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9 December 2009 
 
The Committee Secretary 
Senate Standing Committee on Community Affairs 
Email: community.affairs.sen@aph.gov.au  
 
 
Dear Sir or Madam 
 
Re: Inquiry into Health Legislation Amendment (Midwives and Nurse 
Practitioners) Bill 2009 and two related Bills 
 
We are strongly opposed to the amendments that have been introduced to the above 
bills that would require midwives to enter into formal collaborative arrangements with 
medical practitioners.  We believe this legislation, if passed, will have a negative impact 
on our ability to practise our profession, and that this could result in preventable 
adverse outcomes for mothers and babies. 
 
We have included with this letter a selection of evidence supporting our position.  We 
are happy to appear before the Committee to present our case and answer your 
questions. 
 
Yours truly, 
 

 
 
Joy Johnston 
Signed on behalf of Midwives In Private Practice 
 
 
Attachment 1: PDCU_Response 58-09.pdf 
Attachment 2: Allan Fels 1998, ‘The Trade Practices Act and the Health Sector’. 
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Inquiry into Health Legislation Amendment (Midwives and 
Nurse Practitioners) Bill 2009 and two related Bills 

Submission by Midwives in Private Practice 
 
Midwives in Private Practice (MiPP) is a collective of professional midwives who 
practise privately in Victoria.  We ask the Senate Standing Committee on Community 
Affairs to do all in its power to block passage of the amendments to the midwifery bills 
under consideration for the following reasons: 
 
 
 
1. We believe that the amendments will give doctors medical veto over a 
midwife’s scope of practice, as well as midwives' ability to renew their licence to 
practice. 

• Midwifery is a profession in its own right. Midwives, by definition (ICM 2005), 
have a duty of care to promote and protect normal physiological processes in 
birth.  Midwives also have a duty of care in the “detection of complications in 
mother and child, the accessing of medical or other appropriate assistance and 
the carrying out of emergency measures. (ICM 2005)   

• Midwifery is, by definition and in usual practice, collaborative primary maternity 
care.  Midwifery entails the essence of multidisciplinary collaborative practice 
within a primary maternity care setting.  

• When a midwife is the primary care provider, an obstetrician or other doctor is 
the specialist who is consulted when complications or variances from normal 
are detected by the midwife.  

• Doctors do not practise midwifery, and cannot be held responsible to oversee 
the professional acts of a midwife unless the midwife is working under direct 
supervision of the doctor.  

• A doctor’s indemnity insurance could be compromised by the sort of 
collaborative arrangements foreshadowed in the draft legislation.  

• Doctors are not required, under these amendments, to have collaborative 
arrangements with midwives. Can you imagine a doctor providing continuous 
intra-natal and post-natal care for his or her 'women' if there were not a band of 
helpful midwives in attendance?  

• Australian obstetricians have an expectation that midwives in hospitals will 
assist them in their provision of maternity care.  We do not understand this as 
collaboration, which requires mutual respect between co – labourers.  The 
hierarchy of obstetrics makes the doctor the responsible primary carer, or 
‘designated clinical leader’, and the midwife the subservient assistant. 

• The Royal ANZ College of Obstetricians and Gynaecologists (RANZCOG) 
position statements make it clear that the obstetrician is the ‘designated clinical 
leader’ in all ‘collaborations’. [eg 
http://www.ranzcog.edu.au/fellows/collegestatements.shtml#CObs   C-Obs 30] 

 
 
2. Pregnancy, childbirth, and the nurture of infants is not an illness (WHO 1985).   

• The only times doctors are essential in the childbirth continuum are those when 
medical intervention is required.   

• These include situations in which illness or complication are experienced by the 
mother or baby, or when restricted drugs or surgery are needed. 
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• The midwife providing primary maternity care works in partnership with the 
individual woman, transcending models of care and places where that care is 
provided. 

• The midwife’s guiding concern is the safety and wellbeing of mother and child. 
• A midwife who provides primary maternity care for a woman in the childbearing 

continuum, pregnancy-labour-birth-post birth, is able to consult with and refer to 
specialist care providers and services if and when needed. This is no different 
from a dentist who refers you to an oral surgeon if you need surgery in your 
mouth that is outside the dentist's scope of practice. 

 
 
3. MiPP supports a woman's right to employ a midwife privately.   

• With current restrictions that prevent midwives from practising privately in 
hospitals, the majority of our members’ practice is in the community, with well 
women planning homebirth.   

• The outcome data from homebirths is collected and analysed by the Victorian 
Health Department’s Perinatal Data Collection Unit, within the Consultative 
Council on Obstetric & Paediatric Mortality & Morbidity (CCOPMM).  A recent 
analysis of data from approximately 1000 planned homebirths in Victoria in the 
past five years provides evidence of the safety and effectiveness of planned 
homebirth in this State. (See Attachment 1) 

• International studies confirm the safety of planned homebirth with a midwife (De 
Jonge et al 2009) 

• Midwives who provide private midwifery services for women giving birth in 
hospitals practise with a similar level of competence and safety. 

