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ARTICLE INFO ABSTRACT
Keywords: Introduction: The ongoing closure of regional maternity services in Australia has significant consequences for
Midwifery women and communities. In South Australia, a regional midwifery model of care servicing five birthing sites was

Models of midwifery care

piloted with the aim of bringing sustainable birthing services to the area. An independent evaluation was un-
Maternal Newborn Quality Care Framework

dertaken. This paper reports on women’s experiences and birth outcomes.

Aim: To evaluate the effectiveness, acceptability, continuity of care and birth outcomes of women utilising the
new midwifery model of care.

Method: An anonymous questionnaire incorporating validated surveys and key questions from the Quality
Maternal and Newborn Care (QMNC) Framework was used to assess care across the antenatal, intrapartum and
postnatal period. Selected key labour and birth outcome indicators as reported by the sites to government
perinatal data collections were included.

Findings: The response rate was 52.6% (205/390). Women were overwhelmingly positive about the care they
received during pregnancy, birth and the postnatal period. About half of women had caseload midwives as their
main antenatal care provider; the other half experienced shared care with local general practitioners and
caseload midwives. Most women (81.4%) had a known midwife at their birth. Women averaged 4 post-natal
home visits with their midwife and 77.5% were breastfeeding at 6-8 weeks. Ninety-five percent of women
would seek this model again and recommend it to a friend. Maternity indicators demonstrated a lower induction
rate compared to state averages, a high primiparous normal birth rate (73.8%) and good clinical outcomes.
Conclusion: This innovative model of care was embraced by women in regional SA and labour and birth outcomes
were good as compared with state-wide indicators.

What this paper adds?

Statement of significance A five-site caseload model in regional South Australia addressed
the needs of women and delivered highly regarded continuity of
care, with good clinical outcomes. The ongoing sustainability of
the model was enhanced through community engagement and
The unequitable closure of regional maternity services puts collaborative interdisciplinary care.

women at risk.

Problem or Issue?

What is already known? . L .
) L . ) Regional and rural midwifery care, Women’s experience caseload
National initiatives promote choice for woman-centred, continu- midwifery
ity of care as close as possible to a woman’s home. Women want to
be able to access maternity care in their geographic location.
Midwifery caseload models provide safe, effective, care, but most

are metropolitan based.

Background

The closure of maternity services is an ongoing issue across Australia
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and in South Australia (SA) about 60% of rural maternity services have
closed over the past two decades [1]. Although there have been
numerous reports and recommendations for women’s access to equi-
table and safe maternity care in regional and rural communities, this
remains a challenge for many [2,3]. Closing maternity services has
significant consequences for women and communities, with resulting
poorer health outcomes and financial and social hardships for women
and their families [4,5]. A recent review examining the complex issues
of rural maternity closures in Australia identified four interrelated
themes that impacted upon women: travel, financial burden, emotional
burden and safety concerns [2]. A viable, safe and evidence-based ser-
vice for women to receive continuity of care in their own region is a
midwifery caseload model of care [3,6].

In 2017, a small project team of the Country Health South Australia
Local Health Network (CHSALHN), Maternity Services Committee were
tasked to address the challenges of developing a sustainable midwifery
workforce model in country South Australia (SA) with the aim of
keeping birthing as close to home where safely possible. The York and
Northern Local Health Network (YNLHN), was chosen as the region to
develop the model as there were critical midwifery workforce shortages
in some locations along with areas of successful team midwifery. In July
2019 a two year funded pilot of the Midwifery Caseload Model of Care in
the Yorke and Northern (Y&N) Region commenced [7]. The Model was
an all-risk caseload midwifery model of care (MMoC) whereby 12.9
full-time equivalent midwives were employed to work in collaboration
with general practitioners (GP)/obstetricians across five birthing sites
(Port Pirie, Crystal Brook, Wallaroo, Clare and Jamestown). In the
MMoC all pregnant women in the region could be referred to the pro-
gramme and allocated to a known midwife once pregnancy had been
confirmed. Care was then provided by the MMoC midwife and an ob-
stetric GP or obstetrician. The service delivery model prioritised choice
and interdisciplinary care, whereby midwives and doctors worked
collaboratively and in partnership with the woman’s referring GP,
obstetrician, or obstetric GP [7]. Women could choose or need to birth
outside the region due to personal choice or level of care required. Those
women could still access a MMoC midwife for antenatal and postnatal
care and support. Women who were not referred to the MMoC during
pregnancy and who gave birth in a metropolitan hospital could still be
referred to a MMoC midwife for postnatal care through the Country
HomeLink (CHL) Program.

The University of South Australia (UniSA) was contracted at the
beginning of the programme to evaluate the pilot, to report upon the
effectiveness of the implementation, acceptability, and sustainability of
the MMoC to provide evidence-based, woman-centred continuity of care
to residents of the Y&N Region. Key clinical outcome data and consumer
and provider experiences were explored as part of the 18-month eval-
uation. Clinical outcome data were included as part of the evaluation to
address concerns around “safety” and the quality of maternity care. To
ensure contextual relevance and evaluation of all key elements of the
pilot programme, an advisory committee was formed and met approx-
imately every four to six weeks over the course of the evaluation.
Membership included the executive director of nursing and midwifery
for the region, the state midwifery manager of maternal and neonatal
services for rural support services, the midwifery unit manager of the
five-site MMoC, a consumer representative and members of the evalu-
ation team.

