SA Post Election Maternal Health Brief 2022

A pre-election brief was sent to MPs, Candidates and Senators prior to the election
to inform politicians of poor quality, expensive public maternity services and make
recommendations for change. In response, ALP promised increased access to
continuity of midwifery care in SA. We request that this is implemented by the
following dates to ensure a safe and smooth transition; 25% by 2023, 50% by 2024,
75% by 2025. We expect 100% access to continuity of midwifery care by 2023 for
Indigenous women to almost close the gap.

Recommendations for Change

1. An expansion of access to Continuity of Midwifery Carer models from 12%
to 75% across South Australian public hospitals to improve outcomes, reduce over
servicing and save $5208/birth.

0. Roll out Publicly Funded Home Birth programs in remaining 8 local health
networks in South Australia (currently only offered at Women’s and Children’s
Hospital [WCHN] and Lyell McEwin Hospital [NALHN]) and increase accessibility to
save $10,000/birth+ and reduce rising unassisted (freebirth) birth rates.

0. Increase Birthing on Country programs especially in rural South Australia for
First Nation women. Roll out of Indigenous led midwifery carer services close to
home such as the already successful Aboriginal Family Birthing Unit at the Women'’s
and Children’s Hospital in North Adelaide [2] and the Anangu Bibi Birthing Program
at Port Augusta Hospital [3] across each Health District.

0. Creation of a Chief Midwifery Officer role in SA Health to focus on
implementing these recommendations and reporting directly to the deputy chief
executive. This is warranted as maternity is the largest service user group and
biggest spender for the department. It has the most consumer complaints, insurance
claims, least evidence-based guidelines and unwarranted variances compared to
any other area of health.

Our Organisation

Our organisation, Maternity Choices episiotomy

Australia (MCA), is an unfunded volunteer 25%

run non-for-profit peak advocacy

organisation that aims to improve women’s How does
outcomes and experiences for the last 35 AUS"’I"G“G“
years. We are deeply concerned about o 2
reduction in choice, coercion, Mai‘ernliy Fd re.
unconsented procedures and unwarranted caesarean .
variances inflicted on vulnerable pregnant 57% ow
women in public hospitals. ACSQHC 3rd uncut e

atlas reports a 12-fold variance in 289, :

caesarean section rates [4].

aihw.gov.au/reports/mothers-babies/
national-core-matemity-indicators/contents/labour-and-birth-indicators
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International Picture

Last year on World Patient Safety Day, WHO launched a campaign focusing on ‘Safe
and Respectful Maternity care’ given high levels of ‘abuse and mistreatment’
especially in high income countries like Australia [5]. In 2019, the UN Special
Rapporteur coined the term Obstetric Violence and called Australia out as a
particularly poor performer [6]. AlImost all pregnant women in New Zealand have
access to all models of care and all places of birth [7]. 94% choose a known midwife
and 40% choose out of hospital birth. During covid, hospitals in LA launched ‘pop up
birth centres’ in hotels in the first month of the pandemic to reduce virus
transmission, protect the workforce, reduce costs and improve outcomes. If a public
hospital in the UK is unable to facilitate homebirth the government pays the cost of a
private midwife (in Australia it would be $4,000 to pay the out of pocket costs for 20x
60 min pre and postnatal appointments and the two midwives to attend the birth
compared to public hospitals average of $25,000). The British government has
created a Chief Midwife position and has tasked the incumbent with rolling out a
known midwife to 75% of women and 100% access for Black and Minority Ethnicities
[8].

Continuity of Midwifery carer

Commonly known as Midwife Group practice
(MGP) or caseload midwifery, this care
model supports women through a primary
and back-up midwife through all stages of
pregnancy, birth and postpartum. The latest

Queensland Health

Clinical Excellence Queensland

statistics in SA show that only 11.8% of
women accessed MGP care models publicly
[9]. Level 1 evidence proves that it is the
physically and emotionally safest and most
cost-effective care model for women and
thus, should be made readily available to all
expecting mothers [10].