 
 
4. MiPP considers it highly likely that the influence on the health care market of 
the amendments proposed in this legislation will be anti-competitive, effectively 
excluding midwives from the private maternity care market.  Quoting from the 
words of the then Chairman of the ACCC, Professor Allan Fels (1998, page 5), in a 
paper ‘The Trade Practices Act and the Health Sector’ (Attachment 2), we believe the 
proposed amendments would effect: 

• “Misuse of market power – that is, taking advantage of a substantial degree of 
power in a market for the purpose of eliminating or substantially damaging a 
competitor, preventing the entry of a person into any market or deterring or 
preventing a person from engaging in competitive conduct in any market 
(Section 46), and 

• “Exclusive dealing – that is, one person who trades with another imposing 
restrictions on the other’s freedom to choose with whom, or in what, to deal.” 
(Section 47) 

 
The legislation under consideration would clearly allow and support ‘misuse of market 
power’ leading to ‘exclusive dealing’ by obstetricians, who would have the ability to 
exclude private midwives from the primary maternity care market.  Obstetricians 
‘already have a substantial degree of power in a market’ because Medicare 
funding, private health insurance rebates for consumers, and hospital access have 
privileged obstetricians over their ‘competitors’, privately practising midwives when 
providing the same primary maternity care services for well women: the usual scope of 
a midwife’s practice.  This monopoly situation would be enforced with the proposed 
amendments which would allow ‘one person’, the obstetrician, ‘who trades with 
another’, the midwife, ‘imposing restrictions on the midwife’s freedom to choose 
with whom, or in what, to deal’. 
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MiPP considers the current monopoly which excludes midwives from the majority of the 
maternity care market as private practitioners to be in breach of the Trade Practices 
Act.  The government’s amendments will, if passed, secure that monopoly to an even 
greater extent.  Midwives have pointed this fact out to government competition reviews 
and to the competition authority, the ACCC in past years, without success.  Midwives 
are under-resourced to fight legal battles with defending our right to exist in a 
competitive market against strong and well funded medical interests. 
 
 
5. MiPP considers that the Government's amendments will create difficulties in 
delivering intended access and choice for Australian women. 

• This is a logical conclusion from the arguments presented above. 
• There is strong evidence that Australian women want access to private midwife 

led primary care. 
• We will present scenarios in person to the Senate Committee if requested, 

describing difficulties of access that will be experienced by Australian women, 
and the extent to which some women and midwives are likely to go in accessing 
care if the Government’s amendments become law. 

 
 
6. MiPP considers that the Government's amendments will have a negative 
impact on safety and continuity of care for Australian mothers.  Aspects of safety 
and continuity of care, likely to be of significance for mothers and babies include: 

• The excellent outcomes that are currently achieved by privately employed 
midwives will no longer be possible under the Government’s proposed 
amendments to the midwifery bills. 

• Continuity of midwifery care for mothers is already difficult to access in 
mainstream maternity care, outside a private midwifery arrangement.   

• Homebirths are likely to continue, and unregulated attendants are likely to step 
into the gap left when qualified midwives are removed from the market.  These 
unregulated attendants, who use various titles including ‘lay midwife’, ‘spiritual 
midwife’, ‘shamanic midwife’, and ‘doula’ do not have the education or skill that 
is required for registration as a midwife, and are likely to compromise the safety 
of mothers and babies.   

• Furthermore, the safety of mother and baby are likely to be compromised when 
open and transparent processes for consultation, referral and transfer of care, 
which are standard professional midwifery practice, are no longer in use.  

 
 
7. We raise an additional matter: Workforce considerations 

• The midwifery workforce is facing serious shortages, and can not afford to lose 
midwives who are currently in private practice. 

• Many of our members believe that they would be unable to continue practising 
midwifery if the government’s amendments are passed. 
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OUR REF:     ADF09 4817 

YOUR REF:   58-09 

 

15 October 2009 
 
 
Ms Joy Johnson   
Midwives in Private Practice 
25 Eley Rd 
Blackburn South VIC 3130 
 

 

Dear Joy 
 

Please find below the information that you requested from the Consultative Council on 
Obstetric & Paediatric Mortality & Morbidity (CCOPMM).  

The data that you requested on planned home births is from our 2006 and 2007 PDC 
databases, which are updated as new information becomes available.   

The response below answers most of your questions. During your telephone discussion with 
Mary-Ann Davey it was agreed that the rates of caesarean section (CS) for standard 
primiparae and vaginal birth after caesarean section (VBAC) for women who achieved a home 
birth were not meaningful because CS cannot be performed at home. These have been 
produced for women who planned a home birth, regardless of where they actually gave birth. 
It was also explained that the VPDC is unable to calculate Mat2 for you because the Maternity 
Services unit obtains this data elsewhere. 

 

Planned home births 

There were 170 standard primiparae who planned a home birth in 2003-2007. Of these: 

• none had labour induced (0%);  

• 11 had caesarean sections (6.5%);  

• of the 159 who had a vaginal birth, 1 sustained a 3rd or 4th degree perineal laceration 
(0.6%). 
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Achieved home births 

138 of these 170 standard primiparae achieved a home birth:  

• none of them had labour induced (0%); and  

• none sustained a 3rd or 4th degree laceration (0%). 

Vaginal births after caesarean section 

30 women who planned a home birth fitted the criteria to be included in the denominator for 
the Maternity Service Performance Indicator related to Vaginal Birth After Caesarean Section. 
All of these achieved a vaginal birth (100%). 

 

The reference for your request, in case you require any further information or explanation is 
58-09. 
 
 
Yours sincerely 
 
 
 
 
 
 
ALISON J McMILLAN 
Director, Statewide Quality Branch  
 
 
 
 
 
 
 
 
 




