This paper reports on the women’s experience with the primary
objectives of: (i) reporting on agreed maternity indicators (ii) reporting
on the views and satisfaction of women in the MMoC with regard to
antenatal, birth and postnatal care. The midwives’ and doctors’ per-
spectives and outcomes of the model of care are reported separately in,
An evaluation of care providers’ experiences in a South Australia regional
multisite midwifery model of care (under review).
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Methods

A mixed methods design using qualitative and quantitative meth-
odologies was employed. As the aim of the MMoC evaluation was to
assess the implementation of a new service, the evaluation framework
for implementation outcomes developed by Proctor [8] was the con-
ceptual framework used to guide the overall evaluation design. To assess
key aspects of user and provider care, the evidence-based Quality
Maternal and Newborn Care (QMNC) Framework, reported in the Lancet
Series on Midwifery [9] was integrated into the evaluation. The
framework has been used to assess the quality of care provided through
the MMoC during the antenatal, intrapartum and postpartum care
period and across the five components of the QMNC framework: practice
categories, organisation of care, values, philosophy and care providers
[9]. In Australia, the framework has been used to explore key qualities of
midwifery-led continuity of care in both a rural and metropolitan setting
[10].

Labour and birth outcomes reported as key maternity indicators from
each of the five sites were identified for reporting by the advisory group
prior to evaluation commencement. These data were obtained from the
five rural maternity units’ reporting systems for state and national
perinatal data collections.

Ethical approval for the study, was provided by the Women’s and
Children’s Human Research Ethics Committee, HREC/19/WCHN/68
and the UniSA Human Research Ethics Committee Application ID:
202393.

Women’s questionnaire

The women'’s questionnaire was based on validated instruments used
in previous studies in Australia, including trials assessing women’s and
provider’s perceptions and satisfaction of caseload midwifery care as
well as clinical outcomes [11,12]. The questions were designed to assess
elements of the QMNC Framework around care providers, organisation
of care and values such as; respect, communication, knowledge and
understanding from the perspective of the women [13]. There were
approximately 35 Likert-type or multiple-choice questions in the survey
arranged in five domains as illustrated in Fig. 1. The final questions were
free text responses; women were asked to comment on the best aspects of
the care they received, ways in which they felt the care could have been
improved, and if there was anything else they wanted to say. The
questionnaire went through several revisions by the research team,
practitioners working in the MMoC and a consumer representative. The
format with logic sequences for readability were designed to be
completed on either a computer or mobile devices. The draft question-
naire was pilot tested for face validity with ten women who had recently
given birth in the Y&N region between Sept and Oct 2019. Minor ad-
justments were made to the questionnaire following the pilot testing and
it was distributed via the secure online platform REDCap (Research
Electronic Data Capture) [14]. Completed questionnaires were auto-
matically received at UniSA and not shared with anyone outside the
UniSA evaluation team. This was to ensure women'’s confidentiality and
to encourage open reporting of experiences. All pregnant women who
received care in the MMoC from December 2019 to December 2020 were
approached by a research assistant and provided written information
and invited to participate in an anonymous online questionnaire (sent to
them 6-8 weeks after birth). Participation was granted following written
consent. Questionnaires were sent to women who had consented to
participate whether or not they birthed in the region, as women who did
not birth in the region would have started their care there and would
also receive post-natal care when they returned. Women were assured
that the questionnaire was only accessed and viewed by the evaluation
team; their care would in no way be affected by their responses. Women
who consented to participate were followed up by email or letter by the
data manager if the questionnaire was not returned in two to-four
weeks’ time.
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Demographics efore the

* Maternal age

*Pregnancy information &
antenatal classes

*Place of care start
*Main care provider
 Birth hospital
sAgreement/ disagreementwith

« Reason for birthing out of region care received statements

(ifapplicable)

Women and Birth 36 (2023) 80-88

After the birth

*Main care provider & how many
during labour & birth

*Main care provider

*MoC MW visits; how many and
eFamiliarity with birth MW familiarity with MW
sAgreement/ disagreement with

care received statements

*Breastfeeding
*Otherservices used

sAgreement/ disagreement with
care received statements

Fig. 1. Domains assessed within the Women’s Questionnaire.

Maternity indicators

Prior to commencing the evaluation selected maternity indicators
were identified by the advisory committee to be included in the ana-
lyses. These included key labour and birth outcome data that are used
for purposes of state and national reporting. The indicators chosen were
routinely collected and enabled a comparison with publicly available
state and national core maternity indicators. These included, for selected
primiparous women: non-instrumental vaginal birth, caesarean section,
induction of labour and 3rd or 4th degree tear. For all women: episi-
otomy, APGAR score, babies live born at term, epidural use all women
and total women who birthed vaginally. Antenatal indicators such as
smoking and care in the first trimester were not available. Indicators
reported for “selected primiparae” are defined in accordance with state/
national core maternity indicators as: a woman who was 20-34 years of
age at the time of giving birth, giving birth for the first time at > 20
weeks of gestation, singleton pregnancy, cephalic presentation and
37-41 weeks gestation. Data from each of the five sites for the 12-month
period, 1 January 2020-31 December 2020, were provided to the
evaluation team and amalgamated for reporting purposes.

