version 12.0 (SPSS inc. Chicago,
Illinois USA) and Excel. Qualitative data was reported verbatim with correlating
quantitative data. The analysis was undertaken by Donna Hartz, NSCCH Coordinator of
Midwifery Practice Development. To facilitate validation of the results of the questionnaire
and to attempt to address possible biases in analysis and reporting a consumer focus group
was undertaken by an external facilitator.
Response to questionnaire
Sixty one questionnaires were handed out and a total of 40 women (65.5%) returned the
questionnaire (Figure 3.) Women were asked to identify themselves if they were prepared
to be interviewed. 24 (60%) provided contact details to be interviewed for the quality
review of the service. Of these women 12 were randomly selected to be invited to the focus
session of which 9 were able to attend. (See Focus group report)

31

The combined survey/questionnaire was first administered to women on the WA Community Based Midwifery Program
in mid 1996 as part of the 1996 State ABSP Evaluation. See Thiele, Thorogood and Hyde 2002

32

See Thiele & Thorogood above
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Figure 1 Response to Consumer Satisfaction Survey
61 Consumer Satifaction
Questionnaires distributed

21 not returned

40 returned

24 provided contact
details

16 did not provide contact
details
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Part A Consumer Survey Results

Table 1. Consumer survey results, RMGP, April/May 2005
PART A. CONSUMER SURVEY RESULTS, October 2005
Never
%

Rarely
%

Some
Times
%

Most
times
%

Always
%

10.0

90.0

C. I participated fully in the planning of my care

10.0

85.0

D. Talking to the Midwife was easy

7.5

92.5

22.5

75.0

17.5

80.0

A. I felt confident in the Midwife
B. I felt anxious

45.0

37.5

17.5

2.5

E. I felt in control
2.5

F. I understood what was happening

No
response
%

5.0

G. I felt relaxed

2.5

40.0

57.5

H. Everything made sense

2.5

25.0

72.5

J. I was shown courtesy and respect

5.0

95.0

K. I was given information

10.0

90.0

5.0

L. I felt able to make choices about my care

10.0

87.5

2.5

M. I felt able to make choices about the care of
my baby

15.0

85.0

I. I felt helpless

80.0

17.5

2.5

N. I received care from a midwife that I knew
throughout my pregnancy, labour and after
birth

2.5

10.0

85

2.5

O. I had access to information about types of
maternity care available e.g. shared care etc

5.0

15.0

77.5

2.5

7.5

90.0

2.5

5.0

92.5

5.0

92.5

2.5

10.0

77.5

2.5

P. I had easy access to information about the
hospital service e.g. no induction, no epidural
etc.
2.5

Q. I chose my support person/s and decided
what role they would take
R. I was aware of my right to change my service
arrangement with my midwife
S. I was given information about my rights and
how to access health complaints mechanisms

2.5

7.5
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Women were asked to evaluate their overall satisfaction with the care they received with
the RMGP utilizing Part A of the Questionnaire. The responses (see Part A) reflect
overwhelmingly that the respondent women had access to resources that ensured that they
felt comfortable safe and in control of their pregnancy and birth and the decisions. The one
woman who said she felt helpless ‘sometimes’ had experienced an emergency caesarean
section at RNS. The woman who said she ‘sometimes received care from a midwife that she
knew throughout her pregnancy labour and birth’ reflected the fact that she had stayed in
hospital postnatally and was cared for by midwives working rotating shifts. For the other
responses rated as ‘sometimes’ there are no further comments to qualify the stated
rationale/s.
Part B Consumer Survey Results

Change of Birth Place
Table 2 Change of birthplace from the
original place chosen.
Ryde
RNS

Original choice for place of
birth
Yes
No
20
5
2
13

A total of 25 (62.5%) women who responded gave birth at Ryde. Of these 20 had chosen
Ryde as their original choice for birthplace (Table 2). A further 5 (12.5%) women had
chosen an alternative birth place and their reasons for not choosing Ryde are stated in Table
3. Two women (5%) who were cared for by RMGP chose their birthplace to be RNS. The
thirteen (32.5%) women who chose Ryde and gave birth at RNS were either antenatal,
intrapartum or post partum transfers and care was continued by their RMGP midwife.

Table 3. Reason for Original Choice; other than
Ryde

Reason for changing to RMGP

The other tertiary hospital was recommended to me
by staff at RNS because I was unable to book at
RNS because I was out of area.

Impersonal feel of Westmead, long waits to see
midwives; different midwife at each visit, delivery
suite did not offer what I wanted and what I was
taught at classes for pain relief. Hated visits.

RNS close to husbands work, friend recently gave
birth there, not knowing other options

Was made aware of other options, enquired about
prenatal classes at Ryde. RNS more expensive.
Spoke to Midwife & arranged appt [sic] that
afternoon to visit. Very friendly, caring helpful
midwife, knowing that I would be seeing her and
that she was there for me throughout the whole
experience.

RNS close to home

I wanted to have a natural birth

We were living in Bronte, thus we had RHW birth
centre. Then we moved to Ermington.

We moved residence & RHW was no longer part of
our district.

Recommended by local doctor.

Ryde was close to my home. Considering my first
delivery was fast, we decided to change to a nearby
hospital.
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A total of 18(45%) women who responded changed their birth place (see Table 4). Of these
5 (12.5%) changed their birthplace to Ryde and Table 3 provides the rationale for the
change to Ryde. Of the thirteen women (32.5%) who changed their original place of birth to
RNS (Table 2), two were unhappy with the decision to change birthplace.
“induction – we were 10 days overdue” W1
and in her comments in the question ‘what, if anything, didn’t you like about the care
provided for this pregnancy and labour?’ she wrote“RNS was the only experience. I didn’t like the fact that every new shift brought a new face &
having to establish new relationship with that person, having to wait 1 hr 4 [sic] a heat pac [sic].
The food was non existent. Can you be expect [sic] to go through labour on tea & toast for
breakfast? I couldn’t so my hubby brought in breakfast.”W1
“It was changed due to Gestational Diabetes. Not that we like [sic] to go to RNS. We trust the
midwives in Ryde hospital more than we trust any doctors.”W2
Influence on the place of birth
Table 5 Who had the most influence on your
original [birthplace] choice?

N = 40

percent

Myself

33

83.0

Husband/partner

20

50.0

My midwife

5

13.0

General Practitioner(GP)

6

15.0

Specialist Obstetrician

1

2.5

Hospital doctor

1

2.5

Friends

4

10.0

Mother

2

5.0

Other:

Decision to Change the place of birth
Table 6 Who had the most influence on your
decision to change the place of birth

N= 18

percent

Myself

8

44.5

Husband/partner

6

33.3

My midwife

10

56

General Practitioner(GP)

0

0

Specialist Obstetrician

2

11

Hospital doctor

1

5.5

Other:

0

0

Mother

1

5.5

Complications

1

5.5
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The midwives (56%) had the greatest impact on the women’s decision to change birth place
with the woman’s decision (44.5%) and the husbands/partners influence as the next most
influential.
One woman recommended Ryde to her daughter.
Obstetricians influenced one woman to change choice and birth at Ryde.
One woman with a post dates pregnancy was referred from Ryde to RNS by the hospital
doctor due to ‘complications’.
Epidurals
Epidurals are not available at Ryde and women were asked “Did you mind that Ryde has no
epidurals.”
Of these respondents 34 (87%) did not mind that there was no epidural at Ryde and 5 (13%)
women did mind. Of these 5 women, two women gave birth at Ryde and one gave birth at
RNS which was not her original choice; no rationale provided. Two elected to change their
place of birth from Ryde to RNS to access an epidural.
Main sources of Information about pregnancy and labour before the birth
In the one to one caseload service offered by RMGP it was natural that the midwife (95%)
was the main provider of information about pregnancy and birth to respondents. (See Table
7).
Table 7 What were your main sources of
information about pregnancy and labour?

N = 40

percent

Midwife

38

95.0

Prenatal classes

19

48.0

General Practitioner (GP)

5

13.0

Obstetrician (specialist doctor)

0

0

Books

22

55.0

Friends and Family

19

48.0

Magazines

5

13.0

Other:
Internet
Previous experience

4
1

10.0
2.5

Attending antenatal groups and classes
Of those women who sought antenatal information 58% attended information sessions with
their named midwife. Of those who did not seek antenatal information half the women had
been pregnant before and felt they had enough information, and the other half were
informed by their midwife separate to antenatal classes.
Women’s perceptions of care during pregnancy, birth and postnatally

Antenatal Care
Women were invited to comment on ways that the antenatal care they received could have
been improved.
Women rated highly the respect, decision making and information they were afforded
during their antenatal care.
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Of the three women who indicated that they had too little to say in what was decided, 2
gave birth at Ryde and made no comment around this and 1 woman had chosen to give birth
at RNS to access the epidural service.
On the whole women felt that they could ask all the questions they wanted to and felt that
they were treated as individuals. Four women were unsure and one woman felt that she was
treated as just another case with no substantiating comments.
Women indicated that they understood what was said to them.
One woman indicated that she did not understand and no rationale was given.
Most women disagreed that they would have liked to have known more about their tests.

Table 8 Thinking about the antenatal care
by your midwife, how much do you agree or
disagree with the following (N = 40)

Strongly
agree
%

Agree
%

Neither
agree
nor
disagree
%

Disagree
%

Strongly
disagree
%

I was treated with respect

97.5

2.5

0

0

0

I felt I had too little to say in what was decided

5.0

2.5

5.0

20.0

67.5

I was told everything I wanted to know about
the progress of my pregnancy

87.5

12.5

0

0

0

I felt I could ask all the question I wanted to

92.5

7.5

0

0

0

I was treated as ‘just another case’ rather than as
an individual

0

2.5

10.0

0

87.5

I understood very little of what was said to me

1

0

0

17.5

80.0

I would have liked to have known more about
the tests and examinations that were carried out

0

5.0

7.5

22.5

65.0

When asked to make comments on their antenatal care, 82% of those who responded
indicated that there was no need to improve the care with 28.5% of these women
commenting on the excellence of their care.
‘I couldn't have asked for more.’W2
‘No. The care provided by Ryde midwives is the best in my opinion after comparing it with what
our friends get in other hospitals.’W4
Five women provided comments on the way in which antenatal care could have been
improved.
‘Better equipment at clinic, accurate scales in each room at the midwife clinic.’W5
‘More information on breastfeeding.’ W6
‘Yes such as exercise practices [sic].’ W7
‘More books and videos could have been provided.’W8
‘There should have been a doctor on call so I didn't have to go to RNS Hospital for stitches. It
was a bit exhausting after labour. Isn't more cost effective to transport a doctor via taxi to Ryde
rather transport myself + [sic] baby via ambulance to RNS hospital.’W9
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Issues of overall importance to pregnancy and birth care
The following table (Table 9) shows how strongly women rated having one midwife they
knew during pregnancy and birth and feeling comfortable and supported.
The majority of woman 97.5% put importance a secure backup service in case of
emergency. Having a doctor and midwife both monitor pregnancy was found very
important for some women, however, 57.5% rated this fairly unimportant or not important.
Feeling in control in labour and birth was rated highly with 97.5% women indicating that
this was very important or important.
Table 9 Rate the following in terms
of it’s overall importance to your
pregnancy and birthing experience,
(N = 40)

