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Hearing commenced at 1.43 pm

TOWLER, DR SIMON
Chief Medical Officer, Western Australia,
Executive Director, Health Policy and Clinical Reform, examined:

MAGGS, MSALISON
Senior Development Officer, Health Policy and Clinical Reform,
Department of Health, examined:

The CHAIRMAN: On behalf of the committee, welcome to the hngari Thank you very much
for coming in again. You will have signed a docatnentitled “Information for Witnesses”. Have
you read and understood that document?

Dr Towler: Yes, | have.
MsMaggs: Yes, | have.

The CHAIRMAN: These proceedings are being recorded by Hansa&rdranscript of your
evidence will be provided to you. To assist thenpottee and Hansard, please quote the full title of
any document you refer to during the course of liearings for the record. Be aware of the
microphones and try to talk into them. Please dibcover them with papers or make noise near
them, and please try to speak in turn. | remind §@t your transcript will become a matter for the
public record. If for some reason you wish to makeonfidential statement, you should request
that the evidence be taken in closed sessionheltbmmittee grants your request, any public and
media in attendance will be excluded from the mgpari Please note that until such time as the
transcript of your evidence is finalised, it shounlot be made public. | advise you that premature
publication or disclosure of your evidence may tibume a contempt of Parliament and may mean
that the material published or disclosed is nojesttlio parliamentary privilege. Would you like to
make an opening statement to the committee?

Dr Towler: Only a very brief one, and that is to say that appreciate the opportunity to come
back and speak with you. As you are aware, we hastereleased a draft policy document titled,
“Improving Maternity Choices: Working Together As®@WA”. In its accompanying materials,
there is a brief pamphlet. We have brought withagy some posters as well, which we are more
than happy to provide you with. This is a very artant point for us in the development of this
particular framework. We have outlined to you poesgly our program in terms of consultation
with the profession and the community. We havegmesed down that pathway as best we can,
with occasionally some slippage here and there.ydswill aware from the document you have
been given today, the consultation process extémds number of weeks and will result in a
review, subject to consultation across the statehe details of the framework. This is a draft
document. It is our intention to consult widelyfdre it is finalised.

The CHAIRMAN: We did not get this document until one o’clookay, so | have not had a good
chance to pick up some of the issues that you fste@aised about the consultation process and the
process that will take place from now on. Would Vi&e to expand on that a bit?

Dr Towler: I will ask Alison to give you an outline of tleensultation program.

Ms Maggs: The consultation will occur over the next 12 w&e We are scheduling events across
the state. We have involved each of the areathealvices and relevant groups, such as the ethnic
communities, which are supporting us in undertakaugsultation within their groups. The
Aboriginal community is also supporting us in cdietion with Aboriginal communities, together
with the Office of Aboriginal Health. The constitan involves a variety of meetings, workshops
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and events throughout the state. We are workirth tie relevant area health services in that
process.

The CHAIRMAN: How will the community be informed about, andited to participate in, that
consultation process at the local level?

MsMaggs: There is a variety of ways in which the commuynniill be invited to participate. The
public events will be advertised and promoted ligcaln addition, posters will be provided at local
points, such as shopping centres, local librateesal governments and child health centres, along
with a consumer leaflet, or summary leaflet, thilt also be made available prior to any event. We
will also be promoting it through the local medsmd of course by invitation to people who have
already expressed an interest in either the prabassve are going through, or the process that you
are going through, and also to groups that are knovbe involved, or interested, in maternity care
issues.

The CHAIRMAN: What areas will you be going to?
MsMaggs. Every area of the state. We are going to thmbérly, the Pilbara -
The CHAIRMAN: Whereabouts in the Kimberley will you be going?

Ms Maggs. How we are tackling the consultation is that W& Country Health Service has
nominated a local facilitator. In the case of tkenberley, Dr Anne Mahoney is our local
facilitator. She will be organising and conductthg consultation, along with staff from our office
We have actually said to Dr Mahoney, “What is tlestbway of talking to your public and your
health professionals? Can you provide us with@daind ideas on how each of those events should
be organised?” They are being organised at a lewal, using local knowledge, information and
networks.

The CHAIRMAN: In the Kimberly, for example, will it be in ortecation only, or in a variety of
locations?

*MsMaggs. At this stage the program is still being refinbdt the initial view is that there will be
several events at a variety of locations, includirsits to remote Aboriginal communities.

Dr Towler: We have taken advantage of the area healthcesriaving district advisory councils,
which engage a number of consumers and local pedfgke have tried to build on their strengths in
terms of setting up the local consultation framedwaparticularly in the rural sector. The
metropolitan area is a little more straightforwaodi we are working with the area heath service
administrations and their clinical service planningts, which have been working increasingly with
consumer groups over the past 12 months. The g@mogn each case is designed to create an
opportunity for the area health service adminigiret to develop a relationship with the consumer
groups of interest in obstetric and maternity s®si so that when we later come to the
implementation framework they will be well informeaid they can identify appropriate consumer
members for those processes at a later date.

The CHAIRMAN: Taking into account that we have not had a liomg to review this document,
can you give the committee an understanding of Whatchanged between the previous document -
| cannot remember what it was called now - and tlisument? In what areas has there been
change in direction in the concept and the plansiaternity services in this state?

Dr Towler: As you will know, the previous discussion documiatroduced to people a change in
focus that emphasised particularly team-based migterare. It looked to opportunities for people
to provide input on what models of maternity cdreytmight wish to have us consider. From that
process, we also engaged an external research, @eyou will remember from our last meeting,
which reviewed the available evidence around dfiermodels of maternity care. That has been
built into this framework in the beginning to protemptions around the regional hub model that |
discussed last time. We have become very awaregltire development of this framework of the
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challenges that are faced in maintaining and dewedpa maternity services workforce. That is an
issue that has been identified across Australi@ héve, therefore, in this model sought to take int
account strongly workforce development as a thelf&t is, we have been defining the options for
care, which now includes team care, a strong enmpl@®und general practice engagement,
particularly in the rural sector, and coming to anderstanding of what other options for
particularly peri-natal care are available. Theuwoent invites people to consider the evidence and
the improved range of services, which includes Hurtteng, birth centres, and traditional
mainstream obstetric care, but very much in theecdrof a continuum from preconception right
through to postnatal care. We are very consciaaisthis is a broad document at the moment. You
will not find lists of sites. We are here lookiagywhat is called a model of care; in other words,
how do we deliver the service, and what is the eamigservices that the community would seek to
have provided. We have also gone to check on viuerce that those services would be safe,
which is consistent with our emphasis. | have bgaricularly grateful to the clinical reference
group, which has been working with us. Followihg discussion paper, we sought an evidence
review. We then developed a clinical reference ithéairly broadly based, and that has assisted us
in putting this document together.