Data analysis

Data were exported from REDCap into the software STATA v16.0
(StatCorp, College Station, TX) for analyses. Frequency analyses were
performed on most of the questionnaire items, with valid percent re-
ported. Where applicable, the mean, standard deviation, standard error,
and 95% confidence intervals were calculated and reported. Qualitative
data from the questionnaire were exported from REDCap with coding
and analyses done in Excel (Microsoft 365 Apps). A descriptive approach
was taken for these data [15].

Findings

The women’s survey closed at the end of March 2021 to allow suf-
ficient time for women who had birthed (until 31 Dec 2020) at least 6-8
weeks to receive and complete the questionnaire. After removing du-
plicates, and out of date responses there were 205 questionnaires
(complete and mostly complete) for analysis. The overall response rate
was 52.6% (205/390).

Demographic characteristics

Approximately 76% of the 205 respondents started their care in the
sites of Clare, Wallaroo or Port Pirie with the remaining two sites
contributing 19% (Crystal Brook) and 5% (Jamestown) of responses,
which were representative of birthing numbers for these sites. The age
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range of respondents was 16-42 years with a mean of 29.7 years (SD 5.0,
median age of 30 years). For 69 respondents (40%), this was their first
baby. The median time of completing the questionnaire was 11 weeks
after the baby was born. Approximately 17% (n = 34) of respondents
did not birth in the Y&N area, the most common reasons being: trans-
ferred out of region due to obstetrical or medical condition/complica-
tion (n = 14) or planned birth away for risk factors such as high BMI or
twin pregnancy (n = 12).

Pregnancy care

Information sources

A multiple response question asked women “what were your main
sources of information about pregnancy and labour?” All 205 women
replied to this question, with most women selecting more than one
source of information. The vast majority of women (87.8%) indicated
that a main source of information was midwives in the MMoC. Other
frequently cited sources of information were from previous birth expe-
rience (45.9%) family and friends (33.7%) and GPs (31.2%).

Antenatal classes

Most of the 205 respondents (n =150, 73.2%) reported not
attending antenatal/parenting classes. The most frequently cited reason
for not attending were attendance at classes in previous pregnancy(ies)
(42.7%), COVID-19 restrictions and other reasons including classes not
being available or run at the time, no transportation and having a

Table 1
Main care pregnancy provider and care provider that assisted in the birth.
Freq. Percent

Who was your main pregnancy care provider while in the

MoC?
Midwives working in the MoC 94 45.9
GP/GP obstetrician and midwives working in the MoC (Shared 93 45.4

care)
Specialist obstetrician (and midwives working in the MoC) 16 7.8
Private obstetrician 1 0.5
Other: specialist at tertiary hospital 1 0.5
Total 205 100.0
Who was the care provider that assisted in the actual birth of

your baby?
Midwife in the MoC 120 58.5
Hospital midwife 22 10.7
GP (general practitioner)/GP obstetrician 20 9.8
Obstetrician working in the MoC 23 11.2
Obstetrician not working in the MoC 5 2.4
Private obstetrician 4 2.0
Not sure 11 5.4
Total 205 100.0
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planned caesarean (18%), had enough information already (17.3%), my
midwife told me everything I needed to know (14.7%), too far/incon-
venient/did not know about them (7.4%).

Main care pregnancy provider

Just under half of all respondents (n = 94, 45.9%) reported their
main pregnancy care provider as midwives working in the MMoC. A
similar proportion (45.4%) identified their GP/GP obstetrician as the
lead care provider who worked in partnership with the MMoC midwife
(shared care) (Table 1). Of the 94 women who responded their main care
provider was a MMoC midwife:

e 75.5% (n = 71) had met all MMoC midwives that provided their care
before they were in labour,

e the vast majority of women (86.2%, n = 81) had most of their
pregnancy care with their primary midwife,

e most women (71.3%, n = 67) also knew who to contact if they
wanted to change their primary midwife.

When asked how many different midwives they had during their
pregnancy care (across all types of care), those seeing an obstetrician
were more likely to have seen four or more midwives during their care
(43.8%) as compared with those having shared care with a MMoc
midwife/GP (34.1%) or MMoC midwives only (35.1%).

Women were asked to indicate how much they agreed or disagreed
with a series of questions concerning their main care provider during
pregnancy (Fig. 2). In response to these statements, respondents were
overwhelmingly positive (95%) about the care they received from their
MMoC midwife during their pregnancy. In general, most women agreed
or strongly agreed with positive statements, e.g., treated with respect,
felt listened to, could ask questions, felt confident in the skills and
knowledge of their midwife and disagreed or strongly disagreed with
negatively worded statements; e.g. treated like just another case, had too
little say in what was decided. The statement where there was the most
ambivalence was the statement about wanting more information on the
test and examinations being carried out with 16% of women neither
agreeing or disagreeing and approximately 10% of women agreeing/
strongly agreeing to this statement. For the few women who gave

Women and Birth 36 (2023) 80-88

unfavourable rankings to statements about care, these tended to be
across all statements, suggesting this may have been related to indi-
vidual experiences with a particular provider (Fig. 2).

Respondents whose main care provider was in a shared care
arrangement during pregnancy with doctors and MMoC midwives were
very confident in the skills and knowledge of the midwife who worked
with their doctor and felt they were treated with respect and could ask
all the questions they wanted to. This was similar to the finding of those
whose main care provider was a MMoC midwife. However, women in
shared care indicated they felt less individualised care in this care
arrangement (7.4% agreed with the statement “I was treated as just
another case” vs 4.2% MMoC midwife).