Very
important
%

Important
%

Unsure
%

Fairly
unimportant
%

Not
important
%

Having one midwife I knew

75.0

17.5

2.5

2.5

2.5

Feeling comfortable and supported

92.5

3

0

0

0

Giving birth at Ryde

30.0

50.0

12.5

0

2.5

Having a secure backup service in case
of emergency

75.0

22.5

0

0

2.5

Having both a doctor and midwife
monitor my pregnancy

15.0

17.5

10.0

32.5

25.0

Feeling I was in control in labour and
birth

80.0

17.5

2.5

0

0

Feeling I made my own decisions

70.0

12.5

12.5

2.5

0

Labour and Birth
Women overwhelmingly agreed that respect, decision making and information they were
afforded during their labour and birth care was very important.
Of the two women who indicated that they had too little to say in what was decided, one
woman gave birth at RNS due to ‘complications’ and made no comment around this and
one woman had chosen to give birth at RNS to access the epidural service.
Most women 92.5% of women felt strongly that they were treated as individuals. Of the two
women who felt they were ‘just another case’, one had chosen to give birth at RNS to
access epidural services and the other offered no comment.
Most women 77.5% felt in control of their labour pains, with 82.5% able to cope with their
labour and 75% who did not feel tense or anxious during labour.
There were 15% of women who indicated anxiety during labour and birth. Of these women,
two gave birth at Ryde and one woman was transferred postnatally for care.
Of the four respondents who gave birth at RNS, two did so to access epidural services, one
transferred during labour and one transferred prior to labour for induction. Of the four
women who expressed that they did not cope with the pain in labour, two of these women
who gave birth at Ryde did not expand on this and two gave birth at RNS; one for an
epidural and one for an emergency cesarean for undiagnosed breech presentation. Of the
four women who did not feel in control of the labour pains, two gave birth at Ryde and
made no further comment, and the two who gave birth at RNS also felt they didn’t cope
with the pain of labour.
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Postnatal Care
The average length of postnatal stay for respondent women was 2.75 days. All women
agreed that they had as much help postnatally as they needed including breastfeeding help.
Table 11. Thinking about the time after
the baby was born how much do you agree
or disagree with the following (N = 40)

Strongly
agree
%

Agree
%

Neither
agree nor
disagree
%

Disagree
%

Strongly
disagree
%

I was able to get all the help I needed

72.5

27.5

0

0

0

I was able to get help about breastfeeding
when I needed it

75.0

25.0

0

0

0

I was able to get enough rest

52.5

35.0

5.0

7.5

0

I was confused with conflicting advice

2.5

10.0

12.5

27.5

45.0

I feel confident as a mother

45.0

42.5

7.5

2.5

2.5

I understood very little of what was said to
me

0

2.5

0

27.5

70.0

I would have liked to know more about what
was happening to me

0

2.5

10.0

32.5

52.5

Postnatally women cared for by the RMGP felt they managed well at home (97.5%) and
their midwife was available at any time (100%). One woman did not mange well in the first
week at home but made no comment. All women rated the midwives support during the
first week as excellent (87%) or very good (13%).Women were asked to comment on what
other support they feel should be available these are the comments made:
‘I was happy to stick to a single source - available on the phone if I ever needed her - to avoid
confusion with conflicting advice, especially in the emotional first week’
‘The level of care is so high already’W10
‘Try to explain and convince other family members who will have great influence on the
pregnant woman’W11
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The first week after the birth
Table 12 The first week at home (N = 39)

percent

Did you feel you managed well in the first
week at home?
Yes

97.5

No

2.5

Was your midwife readily available at this
time?
Yes

100.0

No

0

How do rate your midwives support
during the first week at home?
Excellent
Very good
Adequate
Inadequate
Very poor

87.0
13.0
0
0
0

How did you hear about the Ryde Midwifery Group Practice?
Women were asked to comment on how they found out about the RMGP. Six women were
referred by their GP; eleven via friends, family and word of mouth; seven by enquiring or
visiting the hospital as local community members. Three women had previous babies at
Ryde Maternity, two found it on the internet; and one woman’s mother had heard about it
on the radio.
Comparison with previous care
Nineteen women rated previous pregnancy and birth experience to the care that they
received with the RMGP (see Table 12).
Of these women (86.7%) irrespective of whether they gave birth at Ryde or RNS stated
their experience was better than their previous pregnancy. Of the 4 women who did not
have their original place of birth for birth, 3 rated their experience better for both sites. Five
women rated their experience the same despite site or original place for birth. One woman
rated her experience worse. This woman delivered at RNS due to pregnancy
‘complications’, her postnatal length of stay was six days and she indicated that she would
book at Ryde if she had another pregnancy.
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Table 13 Comparison of
birth experience with
place of birth and choice
of birth place (N = 19)

Birthplace

44

Care provide for this pregnancy
rated against previous birth
experiences
Better
%

The same
%

Worse
%

Ryde

66.7

20.0

0

RNS

0

6.7

6.7

Ryde

25.0

25.0

0

RNS

50.0

0

0

Original choice of
birthplace
Yes
No

What did you like most about the care?
The following comments are from women on what they liked about their care.
‘The individual attention I received. I felt extremely comfortable with the midwives. I
was made to feel fully in control during my birth process.’W12
‘My midwife was awesome, made us feel very supported and cared for. Home visits were
fantastic. Information night was fabulous’W13
‘The fact that I had the same person with me for the entire birth was awesome. I felt
confident that she knew what the plan was. We had established a relationship & I did
not feel embarrassed or anxious about the birth at all.’W14
‘The care was very personal and decisions were respected. Being able to take my own
decisions gave me a sense of being in control.’W15
‘Able to solve problem that I have after labour regarding about pain around my back
and thigh. Midwife was able to consult with me how to ease the pain’W16
‘Personal one to one care with your own midwife, getting to know that midwife prior to
the birth.’W17
‘I shared a good relationship with my midwife. I felt in control about making decisions. I
got all the help and advice to my satisfaction’W18
What didn’t you like about the care?
The following women provided comments about their care
‘The midwives reluctance to do an internal to see how far dilated - if checked when I
first asked how long to go, wouldn't have gone through whole labour before discovering
breech’W19
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‘During my post birth stay at hospital the heart test was not conducted, I was discharged
because the hospital thought or assumed that it had been done. (This was deemed to be the
baby check) W20
‘I was unhappy with the midwife on call putting plaster on the newborn as a form of ID.
This was completely unnecessary considering the baby already had a plastic tag around her
foot. We were unable to remove the plaster without hurting the baby for about 3 weeks.’W21
‘There were 2 ward midwives that were not helpful at all. This was dealt with quickly and
effectively. It would have been nice to have some salt solution to wash down the small tears I
had.’W22
‘The fact that I was getting conflicting information on how to care for my baby after the
birth, this is very unsettling to a new mother’W23
‘Too relaxed. As soon a certain symptom occurs it's best to keep the patient in hospital’W24
‘During the labour one particular doctor was quite intrusive she showed little respect to our
midwife who knows everything about the situation. We don't like how the doctor not trusting
and not respecting our midwife’W25
Book at Ryde Again?
All 98% of women who responded to the questionnaire indicated that they would book
again at Ryde. The only woman who stated that she would not book again provided the
following comment. (The circumstances surrounding this woman very possibly coloured
her whole birth experience. She was transferred postnatally for ‘stitches with a long wait for
a transfer ambulance.)
‘Because if I ever have another baby (I don’t think so, but if) I would want a c-section. I don't
want to be torn again! Nothing against Ryde Hospital.’W26
Is there anything else you would like to tell us?
Of the 67.5% of women who responded to this , generally the comments commended the
service and individual midwives. The following comments were made.
‘We belief that only with help warm and care provided by the midwife that we can be so positive
and confident about the pregnancy and the birth. And now with our new baby at home. We
strongly believe that he midwives have a large and positive impact on our family, we could not
have managed so well without the wonderful midwife. We would recommend any pregnant
friends to Ryde midwife, it's a must.’W27
‘My experience of having the baby with the Ryde Midwives was very different from my previous
delivery which I had in India. I was happy and confident and that contributed to me recovering
quickly and enjoying my baby.’W28
‘We had J as our Midwife. We found her to be very professional and easy to understand. I
couldn't recommend her enough. Throughout the whole situation she was outstanding, even at
RNS where there seems to be a bit of fricksion [sic] with the locals .All the midwives were
nothing but professional. Less could be said about some of the doctors bedside manor.’W29
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‘There should be more midwifery run practices in NSW. I had my last child in a birth centre and
the care was not as good as at Ryde Hospital. The service is fantastic!!’W30
‘Over all I felt extremely lucky to have access to this program and kind of care. I felt like I was a
private patient, and talking to other pregnant women who were private patients , I think that this
program is even better! It really fit in perfectly with my personal feelings on the following your
body's instincts and letting it all happen the way it was designed to!’W31
‘If you could provide paediatric doctor service after the baby birth like outpatient visit,
combination would be grateful.’W32
‘Other than not picking up of breech which made birth very difficult I was entirely happy with the
care and advice provided. Particularly post birth care was fantastic compared to North Shore
where I spent first 36 hours- Highly recommended.’W33
‘Personal one to one care with your own midwife, getting to know that midwife prior to the
birth.’W34
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Midwives and Professional Burnout
Professional isolation and burnout remain a potential disadvantage with this form of
practice. The Ryde midwives are well linked within the area health service to facilitate
involvement in educational programs and opportunities for professional support, clinical
standards review and debriefing.
In research undertaken in the UK on the impact of offering continuity of care on the lives of
midwives, Sandall (1997) identified three key themes that relate to sustainable practice, the
avoidance of burnout, and the provision of women centred care12. These were:
o Occupational autonomy
o Social support
o Developing meaningful relationships with women.
Background: The single biggest cost in hospital health care today in many Western nations is
personnel. According to Christine Maslach, job burnout is all about mismatches - a mismatch
between the individual and their job, or between the individual and their workplace environment.
Where employees are in an overload situation with continually too much work to do, with too
little time and too few resources, at some point employees are going to feel overwhelmed 13
(Maslach 2005). Cost savings are being imposed at every level in the system. Hiring part-timers,
increasing workloads, minimizing rewards –all of this creates stressful work environments where
staff are often overworked and underpaid14 (Van Dierendonck 2001). Research into the causes of
work-related burnout indicates that it is not primarily a problem of a weak individual, but rather a
result of the structured work environment. When the employee feels she has a reasonable amount
of control over her work she feels more positively engaged. But if she doesn’t feel clear about
who is making decisions and not sure who is accountable for what, there will be high stress
levels. Mismatches in control most often indicate the employees have insufficient control over
the resources needed to do the work or have insufficient authority to pursue the work in a way
they feel is most effective15 (Maslach 2005). The lack of 'reward and recognition' devalues both
the work and the worker, and the lack of reward is associated with feelings of ineffectiveness.
This is averted when the employee receives feedback - positive when they're doing something
well or negative when they're not. Chronic and unresolved conflict with others on the job
produces constant negative feelings of frustration and hostility and reduces the likelihood of
social support, hence higher stress and burnout levels. Add to this a sense of 'fairness'. A feeling
of unfairness can engender a huge amount of anger and hostility which fuels a deep sense of
cynicism about the workplace as well as being emotionally upsetting and exhausting. When a
mismatch occurs between the values of the organization and the personal core values of
employees the resulting conflict can sometimes be enough to lead to job burnout16 (Maslach
2005). Unlike pervasive psychiatric morbidity, ‘burnout’ is a specifically work-related syndrome
where the person with burnout feels emotionally exhausted, treats other people in an unfeeling,
impersonal way (depersonalization) and has a sense of low personal accomplishment, or a
tendency to evaluate oneself negatively. There is no defined psychiatric syndrome against which
to validate measures of burnout, but the Maslach Burnout Inventory has demonstrated validity in
a large number of occupational groups in many countries17 (Schutte 2000) and has been used to
assess burnout in midwives in the USA, the Netherlands and the UK. The costs of burnout
among health professionals are large both to employing institutions, to patients and to the
professionals themselves18 (Sandall 1998a). The wording of the MBI was slightly adapted to
make it appropriate for a British sample of midwives by Professor Jane Sandall in the UK
(Sandall 1998b)
Null Hypothesis: Following the introduction of caseload midwifery, (the intervention),
the psychological wellbeing of the midwives involved will not be affected.
Design: Survey
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Setting: Ryde Midwifery Group Practice
Participants: Fifteen midwives (both core and caseload) at the Ryde Midwifery Group
Practice.
Methods: Midwives from the Ryde Midwifery Group Practice completed an anonymous
Maslach Burnout Inventory (MBI). This tool has been revised and validated in the UK by
Professor Jane Sandall (1997) in her doctoral thesis.
The MBI measures burnout.
The questionnaire includes 22 items that explore three aspects of Burnout Syndrome (BS):
a. emotional exhaustion
b. depersonalization
c. personal achievement.
It contains 22, 7-point Likert scales.
In the Maslach Burnout Inventory, midwives are asked in a series of 22 statements.
o
o
o
o
o
o
o

if each statement applied never (score 0),
a few times a year (1),
once a month or less (2),
a few times a month (3),
once a week (4),
a few times a week (5),
every day (6).