The CHAIRMAN: Would you say that there is a change of mindg#iin the Department of
Health?

Dr Towler: This document has been developed through thi#hheatworks group. We have
worked strongly in partnership with obstetric seevproviders. The extent to which attitudes have
changed | think is too early for us to assess. Hade put the document out for discussion. We
have certainly embraced obstetric practitionerse N#dve met with general practice. We have
looked at the workforce issue behind that. | lveli¢ghere is a greater interest in looking at the
challenges before us in providing a safe and apjai@ maternity care model for Western
Australia. | think people have been very coopeeatiThere is an interest and an understanding that
the situation has changed from the very traditionaty medically led model of the past. | think
people have understood that the workforce doegxist to support that model. People have begun
to recognise that there is a genuine interest fiteencommunity for changes in the model of care.
We believe this document is a reasonable stateofeéhte feedback that we have been given. The
extent to which there is a broad change in attituiténk is too early for us to say. The reason we
have put this out as a draft framework is spedifid® seek input from all clinical groups on their
view of what is being proposed. It will need tol@anced by a very strong consumer input -

The CHAIRMAN: And community input.

Dr Towler: Yes, very much so. Therefore, when you askedbaeit the Department of Health, |
suppose in that context | am thinking that you m#en clinicians who work for us. From the
department’s point of view, | am speaking on beludlfthe health policy and clinical reform
division. We have developed greatly in terms af eaderstanding of what the options are. This
document aligns strongly with the New South Walestamity model of care, and we think it is
appropriate for the Western Australian community.

The CHAIRMAN: One of the things that | did pick up in the vehort time | have had to look at
this document is that a significant amount of dition is being given to the area health services to
decide whether they want to go down this track, ttethey want to consider having community
clinics, or whether they want to consider having,thhat or the other. 1 cannot find the exact
wording, but if you want me to -

Dr Towler: | fully appreciate the direction in which yoweagoing, and | would like to make some
comments on that. All the work being done throingtalth policy and clinical reform is based
around the concept of what | call models of carbey are largely overarching, agreed frameworks
for service development. It has been very cleainduthe feedback to us from the discussion
document, particularly from the rural sector, tthet opportunity for providing a range of services i
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very dependent on who is available. We are venscious of that. In terms of taking a document
that is designed to discuss service models in tireader sense, the individual application of those
models across the extraordinary range of enviromsninat exist in Western Australia will need to
be done in partnership with the area health sesvidéhat is no different from the work that we are
doing on stroke care, or the work we are doinghennhanagement of congestive heart failure. We
see this document as an overarching, strong p&dlayework to then develop what are in fact
location, site and regional specific implementatfmograms that are consistent with that. For
example, | think we discussed last time that it wilt be possible to offer birthing centres at gver
location across the state. In many cases, yolbwitlealing with fairly small communities -

The CHAIRMAN: What would make it not possible - the workforce?

Dr Towler: Simply the workforce, and the numbers of pedygang dealt with. If we have a very
limited workforce - say, just a few general practiers, supported by a few midwives - in a small
regional centre, then we believe we need to takeptinciples of the model of care and have a
strong discussion with the provider on how we cest Imake that model work in that locality.

The CHAIRMAN: Does the opposite apply also; namely, if the kiisoce is there, and the
capability is there, and the community is seekiag t

Dr Towler: That is my view of what should happen. We wake the feedback that we get from
the community and clinicians over the next few rhemn this draft document. The document will
then be put to the state health executive forumchvimcludes the chief executive officers. At that
point, it will become policy in terms of implemetitan. Consistent with the conversations we have
had previously, it would be my expectation thathatimplementation level in those areas - this was
the metropolitan model that we talked about - theoaild be an improvement in the range of
services that are available at each site.

[2.00 pm]

MsMaggs: If | could perhaps give an example. In the doent we talk about community clinics,
but we also talk about GP practice clinics. Esaéintthey are very similar models but we have
included those particularly because in some redjiaras it would be possible to provide one or the
other, but not both. There would not be the demanthe sustainability to have both models
available. So, it is about looking at what bestssiine needs of that community.

The CHAIRMAN: | am still following that line. One of the reass that this committee got under
way was sparked by the closure of obstetric sesvateKalamunda hospital. That hospitals had
sufficient midwives, had GP obstetricians who weilting to provide a service, and there were
300 or 400 births. Going by the comments you hasemade, it sounds to me that had that service
not closed, it could possibly have stayed open wtids sort of approach. Is it a possibility tlaat
centre such as that could be reopened, or is itdke that once it has closed, it is finished aedet

IS no chance whatsoever?

Dr Towler: | am not going to be evasive but | am not gaimganswer the question specifically

around Kalamunda because | do not believe | hazetithority to do so. | am in a position to say
that | think it is very clear that compared to #nemework under which some of the original

decisions were made about services and where tbaldvibe provided, we have seen a substantial
increase in the number of deliveries that are oouyin Western Australia. We have seen some
changes to the service modelling for hospital sitesouth metro following the clinical services

review, and it is my opinion that in every casewaild be looking to opportunities to change and
realign the services to be consistent with demarmticmnsistent with appropriate safe practice. It
will be up to the North Metropolitan Area Healthr@ee, confronted with its responses to the final
framework and the demand for services within thahato consider what might be appropriate in
terms of the service model. One of the great thialgout having an overarching models of care
document like this maternity framework is that wedidéve for the future the approach being taken
through health policy clinical reform means theidiens made on service modelling, how they are
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set up and how they operate will need to be wighaonsistent policy framework. | look forward to
that being the case when this is in place, as wakeady beginning to see in stroke care, and the
document we have before us at the moment on déapfanning for the state will see some similar
changes compared to some of the original decidlmatsvere made following Reid.