Labour and birth

Women reported that MMoC midwives provided the vast majority
(87.8%) of labour and birth care either as the main care provider
(60.3%) or working in share care with GP/GP obstetricians (27.5%).

Approximately three-quarters of all women (73.0%) had only one or
two midwives during their labour and birth. The main care provider
group with the highest number of midwives during labour and birth
were those who had obstetric care with 37.5% (6/16) women having
three or more midwives during labour and birth. Most respondents
(70.6%, n = 144) reported knowing their midwife well during labour
and birth. For all care arrangements, 83.6% (n = 158) of women re-
ported that their birth was a positive experience and 97.3% (n = 182)
felt supported by the midwife who provided most of their care (Table 2).

Post-partum

Most women (97%) received a postnatal visit from a MMoC midwife
and 84.1% reported the MMoC midwives were their main postpartum
care provider. Shared care GP/MMoC midwives accounted for 8.9%
(n=17) and 6.9% (n = 13) indicated they had “other” postnatal care
such as child and family health nurse, midwives and nurses at the birth
hospital, and midwives at referral hospital due to baby’s prematurity.
Overall women had an average of four postnatal visits. Close to a third of
women (32.5%) had six or more visits.

Figure 2. Agreement with statements for main pregnancy

1.1%
11% 2.1%
| felt confident in the clinical

care provider MMoC midwifery care (n=94)

12.8%

el ltened o & understood- T 11%
13.8%

when I talked with my midwifg 44~ 1% 3.0%
I felt confident in the”

skills of my midwife 13.8%

1.1%
| was treated with respect  [IIGHA%

1.1%
| felt I could ask all the

13.8%
questions | wanted to L

2.1%
1 was told everything | wanted to

E3 16.0%

know about the progress of my pregnancy

2.1% - 2.1%

S B S A O S o T ™" S & "3 S

rather thanas an individual

| felt | had too little say in what was decided 21.3% 6.4% 43%
2.1%
1 would have liked to know more‘ 23.0% T e TS
about the tests & exams that were carried out
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
m Strongly disagree  mDisagree M Neither agree nor disagree Agree W Strongly agree

Fig. 2. Agreement with statements for main pregnancy care provider MMoC midwifery care (n = 94).
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Table 2
Respondents’ agreement with statements regarding care provided during labour and birth.
Statement Strongly Disagree  Neither agree nor Agree Strongly N/A Total
disagree n disagree n agree n n
n (%) n (%) n (%) (%)
(%) (%) (%)
1 felt I had too little say in what was decided 86 38 14 12 (6.4%) 8 31 189
(45.5%) (20.1%) (7.4%) (4.2%) (16.4%) (100%)
I was treated as ‘just another case’ rather than as an individual 111 28 11 6 5 (2.65%) 28 189
(58.7%) (14.8%) (5.8%) (3.2%) (14.8%) (100%)
1 was told everything I wanted to know about the progress of my labour 1 6 10 39 130 3 189
(0.5%) (3.2%) (5.3%) (20.6%) (68.8%) (1.6%) (100%)
I felt I could ask all the questions I wanted to 1 2 3 39 143 1 189
(0.5%) (1.1%) (1.6%) (20.6%) (75.7%) (0.5%) (100%)
1 had a birth-plan and this was followed 6 6 32 34 61 (32.3%) 50 189
(3.2%) (3.2%) (16.9%) (18.0%) (26.5%) (100%)
Any procedures during labour & birth were explained, & I was asked to - 4 5 41 131 8 189
consent to these (2.1%) (2.7%) (21.7%) (69.3) (4.2%) (100%)
1 was treated with respect 1 1 2 26 158 1 189
(0.5%) (0.5%) (1.1%) (13.8%) (83.6%) (0.5%) (100%)
1 felt confident in the clinical knowledge & skills of my main care provider - 3 8 25 152 1 189
during labour and birth (1.6%) (4.2%) (13.2%) (80.4%) (0.5%) (100%)
My birth was a positive experience 6 10 14 35 123 1 189
(3.2%) (5.3%) (7.4%) (18.5%) (65.1%) (0.5%) (100%)
1 felt supported by the midwife who provided most of my care 2 1 2 30 152 2 189
(1.1%) (0.5%) (1.1%) (15.9%) (80.4%) (1.1%) (100%)
I felt supported by the doctor who provided care during my labour and/or 4 3 18 37 110 17 189
birth (2.1%) (1.6%) (9.5%) (19.6%) (58.2%) (9.0%) (100%)
1 felt my partner/ support person was included during my birth 2 2 5 32 145 3 189
(1.1%) (1.1%) (2.7%) (16.9%) (76.7%) (1.6%) (100%)

Most women (77%) reported receiving their visit in their home or a
combination of home and not at home (20%). Only 3.2% of visits were
not conducted at home. In addition, 3.2% of women did not report any
visits from MMoC midwives. When asked to rate their MMoC midwives’
support during the first week at home, 94% (171/182) rated their sup-
port as very good to excellent, with a further 4% rating their care as
good. Only 2% (n = 4) rated their support as fair and none rated their
care as poor. For approximately 40% of women, midwifery postnatal
visits stopped when the baby was 6 weeks of age or older. When asked if
they would have liked more visits from the MMoC midwife, less than a
quarter of respondents (22.5%, n = 41) reported that they would.