Cost Benefits of MGP and out of hospital
birth

Not only does MGP benefit pregnancy, birth
and postnatal outcomes for the mother and
their baby, if universally available to SA
women, it would save $88,556,832. MGP
model of care costs 22% less ($5208) than
other models of care. In addition, midwives
report higher levels of job satisfaction and
lower levels of occupational burnout when
participating in a well-supported MGP care
model [11].
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QIld data from Callander (2021) Covid Opportunity Cost paper shows increased
access to Public Birth Centres and Publicly Funded Homebirth (PFHB) saves
348,625 in postnatal bed days by using virtual beds and the same research team is
extrapolating at the moment and it looks like $10,000+ will be saved per low risk

birth. [12]
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Breastfeeding and MGP
97% of women want to breastfeed but only

15% are at 6 months. MGP increases the
likelihood of breastfeeding through additional
time for education and continued
relationship-based support postnatally.

Breastfeeding reduces the likelihood of death,

illness, chronic diseases such as allergies,

obesity, diabetes and cancer for BOTH mother

and baby [13].

Publicly Funded Home Birth
Planned home birth with registered midwives

categories of women to give birth. For low ris
mothers, planned hospital birth significantly

increases the physical and emotional risks of

poor outcomes for themselves and their
babies. High risk mothers have improved
outcomes when planning a homebirth but
their babies have slightly worse outcomes.
Only 2 health districts have PFHB programs
out of 10 in SA and the unplanned and
planned unassisted birth rates are rising due
to non-evidence-based care, abuse and
mistreatment experienced in public hospitals
[14].

First Nation Women

Indigenous women (3.8%) are
unfortunately 2-3 times more likely to
experience adverse maternal and
perinatal outcomes than non-indigenous
women [15]. The national average data
shows that indigenous child mortality was
22.7 per 1000 births compared to
non-indigenous rate of 7.5 per 1000
births [15]. It is reported that the main
cause of indigenous child deaths was
perinatal conditions such as
complications during pregnancy and birth
[16]. In addition, first nations women are
50% more likely to have children born
with low birth weight and preterm labour
[17] when restricted to standard

Risks of NOT Breastfeeding

exclusively for 6 months

Diarrhoea (3) (7)

Heart Disease (7)
Behaviour (5)

Diabetes (1) (5) (9) | & II (10)
Otitis Media (9)

Childhood Leukaemia (5) (9)
Chidhood Asthma (5) (10)
SIDS (7) (10)

SEPSIS (8)

UTI (9) (10)

NEC (10)

Celiac Disease (9)(10)
Ulcerative Colitis (9)

Crohns (9)

Increased blood pressure (5) (9)
High Cholesterol (5)
Gastroenterisis (2)(10)

Reduced IQ (1) (2) (3)
Haemophilus influenza (9)

~ Breast cancer (2)(3) (9)
Cogniti ‘(10) Uterine Cancer (5)
Respiral (10) Ovar':‘a; (;',av::e(rz )(Z) ®3)©9
. e Il Diabetes

e — Heart Disease (11

ﬁ:OP‘C Dnj;)an\ﬂi) Postpartum Depression (3)
Bacteraemia-meningitis (10)
Chlldhood Cancer (10)

ma(o jease (10)

Accuter spf orylnfecnon (5)
EczemasAtopieDerffiatitis (10)
Haemophllus influenzae meningitis
WHO 1, 2, 3,4, 8,9
UNICEF 5,7, 11
Save The Children 6
NHMRC 10

»Post-partum hemorrhage (5)

Jaw & Mouth development (5)
Social skills (5)
Cardiovascular Health (9)

is the physically safest way for all risk
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Evidence Base: Midwifery Care - Protective in COVID 19