The inventory measures three dimensions of burnout. Respondents who are burnt out
score highly on the emotional exhaustion (9 items, score 0 - 63) and depersonalisation (5
items, score 0 - 30) scales and have a low score on the personal accomplishment (8 items,
score 0 - 48) scale.
The data was analysed using descriptive statistics. The measure allows the researcher to
analyse what factors are related to people with high burnout levels and what factors are
related to those with high levels of accomplishment. These measures are not mutually
exclusive. A midwife could score high on emotional exhaustion and also high on levels of
achievement if she had been up all night at a birth for example. This potential along with
ease of completion makes this measure an excellent tool to measure burnout.
Main Outcome Measure: the relationship between midwives’ work hours and levels of
emotional exhaustion, perceived degree of depersonalization, and personal
accomplishment.
Table 1. Cut off points for each subscale of Maslach Burnout Inventory
Subscale
Depersonalisation

Emotional exhaustion

Personal Accomplishment

Burnout
High
Medium
Low
High
Medium
Low
High
Medium
Low

Score range
>12
6 – 11
0–5
> 30
18 – 29
0 - 17
>40
4 - 39
0 - 33

Source: Sandall J (1998) Chapter 7 thesis: the table above is based on (Maslach and Jackson
1986)
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Figure 1 The association between the three scores for Burnout Syndrome (BS): emotional
exhaustion; depersonalization and personal achievement amongst the respondent midwives
in the RMGP (both caseload and core midwives N = 13)

Midwife 1
50

Midwife 13

Midwife 2

45
40
35

Midwife 12

Midwife 3

30
25
20
15
10

Midwife 11

Midwife 4

5
0

Midwife 10

Midwife 5

Midwife 9

Midwife 6

Midwife 8

Midwife 7

Personal Accomplishment
Depersonalisation
Emotional Exhaustion

If you follow each thread out from the centre you can read the three scores for the same
midwife in relation to each other. Scores are reported in Table 2.
In particular note the association between the three scores for midwives 3;4;7;8 and 10.
These midwives demonstrate very low levels of ‘burnout’. It could be deduced form their
scores that they are experiencing a very strong level of work satisfaction.
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Table 2. The association between each of the three burnout scores, RMGP, September 2004 October 2005.
RMGP
Midwives
Core &
caseload
Midwife 1
Midwife 2
Midwife 3*
Midwife 4*
Midwife 5**
Midwife 6**
Midwife 7*
Midwife 8*
Midwife 9**
Midwife 10*
Midwife 11
Midwife 12
Midwife 13

Personal
Accomplishment
[burnout]

Depersonalisation
[burnout]

Emotional
Exhaustion
[burnout]

29 [med]
39 [med]
40 [high]
43 [high]
27[med]
32 [med]
40 [high]
40[high]
36 [med]
46 [high]
37 [med]
30 [med]
29 [med]

6 [med]
6 [med]
0 [low]
2 [low]
2 [low]
2 [low]
2 [low]
0 [low]
1 [low]
0 [low]
3 [low]
0 [low]
6 [med]

24 [med]
33 [med]
1 [low]
11[low]
11 [low]
7 [low]
11 [low]
10 [low]
2 [low]
3 [low]
24 [med]
19 [med]
24 [med]

* Midwives who scored very highly in favour of not burning out
** Midwives who score fairly highly in favour of not burning out

Discussion
Following the application of the Maslach Burnout Inventory (Sandall revison 1997) , five
midwives in the RMGP scored very highly in terms of personal accomplishment with
corresponding low levels of emotional exhaustion and extremely low to non existent levels
of depersonalisation (Table 2). A further three midwives scored highly in favour of not
being burnt out. Five midwives who responded to the Maslach Inventory scored at a
medium range of burnout.
Conclusions
The results of this inventory do not support the fact that any of the midwives appear to be
seriously ‘burnt out’ following the implementation of caseload midwifery at Ryde. There
appears to be a group of midwives who are experiencing high levels of satisfaction and
personal accomplishment with their new role within the RMGP. The results here are similar
to those of other caseload programs19 where midwives enjoy occupational autonomy and
professional support alongside developing meaningful relationships with the women they
care for. These findings are supported by the focus group responses that were facilitated by
an independent psychologist contracted for this quality audit. These findings are also
supported by and the comments from women who contributed to the qualitative evaluation
of the RMGP.33 See Appendix 3 for the revised Maslach Burnout Inventory Tool

33

We would like to acknowledge the work of Professor Jane Sandall, at the Florence Nightingale
School of Nursing and Midwifery, King's College London and her doctoral thesis published in 1998.
Without the information she has generously shared with us we would not have been able to undertake
this part of the evaluation.
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Focus Groups Report
Report prepared by Lisa Woodland, Consultant External Facilitator

Executive Summary
This report details the experiences of key stakeholders with the Ryde Midwifery Group
Practice and forms part of a wider evaluation of the model. The data was collected through
a series of four focus groups, held respectively with women and their partners, caseload
midwives, core midwives and key medical staff.
Major themes emerging in the focus groups included the overwhelmingly positive
experience of the women attending the service and the caseload midwives providing the
service. The service is perceived as highly personalised, professionally delivered and safe.
The screening procedures, guidelines and protocols established have been well adhered to
and have substantially contributed to the good outcomes for the service. Also worthy of
note was the good working relationship established between the medical staff supporting
the model and the caseload midwives. However, this was not fully extended to the core
midwives or medical staff and midwives at RNSH, where there is still some room for
improvement in understanding of and support for the role of the caseload midwives.
A number of suggestions were put forward by the participants of the focus groups for
improvements to the model. These included raising awareness and understanding of and support
for the model amongst General Practitioners, Obstetricians and other health professionals to
improve the level of support for the model. Other suggestions were to improve the physical
environment of the delivery rooms at Ryde and to address systemic and industrial issues, such as
comprehensive medical support for the model and remuneration for midwives, to ensure the
sustainability of the model.
These focus groups indicate that the following objectives of the model have been met:
• Implementation of a model of practice which is acknowledged as safe,
• Increasing satisfaction of the women attending the service;
• Enhancement of caseload midwives’ role; and
• Control over their work and job satisfaction.

Perceptions of the safety of care

All groups reported a high level of confidence in the safety of care provided by the caseload
midwives at Ryde.
The women and their partners reported that the midwives engendered confidence and trust
in the safety of care by providing lots of information and discussing in detail what would
happen at various stages in the process if complications arose. They believed that the
midwives’ experience and knowledge contributed to the safety of care and were aware of
the strict protocols with which the midwives were operating.
The caseload midwives commented that safety of care was initially the biggest hurdle for
the model’s implementation. They believed that several factors contributed to the high
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level of safety associated with the care they provided. These included the screening
processes, the strict guidelines that they rigorously adhered to and the review process with
the Consultant Obstetrician. They also believed that the continuity of care that they
provided enhanced all aspects of safety through their evidence based practice, thorough
knowledge and careful observations of the women they saw. They were able to detect
changes early in the process and had ownership over the clinical care.
In cases where women needed their care to be transferred to RNSH, as per the protocols,
some anxiety was reported surrounding the transfer. The midwives saw this as an
opportunity to reflect on their practice however they were at times uncertain of the
reception they would receive on arrival at RNSH. Medical staff noted that tension around
the transfers from Ryde to RNSH were exacerbated as they represented midwife to doctor
transfers rather than the more routine doctor to doctor transfers.
The medical staff also expressed confidence in the safety of care provided. They noted that
the screening processes appeared to be effective and the controls put in place also appeared
to be working. There were numerous opportunities for the strict criteria to be monitored
and reinforced. They reported that there was strict adherence of the caseload midwives to
the protocols.
Suggestions for the future

A wide range of suggestions was put forward in each of the groups for ways in which the
model may be improved, all of which are listed in Appendix B. Some of the most common
or most frequent issues are highlighted below.
All groups raised the issue of promoting the service to local GPs and other health
professionals, to raise their awareness of the service and enhance their support for it. The
need to increase support for the model amongst local clinicians was highlighted, including
the Visiting Medical Officers who had been previously associated with Ryde, prior to the
introduction of the model. The issue of greater community education regarding the service
and low intervention birthing practices was also raised by both the caseload midwives
group and the women’s group.
The women and their partners highlighted the need to improve the delivery rooms to make
them more home like and less hospital like. The caseload midwives also raised this issue.
They felt that a purpose built unit, incorporating a delivery suite, nursery and postnatal beds
would be ideal.
The medical staff commented on the need to ensure that models such as the one at Ryde
were adequately supported by the system rather than heavily relying on one or two
committed individuals. Greater engagement of obstetricians as key stakeholders in
developing models of care was also identified as a priority.
Credentialing and appropriate levels of remuneration within annualised salaries were raised
by medical staff and caseload midwives as areas requiring improvement, in order to
enhance the services provided by the caseload midwives at Ryde.
The core midwives reported that they felt that there was a lack of a viable future for the
core service. While they made some suggestions about improving communication and
clarifying expectations with the caseload midwives, there was generally a sense of
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hopelessness about the future with the only solution seen to be to increase the focus on
postnatal transfers.
The women and their partners highlighted the need for greater co-operation, respect and
teamwork across the Ryde and RNSH sites.
Discussion