Most women (93%) reported these visits were with a midwife they
had met before; 93% knew the first midwife who visited them and had
an average of 3.7 visits with the first midwife (range 1-12). Two-thirds
(n = 121) of women reported having postpartum visits with a second
midwife, of which 74% of women knew the second midwife who visited
them. Women reported having an average of 1.3 visits with the second
midwife. A quarter (25.3%) of women reported having a visit with a
third midwife, of which half knew the midwife who visited them.

In addition to midwifery visits, most women (approximately 80%)
also used community supports, the most frequently being child and
family health nurses, with 71.8% of women reporting use of this service.
The other two most commonly used supports were: lactation consultant
(16.5%) and physiotherapy (9.6%).

Breastfeeding and first week at home

Most respondents intended to breastfeed and reported they were
confident they could breastfeed (65.4%, n = 121), or thought they
would give it a try (30.8%, n =57). Only seven (3.8%) women
responded that they did not plan to breastfeed.

Of those that were breastfeeding or planning to breastfeed, 87.1% of
women (n = 155) were still breastfeeding at the time of their last visit
with their midwife. This had decreased to 77.5% (n = 138) of women
when asked if they were still breastfeeding at the time of the survey (6-8
weeks or longer). Of the 40 women (22.5%) who were no longer
breastfeeding at the time of the survey, the mean age of stopping
breastfeeding was at 5.6 weeks (95% CI 3.3-7.8 weeks). When these 40
women were asked as to why they decided to stop breastfeeding,
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multiple reasons were selected, including: felt there was not enough
milk (51.3%), unable to get baby to attach/suck (23%), nipple pain
(23%) and other reasons (51%). “Other” reasons cited were: no milk, or
milk never came in, baby had reflux, I was ready to stop.

When asked how well they managed the first week at home, most
women agreed/strongly agreed that they managed well (n = 150,
81.5%), and that their midwife was readily available (94%). Approxi-
mately 15% of women were unsure or disagreed that they felt confident
to take care of themselves. Breastfeeding is another area where a small
minority of women (14.1%) were unsure or disagreed that they had
good breastfeeding support.

Support, confidence, advice after the birth

Women were asked a series of statements concerning the care after
birth with most (n = 163, 88.1%) agreeing they were given the advice
they needed about their own health and recovery, were treated with
respect (96%), and felt supported (89%) in their feeding choice.
Approximately 18% of women indicated that they would have liked to
stay in hospital longer with an additional 12% unsure if they wanted to
stay longer (Table 3).

Most women (84%) agreed or strongly agreed that they felt confident
as a mother, although first time mothers were less likely to strongly
agree with this statement (29%) as compared with those who were had a
previous birth (56%).

Overall experience

Women were asked to rate how important specific aspects of their
care were in terms of overall importance to their pregnancy and birthing
experience. For all women (n = 184, 100%), regardless of who their
provider was, there was unanimous agreement that feeling comfortable
and supported was important/very important to them. Having one
midwife they knew well in the MMoC was important/very important to
women (96.2%) as was having one GP they knew well (93.1%).

Eighty-two percent of women reported that it was very important for
them to know that a doctor was available in case of an emergency, with a
further 12% indicating this was important. Feeling in control during
labour and birth was important/very important to women (96.7%,
where applicable), as was feeling that she was making her own decisions
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Table 3
Respondents’ agreement with statements regarding care received after the birth of their baby.
Statement Strongly Disagree  Neither agree nor Agree Strongly N/A* Total
disagree disagree agree
n n n n n n n
(%) (%) (%) (%) (%) (%) (%)
I was given the advice I needed about how to handle, settle or look 2 5 15 51 107 5 185
after my baby (1.08) (2.7%) (8.1%) (27.6%) (57.8%) 2.7) (100%)
I was given the advice I needed about my own health and recovery 1 7 11 45 118 (63.8%) 3 185
after the birth (0.54%) (3.8%) (6.0%) (24.3%) (1.6%) (100%)
1 was confused with conflicting advice provided by midwives 85 36 19 16 8 21 185
(46.0%) (19.5%) (10.3%) (8.7%) (4.3%) (11.4%) (100%)
I was confused with conflicting advice provided by family and 55 42 32 22 6 28 185
friends (29.7%) (22.7%) (17.3%) (11.9%) (3.2%) (15.1%) (100%)
1 was confused with conflicting advice provided by doctors 78 48 16 13 4 26 185
(42.2%) (26.0%) (8.7%) (7.03%) (2.2%) (14.1%) (100%)
1 felt confident as a mother 1 8 19 74 82 1 185
(0.5%) (4.3%) (10.3%) (40.0%) (44.3%) (0.5%) (100%)
I understood very little of what was said to me 103 41 15 5 1 20 185
(55.7%) (22.2%) (8.1%) (2.7%) (0.5%) (10.8%) (100%)
Iwould have liked to know more about what was happening tome 79 43 21 17 6 19 185
(42.7%) (23.2%) (11.4%) (9.2%) (3.2%) (10.3%) (100%)
I was able to get help and felt supported with my feeding choice 5 1 11 51 114 3 185
(2.7%) (0.5%) (6.0%) (27.6%) (61.6%) (1.6%) (100%)
1 would have liked to stay longer in hospital 62 53 22 21 12 15 185
(33.5%) (28.6%) (11.9%) (11.4%) (6.5%) (8.1%) (100%)
I was treated with respect 2 - 5 28 149 1 185
(1.1%) (2.7%) (15.1%) (80.5%) (0.5%) (100%)
what care the other providers had done (81.6%), respondents were more
Table 4 oo ) likely to be neutral or disagree on these two communication statements
Maternity indicators, MMoC, calendar year 2020°.
(11-17%).
Indicator Number
0 Final questions and qualitative feedback
Total women who birthed vaginally 270 Women were asked if they had another pregnancy if they would seek
(72.0%)