Hon SALLY TALBOT: On a slight change of tack, you will remembeoaple of weeks ago the
minister made some comments about ways to reduedetrel of intervention, particularly the
lowering of caesarean rates. One of the thingsstnack me about the commentary following his
remarks was the emphasis that everybody acrossdbed put on the need for community
education programs. | guess that in a sense Itliseas the other side of the coin to the
consultation. We consult about what people seanaisleal situation or how they reflect on their
own experiences or expectations, but the qualitthefconsultation improves if there is some sort
of education process in place as well. | noticeaorery quick flick through the draft policy that
you have a recommendation at strategy 10 that bag#h professionals will be supported to
provide balanced information to enable better pebkdecision making in birth planning. | take it
that strategy 10 is the sort of thing we would &kihg about in relation to changing models of
obstetric care delivery and, let us be blunt alitp@incouraging women to make decisions that take
them away from the medical model where they doneed it.

Dr Towler: | think there is no doubt that in the work tlhets been done to date we have been
conscious of the need for there to be better ethucaf women and the choices they make. What
has proven to be very challenging is the intertaeg exists between public health service planning
for any service and our relationship to generatfica and primary care, where women often have
their first encounter with whatever provider. Thsittaking primary care in its broadest sense,
which means not just medical general practice hatever community-based primary care services
are available. It has therefore been an imporharhent of what we have been doing to develop a
strong liaison with the GP networks in Western Aalst in looking at the general practice model.
We have been talking to a number of leading piaottrs from general practice who have been
involved in team-based maternity care. We have beBecting on - how can | put this politely -
the inadequacies of the federal government’s payragsiem for maternity services to support
nurse practice models in general practice, whiclsasewhat disappointing given the role of
practice clinical psychologists has now been eretbrsThe federal government just walked away
from endorsing chronic disease nurse practitioasraell. We see a lot of similarities. If we want
to introduce a team-care model in general practiome financial instruments are needed to make
that happen. Regardless, in the rural sector e@rlgl have a leading role, and in that framework
and within the metropolitan area we would expecttdke on responsibilities for ensuring
information provided to women is made availabléene health networks themselves are seeking to
create a very strong information source and a resdior people to access. We will be making our
materials available in a number of community sgiin We see this as one of the important
elements of what this consultation process willegstrength to, which is to improve access to
information and make clear what the options arecfane throughout pregnancy. The extent to
which we can achieve that in a short time will balienging. 1 am encouraged by the change in
the service model in WA Health to a much stronggoytation and community base through area
health services. You may well be aware that comswauncils are being developed within the area
health services as well as with the regional serpioviders. | think that gives us opportunities t
understand how best to communicate with peoplee 3Jiorter answer is yes, | think we are
committed to better education. One of the challsng how we integrate that across primary care,
particularly in general practice. | think the deyement of a maternity team model in general
practice is a very important outcome for changhegydverall landscape of maternity services.

The CHAIRMAN: Just following up on that point a little, youkiad about improving access and |
think | heard you talking about improving educationwonder whether the area that needs a huge
boost is out-and-out marketing, especially whenehare significant voices in opposition to the
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changes that people want to make, particularly ftbemAMA, saying that it is not necessarily in
the interests of women to follow some of the otigou have mentioned here. What will you do to
balance that voice?

Dr Towler: One of the reasons the work has gone into thisiichent and the process of stepping
through this very extensive process we have setsughat the eventual maternity framework
document that will be completed, we hope in Auguwdt,be the basis for making comments to the
community on the services the WA public health esyswill offer. We will be endorsing in the
implementation stage that those services be desélapd offered. One of the challenges to date
has been that in the absence of an overarchingssdipolicy, opinions of all sorts often get pre-
eminence in any conversation. | think there iaid{esubstantial influence from the medical model,
and | perhaps should declare that | am still théestreasurer of the AMA, if you are not aware of
that. There have also been very strong presentatitade on other models of care. We have
sought in this review to ensure there is a strovigemce base that the overarching maternity
framework that is endorsed is appropriate andttizge options will be made available. We have
already had some interesting feedback from thetewarthe weekend.

TheCHAIRMAN: From what?

Dr Towler: There was some media coverage on the weekendtfie release of the document,
and | think the upcoming consultation period w#l interesting.

Hon LOUISE PRATT: | wanted to ask about the scope of practicesaméd within a community
clinic. To my mind a range of different models ltbbe accommodated in a community clinic from
not much changing at all through to a scope of tlm@aovhere midwives act as lead maternity
carers. A team of midwives could be a small nunmdfemidwives setting their own rosters and
handling work between them so that a woman hasimotyt of care, hypothetically from
conception right through to post-birth, in a similsay to the community midwifery program.
Alternatively, it could continue to be quite restive. | appreciate that some of that needs tedbe
according to local conditions and the capacityhefworkforce. There would need to be a fair bit of
leadership within each local area health serviceaiesform the models of care that are provided if
we really are serious about setting up differerd aew directions, such as the ones that have
recently been developed in New South Wales wherkvimes have come from the public health
system and hospital-based care and have built eipetrel of practice to which they are now the
lead maternity carers. Could you comment on wkeifeom here in relation to community clinics
and what kind of leadership can be put behind agpiey the potential of the models of care that
should be available?

Dr Towler: The first step for us is unquestionably to easthrat there is strong community
endorsement for the models that are proposed. ink thiour expression about the need for
appropriate leadership is very important. Oncehaee clear endorsement for the proposals, we
will be making use of our clinical reference grdapevisit the scope of practice, which is what you
are talking about —

Hon LOUISE PRATT: Could I just interrupt you there? You talkedbabendorsement of the
proposals. From what is written in here | canred# a proposal that looks like that. That is an
example of what could be produced within a comnyuclinic framework. From what | can see, it
is not there in detail in terms of the range ofatiént things that could be done.

Dr Towler: You have just given us some very useful firgtofeack on our draft document. | am
quite serious in saying that. | think if your inegsion is that the community clinics information is
not giving us the broadest possible scope, weositlainly pick that issue up.

Hon LOUISE PRATT: Okay. | think it would be good to give some m@&xamples. The word
“team” that is sometimes used in relation to comityuclinics can be misleading. From a quick
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reading, | think you need to be very clear aboatdiversity of models that are available. Please g
on with what you were going to say.

Dr Towler: We are hampered by the issue that this docunsetrying to describe what is a
change, but also it is looking at its potential laggtion across a range of locations. My personal
view, and that is all it could be at the momenthit in the metropolitan setting we would see that
as an important development, and there would béda vange of opportunities available through
the community clinic model.