The aim of the focus groups was to capture the experiences of the key stakeholders
involved in the model of care introduced by the Ryde Midwifery Group Practice.
Overall, the focus groups indicated that the following objectives of the model have been
met:
• Implementation of a model of practice which is acknowledged as safe,
• Increasing satisfaction of the women attending the service;
• Enhancement of caseload midwives’ role; and
• Control over their work and job satisfaction.
Women and their partners experienced the model as overwhelmingly positive with the oneto-one care they received the focus of their experience. Even when met with challenges
such as complications during pregnancy and labour and the resulting transfer of care from
Ryde to Royal North Shore Hospital, they retained a strong sense of satisfaction and control
over the care they received.
The caseload midwives also reported an overwhelmingly positive experience of the model.
The rewarding nature of their work was linked to the provision of holistic care,
enhancement of their professional practice and the deep professional relationships they
formed with the women attending the service and their families. Similarly, even when met
with challenges such as being on-call and having to negotiate sometimes difficult
relationships with other staff, they experienced increased job satisfaction, self-esteem and
sense of control over their work.
A number of issues were identified by participants over the series of focus groups which
will require attention if the model is to be sustained and/or developed in other sites. The
medical staff acknowledged the safety of the model while raising concerns about the
transferability of the model. The engagement of the obstetrics profession in developing and
supporting alternative models of care will be essential to ensuring safe, appropriate and
sustainable practice. The core midwives, while broadly supportive of the caseload model,
expressed their strong dissatisfaction with their role in the new model and loss of control
over their work. The future role of core midwives needs careful consideration given the
level of dissatisfaction expressed.
Greater engagement of the community and health professionals, especially General
Practitioners was also seen to be essential in ensuring further support for the model. The
provision of information and education together with the development of communication
strategies to ensure balanced reporting and debate was suggested. Resolving issues
surrounding credentialing, annualised salaries and remuneration for midwives will also aid
the ongoing implementation of the model.
While the issues raised may take some time to be fully resolved, the implementation of the
model appears to have dealt effectively with many of the challenges it faced at its inception.
Full report available from authors on request.
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Patient Journey Model Case Study
Case Study by Joanne Curry34

The following case study was undertaken by Joanne Curry as part of a PhD in Computer
Science at the University of Western Sydney.
The scope of the case study was to perform an independent assessment of the system
processes associated with booking in to the Ryde Midwifery Group Practice. This involved
review of the processes concerned with the journey of a patient through the maternity
environment, as it related to midwife-led primary care at Ryde hospital. The patient
journey was analysed and modelled to determine where improvements to efficiency and
effectiveness could be made.
The goal of the study was to identify where changes could improve the flow of women
(patients) through the system so that:
o The highest levels of primary care are delivered
o Patient satisfaction is maintained
o The value of the resources involved in the associated processes are maximised and
o Metrics for on-going measurement and assessment can be set
This study included the review of information flow, patient management, staffing,
management practices and facilities as they related to the patient journey only. All other
aspects of these areas are specifically excluded from this study.
Background
Patient Journey Modelling has been used to redesign patient-centric healthcare processes
for almost 15 years. The Institute of Healthcare Improvement (USA) and NHS
Modernisation Agency (UK) have used various forms of this approach since the 1990’s20.
Such programs have achieved dramatic results in traditional hospital settings, including
reducing waiting times by 50 percent, reducing worker absenteeism by 25 percent, reducing
ICU costs by 25 percent, and reducing hospitalizations for patients with congestive heart
failure by 50 percent21. Australia has also conducted several such projects with similar
leaps in improvement. An example in case is the Flinders Medical Centre in South
Australia which has introduced improved processes in the Emergency Department (ED).
These improvements now see 90% of patients attending the ED, being seen, treated and out
within 4 hours22. All other States in Australia have also initiated some form of healthcare
process redesign project although to date no studies have been conducted within a maternity
setting23.
The patient’s journey through a health care system cannot be viewed in isolation but must
take into account multiple contributing dimensions. Apart from the actual flow of the
patient, nine (9) dimensions have been identified, as part of the assessor’s research, to date.
Each of these dimensions is a model in its own right but only contributes to improving a
situation when applied in the context of a particular patient journey model. These models
and their relationship to the patient journey are shown in Figure 1 and described below.

34
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Figure 1. Contributing dimensions to a patient journey.

Although the patient journey model is the ‘hub’ of this type of process redesign activity,
each and every dimension can interact and impact other dimensions as represented by the
multi-directional arrows within the patient journey rectangle.
DIMENSIONS
Strategic Objectives Model
Outlines the specific strategic objectives applicable to the nominated patient journey including
applicable legislation, government/hospital policies and professional body guidelines.
Staffing Model
Describes the staffing structure required to adequately support the flow of the patient through the
nominated healthcare system. Defines actual positions and numbers required, roles, section or
department responsible for a mother +/- her baby’s movement through the RMGP, care/treatment
provided and/or information initiation and flow.
Physical Resources Model
Describes what and how many of each associated physical resource such as, space and
equipment, (excluding staff), that are required to support the activities described in the patient
journey model.
Measurements Model
To enable variance measurement and evaluation to pre-set standards, metrics must be set for each
of the other dimensions, with their definition captured in the Measurements Model. These are
driven by the strategic objectives and benchmarks targets from similar services. There are no
maximum limits to the number of metrics (measurements) that can be set but there must be at
least one metric set for each of the other models. (See Table 1. below).
Administration Model
Describes the type, source and movement of any paperwork (including forms) associated with
the patient journey and the manual or system administration tasks required to support the
completion of these activities. Also includes responsibilities and approvals required.
Systems Data Model
Defines the data (information) required to support all of the activities associated with the flow of
the patient through the nominated healthcare system. Should include the source, owner and rules
concerning all of the data defined.
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Costing Model
Specifies all costs, in dollars, relating to the care of a patient (woman and her baby) through out
the patient journey. Includes costs associated with her care/treatment, paperwork creation and
movement, administration, physical and staff resources, IT use and variance measurement and
evaluation.
Socio/Cultural Model
Defines the unique social and cultural needs of specific patient groups that flow through a
nominated patient journey. Of particular concern in low socio-economic, indigenous areas
etc…..
Technology Model
Underpinning all of the above models is the appropriate application of supporting technology.
This may be in the form of Department-wide systems or specialized systems catering for unique
needs. Dramatic efficiencies are possible via the use of technology but all of the other models
must be thoroughly understood prior to any system development.
Table 1. Examples of metrics identified for the RMGP Measurement Model
Mother and Baby’s Movement
Care/Treatment Stream
Information Initiation and Flow
Entity Responsible
Resource Usage
Service Level Targets
Associated Costs
Activity Time

Describes the physical movement/transfer of the mother +/her baby between locations, either within the hospital or
externally.
Describes the actual episodes of care or treatment administered to
the mother +/- her baby throughout their journey.
Describes the type, source and movement of any information
associated with the mother +/- her baby’s movement or
care/treatment stream.
Describes the actual position, role, section or department responsible
for a mother +/- her baby’s movement, care/treatment stream or
information initiation and/or flow.
Describes what and how many of each associated resource
including staff, space and equipment are being used by the activity.
Pre-defined measurements and targets for a given activity. Derived
from strategic objectives.
Actual financial cost associated with the execution of a given
activity
The time taken for a given activity (as above). Can be actual or
elapsed time.

The current patient journey model represents the movement of a woman and the
processes involved in the woman’s flow through, the RMGP model up to the completion of
the Booking Interview. The model also shows staff roles, information created and
transformed, legislation and policies involved and the metrics required to measure and
assess the patient’s journey.
System issues identified
o The woman may not be assessed as to her suitability for the RMGP model until her 3rd
visit to Ryde.
o Three (3) forms are used for the current clerical booking; 8 signatures are required, 7
sections on these forms are unused or worded incorrectly for the Ryde model, 4 sections
are duplicated across the PAS and other forms.
o It may be almost 1 week after the women has completed her clerical booking before she
is contacted by a midwife to make a booking interview.
o The midwife’s and the woman’s time is wasted and redundant paperwork is completed
if the woman is assessed as being unsuitable for the RMGP model.
o Domestic Violence screenings are not always completed as per policy.
o Booking information is duplicated across several mediums (ie: booking books).
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The total actual patient processing time is 122 minutes. Elapsed time however may vary
from between 1-2 weeks depending on when the woman actually attends Ryde for her
clerical booking and her details are placed in the Booking Book for allocation.
NB: The models depict several contributing dimensions to the patient journey. Shown down the
right hand side of the models are the dimensions, such as patient movement, roles, processes,
information flow, policies and metrics. The models are read left to right with all dimensions for a
given process being considered as a vertical slice of the patient’s overall journey.
o
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THE PROCESS
START HERE
STEP 1
CURRENT CLERICAL BOOKING

P.1

PATIENT
MOVEMENT

Woman

Woman

Woman

ROLES
Calls or arrives at
Ryde for
a clerical booking

Ward Clerk

Medicare
card ?

PROCESSES

Ward Clerk

Caseload

Conducts

Yes

COMPLETE CLERICAL
BOOKING

No

Reviewed

Woman advised to
book elsewhere

*1 : 4 signatures , 2 sections
already in PAS , other 2
30
sections can be done on A

POLICIES /
LEGISLATION /
STRATEGIC
OBJECTIEVS

Assignments /
Holidays
Board
(6mths )

PAS Information

Inpatient Election
Form *2

Back of Medical
Record Sheet *3

*2: 2 signatures , 1 section not
used , other info already in
PAS

Booking Diary
Allocations

Individual Diary

Confirms
availability

MAKE BOOKING
INTERVIEW APPT

ASSIGN WOMAN TO
CASELOAD /CORE

Bookings Folder
(purple )

Authorities
(U2AA ) * 1

Provides available
appt times

Conducts

Completed

INFORMATION
CREATION /
MOVEMENT

Caseload

Arrives at Ryde for

/

Available
interview
times
Individual Diary

Clinic Diary
Appts
( black )

-

Bookings Folder
(purple )

*3: 2 signatures , 6 sections not
used , wording not suitable for
RMGP patient

NSCCAH
Policy for Patient Admission

1min

20 min

5min

5min

METRICS
(incl Time )

A woman phones or attends Maternity to gather information about birthing at Ryde:
¾

¾

¾
¾
¾
¾

If she wishes to proceed and has a Medicare card, an appointment is made for a clerical booking.
If the woman has come into Maternity and the ward clerk is available at the time, the clerical
booking can be done straight away. If not the woman must come in at another time. The clerical
booking takes about 20 minutes.
The clerical booking uses 3 forms that are in the main unsuitable to patients entering the RMGP
model. The U2AA requires 4 signatures, 2 sections are already in PAS and 2 other sections can be
done on form A30. Inpatient Election form requires 2 signatures, 1 section is not used, other
information is already in PAS. The MRN sheet requires 2 signatures, 6 sections are not used and
the wording is not suitable for a RMGP patient.
The ward clerk enters the relevant information into the PAS and prints the rest of the MRN sheet
and about 20 patient sticky labels. The paperwork is placed in the Bookings Book for allocation of
the woman to caseload or core.
At the next Allocation Meeting, held each Wednesday, the caseload midwives determine if the
woman is core or caseload. If she is caseload she is allocated to a dedicated midwife. If Core, her
paperwork is given to the antenatal Core midwife, for action.
The allocation information is written in 4 places. A whiteboard showing details of each caseload
midwife’s current allocations and expected absences, the Bookings Book (black) kept on the ward;
Bookings Folder (purple) kept in the clinic and the allocated midwife’s personal diary.
The woman is rung to make a Booking Interview Appointment. The appointment time is recorded
in the midwife’s personal diary, the Clinic Diary and the Bookings Folder (purple).

31 min
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NEXT STEP 2
CURRENT BOOKING INTERVIEW

P.2

PATIENT
MOVEMENT

Woman
ROLES

Midwife
Arrives at
Ryde for
Booking
Interview

Offer A /N-P/N
care at Ryde ,
Advise woman to
book elsewhere

Conducts

No

PROVIDE GENERAL
INFORMATION /
ADVICE (* 4)

PROCESSES

Does the
woman have any
initial concerns ?