Total selected primiparous women who birthed vaginally
Induction of labour, all women

Induction of labour, selected primiparous women

Selected primiparous women, non-instrumental vaginal birth

62 (73.8%)
98 (26.1%)
27 (30.7%)
55 (65.5%)
following spontaneous onset of labour

Assisted vaginal birth, all women who gave birth vaginally

Assisted vaginal birth, selected primiparous who gave birth vaginally
Epidural use — all women who give birth vaginally

13 (4.8%)
6 (9.7%)
52 (19.3%)
19 (30.6%)
105
(28.0%)

22 (26.2%)
29 (59.2%)
8 (29.6%)
< 5 (4.8%)

Epidural use — selected primiparous who give birth vaginally
Total women who gave birth by LSCS

Selected primiparous women, who gave birth by LSCS

Pre-labour LCSC following previous primary LCSC

LSCS rate — early planned without medical or obstetric indication

Third or 4th degree tear, selected primiparous women who gave birth
vaginally

Episiotomy — selected primiparous women who give birth vaginally 11 (17.5%)

APGAR score of 6 or less at 5 min post birth — inborn singleton babies < 5 (1.1%)
live born at term
Primary midwife present for birth 243
(64.8%)
Primary midwife present for labour/LSCS 240
(64.0%)

@ Data for all n = 375 women who birthed in the York and Northern Local
Health Network. Excludes those women who may have received care in the
region (antenatal/post-natal) but did not birth in the region. Note- percentages
only reported for small numbers < 5.

(95.6%).

Clinicians working together

Women were asked how much they agreed or disagreed with four
statements about how well clinicians worked and communicated
together (MMoC midwives and GPs/obstetricians). Most women agreed
or strongly agreed that the clinicians worked well together (91.7%) and
the care was well connected (88.8%). While the majority agreed or
strongly agreed that clinicians passed on information (88.1%) and knew
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the MMoC. Of the 173 women who answered this question, almost all
(95.4%, n = 165) said they would and 96.5% (n = 167) also replied that
they would recommend the MMoC to a friend.

Two optional free text questions on the questionnaire were asked.
These were: “What were the best aspects about the care you received during
your pregnancy, birth and following birth?” (n = 134 responses), and
“Were there ways in which you felt the care you received during your preg-
nancy, birth and following the birth could have been improved?” (137 re-
sponses). Most of the responses to the later question reinforced how
positive the care experience had been rather than how it could have
been improved.

The responses to the best aspects of care were extremely positive
with a clear mantra that the women felt supported and valued having a
known midwife. Some examples of responses representing all 5 birth
sites include:

The continuity of care and the vast knowledge of my precious pregnancy
made the care provided by the midwife with the GP comforting. I liked the
idea of having one midwife that I could contact and have appointments
with. (P75, site 2)

Consistency, familiarity and a sound rapport with my primary midwife
and those others within the MMoC, in addition to the listening ears and
support of my wishes / choices per pregnancy and birthing & postnatal
experiences. (P31, site 3)

Feeling comfortable, nothing was a hassle and no question was too silly.
[x midwife] was the most excellent midwife, as a first time mum I felt
completely supported, respected and comfortable in her care. Even though
we had difficulties after delivery she remained calm and professional
which was reassuring to myself, not knowing at the time exactly what had
happened. (p26, site 4)

I am absolutely GLAD that I have 1 assigned midwife and had the support
of the same team. I think it is the best idea because you grow comfortable
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with one person and you know they are always there and you can talk to
them whenever. I really hope the MMoC sticks. (P138, site 5)

There was repeated commentary on the benefit and importance of
the continuity of care and knowing their midwife/midwives. Most
comments indicated that this had been facilitated very effectively.

Having the same midwife all the way through my pregnancy and then
through the birth was the best experience. I felt a lot more comfortable and
confident in expressing my concerns and felt like I was really listened to.
My midwife knew me quite well by the time I was ready to give birth and
was able to ensure I had the best experience with the birth. I wish this had
happened with my past births. (P35)

I wouldn’t have my baby anywhere else! Group practice is gold standard
and very well implemented here (P11)

Some of the women commented on the way in which care was shared
with the midwife and the doctor.

The transparency between midwife and doctor was excellent and so
important during COVID. Seeing the midwife more often instead of the
doctor also ended up being a cheaper process. (P149)

I felt completely happy with the care the midwives gave and found it
unnecessary for the GP Obstetrician to pop in at the end of each
appointment. He was lovely, and it was good knowing he was there in case
of any problems. but as I never had any problems during pregnancy and
birth, I found it unnecessary for him to appear at every checkup. (P24)

Additionally, there were comments on the benefit of the model when
returning from birthing outside the region.

This programme was invaluable to me even though I had a private
specialist obstetrician and birthed in an Adelaide hospital. It was nice to
have support at 'home’. And I had complications, so it was comforting to
know I had a local phone number to call if I needed anything. I also
looooved my midwife and thought she was amagzing- so kind and caring.
(P148)

In response to the how the care could have been improved, there
were a few particular areas women brought up. Several women com-
mented that they felt midwives had pushed breastfeeding too hard.

