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what is the current modus vivendi for obstetricia
wives, and to where feasibly could it evolv

Maternity services in Australia in 2005 provide
for women, including private or public care by 
general practitioners and midwives. These servi
place in traditional hospital obstetric units, bir
and, now less frequently, at home.
Obstetric services need to be women-centred and based on mutual respect and collaboration
bs
th
finO
 tetricians and midwives have complementary roles in

e care of pregnant women, and each group would
d survival without the other difficult. Nor would

women necessarily receive the best care if access to one or
other of these professions were restricted. Having complemen-
tary roles, though, has not prevented hostility or “turf” wars
between the two groups, with midwives claiming that mater-
nity services are over-medicalised,1 and obstetricians counter-
claiming that there is no demand for midwife-led care.2 So

ns and mid-
e by 2020?
 much choice
obstetricians,
ces can take
thing centres

Australia has not followed the New
Zealand model of care in allowing
women to choose a midwife as a “lead
maternity carer” as a mainstream
option in the public health system.
However, in some Australian states,
this may soon change.3 If this were to eventuate, Australia
would do well to look at the lessons learned from the
experience in New Zealand.

Across the Tasman many positive changes have resulted from
maternity services reform, such as significant improvement for
many women in continuity of maternity caregiver, and greater
availability of non-medically based models of care for those
women wanting them. But negative changes have also
occurred, such as the effective loss of the option for women to
have a GP involved in their maternity care, and an initial
exodus of experienced midwives out of the public hospital
system. In particular, the sheer pain of major change, for both
women and care providers, could have been minimised by
thorough and consultative planning.

Given all this choice, why should there be hostility between
obstetricians and midwives? The main criticisms from mid-
wives stem from a perception that obstetric care in Australia is
too medicalised and that obstetric intervention rates are too
high.4 Because better continuity of care from a known midwife
may lead to fewer obstetric interventions5 and greater certainty
for women, there has been a strong push by midwives and
consumer groups, such as the Maternity Coalition, for funded
midwife-led care.6 On the other hand, obstetricians point to an
established system of care, with low rates of maternal and
perinatal morbidity as well as generally high levels of commu-
nity satisfaction.2

Provision of maternity services in Australia has also been
made more difficult by workforce issues. The average age of
obstetricians in Australia is 51 years7 and of midwives 41
years.8 The workforce survey carried out by the Royal Austral-
ian and New Zealand College of Obstetricians and Gynaecolo-
gists (RANZCOG) in 2003 revealed that a quarter of Australian
Fellows were now aged 60 or more.7 The same workforce

survey also highlighted the possibility of a major shortage of
obstetricians in the next 10 years, due to retirements, new
RANZCOG Fellows not wishing to practise obstetrics,
increased feminisation of the obstetric workforce, and prob-
lems associated with safe working hours.7 There has also been
a major decrease in GPs practising obstetrics, especially in
rural areas, for lifestyle reasons and because of the cost of
medical indemnity.9

The shortage of midwives is also a problem. The Australian
Health Workforce Advisory Committee estimates a current
national shortage of 1850 midwives, and this is expected to
increase over the remainder of the decade.8 Problems with
recruiting and retaining midwives seem to be related to
midwives’ perceptions of a lack of professional recognition,
stress and workload issues, as well as limited opportunities for

midwives to practise as primary car-
ers and provide continuity of care to
women.10

To facilitate discussion between
ma ter n i ty  ca re  p ro vid ers ,  th e
RANZCOG re-established the Joint
Committee for Maternity Services in

2002. This has representatives from the RANZCOG, the
Australian College of Midwives, the Royal Australian College of
General Practitioners, and the Australian College of Remote
and Rural Medicine, as well as consumer representation. Each
representative feeds back to his or her governing body, with
the committee proving useful in airing problems and encourag-
ing a collaborative approach to maternity care provision. The
committee has made some progress in reviewing international
clinical guidelines for possible use in Australia, but has been
hampered by lack of funding, obstetricians suspicious of
change, and midwives frustrated by lack of change. Difficulties
have arisen in reconciling differences between obstetricians,
GPs and midwives in how to provide safe evidence-based care
that will not diminish current levels of safety.