No

OUTLINE RGMP
MODEL & OTHER
MATERNITY
OPTIONS

Woman’s suitability
to birth at Ryde ?

COLLECT MEDICAL
HISTORY (* 6)

Yes

Yes
Antenatal Notes
Patient Medical
Record (created
via Clerical
Booking )

INFORMATION
CREATION /
MOVEMENT

PAS Information

Existing Medical
Record (from
previous
bookings )

Midwife /
woman
dialogue

Forms bought in
by woman *5

RMGP Model
Decscription

Clerical & other
A/ N doco

Handouts &
Information Sheet

H35

Obstet

Yellow Card

*4: Advise Booking I /V
process , time taken , privacy
and confidentiality issues

POLICIES /
LEGISLATION /
STRATEGIC
OBJECTIEVS

*5 : Forms bought in by
woman may include blood
results , ultrasounds ,
referrals etc ...

*6: Some Triplicate
Information : Booking History
Notes copy , System copy ,
Woman’s copy

National Midwifery
Guidelines

10 min

National Midwifery
Guidelines

3min

10 min

5min

30 min

METRICS
(incl Time )

The woman arrives at Ryde for her Booking Interview.
¾
¾
¾
¾
¾

The woman gives/receives general information and advice about her pregnancy and is asked if
she has any initial concerns. Any existing pathology or ultrasounds are also reviewed.
The RMGP model is outlined and other maternity options discussed.
The midwife makes an assessment as to the woman’s suitability for the RMGP model.
If the woman is unsuitable she is advised to book elsewhere, with the option of ante/post natal care
given at Ryde. If the woman is suitable a full medical history is collected and entered into OBSTET
and the woman’s antenatal notes.
Following collection of a full medical history the woman’s suitability for the RMGP model is
confirmed (or she is advised to book elsewhere).

58 min
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NEXT STEP 3
P.3

(cont .)

CURRENT BOOKING INTERVIEW
PATIENT
MOVEMENT

Woman
ROLES

Midwife

Undertakes Conducts

Woman’s suitability
to birth at Ryde ?

PROCESSES

Yes

Referrals required

?

Yes

PREPARE
REFERRALS FOR
OTHER HEALTH
PRAC /SERVICES (* 7)

Does the
woman have any in depth concerns ?

Yes

No

Advise woman to
book elsewhere .
&
Complete Referral
Collate Notes .

INFORMATION
CREATION /
MOVEMENT

Clerical & Other
A/N Notes

Midwife /
woman
dialogue

Obstet

Forms

No

Complete DV
screening this visit
(* 8)

?

Yes

No

Notes
Notes (Note for
Next Visit )
DV Form

Make Appt
Make copies as
required

¾
¾
¾

*8: Is woman alone ? (interpreter
permitted )
Child under 3?
Is there enough time
?
Partner gets upset if asked to leave

/s

*7: May include NT , Dating
U/S, Pathology , Genetic
Counseling , Info /Antenatal
classes , Social Work
referrals etc ...

POLICIES /
LEGISLATION /
STRATEGIC
OBJECTIEVS

METRICS
(incl Time )

Referral Letter

2min

5min

Yellow DV Form
to KL for mthly
summary
?

Stats Policy

3min

COMPLETE DV
SCREENING (* 4)

1 min

If the woman requires referrals for pathology, NT or dating ultrasounds etc.., these are now
prepared.
A Domestic Violence screening should now be conducted.
A check is done to confirm all forms and system entry is complete.

What percentage of
DV forms must be
complete at first visit
(STATS )

3min

?

13 min
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NEXT STEP 4
CURRENT BOOKING INTERVIEW (cont.)

P.4

PATIENT
MOVEMENT

Woman
ROLES

Midwife

Undertakes Conducts

All forms/system
data complete?

Yes

PROCESSES

OUTLINE TIMINGS
FOR PREGNANCY
PROGRESS & VISITS

PHYSICAL EXAM *9

Yes

No

FINALISE
INFORMATION
CREATION/
MOVEMENT

Clerical & Other
A/N Notes

H35

Does the
woman have any
other concerns?

Clerical & Other
A/N Notes

Obstet
Yellow Card

Obstet

H35

Midwife/
woman
dialogue

No

All Handouts given
to woman?

Yes

No

FINALISE
Handouts

Yellow Card

*9 B/P, Fundus, Breasts

POLICIES/
LEGISLATION/
STRATEGIC
OBJECTIEVS

METRICS
(incl Time)

¾
¾
¾
¾

National Midwifery
Guidelines

3min

5min

1min

1min

The timings for pregnancy progress and antenatal visits are outlined.
A physical exam of the woman is conducted. This includes blood pressure, fundus and breast
checks.
The woman is asked if she has any other concerns.
Check if all handouts have been given to the woman.

10min
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STEP 5

P.5

CURRENT BOOKING INTERVIEW (cont.)
PATIENT
MOVEMENT

Woman
ROLES
Undertakes

Midwife
Conducts

MAKE NEXT APPT

ADVISE CONTACTS

PROCESSES

A/N Notes
INFORMATION
CREATION /
MOVEMENT

FINALISE BOOKING
*10

Yellow Card
Yellow Card

Individual Diary

Obstet

A/N Notes

Clinic Diary
*10 Print Obstet ,
Collate everything
,
Put in Plastic Sleeve
,
Add sticker , File Notes

POLICIES /
LEGISLATION /
STRATEGIC
OBJECTIEVS

Clerical Booking
Booking Interview

3min
METRICS
(incl Time )

¾
¾
¾

2min

5min

10 min

= 31 min
= 91 min

+ 31 min + 58 min + 13 min + 10 min +10 min
=

122min

Make the next antenatal appointment and record on the woman’s yellow card, in the clinic diary
and the midwife’s personal diary.
Detail any contact information on the woman’s Yellow Card.
Finalise the booking by finishing and printing OBSTET input, collating the clerical notes, H35 and
any previous medical record details to make the woman’s antenatal notes. Place a sticker on the
notes and file them.

Discussion
If the woman has attended Maternity to make a clerical booking, completed the clerical
booking and then during the booking interview is assessed as being unsuitable for the
RMGP model she may get quite upset, gain a negative attitude of the service and pass this
perception onto others. A potential reason for birthing numbers to decrease.
This situation may also have necessitated the woman to take time off from work on three
separate occasions. She will now have to take more time off to complete another booking
process at the new hospital, another negative effect on the patient.
Allocation details are replicated across 4 mediums. This is due in part to the ward being
separate to the antenatal clinic but appears to have accumulated, as new details are required
to be captured. A review of how these details can be stored more economically is required.
If the woman is assessed as being unsuitable for the RMGP model all paperwork prepared
in the first stage of the Booking Interview becomes redundant. Other hospitals have
different booking procedures or would prefer to complete the paperwork from scratch
during their own interview process.
Some midwives complete OBSTET during the Booking Interview which interrupts the
face-to-face contact.
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Domestic Violence screenings are sometimes not completed if the midwife feels
uncomfortable asking the partner to leave or if she feels he may become upset if asked to
leave. It has been confirmed that the DV policy states it is mandatory for the DV screening
to be completed on the first visit and the woman must be alone (children under 3 and/or an
interpreter are permitted to be present). If the DV screening cannot be completed a separate
section of the form must state the reasons why the screening was not conducted and it must
be noted that the screening is required at the next visit. Failure to conduct the DV screening
leaves Ryde open to potential litigation if the woman does have problems later in her
pregnancy and she and/or the unborn baby are harmed.
THE FUTURE
An ideal future patient journey model could be enhanced by the application of new and
improved technology, particularly the introduction of a single data entry system that
automatically updates the PAS and OBSTET systems as required.
The following difficulties would be anticipated in designing a future patient journey model:
• the inability to implement new systems in a timely manner through the central NSW
Health IT department ,
• lack of available IT resources to complete any systems development work;
• if such resources were available the inability to integrate such new systems into the
existing NSW Health network,
• the requirement for standard systems across NSW Health.
Conclusion
This report presented the outcomes of an independent assessment of the Ryde Midwifery
Group Practice model. The exercise included a review of information flow, patient
management, staffing, management practices and facilities as they relate to the patient
journey, to the completion of the booking interview, only.
This is the first phase of the Patient Journey Model project. Future solutions and projected
improvements to the system will be published at a later date within the doctoral thesis.
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The Maternity Unit Assistant proposal
Due to the need to clean, restock and provide caretaker duties in the maternity unit on a 24
hour basis the use of domestic untrained personnel instead of highly qualified registered
midwives may be a more appropriate use of resources. This may include the introduction
of a maternity unit assistant in keeping with other models internationally (UK and NZ).
The maternity unit assistant is primarily responsible for ensuring the smooth running of
the ‘accommodation’ component of the Maternity Unit and has no clinical nursing or
midwifery duties. The role of a maternity unit assistant involves working closely with the
Maternity Unit Manager and staff to make sure the unit is fully functioning at all times.
The position requires NO clinical component, and employment is comparable to a clerical
or housekeeping wage. The benefit of a maternity unit assistant is the ability to keep the
maternity unit open to welcome women when they arrive in labour with their midwife.
Title:
Position:

Maternity Unit assistant
Maternity Unit assistant at Ryde

Skills and experience:

Previous, life and/or work experience with children and
families. Basic computer/data entry skills, good
communication (inquiries management) and telephone
skills. Hotel and/ or hospital housekeeping experience.
Local level management of laundry, kitchen and medical
supplies, ordering and inventory. Works well as part of a
team, can prioritise work when under pressure, shows
initiative and takes direction well when requested.

Location:
Reporting to:
Direct reports:

Maternity Unit, Ryde hospital
Maternity Unit Manager through the midwife on duty.
None

Functional relationships:

Maternity unit staff and associated service users; maternity
unit consumers, families and visitors; other hospital staff,
including supply departments & related community groups.

Purpose of the position:

The Maternity Unit Assistant is primarily responsible for
ensuring the smooth running of the ‘accommodation’
component of our Maternity Unit and working closely with
the Maternity Unit Manager and the midwife on duty, to
make sure the unit is fully functioning at all times, well
stocked, clean, tidy and welcoming for all women, families
and their caregiver. The Maternity unit supports the
provision of quality midwifery services and maternity care
to women and their families in the Ryde region. This will
be achieved through supporting the effective and efficient
functioning our Maternity Unit on a day to day basis under
supervision of the midwife on duty.
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KEY RESPONSIBILITIES

To support the efficient
running of the Maternity
Unit and support the
midwife on duty to meet the
needs of women and their
families.

EXPECTED OUTCOMES

•

•
•
•
•
•
•

To carry out administrative
duties as required by the
Manager and/or the midwife
on duty.

•
•
•
•
•
•

Support the development and
maintenance of effective
communication processes
within the Unit
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•
•
•

Ensure resource requirements for the effective and efficient
accommodation functions of the unit are met and managed
in a timely way, in conjunction with the midwife on duty,
including laundry, food and consumables.
Support the midwife on duty with the management of
inquiries from women, staff and visitors and ensure an
efficient communication system is maintained.
Ensure that cleaning and restocking is carried out as
necessary.
Notify the midwife on duty immediately if concerned about
the wellbeing of mother and/or baby.
Enable the midwife on duty to spend time with women and
feel confident that you are managing the Unit ‘housekeeping’
activities on that shift.
Promote the services provided by the Unit in an informative
and positive way to those inquiring.
Inform the Manager and/or midwife on duty of any ways that
the service may be improved.
Seek feedback on the service from consumers.
Monitor stock use and submit orders as requested.
Monitor the quality of cleaning and meals provided.
Ensure that data entry activities are completed and updated as
requested.
Answer phones and patient bells as quickly as possible and
prioritise responses under supervision of the midwife on duty
Instructions and operational policies are followed and
maintained.
Non-routine matters are referred to the Manager.
Support the maintenance of accurate and timely reporting
processes including routine reporting requirements.
Assistance is sought and strategies enacted when
communication problems are identified.