They pushed the breast feeding very hard- and when I had difficulty
feeding my child- I had really bad mum guilt. Wasn’t until I made the
decision to stop breast feeding I actually got support and was told it was
ok. - due to being understaffed I felt a little neglected in the hospital after
the birth. However- thoroughly loved and enjoyed all midwives- they were
doing the best they could. (P72)

There was specific feedback about care after birth while in hospital.

The pre birth was amagzing especially with my excellent midwife. I felt the
hospital and post birth was better using the previous model especially if
you are a first time mum. The ability to call a midwife on the ward to help
with feeding when you are feeding, answers questions in a timely manner
and help when the baby is distressed builds confidence with motherhood
which aids with your confidence at home. I also felt this model ’pushed’
you out the hospital door encouraging more home care however it wasn’t
as supportive as my previous births. This also made me feel very nervous. I
would recommend mothers and babies staying for 3 nights unless THEY
wish to go home earlier. (P152)

Some concern was raised regarding communication.

I felt as all the midwives needed to be on the same page with their in-
formation. For example: One midwife would tell me how to do something
then the next midwife would tell me that’s not how you do it and tell me
another way. I was confused with what was right and wrong (P211)

Some women commented on seeing both midwives and doctors and
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felt this was not necessary.

I feel like my midwife could have assisted with the birth of my daughter on
her own. The obstetrician didn’t really need to be there. (P35)

A few women also commented specifically on COVID-19 related
circumstances.

The covid situation impacted my experience and it would have been nice
to have a covid plan and more information regarding covid, pregnancy
and babies. A plan for preterm labour or in any circumstance that you’d
have to go to Adelaide was not clear. Also I found it sad that my kids
couldn 't visit in hospital but aged care could have visitors considering they
were higher risk I found this contradictory. I understand it was out of the
control of midwives but I feel as though it was part of it for me. (P144)

More frequent appointments would have been nice but considering the
circumstances of covid 19, I understand. (P69)

Maternity indicators

During the calendar year 2020 there were 499 women allocated to
the MMoC, with 375 of these women (75.2%) birthing in the YNLHN
region. The 25% of women (n = 124) who did not birth in the region did
so for personal reasons or obstetrical/medical reasons that required
tertiary level care. Maternity and birth outcome indicators for the 375
women who birthed in the Y&N region during the year 2020 are pre-
sented in Table 4. The indicators demonstrated low intervention rates
with good outcomes. For instance, induction of labour for selected pri-
miparous women was 30.7% as compared with the SA rate of 46.9%
(national rate 45.3%) and epidural rates were lower than the national
and state indicators. Vaginal birth rates were higher (72%) than the SA
state average (65.1%), and caesarean birth rates reduced, including
those for selected primiparous women (26.2%) as compared with most
recent rates for SA (29.4%) and nationally (30.1%). Although there are
limitations and potential bias in making these comparisons due to dif-
ferences in women'’s characteristics, the reporting of ‘selected primipa-
rous women’ allows for comparisons of a group of women whose
characteristics suggest they have lower risk of complications and gives a
better indication of what can be expected in ‘standard’ cases [16].

Discussion

The evaluation of the MMoC was a pragmatic 18-month evaluation
in regional SA that simultaneously assessed the implementation of the
model and examined the clinical and broader consumer and workforce
outcomes. In designing the women’s survey we assessed key care com-
ponents of the QMNC framework [10,17,18] and as have been posited as
a framework against which midwifery care should be evaluated [19].
These included questions around organisation of care, values (i.e.
respect, communication, knowledge and understanding), philosophy (i.
e. using interventions only when necessary), care providers (i.e. prac-
titioner knowledge and skills, division of roles and responsibilities [9].
This paper focused on the evaluation from the consumer’s perspective
which occurred almost entirely during the COVID-19 pandemic. Despite
this unforeseen disrupter to usual care, women were able to receive
continuity of carer and this relationship of trust and confidence was
especially important to women over the evolving background of re-
strictions and changes during this time.

The majority of women (92%) in the region engaged with midwives
in the MMoC and women were overwhelmingly positive about the
quality of care they received from the midwives during their pregnancy,
birth and postnatal follow up. Women described the service with su-
perlatives, identifying respect, communication, knowledge and
compassionate and personalised care with a known midwife as key at-
tributes. This is consistent with literature on midwifery continuity of
care models [11,20,21], in which relational attributes enacted through
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midwifery care influence not only the woman’s experience but overall
outcomes, such as reduced intervention. In Allen’s [11] study, midwives
working within continuity models were more likely to go above and
beyond, as the model provided the context for developing an authentic
therapeutic relationship with women at the centre of care. In a QMNC
Framework study comparing women’s experiences of different models
of care, it was the relational and continuity aspects of care that were
most emphasised in the midwifery caseload model of care [18]. As
previously pointed out, continuity is only one characteristic of the
organisation of care component of the QMNC Framework, however it is
critical in enabling women and midwives to foster connections across
the maternity and newborn care spectrum [10].