Hon LOUISE PRATT: Great.

Dr Towler: Itis that kind of next step conversation: otftie model is endorsed, we will then have
the robust conversation with area health servidesitawhat this means in its application in the
different settings that are available. There tdlgreater scope in some locations than thereowiill
in others and that is an important theme.

Hon LOUISE PRATT: | am pleased by that reassurance and the sdoplead you are saying. |
think I will have a better appreciation of that eridhave read the whole document.

Ms Maggs: The variety of things we have mentioned thatldédae included under community
clinics is not all-encompassing and will vary frarea to area and according to the needs of the
community.

The CHAIRMAN: In that section on the community clinics you aaging it will offer about 55
per cent of women who do not need medical interganat all the ability to have their entire
pregnancy, delivery and postnatal care, managedrbigdwifery-led service.

Ms Maggs. What the community has told us, which is whas th based on, is that it would like
continuity of care. Irrespective of who looks afteem, they would like a team of people to work
with them throughout the whole of their maternigree One of the options they could have access
to is a community clinic led by midwives, but invimlg other health professionals.

The CHAIRMAN: Do they have to involve other health professiera could it be purely a
midwifery-led team of midwives?

Ms Maggs: It could be, but the research and anecdotaleendd that is being provided to us states
that even where there is a midwifery-led clinicattyt run by midwives and containing midwives,
they still have clinics with, for example, a GP dogin to provide other services to that
community and to the people using that clinic. tTis actually been proved to be the best model.
It is a case of talking to the community and to phefessions to work out what is the best model for
each area.

[2.15 pm]

Dr Towler: The information at the top of page 30 talks daliba fact that the labour and birthing
facilities would not be located at the communitinicls. The community clinic is the community
footprint for the delivery of maternity servicel.encompasses preconception advice and antenatal
visits and it develops a relationship between tbenan and the caring team. That caring team will
vary; my view is that it would vary depending omttiperson’s particular request. It would be built
into a structure that would then allow the womammake a choice around what environment she
wishes to have the child in and what kind of supplout it underpins the theme of a consistent
relationship between the woman and her maternagnte As you know, our theme from the outset
has been about choice, and women will vary in ttierg to which they do or do not want medical
engagement in the whole episode of care. Certainlgome of the conversations we have had,
people are very keen on services that have a vieongs midwife component, but want the
reassurance of knowing that the general practitioneobstetrician is engaged in the overall care
program. We see this as an environment in whigerdgglly a woman can make some choices
about the extent to which other professionals avelved. At the moment we are not promoting in
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this community clinic concept an entirely midwifdad separate service, but if that is the feedback
we get, and there are environments in which thapisropriate, that will be considered. That is
exactly why the draft framework was produced.

The CHAIRMAN: If that were the choice of a woman, if that wtre option she wanted, it is an
available option.

Dr Towler: If we get strong feedback and support for thzdt is the sort of thing we would be
looking to endorse.

The CHAIRMAN: | gathered from your earlier discussions on wWukforce that you were
looking to re-engage GPs in GP obstetric services.

Dr Towler: 1 think | said last time how concerned we webbew long-term options for maternity
services in the rural sector in Western Australtas no news to this group the challenges that WA
faces, having a very small number of people - adduaf a million - spread over two and a half
million square kilometres and trying to provide egiate services. The figures | quoted last time
indicated that 12 per cent of mothers who are eagyaythe community midwifery program end up
having a caesarean section. In the rural sectomeexl appropriate credentialed and capable,
competent clinicians to provide the interventiosalvices when they are needed. One of the
challenges at the moment is that general pradic®i as strongly engaged in obstetric care in the
metropolitan area. | believe that there are sopi®ios particularly around prenatal and postnatal
care whereby people have a strong relationship thighr GP and they may be very keen to remain
involved with general practice. We would like tasare those options, in terms of developing not
only a rural workforce at the procedural level, blso a metropolitan workforce in terms of overall
care, if that is what people require. 1 think Ideasome points during the last visit when we
emphasised the increasing age of women having fingtirbabies and some of the problems with
comorbidity and some of the issues around emergiggity. There are often medical issues that
need to be dealt with in parallel. We are veryrkeecreate a framework in which the involvement
of general practice is appropriate and to provitl@iaing environment to support that.

The CHAIRMAN: | want to also ask you about the options fothimg. In the document you
referred to hospital services, | think. This ispages 31, 32, and 33. Then you talk about hdspita
in the home. | know that somewhere in here ydkethabout family birthing centres, but | have not
quite picked it up again at the moment. Are we ralking about freestanding birthing centres?
Are you saying that community clinics are not goinchave birthing or labour services associated
with them? Is it an option to have freestandingifg birthing centres?

Ms Maggs: We have looked at two types of family birth gest Essentially, what we are talking
about in the draft policy is that a family birthntee is a centre that is adjacent to a hospitiat i,
on the hospital grounds - but a freestanding bugjdi

The CHAIRMAN: Yes, | know that, but what about freestandingirmswvithout a hospital
anywhere near it?

MsMaggs. We have looked at that and certainly the res$efraked at that. That is an option that
we will take feedback on from the community.

The CHAIRMAN: Is it documented as an option in here?

Ms Maggs: On page 44 is probably the section that you triighlooking for where we talk more
specifically about family birth centres. We actyaday that family birth centres should be an
alternative to a hospital and could be either ledain hospital grounds or be freestanding in local
communities. We actually leave that open for thmunity to provide feedback on.

TheCHAIRMAN: You make the comment that there is no differandeealth outcomes for those
people on either of those options.
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Ms Maggs. That is true, but that is based on a numbersstiaptions, including access to safe
transfer facilities. Even if they were located bdfspital grounds, you would need to make sure that
you could absolutely guarantee a transfer wherag vequired, because the research shows that a
significant percentage of people need to transiehdspital facilities, such as theatres, or want
access to increased pain relief, which cannot beighed at a family birth centre.

The CHAIRMAN: Is that an area that is going to get a bit namreerage than that little section
there? It is not a new concept in other stategcamtries, but in Western Australia it is an
incredibly new concept for people to get their haszlind.