Develop skills appropriate for
the job.

•

Undertake ongoing work related education as approved or
requested by the Manager.

Other activities as requested
by the MUM

•

Undertake responsibility for tasks consistent with the position
description as directed by the Manager or midwife on duty.

Source: Based on the successful model in place at Burwood Maternity Hospital, Christchurch,
New Zealand. Specifications provided by Dr Chris Hendry 2005
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CONCLUSION
The RMGP represents a safe and effective system of maternity that offers the following:
Benefits for MOTHERS including:
o New options for maternity care integrating antenatal and postnatal follow through and
providing care where appropriate in the community.
o Provision of an accessible maternity service ‘close to home’ within the Ryde LGA.
o A ‘known’ primary midwife to provide continuity throughout the pregnancy birth and
postnatal experience involving women in decision-making.
o A reorientation of maternity care incorporating continuity of care that strengthens women’s
own networks in the community and promotes more control for women themselves
o Significantly lower rates of obstetric intervention including induction of labour and lowered
use of pharmacological drugs during birth.
Benefits for BABIES including:
o Increased breastfeeding rates - especially increasing the rates beyond the first few postnatal
weeks and stronger links to earlier community follow up.
Benefits for MIDWIVES including:
o Increased job satisfaction similar to that reported by Sandall et al 35 by expanding and
extending the role of midwives in accordance with NH&MRC36, the NSW Midwifery
Taskforce Final Report 37 and AMAP38 report recommendations for midwives’ scope of
practice and the ACM submission to the Senate Productivity Commission Inquiry39.
o Opportunities for midwives to practice in a primary health care role, within a hospital and
community structure in close collaboration with GP-obstetricians, specialist obstetricians,
interpreters, child health services, drug and alcohol services, social workers and other
relevant health professionals.
o Increased flexibility in working arrangements that meet the needs of individual women and
suit the needs of a predominantly female midwifery workforce, especially women with small
children.
Benefits for DOCTORS/OTHER HEALTH PROFESSIONALS including:
o One midwife with whom to discuss and arrange a plan of care with the woman
o Strengthened collegial relationships
o Better co-ordination and availability of information
o Stronger links established following discharge from postnatal care
o Fewer demands on specialist time for normal uneventful pregnancy labour and birth care.
Benefits for COMMUNITY SERVICES including:
o Closer links forged between women who gave birth at Ryde and women’s consumer support
groups.
Benefits for the ORGANISATION including:
o Significantly increased cost effectiveness and productivity from staff resources
o The opportunity for NSCCH to take a leadership role in introducing an innovative primary
health care model within the maternity services.
o An opportunity to test the sustainability of a midwifery model as mainstream care.
o Implementing research into practice providing a service based on the best available evidence.
o Establishing networks for policy makers and practitioners to implement a more
comprehensive, integrated approach to change.
35

Sandall J 1997 Midwives’ burnout and continuity if care. Br J of Midwifery. Vol 5(2):06-111
NHMRC 1998 Review of Services Offered by Midwives. 1998. Australian Government Printing Service, Canberra
37
NSW Midwifery Taskforce Final Report 1996 http://www.health.nsw.gov.au/nursing/midrecs.html
38
AMAP 2003 The final report of the Australian Midwifery Action Project
36

39

Australia’s Health workforce draft report http://www.pc.gov.au/study/healthworkforce/positionpaper/index.html
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Appendix 1. National Midwifery guidelines

National Midwifery Consultation and Referral Guidelines. Australian College of Midwives
Canberra. http://www.acmi.org.au/text/corporate_documents/ref_guidelines.pdf
Consultation
The Guidelines were initially collated on behalf of the Australian College of
Midwives by Associate Professor Sally Tracy and Donna Hartz at the Midwifery Practice and
Research Unit, Northern Sydney Area Health Service. Consultation on the
Guidelines involved input from midwives, medical practitioners, managers and
consumers from across Australia, including:
Midwives from
Central Sydney Area Health Service (NSW)
Northern Sydney Area Health Service (NSW)
South Eastern Sydney Area Health Service (NSW)
Wentworth Area Health Service (NSW)
Canberra Midwifery Program (ACT)
Western Health, Victoria
Women's and Children's Hospital, Adelaide (SA)
Staff Obstetricians from
Hunter Area Health Service (NSW)
Northern Sydney Area Health Service (NSW)
South Eastern Sydney Area Health Service (NSW)
Wentworth Area Health Service (NSW)
Consumers from
Maternity Coalition (national)
Ryde Caseload Midwifery Working Party consumers (NSW)

Ryde Midwifery Group Practice

Consumer Satisfaction Questionnaire
You are invited to fill in this questionnaire to evaluate your satisfaction with the care you
received while you were booked with the Ryde Midwifery Group Practice at Ryde. The
results of this survey will form part of an ongoing self-evaluation process, and will be
reported to the Board of Northern Sydney Health and the Maternal and Perinatal
Committee of the NSW Department of Health to strengthen the case for continued
support. The data will also be used by NSH management as part of a quality assurance
mechanism to ensure that a high quality service is offered. All responses will be kept
strictly confidential by both research and administrative staff collating this data.

Part A
For each of the following statements please circle
the number which shows how you felt about your care
A I felt confident in the midwife

Never

Rarely

Sometimes

Most
times

Always

1

2

3

4

5

B

I felt anxious

1

2

3

4

5

C

I participated fully in the planning of my care

1

2

3

4

5

D

Talking to the midwife was easy

1

2

3

4

5

E

I felt in control

1

2

3

4

5

F

I understood what was happening

1

2

3

4

5

G

I felt relaxed

1

2

3

4

5

H

Everything made sense

1

2

3

4

5

I

I felt helpless

1

2

3

4

5

J

I was shown courtesy and respect

1

2

3

4

5

K

I was given information

1

2

3

4

5

L

I felt able to make choices about my care

1

2

3

4

5

M

I felt able to make choices about the care of my baby

1

2

3

4

5

N

I received care from a midwife that I knew throughout
my pregnancy, labour and birth

1

2

3

4

5

I had access to information about types of maternity care
available — eg shared care etc

1

2

3

4

5

I had easy access to information about the hospital
service — eg no induction, no epidural etc

1

2

3

4

5

I chose my support person/s and decided what role they
would take

1

2

3

4

5

I was aware of my right to change my service arrangement
with my midwife

1

2

3

4

5

I was given information about my rights and how to access
health complaints mechanisms

1

2

3

4

5

O
P

Q
R
S

2

Part B (please circle answer)
1

Where was your baby born?

2(a)

Was this birth place your original choice?

At home
At Ryde hospital
At RNS
Other
Yes

1
2
3
4

No

What were the reasons for your original choice?
______________________________________________________________________________
______________________________________________________________________________
2(b)

Did you mind that Ryde has no epidurals?

Yes

No

______________________________________________________________________________

3

Who had the most influence
on your original choice?
(circle more than one answer if necessary)

Myself
1
Husband / partner
2
My midwife
3
General Practitioner (GP)
4
Specialist obstetrician
5
Hospital doctor
6
Other person (please specify) _____________

____________________________________________________________________________

4

If your original choice of birthplace was changed, why did it change?
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

5

Who had the most influence on the
decision to change birth place?
(circle more than one answer if necessary)

Myself
1
Husband / partner
2
My midwife
3
General Practitioner (GP)
4
Specialist Obstetrician
5
Hospital Doctor
6
Other person (please specify) _______________

______________________________________________________________________________

6

Were you happy with the decision to change option?

Yes

No

3

7

What were your main sources of information
about pregnancy and labour?
(circle more than one answer if necessary)

Midwife
1
Prenatal classes
2
General Practitioner (GP)
3
Obstetrician (Specialist doctor)
4
Books
5
Friends and family
6
Magazines
8
Other (please specify) ________________

__________________________________________________________________________________
8
Did you attend any childbirth preparation or parenthood
Yes
No
classes during your pregnancy?
If yes who taught the classes?

Ryde Midwives
1
Private midwife
2
Other hospital midwife
3
Child Health nurse
4
Physiotherapist
5
Other (please specify) ________________________
___________________________________________
___________________________________________

If no, was this because:

My midwife told me everything I needed to know 1
Too far away
2
Did not know about them
3
Did not feel they would help
4
Attended when I was pregnant before
5
Felt I had enough information already
6
Other (please specify) ________________________
___________________________________________

9

Thinking about the antenatal care by your midwife, how
much do you agree or disagree with the following:
Strongly
agree

10

Agree Unsure Disagree

Strongly
disagree

I was treated with respect

1

2

3

4

5

I felt I had too little say in what was decided

1

2

3

4

5

I was told everything I wanted to know about the progress
of my pregnancy

1

2

3

4

5

I felt I could ask all the questions I wanted to

1

2

3

4

5

I was treated as ‘just another case’ rather than as an
individual

1

2

3

4

5

I understood very little of what was said to me

1

2

3

4

5

I would have liked to have known more about the tests and
examinations that were carried out

1

2

3

4

5

Were there ways in which you felt the antenatal care you received could have been
improved?_______________________________________________________________________
________________________________________________________________________________

4

11(a) Please rate each of the following in terms of
its overall importance to your pregnancy
and birthing experience:
Having one midwife I knew

Very
important

Important

Fairly
Not
unimportant important

Unsure

1

2

3

4

5

Feeling comfortable and supported

1

2

3

4

5

Giving birth at Ryde

1

2

3

4

5

Having a secure backup service in case of emergency

1

2

3

4

5

Having both a doctor and midwife monitor pregnancy

1

2

3

4

5

Feeling I was in control in labour and birth

1

2

3

4

5

Feeling I made my own decisions

1

2

3

4

5

11(b) Thinking about the labour and birth care by
your midwife, how much do you agree or
disagree with the following:

Strongly
agree Agree Unsure Disagree

Strongly
disagree

I was treated with respect

1

2

3

4

5

I felt I had too little say in what was decided

1

2

3

4

5

I was told everything I wanted to know about
the progress of my labour

1

2

3

4

5

I felt I could ask all the questions I wanted to

1

2

3

4

5

I was treated as ‘just another case’ rather than as an
individual

1

2

3

4

5

I understood very little of what was said to me

1

2

3

4

5

I felt in control of the labour pains

1

2

3

4

5

I was able to cope with the pain in labour

1

2

3

4

5

I felt tense and anxious during the birth

1

2

3

4

5

11(c) Thinking about the time after the baby was born
how much do you agree or disagree
with the following:

Strongly
agree

Agree Unsure Disagree

Strongly
disagree

I was able to get all the help I needed

1

2

3

4

5

I was able to get help about breastfeeding when
I needed it

1

2

3

4

5

I was able to get enough rest

1

2

3

4

5

I was confused with conflicting advice

1

2

3

4

5

I feel confident as a mother

1

2

3

4

5

I understood very little of what was said to me

1

2

3

4

5

I would have liked to know more about
what was happening to me

1

2

3

4

5

5

12

If you have had a baby before, how do
you rate the care provided for this pregnancy
and birth against your previous birth experience/s?
Who provided the majority of your care
for the previous birth/s?
(circle more than one answer if necessary)

Better
The same
Worse

1
2
3

Ryde midwife
1
Private midwife
2
Other hospital midwife
3
General Practitioner (GP)
4
Specialist Obstetrician
5
Shared care (GP & midwife)
6
Antenatal clinic at Ryde
7
Other (please specify) ________________
___________________________________
___________________________________

13

Could you tell us what you liked most about the care provided for this pregnancy and birth?
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________

What, if anything, didn’t you like about the care provided for this pregnancy and labour?
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________

14

If you had another pregnancy, would you book at Ryde again?