By 2020, it can only be hoped that an Australian National
Maternity Policy will be in place. At present, there is none. If
this is to occur, obstetricians, GPs and midwives must work to
develop collaborative policies that are women-centred, not
provider-centred, and which will ensure individualised care to
meet the particular needs of each pregnant woman. The
development of adequate continuing professional development
programs (CPD) for all maternity care providers should be
mandatory, and the development of some joint CPD programs
crossing profession groups would be useful. There should be
development of systems of care that allow for continuity of
care for women during pregnancy, labour and postnatally, but
which protect against burnout of care providers.

There are already good examples of effective services in
various places across Australia, ranging from large metropoli-
tan units, such as the Adelaide Women’s and Children’s
Hospital Community Midwifery Program, to rural services,
such as those provided at Wangaratta Hospital in Victoria, that
are women-centred and based on mutual respect and collabo-

By 2020, it can only be hoped that an 
Australian National Maternity Policy 

will be in place. 
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ration between obstetricians and midwives. The challenge is to
make this the norm for the benefit of mothers and babies as
well as their care providers.
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ustralia’s economic prosperity has long brought incremen-
tal health gains through better living conditions, sanita-
tion, education, medical care and vaccination.1 The effects

on child health and mortality have been striking. The latest report
from the Australian Institute of Health and Welfare (AIHW), A
picture of Australia’s children, documents this continuing trend.
Infant and child mortality rates halved again in the past 20 years.2

The fall in deaths from sudden infant death syndrome (SIDS) to a
third of 1991 rates is a tribute to outstanding Australian child
health research, as well as the work of child and family health
nurses and the SIDS Council of Australia.3 A steady decline in
deaths from injury in later childhood has also contributed to lower
childhood mortality. Judged by these indices, the present genera-
tion of Australian children is the healthiest ever.

Economic progress has also altered the lives of children through
changing the social context of development. The transformation of
Australian families has been striking. Fewer children, smaller house-
holds, older parents, working mothers, and parental separation and
divorce, all affect the way in which families provide a nurturing and
secure base.4 There are concerns that a greater investment in fewer
children, tied with heightened parental anxieties, has produced a
“bubble-wrap generation”. The effects of limiting independent
exploration, risk taking and physical activity on children’s physical,
cognitive and emotional development may be profound.5 Socioeco-
nomic changes have also affected child health in other ways, such as
altering material consumption and lifestyle. Industries, ranging from
fashion to food and entertainment, now market to children, regard-
ing them not only as the consumers of tomorrow but as major agents
of influence on family spending.6

In this changing social context, the AIHW report attempted to
capture a broad picture of the health and development of our
children (Box). In preparing the report, emerging morbidities,

such as childhood obesity, were to be an important focus. Obesity
not only poses risks for later cardiovascular disease and diabetes,
but also profoundly affects children’s quality of life and self-
concept.7 However, the best available national data are 10 years
old, from a time when around one in five children were overweight
or obese. Moreover, national data are not available on patterns of
physical activity or nutrition.

Because of longer-term effects on adult health and prosperity, the
socioeconomic circumstances of childhood are central in social

Key findings of A picture of Australia’s children

• The infant mortality rate in Australia halved over the past two 
decades, from 9.6 per 1000 livebirths in 1983 to 4.8 in 2003. The 
Indigenous infant mortality rate also declined by 3.3% per year, 
but was still 2.5 times that of other Australian infants.

• Rates of non-communicable health problems, such as obesity and 
mental disorders, appear to be rising, but lack of up-to-date 
national data makes it difficult to accurately assess the current 
rates.

• Rates of vaccination among children aged 1 and 2 years have 
increased over time, with the coverage in 2004 being over 90%.

• Between 1990 and 2000, children’s dental health improved, with a 
decrease in the mean number of decayed teeth in 6 year olds 
(from 2.1 to 1.7), and 12 year olds (from 1.4 to < 1). However, since 
2000, tooth decay in Australian children seems to be on the 
increase again.

• The number of children on care and protection orders has risen 
almost 50% in the past 6 years, with the rates sixfold higher in 
Indigenous children. The proportion of children placed in out-of-
home care also rose from 3 per 1000 children in 1997 to 5 per 1000 
in 2004.
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