MsMaggs. At the moment we have one family birth centred avhat we are suggesting is that the
community may wish to provide feedback on havingrenthan one; that is, more family birth

centres located closer to home. A significant neindd people would be aware of the family birth
centre concept, but certainly once the policy i§ e would need to be looking at promoting the
different options that would be available under tlev policy, but that is after we have gone
through a consultation process whereby we get fs#dbn whether the community wants that type
of facility.

Hon LOUISE PRATT: In relation to the GP shared-care models, éngisaged that a midwife
would work with the GP team. | was a little corddsabout who will be the likely person to be the
birth attendant in those circumstances, or coube ieither the midwife or the GP?

Ms Maggs. | think the GP practice clinic is the one thauyare probably referring to, which is
similar.

Hon LOUISE PRATT: Yes, that is right.

Ms Maggs. This was a suggestion from the clinical refeeegroup and was made by a GP
obstetrician who thought it was a worthwhile ideehive an alternative model. The idea was that
the midwife and the GP obstetrician would work elgstogether and both could be at the birth,
which would occur in a local hospital.

Hon LOUISE PRATT: Okay; so they would both be there, or it couddome or the either.

Dr Towler: This model actually exists in the rural sectdihere are a couple of people | had the
privilege to meet on a recent trip to Geraldtonaottauma course who run a combined midwife-
general practice - almost locum - service and thesk as a team routinely and that delivery is both
of them together.

Hon LOUISE PRATT: | would see models like that being quite desegabh some parts of my
electorate where there are lots of families, vargybGP clinics and lots of children being born into
a community. That continuity of care is really ionfant. However, according to the way these
things are usually practised, it would be quite sual for something like that to be set up within
that kind of metropolitan setting. | would redlilge to see options like that become availableu Yo
made some comments earlier, Simon, about problathsglve commonwealth and the funding.

Dr Towler: We believe there is a substantial amount ofré@stiein this type of model. | suppose
you could say that there are practice nurse raagglfunded. It is my view that | would like totge
an endorsed framework of this nature and then tladessue straight up to the commonwealth and
say, “In terms of how we make general practice neffective in maternity care, this is clearly one
of the key elements.” | have talked to a numberpctitioners who were involved in the
Kalamunda model, and those people with a strong noamity-based background see real
advantages in this model. One of the great probleaning Western Australia at the moment in
general practice is that we have 12 per cent f@rertitioners per capita compared with any other
jurisdiction. GPs are incredibly busy. If you wam ask them to take a greater role, they arbeat t
moment asking me constantly in chronic diseaseaandmber of other caring models what is in it
for them in terms of how they make their practicereneffective and how they meet the needs of
their patients. If we have a strong framework thdtcates how that type of care would fit into an
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overall model of maternity service, we can leaddbbate with the commonwealth. That is what |
would like to do. Certainly, outside Perth wittethegional centre models that are being put in
place, it would underpin, | think, dramatic improvents in maternity services around major
regional centres where we are trying to bring s@mecialist support in so that the full range of
services is available.

Hon LOUISE PRATT: | would advocate that those kinds of births $tidne able to take place not
just at a hospital, but also at a family birth cenbut | do not know the reason behind limitingpit
a hospital.

Ms Maggs. Family birth centres traditionally have been wiiery-led centres, and GPs have
utilised the services of a hospital. That wouldabehange. From the research that was done, | do
not believe there is actually any family birth genin Australia, and perhaps in most countries, in
which GPs utilise the family birth centre facilityut if the community provides that feedback, that
Is what we want to hear about.

Hon LOUISE PRATT: That would arise in part because midwives ardefensive of their scope
of practice and they have had to fight very har@gtablish that territory. They have a mandate to
practise that is reinforced and supported in létstber ways. Who knows what is possible in the
future?

The CHAIRMAN: | think | am saying the same thing as LouisehaiVappears to me to be the
options for birthing in this document limit GPs wworking in a hospital if they want to be the
deliverer of a baby. If they want to deliver theblp, they have to go into a hospital to do it. The
examples that we saw in which midwives had a moreptete responsibility for the antenatal care,
the delivery and the postnatal care, and it wasdwife-led service from start to finish without
necessarily involving doctors, enabled them to @®whe amount of deliveries that they did.
However, in this case, | think you are giving un@del that requires a doctor’s involvement but, at
the same time, excludes them from delivering iarailly birthing centre. It is like a mixed model,
and probably the mixed model needs to enable GBsliger in family birth centres as well if they
are to get involved in low-risk, straightforwardthing.

Hon LOUISE PRATT: Hypothetically, a midwife operating from a commity clinic with various
forms of independent practice could have practomens from a GP clinic, if it were available for
that to be set up that way and do referrals tofeord the local GPs. | am wondering whether these
things are still open for discussion.

[2.30 pm]

Dr Towler: There is a lot going on in parallel with thiscdonent. We are working on a whole
range of issues around primary care strategiesest®n Australia at the same time. One of the
limiting features in this state at the moment iattthere is not a lot of what New South Wales is
now heading up very strongly; that is, integratechmunity health care centres. We are trying to
develop those discussions in a very substantial wagt when you come to this document at the
moment and you look at what is available in WA, yend to be a little restricted by what we
already have.

In my view, we are trying to promote discussionsuwbdiversity. What we are trying to do in
primary care is about creating diversity in then@ary care environment. There is no stipulation
about where community clinic models will be baseti@wv they will operate. |1 am very keen to get
them away from hospitals so that they are in thamanity. It may be at the same time that in
some of the discussions around ambulatory seruictge non-tertiary hospitals, which are coming
through in the planning at the moment, they arkingl about whether there is a primary care
presence on the hospital grounds. Sometimes shadvantageous, because one of the great
challenges in primary care at the moment is a laickllied health services. If you look at a
regional hub model, it may be best that we putdahbsgs approximate to where there are other
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health professionals. It is not because the halspind the doctors are there; it is because thiéhhe
infrastructure in terms of personnel is there. Tmallenges around community access vary
depending on whether you are talking about metitgwobr rural areas. | am interested that your
perception is that the document excludes geneaatifioners from participating in birthing centres.
It is not something | had thought through, so gxactly the kind of feedback we are looking for.
would be ecstatic if the attitude of midwives abdottors being present in birthing centres were
relaxed.

Hon LOUISE PRATT: | think that relates to their defensiveness albeir traditional scope of
practice. They might need to be seen as the laaga and as soon as they see a doctor, they think
they are there to be busybodies and to interfetieaim practice.