Yes

No

If not, why not?
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________

15

Do you feel that you managed well in the first week at home with your baby?

Yes

No

Was your midwife readily available during this time?

Yes

No

6

16

How would you rate your midwife support during the first week at home?

Excellent
Very good
Adequate
Inadequate
Very poor

1
2
3
4
5

What other support, if any, do you feel should be available?
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________

17

Is there anything else you would like to tell us?
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________

18

How did you find out about the Ryde Midwifery Group Practice?
________________________________________________________________________________
________________________________________________________________________________

If, for the evaluation, we needed to follow up the questionnaire
with some interviews would you be interested in talking to our research midwife?

Yes

If you answered yes, then please fill in your contact details below:
Name

_________________________________________________

Address

_________________________________________________
_________________________________________________

Contact phone number/s

______________________________________

THANK YOU for taking the time to complete this questionnaire
Please return this questionnaire in the reply paid envelope provided (no stamp necessary)

No

QUALITY REVIEW OF THE RYDE MIDWIFERY CASELOAD PRACTICE
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Appendix 3 Maslach Burnout Inventory (revised edition by Jane Sandall 1998b)
This questionnaire is to discover how you feel about your job, the women that you care for and the
people with whom you work closely.
Please read each statement and decide how often you feel this way,
then tick the appropriate box (from 0 to 6).

0

1

2

Never

A few times
a year

Once a
month or
less

3

4

A few times
a month

5

Once a
week

6

A few
times
a week

Every
day

STATEMENTS

0

1

2

3

4

5

6

I feel emotionally drained from my
work

0

1

2

3

4

5

6

I feel used up at the end of the day

0

1

2

3

4

5

6

I feel fatigued when I get up in the
morning and have to face another day
on the job
I easily understand how the women I
care for feel about things
I feel I treat some women as if they
were impersonal objects
Working with people all day is really
a great strain for me

0

1

2

3

4

5

6

0

1

2

3

4

5

6

0

1

2

3

4

5

6

0

1

2

3

4

5

6

I deal very effectively with the
problems of the women I see
I feel burned out from my work

0

1

2

3

4

5

6

0

1

2

3

4

5

6

I feel I'm positively influencing other
peoples lives through my work
I've become more callous towards
people since I took this job
I worry that this job is hardening me
emotionally
I feel very energetic

0

1

2

3

4

5

6

0

1

2

3

4

5

6

0

1

2

3

4

5

6

0

1

2

3

4

5

6

I feel frustrated by my job

0

1

2

3

4

5

6

I feel I'm working too hard on my job

0

1

2

3

4

5

6

I don't really care what happens to
some women
Working with people directly puts too
much stress on me.
I can easily create a relaxed
atmosphere with the women I see
I feel exhilarated after working closely
with women
I have accomplished many worthwhile
things in this job
I feel like I'm at the end of my tether

0

1

2

3

4

5

6

0

1

2

3

4

5

6

0

1

2

3

4

5

6

0

1

2

3

4

5

6

0

1

2

3

4

5

6

0

1

2

3

4

5

6

In my work, I deal with emotional
problems very calmly

0

1

2

3

4

5

6

I feel women blame me for some of
their problems

0

1

2

3

4

5

6
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An integrated service network in maternity
— the implementation of a midwifery-led unit
Sally K Tracy, Donna Hartz, Michael Nicholl, Yvonne McCann and Deborah Latta

Abstract
Maternity services in Australia are in urgent need of
change. During the last 10 years several reviews
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units offer
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and women are transferred into perinatal
centres to access tertiary-level obstetric technology
and staff when required.
This case study outlines the introduction of
caseload midwifery into an Area Health Service in
metropolitan Sydney. Our objective is to explore the
concept of caseload midwifery and the process of
implementing the first midwifery-led unit in NSW
within an integrated service network. The midwifeled unit is a small but growing phenomenon in many
countries.1 However, the provision of “continuity”
and “woman-centred” midwifery care involves radical changes to conventional hospital practice.
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What is known about the topic?
Free-standing birth units are emerging in response
to consumer pressure for a more “woman-centred”
maternity service, while the viability of small
maternity units is under challenge. The providers of
maternity care are divided in their views about the
optimal models of care and professional roles.
What does this paper add?
This case-study reports on the emergence of the
first free-standing birth centre to be established as
part of an integrated service network in Australia,
using caseload midwifery. The caseload midwifery
model, linked with a specialist referral and
consultation role for obstetricians, is explained.
What are the implications for practitioners?
This model may help to improve the viability of
maternity services in rural areas of Australia. Both
midwives and obstetricians stand to gain from the
redesigned scope of practice.

O UR AREA OF INTEREST is a small peripheral
maternity hospital of about 500 births per annum
within a major Area Health Service (AHS) in a
metropolitan area. The small hospital was beset
with a series of problems including the loss of
obstetric anaesthetic services, and a state policy
direction to centralise and integrate maternity
services to a tertiary level.2 This is a recurring
theme among small maternity hospitals in rural,
regional and metropolitan areas of Australia.

What is caseload midwifery?
In a caseload model, midwives provide total care
for a defined caseload of women. Forty women
per year per midwife and 40 back-up cases are
generally considered a full time caseload, with an
allowance for annual leave. The primary midwife
provides antenatal, labour and postnatal care for
the same woman. When complications arise at

Australian Health Review August 2005 Vol 29 No 3
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any time during the pregnancy or birth there is a
defined mechanism for consultation and referral,
through guidelines specifically designed to assist
in this process. 3 Guidelines for consultation and
referral are pivotal in defining safe and appropriate practice parameters. They help in providing a
working framework for collaboration and partnership which are the central tenets of the model.
Caseload midwifery care is offered in a “seamless” manner between hospital and community,
and the caseload midwife is on-call for extended
periods of time. Each caseload midwife works with
a back-up midwife, and both get to know the
women in each other’s caseload to cover for time
off. A group practice of six to eight midwives is
able to allocate caseloads evenly, provide mutual
support, a forum for peer review of practice, and
back-up in times of crisis such as sickness or long
periods of sleeplessness.4 It is imperative that
funding for the caseload model of care allows
flexibility for midwives in the allocation and organisation of work, and in work practices. This flexibility has been shown to lower the risk of “burnout” as it increases continuity, job satisfaction and
control over work.5 The provision of an on-call
service for labour and birth requires a profound
shift in patterns of working and responsibility. It
also demands an all-round proficiency of knowledge and skill levels.
For caseload practice to work, midwives can no
longer be locked into the rotating roster systems
of their employing hospital. Such a radical departure from traditional practice has been a major
stumbling block for health services, mainly
because of the belief that “case loading” would
not be cost effective. Midwives, on the other
hand, are reluctant to push for caseload practice
reform until a major system change is implemented, and new industrial awards recognise a
change from employment in a rostered and rotating environment to an annualised salary arrangement. Reluctance to change is driven by a real fear
of burn-out, and the unrealistic expectations
placed on midwives to juggle continuity of care
and being on call, on one hand, with also having
to undertake rostered shifts in wards to supplement their quota of full-time hours per week.
Australian Health Review August 2005 Vol 29 No 3

Introducing the Midwifery-led Unit
Following the loss of anaesthetic personnel and
the threatened closure of the small maternity
unit, the General Manager of the hospital established a steering group of stakeholders representing all areas of interest in the new model and
including consumer representatives. The terms
of reference were developed at the first meeting
and a working party set up. The terms of
reference were agreed as follows: to design and
implement a maternity service supporting normal pregnancy and childbirth at the small hospital, along with developing a partnership with the
tertiary hospital which is 15 kilometres away.
The objectives were to oversee the development
of a safe and sustainable service-delivery model
based on evidence, and meeting the needs of the
local community; to develop an implementation
plan and timeline; and to oversee the development of an evaluation process.

Barriers and facilitators
The barriers to change in setting up such a
model were manifold. At a professional staff
level there was resistance from the anaesthetists
who expressed concerns over the lack of an
anaesthetic registrar or additional staff cover to
ensure a safe service. The visiting obstetricians
felt they could not continue to offer a service
without the availability of anaesthetics. In general, the medical professionals were unhappy
about continuing the service in its current form
and preferred to see it closed. The midwives
were divided. Some were initially unsure about
offering a service without the “on-site” back-up
of obstetric and anaesthetic staff, although they
enjoyed working in a small cohesive unit. Others had experience of caseload care and felt the
evidence was sufficient to warrant designing a
new system to introduce this model.
In the wider context of the service, the AHS
executive was sceptical but open to debate. Strong
consumer demand for a local service was evident.
The demographics of the area show a “silent” large
ethnic population whose language needs were well
catered for in the existing small unit by some of the
midwives and through the availability of interpret333
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ers. The small unit was easily accessible by public
transport for those families living to the west, but
the bus did not run as far as the tertiary hospital 15
kilometres further on.

On the facilitative side, several of the midwives currently employed at the small hospital
had worked as homebirth midwives overseas,
and were keen to devise a new service model

The process of implementing a new “low risk” maternity service at Ryde hospital — the
Ryde Midwifery Group Practice, 2004
Improving the maternity system at Ryde Hospital

Supporting Data
Draft proposal for a midwifery group practice at Ryde

Project Team (Working
Party)
Representing:
Ryde management
Women
Midwives
Obstetricians
General Practitioners
Anaesthetists
Paediatricians

Guidance Team (Steering Group)
Chief Executive Officer RNSH
General Manager of Ryde Hospital and RNSH
Executive Officer Ryde Hospital
Director Clinical Services and Innovation RNSH
Director Clinical Services at Ryde Hospital
Obstetricians (VMO/Staff Obstetrician RNSH)
Northern Division General Practitioners
Anaesthetists
Paediatricians
Midwives
Women

The objective
To develop and implement a primary health model of maternity care
supporting normal pregnancy and childbirth at Ryde Hospital along with
developing a partnership with RNSH

Evidence for a new system

P
R
O
P
O
S
A
L

Greater Metroplitan Transition Taskforce
NSW Maternity Services Framework 2002
Consumers - National Maternity Action Plan
Workforce - midwifery and medical
Evidence from published research

* INITIAL Ryde Midwifery Group Practice
Caseload midwives (6 FTE)
“Anchor” or “Core” midwives (8 FTE)
Midwifery Unit Manager (1)
Antenatal Clinic midwife (1)
Visiting postnatal midwife (1)
Lactation Consultant (1)

Source: Based on the Project and diagnostic phase from The clinician’s toolkit — for improving patient care. NSW
Health Department, 2003. RNSH = Royal North Shore Hospital. FTE = full-time equivalent.
* This was the original arrangement of midwifery staff.
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based on continuity of care through a “one-toone” midwifery model. The system had been
developed successfully in the UK, and the
evidence shows that such a system is safe and
popular with women. 6-8 The midwives felt
there was a wealth of midwifery experience and
skill that was as yet untapped in the current
system. The General Manager of the proposed
new integrated service (incorporating the small
hospital and the large tertiary unit 15 kilometres away) was both enthusiastic and supportive of reform. Politically, the time was right to
put forward new ideas to revitalise the service
and to address the most recent Health Department initiatives outlined in the NSW Maternity
Services Framework 2000. 9 There is also evidence from three excellent randomised controlled trials of models of continuity of midwifery
care within NSW that demonstrates a capacity
to reduce costs and simultaneously benefit
organisations while improving the birth outcomes and satisfaction for women and
babies.10-13

The model
A draft proposal for the new model was drawn up
by the chair of the working party, who was the
professor of midwifery practice development for
the area, and presented for consideration to the
second meeting of the steering group. The Box
illustrates the mechanism for consultation and
the process for implementing the new midwiferyled model that became known as the Ryde Midwifery Group Practice.