In this study, most women saw a doctor and a MMoC midwife. This
was largely due to existing maternity care service organisation, as many
women in the region had long-term established relationships with their
GPs. With approximately half of the women in the survey reporting their
primary care providers as shared care with GPs and midwives in the
model, the continuity of a known midwife over the course of their ma-
ternity care was a key advantage of this collaborative arrangement.
Women valued seeing their GP and this ensured continuity once care
from the MMoC midwife ended at six weeks. It was also important to
almost all women (94%) that a doctor was available “in case of an
emergency”’. The issues around contested care in moving towards
collaborative care teams in Australia have been previously publicised
[22] and it was encouraging in this study to see collaborations working
well. This partnership is discussed further in a paper (under review)
examining the model from the clinician’s perspective.

Overall, women reported being well supported, felt confident in the
skills and knowledge of their clinicians and were treated with respect
over the course of their maternity care. In the caseload MMoC, there has
been a change from having 24-hour hospital-based midwives to
midwifery care provided by the MMoC who was on call when the woman
attended the hospital in labour. Nursing staff providing any required
nursing care for women who remained in the hospital post-birth and the
MMoC was called to attend for care as needed. A few women felt that
care was compromised due to nurses not having the necessary knowl-
edge and skills to support early mothering. Although there were work-
shops planned for nursing staff, some were cancelled due to the
pandemic and there is need to consider how best to address this aspect of
feedback going forward.

The favourable maternal and neonatal outcomes provide additional
support towards the efficacy and safety of midwifery caseload as pre-
viously reported in an Australian randomised controlled trial and in a
Cochrane Database review of 15 trials comparing midwife-led continu-
ity models with other models of care [23-25]. The inclusion of maternal
and birth outcome data were important measures to include as many of
the closures of Australian regional and rural maternity services have
focused on the perceived clinical risk of birthing in regional/rural areas
[26]. In this all risk model of care the National Midwifery Guidelines for
Consultation and Referral were utilised at every antenatal visit and care
was escalated, de-escalated or care modified in accordance with iden-
tified risks and collaborative consultation occurred with GPs and higher
level specialist providers. Country women’s concerns for birthing safely
include fear of having to travel long distances and access to skilled,
capable staff, who can manage birth and obstetric emergencies [2]. In
the MMoC these safety and access concerns were addressed. The high
normal birth rate and good birth outcomes for mother and baby reflect
care that was well coordinated, risk appropriate and respectful of
women’s needs.

While all care was rated positively, it was particularly evident that
the satisfaction with postnatal care was particularly high when
compared to literature of women’s experience with standard maternity
care, where satisfaction is generally low [27,28]. In the MMoC model,
women reported sustained ongoing care after birth with an average four
home visits and about a third had six or more visits with near unanimous
(98%) rating of these visits as excellent or good during the critical first
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week at home. This included women who birthed outside of the region
and had their care picked up by their designated midwife once they
arrived back in the region. This is consistent with research on midwifery
continuity of care in which women report receiving more postnatal visits
and greater satisfaction with postnatal care [29]. The supportive post-
natal care women received likely reflected positively on their early
parenting with 84% of mothers agreeing or strongly agreeing that they
felt confident as a mother. The initial high rates of breastfeeding and
confidence during the first month are consistent with findings of a recent
review on women’s successful postnatal transitioning to motherhood
through midwifery support [27]. Multiple reasons were given for
breastfeeding cessation after the first month, consistent with Australian
research [30] and observed lower rates in rural SA [31]. Although 72%
of women reported utilising or were referred to the child health nurse
after birth, it is not known what breast-feeding information or support
was sought during these visits.

Qualitative survey feedback was an important part of this evaluation;
what aspects women liked best and how the service could be improved.
Continuity of carer, trust in the clinician’s knowledge and skills and the
relationship they had with their midwife were common positive themes.
These are consistent with a systematic review and meta synthesis
examining the qualitative literature of what women value in midwifery
continuity of care models; these being: midwife-woman relationship,
personalised care, building of trust and empowerment [21]. Many of the
comments for improvement likely reflected the “newness” of the service
and getting the balance right on issues such as seeing both midwives and
doctors, communication between clinicians and early postpartum hos-
pital care when a midwife was not onsite. The restrictions around
COVID-19 impacted upon some aspects of service delivery, for instance
maternal/newborn workshops for hospital nurses and GP antenatal
clinics were cancelled, as were interdisciplinary meetings and in-person
antenatal classes. For a few women they felt the relationship with their
midwife was unsatisfactory.

Conclusion

In this regional/rural MMoC, women were able to receive quality
continuity and components of care as have been previously bench-
marked against the QMNC Framework. Women embraced the new
MMoC, established strong relationships with their midwives and were
able to maintain good collaborative arrangements with their local GPs.
The generalisability of these results should be considered for other re-
gions which offer maternity services and have GP obstetrician support.
The care provided by the MMoC aimed to promote normality and
strengthen women’s capabilities, enabling women to safely birth in their
local area with good maternal and neonatal outcomes. Nearly all women
said they would seek the MMoC for future pregnancies and recommend
the model to their family and friends. These findings are consistent with
existing evidence that supports midwifery continuity of care for women
and adds to the growing body of evidence for midwifery caseload
outside of metropolitan areas [32,33].

Limitations

The authors acknowledge the potential for subjectivity of self-
reported responses and the potential for non-response bias. However,
aresponse rate of over 50% is considered adequate and all five birth sites
were proportionally represented. Strengths include the use of previous
questions used in validated surveys and pilot testing of the question-
naire. Maternity indicators were reported for all women birthing in the
area.
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