Dr Towler: 1 think our view, from the feedback that we hdwsen getting, is that where strong
community-based team care is put in place, thdaéaorships will hopefully change.

Hon LOUISE PRATT: | would hope so too. | think you are right.

Dr Towler: Maybe they are more likely to change betweeneg@rpractitioners and midwives
than some other practitioners and midwives. Thatwill come back to bite me!

Hon LOUISE PRATT: I think we can probably work out what you meartliat.

The CHAIRMAN: Will regulatory and legislative changes be neaegto implement the changes
that are coming through this policy?

Dr Towler: 1 do not think so at the moment. We will bekow at all those issues in great detall
over the next four months during the consultatigvie are not aware of any. Given the competency
framework, scope and credential of clinical praeztctivities that are going on, | do not believis th
has those issues. We will be checking, becauadlibe important at the implementation stage.
Thank you for raising it.

The CHAIRMAN: Are Western Australian doctors willing to suppalternative models of care?
Dr Towler: By “Western Australian doctors” do you meandattors?

The CHAIRMAN: You cannot speak on behalf of all Western Alistnadoctors. However, we
want to get a sense of the level of support thatwidl get from WA doctors on this issue.

Dr Towler: One of the things about the consultation aradilmedphase one part of the project and
the discussion document was the very substantial td engagement. It is my opinion that there is
a diversity of view amongst medical practitionelogat change. The process we have been through
has on many occasions resulted in people beinly fmamplimentary about the considered way in
which we have approached this. | do not think h @ait a position on behalf of all doctors.
Practitioners in the rural sector are working mdosely with some of these models and some other
clinicians. We have received fairly positive feadk around the way we have developed the model
and the way it links to the previous Cohen repothink there will be tensions around the scope of
practice that is proposed. We do not shirk froat #t all, in the same way that we are not shirking
from the issues that are involved in reforming otlservices. Doctors are very important
practitioners in our health system. When womerdnegerventional care in obstetrics, doctors are
critical because at the moment they are the onbplgeable to do that. We are seeking to be
respectful in our engagement with clinicians. We quite committed to this process and to what
the evidence and the community is requesting waldhembrace.

Hon ANTHONY FELS. You said that you want to encourage servicesutin GP practices.
How will you do that? | expect that it is a comweiat decision for them if they wish to do it. The
metropolitan areas are full of patients; therefbimagine they would not want to take on anything
that will take up their GP time. How will you makkat happen? Will there be financial or
business incentives? In country areas there teeage of doctors in some areas, particularly in
wheatbelt towns, to provide a service in the filsce.
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Dr Towler: The challenges you put before us are substattalenges. In the metropolitan area, |
believe there are some general practice groupsatieainterested in obstetric care. Certainlysit i
better when you have groups involved in obstetarecso that they can share responsibility for
registered patients. | go back to my commentd@tbeginning that in terms of a business model
for general practice to make this team-based care @itractive and effective and, from a business
point of view appropriate, we need opportunitiesuad additional funding flowing to the general
practice if we have a team-care model that invopestice-based midwives. We know from the
clinical psychology work that has been going orgéneral practice that that results in business
changes, which general practitioners frequentlyoesal quite willingly. There is a need to have a
conversation with the federal government aboutbilginess model for general practice based care.
In the rural sector in Western Australia the issaes a bit more diverse, because often the state
government is the employer of those practitionpesticularly those who work in the north west.
We have opportunities in those environments to teré@am-based models of care where the
practitioners are largely salaried. However, thatot going to the issues you have raised. lasare
like the wheatbelt, | think these things are vemgllenging. You often have relatively small towns.
The whole service model for the wheatbelt is alehging issue for health care, full stop. We are
seeing planning around what the regionalisatiors@wices. We are looking to strengthen the
relationship between wheatbelt towns and metragolitroviders. However, in terms of a service at
a locality, |1 do not have the expertise to ansviletha dimensions of the question you asked. They
are challenges in terms of a suitable business hiodenaller rural centres. The issue behind just
having sufficient general practitioners in rural $#¥n Australia is something that we will be
dealing with for a number of decades to come. Hmwrethe increasing number of medical
graduates in Western Australia, which will begintake effect from the beginning of 2009 will, |
hope, start to alleviate the supply of general fittaners to the rural sector in this state, paiticly
when taken in parallel with the strong developmentthe rural clinical schools, because
undergraduates are exposed to the rural sector raadrer. The recent accreditation of the
ACROM training model will mean that you can haveaning stream that exists almost entirely in
the rural sector, from medical school right throughbeing a full practitioner. The preliminary
feedback we are receiving is that that is begintingttract people already.

Hon ANTHONY FELS:. What is the situation at the moment and into ftitare with the state
government covering insurance costs for doctorgjqodarly in obstetric services? Some rural
towns have more than one doctor in the town, bey Hre flat out servicing all the other areas,so a
much as they might like to do obstetrics, they haweugh to do as it is. We must encourage more
maternity services. They are probably doing thahose sorts of clinic anyway.

Dr Towler: 1 do not have the answers to all those thinglee whole foundations document for
country health services and the strong focus aralewkloping a regional service plan is, when
compared to this process, back at phase one. Wéerbally looked at the way we deliver country
health services and now there are not so manymaimards and local issues to deal with. There
Is a strong driver around improving the overallgarand quality of services in the rural sector.
When it comes to back to individual general pragjcthough, many of them, particularly in
wheatbelt towns, are very much a private sectoedasodel. There is a model in Merredin that
involves a joint employment basis. We will neeb®creative to create environments for general
practice that build practices over time and inceeth®ir capacity to deal with a broader range of
clinical issues. We are seeing the same thinghimordéc disease management. We would like
general practice to be much more engaged in lotgar-care, particularly a wellness model.
However, in those towns those guys and girls asy hust delivering a service. This is where,
again, a practice nurse model or an allied heattdehor something in parallel, which was partly
built into the Australian better health initiativend some of the opportunities around allied health
support become very important. There are a Igpashllels with what is being proposed in this
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maternity model of care, which seeks to give grreaghority, competence and opportunity to non-
medical practitioners to participate in a commuiigalth model.

The CHAIRMAN: Can it be initiated without federal governmemtalvement?