The target population
The option of caseload midwifery care was to be
offered to any woman booking at Ryde Hospital
without identified risk markers in her pregnancy. Women were to be advised that no
epidural anaesthetic was available and that
should they require an epidural during labour
they could be transferred to the tertiary-level
hospital, Royal North Shore Hospital (RNSH).
Women were also advised that if they had had a
previous caesarean section, or were to be
Australian Health Review August 2005 Vol 29 No 3

booked for an elective caesarean section, they
would not be able to book at Ryde.

Intervention objectives for the women
and babies
The new system was designed to offer women
the option of a “known” midwife for their
pregnancy, labour, birth and postnatal followup, through providing care where appropriate in
the community. Women would see the same
midwife for antenatal visits and screening procedures; they would contact their midwife when
labour commenced; their midwife would attend
them in labour and birth and then visit them at
home for the first few weeks after the baby was
born. There would not be any need to attend
public antenatal clinics or to phone the delivery
ward when labour commenced. The known
midwife was to be the first point of contact for
all information and would actively involve them
in decision making. New mothers would be
provided with information about community
services and information about general practitioner (GP) services in their area.
The intervention objectives for babies included
increased breastfeeding rates — especially
increasing the rates beyond the first few postnatal
weeks; stronger links to earlier community follow-up which would affect immunisation initiation and awareness; and the earlier detection of
potential problems that may occur in the first
months of infancy.
Intervention objectives for the midwives
A “Midwifery Group Practice” was formed with
midwives nominating to work in the new model.
They formally agreed to an annualised salary. This
was a new agreement drawn up between the AHS
and the industrial union and agreed by the
midwives. They arranged themselves in working
pairs to timetable back-up support and negotiate
time off and holidays within the assignedmonthly-hours schedule approved by the union
and the AHS. Those who did not see themselves
offering full-time caseload care opted to remain
part of the core service at the small unit, operating under the same practice guidelines as the
335
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caseload midwives. These midwives fill the rotating roster at the small unit, so there is always a
midwife on duty in the small maternity unit.
All the midwives agreed at the outset that they
preferred to work in a situation where epidurals,
inductions, routine episiotomies and other forms
of medical intervention were not first line options.
They were to promote and emphasise normal
physiological pregnancy, labour and birth. Many
midwives felt that the midwifery skills needed to
promote intervention-free labour and birth would
now be better recognised and valued. The new
arrangement offered an enhanced ability to get to
know the women being cared for and to selfmanage the caseload, both primary cases and
back-up cases.
These changes were intended to increase job
satisfaction and to expand and extend the role of
midwives in accordance with National Health
and Medical Research Council,14 NSW Midwifery Taskforce15 and the Australian Midwifery
Action Project16 recommendations for midwives’
scope of practice. The changes would provide an
opportunity for the caseload midwives to practice in a primary health care role, within a
hospital and community structure in close collaboration with GP–obstetricians, specialist
obstetricians, interpreters, child health nurses,
drug and alcohol services, social workers and
other relevant health professionals. In establishing more flexible working arrangements the
objective was to meet the needs of individual
women and of a predominantly female midwifery workforce.

Intervention objectives for doctors and
other health professionals
For doctors and other health care providers, the
system changes were designed to ensure that
there was one midwife with whom to discuss and
arrange a plan of care for each woman. The
objective was to strengthen collegial relationships
and to ensure better coordination and availability
of information, establishing stronger links with
GPs and other community medical services during the antenatal time and after discharge from
postnatal care.
336

Intervention objectives for the organisation
The organisation could redefine the provision of
maternity services based on the best available
evidence and implement a more comprehensive,
integrated approach to change. The organisation
stood to benefit from an opportunity to lead the
introduction of new primary care models within
the maternity services and to test the sustainability of a midwifery-led unit as mainstream care. It
could offer a solution to problems associated
with obstetric and midwifery labour force shortages by concentrating specialist services in the
tertiary unit and making better use of appropriate primary-level services offered by skilled midwives. In addition, by supporting antenatal and
postnatal groups in community-centre locations,
the intervention objectives for community services could be better achieved. These include
earlier referrals where women become more
familiar with the available community services;
closer links with “Families First” nurses;17 and
access to women’s consumer support groups that
exist outside an acute hospital service, in the
community.

Methods and strategies
The establishment of the midwifery-led unit
through the Ryde Midwifery Group Practice
represents a reorganisation of existing midwifery
services to meet the needs of women attending
the hospital as public patients. The maternity
service has become a primary maternity facility
offering 24-hour midwifery care for women
having an uncomplicated pregnancy and birth
and has the capacity to respond to unexpected
emergencies that may arise during the course of
normal labour and birth, or through unplanned
presentations. When medical care is required,
women are transferred to the tertiary hospital by
ambulance.
In the event of a dire emergency, involving
immediate threat to the life of the mother or
baby, a staff specialist from the tertiary hospital
would travel to Ryde to perform an emergency
operative delivery (including caesarean section)
at the adjoining hospital. A roster of senior staff
Australian Health Review August 2005 Vol 29 No 3
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obstetricians employed at the tertiary hospital
15 kilometres away provides all emergency
cover required. This replaces the on-call roster
of privately practising obstetricians (VMOs) who
had offered the service before the change. The
transit time from Ryde to the tertiary-level hospital varies between 10 minutes and 35 minutes
depending on traffic and the time of day. In
addition, a telephone “hotline” is available at all
times for midwives at Ryde who may need
further advice or want to discuss the appropriate
course of action. This service is offered by senior
midwives rostered with a senior obstetrician
from the tertiary unit.
Appropriate and intensive screening procedures underpin the safety and effectiveness of
the model. When complications arise at any time
there is a defined mechanism for consultation and
referral to the tertiary hospital.3 Guidelines
clearly outline, for women and midwives, those
who could expect to receive appropriate low-risk
care at the midwifery-led unit. At the time of
booking in, women consult with the antenatal
clinic midwife and are offered the option of
caseload or standard care at Ryde.
As part of the new “integrated network”
arrangement between the midwifery-led unit
and the tertiary maternity hospital, a visiting
senior staff obstetrician visits weekly to review
any case notes of women identified by the
midwives for further consultation. Women are
also “networked” into the post-dates clinic and
other high-risk assessment clinics at the tertiary
hospital when reassurance or assessment is
required rather than undergoing a total transfer
of care to the obstetric team. This integrated
networking ensures that women who are otherwise without identified risk markers can be seen
by an obstetrician and their situation can be
reassessed more closely to meet the individual
needs of each woman.

Issues in quality and safety
The midwives practising within the new model
are covered by indemnity insurance within the
public health system, negotiated by NSW
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Health. In addition to this, a complete risk
assessment exercise was undertaken by a multidisciplinary taskforce from the AHS and a consultant risk assessor with the NSW Government
insuring agency. A comprehensive document
was produced using Severity Assessment Codes
to underscore all the processes and controls that
have been identified and put in place to address
any questions of safety and accountability. The
process and controls identified in this exercise
are the basis for the clinical indicators arrived at
by consensus within the multidisciplinary “risk
working party”. We also note that the new
service was awarded a high commendation in
the annual awards of the NSW Treasury Managed Funds, 2004, “in recognition of the development and implementation of the clinical risk
assessment of an innovative midwifery led
model of maternity care for Ryde hospital” in the
risk assessment category.
National midwifery guidelines for consultation and
referral 3 were drawn up by the professor of
midwifery during the working party meetings
with the explicit purpose of providing consistent
and safe guidelines for practice. Following wider
consultation, they were endorsed by the Australian College of Midwives in 2003 and are currently
in use in most of the major teaching maternity
hospitals in Australia.
Further guidelines and algorithms have been
developed to address specific issues which may
require further action by the midwives. For example, there are policy guidelines for “booking in”,
“transport by ambulance in labour” and “management of premature rupture of membranes at
home”. The unit has also undertaken mockdisaster procedures to identify where there are
gaps in the lines of communication between
midwives and other personnel.

Issues in professional development
Professional isolation and burn-out remain a
potential disadvantage with this form of practice. To combat this, midwives are well linked
within the AHS to facilitate involvement in
educational programs and opportunities for professional support and development, clinical
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standards review, and debriefing. A peer-review
session is held weekly. This offers midwives the
opportunity to review cases where women were
transferred or needed further medical intervention. The senior staff obstetrician from the
receiving tertiary unit is usually in attendance to
participate in the discussion. In addition, midwives hold a weekly practice meeting to discuss
core business and allocate caseloads. All midwives working in the model undertake the
Advanced Life Support in Obstetrics training, as
well as identified upgrades in practice areas such
as suturing and neonatal resuscitation as a prerequisite before taking a caseload.

who are doing their best to manage system
changes. The senior medical staff specialists
(obstetricians, gynaecologists and paediatricians)
within the AHS have found the changes challenging but have agreed to offer steady support for the
new service.

Evaluation
One of the requirements of any reform is rigorous evaluation. In keeping with recommendations, extensive data for the evaluation of
practice outcomes for both women and babies
have been collected since the outset of the
program, and regular peer review processes have
been established.

One year on . . .
The Ryde Midwifery Group Practice began operation officially on 15 March 2004 after the service
was unanimously endorsed by the board of the
AHS. This followed almost a year of monthly
working party meetings and 3-monthly steering
group meetings in which many problems and
difficulties were ironed out. At the meetings, the
groups of professionals involved placed their
grievances on the table to try to work them out
collaboratively with an end result that everyone
could live with.
A report card of the first 100 bookings with the
Ryde Midwifery Group Practice was prepared to
mark the first anniversary of the service. It shows
that the relevant quality and safety checks have
become part of every-day practice, and the rates
of transfer and operative birth are well below the
projected levels.
The obstetricians in private practice were not
able to agree to the new model of care and
officially withdrew their services. They have consistently voiced their fears for the safety of the
model, including through a cover story in the
AMA newsletter18 and AMA press releases on
their websites in Queensland, New South Wales
and Victoria. The local newspaper for Ryde, the
Northern District Times, also published the negative opinion of a local surgeon.19 Naturally, such
publicity tends to undermine public confidence
in the service and the morale of the midwives
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Conclusion
Changes in maternity care should ideally be
based on collaboration and cooperation across
all levels of service provision. The service itself
crosses the acute hospital and community
boundaries, enabling it to achieve a balance
between hospital-based and community-based
care. The rise in consumer participation combined with other significant social trends, such
as the spiralling rise in insurance claims for
medical negligence in obstetrics and an increasing global concern for the over-medicalisation
of birth, support this method of maternity
reform that is geared towards making the system more responsive to women. The implementation of the service has been achieved — next,
the evaluation of the Ryde Midwifery Group
Practice should provide policy makers with
much needed data to shape future maternity
service reforms.
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