A Cochrane Systematic Review of continuity of midwifery care found outcomes for women & babies
are significantly improved when care is offered by a known midwife.
15 randomised studies involving 17,674 mothers & babies found benefits include:
Reductions in Increases in
Amniotomies (artificial breaking of waters) T Women not needing analgesia or anaesthesia in
Epidural and spinal analgesia labour

Episiotomies 1 Spontaneous vaginal births

Instrumental births (vacuum or forceps) 1 Women knowing their midwife at birth

Preterm babies ~24% T Ssatisfaction

Loss of babies (before birth & upto 28 days) | T Women feeling more in control & mare able to cope

e ce e e

Cost physically & emotionally

Continuity of midwifery carer, compared to standard care, buffers the effects of prenatal maternal

stress on mothers and babies:
Mothers
L Postpartumd 1at 6 * Infant neur at 6-months of age: fine
L Postpartum anxiety at 6-weeks p stnat:l motor skills & problem solving
Continuity of midwifery carer is a core component of Birthing on Country Services for First Nations
Australians. Birthing on Country Services:
T First Nations governance & workforce
T Integration of wrap around services
T Women presenting early and more often
T Exclusive breastfeeding at discharge

The QF2011 Queensland Flood Study
Babies

ki

Preterm birth by ~50%
Low birth weight infants
Caesarean sections

to neonatal i

e

care

Homebirth - Protective in COVID 19

A Systematic Review & meta-analysis of intended homebirth versus hospital birth,
15 studies involving ~500,000 mothers & babies. Benefits include:

fragmented maternity care.

However, most of these complications
can be avoided under more culturally
appropriate care models such as the
‘Birthing in our Country’ Indigenous-led

4 Epidural analgesia L Instrumental Birth (vacuum / forceps) | o No difference in neanatal

L Oxytocin {4 ca section mortality

4 Episiotomy 4 Maternal infection o Nodifference in perinatal

4 3rd or 4th degree tear L Postpartum haemorrhage mortality

+ Kiidea, 5, et al (2018), Continulty of midwifery carer moderates the effects of prenatal maternal strass on pastnatal maternal wellbeing: the
Queensland flood study. Archives af Women's Mental Health 21(2): 203-214.

*  Kidea, s, et al (2015). "Reducing preterm birth amongst Aboriginal & Torres Stralt Islander babies: A prospective cohort study, Brisbane,

Australla.” EClinicalMedicine, A Lancet Publication.

*  Kildea, S, et 2 (2018). “Birthing on Country (in Our Ce
rmaternity sarvice in an urban setting.” Aust Health Rev 42(2),

®  Hutton, E. K., etal. (2019). "Perinatal or neonatal mortality among women who intend at the onset of labour to give hlnh athome compared to
‘women of law obstetrical risk who Intend to give birth in hospital: A - A lLancet Publication.

®  Reltsma, A, etal. (2020). "Maternal outcomes & birth interventions among women who heglnlabnurlnmmlngmnublnhal home compared
0 women of low abstatrical risk who intend to give birth In hospital: &
systematic review & meta. |Viﬁ EClinicalMedicine, A Lancet Publication.

a case study of & developing a best-practice Indigenous

= Sandall |, etal (2016). "N mode!
of care for childbearing womel tabase. l’y

= Simcock, G, et al {2018, Disast cy: midwifery continuity
‘pasitively Impacts infant neurodevelopment, QF2011 study, BMC pregnancy & % UR“RWEH
childbirth 18(1).
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birthing programs. These statistics show that Birthing on Country care programs will
assist in meeting the nations targets in the Closing the Gap Report on infant mortality
[18]. Midwife led birth units in rural areas across Australia are called level 2 facilities
and with appropriate transfer pathways, show exceptional outcomes. Most women
want to birth close to home and begin labour in home with their known care provider.

We are eager to engage in a meeting with the new Health Minister to discuss their
commitments.

Supporting Organisations:

Australian College of
QTN vidwives [P

Australia

South Australia Branch
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