Dr Towler: That is partly what happened with the Australiaiter health initiative. You can
initiate components of it within the resources thati have available. The state is funding self-
management components of that program, which wijage consumer groups and lay people in
getting groups of community members together td dé common disease issues. Within the
resources that are available, those things musbbhsidered.

The CHAIRMAN: Who do you envisage will pay for the midwiveswork in the community
clinics?

Dr Towler: | will be very blunt. | do not think it is th&tate’s responsibility to take over all health
care in the state. WA is already disadvantagedhm great wash-up between the federal
government and the state in terms of overall resogr We already take on a strong role in the
north west and other remote locations. We willtoare to acknowledge those responsibilities.

The CHAIRMAN: | want to be clear about this. What you areggstjng is that these initiatives
may be dependent on the federal government agrézinglude -

Dr Towler: | was talking mostly about general practice. enlit comes to the GP practice clinic
options, general practitioners will make their owhoices, as they have been doing in my
discussions with them about chronic disease managem

The CHAIRMAN: | am talking about community clinics.
Dr Towler: | am not talking about community clinics.
The CHAIRMAN: Who will fund the midwives who work in the comnity clinics?

Dr Towler: 1 would hope that we would see opportunitiesddvate sector development of some
of them. We recognise that within our area hesdilvice models, we will be seeking to make this a
fundamental component of how the areas provide nmiaitecare.

The CHAIRMAN: They will be state funded.

Dr Towler: Some of them will certainly be state funded.afTis the direction that this has taken. |
do not believe they should be restricted to do.th#t a private sector model with a strong
community clinic basis can be promoted, which isatis happening in New South Wales through
its integrated health centres, it should be prochot&/hen one considers maternity services in
Western Australia, 30 per cent of deliveries avjaled entirely in the private sector. | woulddik
to see the diversity we are pushing in the puldictar spread to the private sector over time.

Hon ANTHONY FELS: There has been increased interest on birthimye® and homebirths.
Indeed, there were articles in the press over tekend. Is that new to the Department of Health;
if so, what has been the cause of that? Is itusecaur inquiry has created extra publicity? &s th
department starting to address this issue becabas become a cost issue?

Dr Towler: Homebirthing is not a cheap model. The infoioratve have suggests it is quite an
expensive model. The reason we are in the posi®are in now is that we have a health network
and a program around trying to develop models of,cahich are a key element. There is no doubt
that maternity care is something that the commuisityery interested in. That has facilitated us
looking across the issues that are before us. didoeission paper produced 83 responses. We were
very pleased about that. We set up a frameworkherevidence base to seek what the evidence
was around the breadth of opportunities. | havelobt that the reason you are seeing a much
more inclusive document is that we have looked lztvis happening around the world. We have
looked at the evidence that is available, but weehaso had a good deal of interest. | am quite
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sure that some of that interest has been createthédyknowledge of this committee and its
activities.

Hon ANTHONY FELS: It seems a bit more than coincidental. | am aaticising it for
happening.

Dr Towler: It keeps me focused.
[2.45 pm]

The CHAIRMAN: Based on the research and evidence, the docufatnire Directions”, which
is the report on themes taken from submissionstleécMaternity Coalition raised concerns about
the research review being limited by the intere$those involved.

Dr Towler: | do not know.
The CHAIRMAN: What is your response to that concern?

MsMaggs. The Maternity Coalition submission came in pt@i31 December, or in the first week
in January, which was while the research was benugrtaken. The coalition made that comment
based on the premise that its concern was thatti@ydar group of health professionals would have
carriage of the research being undertaken, andag woncerned that it would be slanted in a
particular way, whichever way that was. That waairt concern. Our response to that was to
provide them with information on the research gréb@t was undertaking the research for us,
which was independent. The research was doneeby\ilbmen and Infants Research Foundation.
In our request for a quote, we specifically ingiste having a bipartisan research team consisting
of an obstetrician and a midwife because we werar@what there would be concerns about any
profession looking solely at the issue on its owBy having both midwives and obstetricians
involved in the research, it became a more eveporee. That was fed back to the Maternity
Coalition and it accepted that.

The CHAIRMAN: Thank you for that. Another comment | will maisethat they also said that
the consultation process was too short. Will tHezeongoing consultation? Will there be formal
systems and processes in place to ensure ongomgultation? Basically, | think you have
addressed some of those matters, but | am intdrestenow whether you have any other comments
to make about the concerns that were expressed tit@oconsultation process being too short.

MsMaggs. The Maternity Coalition did mention that becatisgas one of the few groups that had
a concern about the deadline. That was fairly éasyeal with in terms of providing additional
time to put in submissions. We also then explaiioetthem the whole process that the consultation
was taking. By going back and talking to them tagdy - indeed, | am meeting with them next
week - that has allayed some of their concerns.claofy that, we received submissions right up
until mid-February, and we were quite happy to tddean and incorporate them in the information.

The CHAIRMAN: Also in this document on page 4 is a commentutis@eing no major
justification for a major system change, basedhensatisfaction and demand of women currently.
Is that a suggestion that women are not seekinglhagges to the system?

MsMaggs: The document you have is a raw document anghiinsarises the comments that were
made. That comment was made by a couple of hpadfiessionals in terms of what is wrong with
the health system. We are quite happy with it ndWe have taken every comment that we have
received as it has been said; we have not reimtegbit or tried to dismiss any comments based on
their face value. We have taken each and everyrmthand compared it with the research base
that we were provided with by the independent neseaAlso, of course, the reality is that if the
community as a whole was saying to us that it wdilgkel more variety, obviously we would look at
that. Where there was a difference in opinionr-eigample, the system is fine as it is now versus
we would like more choice - that information wagea to the clinical reference group that we
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established and we talked through the issues Wwi#imtand they provided the advice back to us,
which is what we included in the document.

Hon ANTHONY FELS: On the issue of birthing centres, you said iswat anticipated to locate
them away from the hospitals, but that would lithém to only a few hospitals in the future. Is any
consideration being given to have birthing cenaesy from those hospitals and to have smaller
units established around the community?

MsMaggs. We have said in the document that they coultbbated either adjacent to a hospital or
freestanding. We have not made a suggested dinectWe will await the community’s and the
health professionals’ response to that idea.

Dr Towler: There are clearly problems with isolated birthicentres because a proportion of
women need intervention. We had a discussion witame last time about the time from decision
making to intervention when it was required. Wlae hopes, as has been evident from the
homebirthing programs that exist at the momentartt® in most cases when a transfer is required,
it is done well in advance and it is timely andnts go well, but there will always be a small
number of cases where the transfer is a little mogent and there needs to be access from any
birthing centre to a facility where interventionnche provided if it is necessary or, as you heard
before, if pain relief during childbirth is requite We are trying to take those issues into account
We will look at the feedback from clinicians an@ ttommunity. We hope that those conversations
will be very much balanced by providing good infation.

Hon ANTHONY FELS: | will ask something on the costings becausg #re not covered in the
draft report. You might be able to provide me watime more information later on and give me an
indication of what the total budget is on obstes&vices for the state, the number of births per
year and the make-up of the costs of interventiospecialists required birthing versus others.

Dr Towler: | could not provide you with that information @ moment. We have some broad
figures but they do not go to the range of issu&e. would have to provide that afterwards.

Hon ANTHONY FELS: | am interested in seeing what the size of tiheles pie is that is split
among those services. Without having to spendtiaddi funds, could we get a better service
under the different models than what we are getirthe moment?

Dr Towler: One of the challenges, if you consider somethiikg a regional service, is that you
might be able to disaggregate or identify that congmt in the main that relates to obstetric or
maternity care, but it may be a very different owgtstructure if you take it out and put it
somewhere else. One of the issues is that intsitigawhere you do need to intervene in obstetrics,
you require services from anaesthetists, paedatiscand obstetricians or whatever the appropriate
clinicians are in the environment. Sometimes when remove the service, it costs substantially
different amounts of money to run it. In termsadfat we are trying to do in getting an overarching
model of care, you can look at an investment acttessnodel that will result in the best possible
return. There are a number of other things to menyiou of. One is that we are rebuilding large
elements of the system. The decisions made otltiframework in a timely fashion will help to
inform the infrastructure costs. | go back to samheny opening comments about the workforce.
One of the critical issues is to ensure that weshmworkforce development framework that makes
it possible to deliver and develop the appropriatege of models of care that the community is
seeking. A lot of the financing work has not beene.

The CHAIRMAN: Can | ask you some questions about the earthdrge comments that are
made in the report? Can you just outline how edidgharge will be supported, and in particular |
am interested in the elements around the suppdrerothan by that provided by health
professionals; that is, home care and home helpastip

MsMaggs. The home visiting program, or the early disclegogogram, is actually up and running
already. There is some difference between whateotly occurs and what is suggested as a
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possibility in the document. One of those differes would be the length of time that a woman
stays in hospital. In this document, based onarebe we actually talk about it being reasonabte fo
someone to leave the hospital after six hours.t Woald be a difference compared with the current
average of 48 hours. However, we are very clegtrttiat needs to be supported with a coordinated
and effective home discharge program. Those pnogralready exist; it would just be that we
would need to ensure that they were able to categh&t additional time.

The CHAIRMAN: Would they be more intensive?

Ms Maggs: Perhaps. We would take advice on that. The&paipproach we took was to put up
the suggestions made by the community that werpastgrl by research. If those suggestions get
taken up in the final policy, then we will sit dowwith the relevant people and develop the clinical
guidelines, the policies and procedures to undaa@afe and quality type of service. We have not
gone to the extent of all the detail behind eaadth every part of this document because we think
that also needs to be done in consultation withreélevant people.

The CHAIRMAN: Is that non-professional home help service abgl to early discharge
maternity mothers now?

Ms Maggs: It is not currently available. It was a sugg@stmade by the clinical reference group
that the community ought to be able to comment on.

The CHAIRMAN: When you made a comment a little while ago thet committee helped you
stay focused on this particular issue, it suddedyted me to ask the question that | had already
written down, which is: what is going to help younet you personally - to keep the department
focused on moving and delivering on these poliagyggstions and options? One of my concerns is
that in the absence of a committee such as thishad this committee never been established, for
example, the direction in which this has moved may have come to fruition and the incentive
may not have been there to do the significant amoiwork that has been done in opening it up to
a broader consideration of options and a broadesuwtation with the community etc. What | am
asking is: what will you put in place to make stivat these are delivered on?

Dr Towler: The issue of guaranteeing that the outcomesl@ireered on is something | have to
take up with the director general. Through heaétworks, we are developing a policy frame work
that is highly referenced to the community. We énaaken our responsibilities very seriously
around the Department of the Premier and Cabiwediking document on working together and
involving community stakeholders in decision making/A Health is in the very final stages of
endorsing its consumer engagement framework, wimehns that the landscape in the future will
be very different from that which existed when werted this process. My compliments go to the
Health Consumers’ Council of Western Australia dted very vigorous involvement in and
development of that framework. | hope an annoumcgrwill be made some time in the future.
The translation of good policy into its detailedpilementation is one of the issues that was revealed
through the Reid report. The current structurbeddlth, which is much more unified in that there is
a clear process for policy endorsement to inforeadrealth service activity, is in fact what will go
forward from this. We will take this document tofdrm all service planning for area health
services. There is a strong performance framewogdace between the director general and the
chief executive officers. There is an expectatamound outcomes based on agreed policy.
Performance agreements exist between the CEOs iegatod general with deliverables that are
based on the operational plan. In this year’'s afpmral plan, outcomes from some of the early
networks consultations have been built into thefolkecutives’ performance framework. My view
is, and it is my understanding, that those politiest are endorsed by the state health executive
underpin the future of operational planning. Tisahow you get the outcomes that are necessary
from those changes; we are doing it in stroke, kgedaing it in primary care, and we are looking to
do it chronic disease management. This particdd@mument is up there in one of the very early
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statewide model of care processes. One of th@meakat we have been very pleased and very
keen to be engaged in this process is that wehgead a model for our future policy development.

[2.30 pm]

The CHAIRMAN: Thank you again on behalf of the committee.hihk that if there is any
ongoing role that we could see ourselves as havingo not know whether there is or is not - it
would be to monitor the performance of the depantmeterms of the maternity services plan.

Dr Towler: We are looking forward to reading your report.

Hon LOUISE PRATT: Hopefully it will help contribute to your manaato get on and do these
things.

Dr Towler: I am sure it will. Thank you very much.
The CHAIRMAN: Thank you very much.
Hearing concluded at 3.00 pm




