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Dear   
 

DECISION ON YOUR ACCESS APPLICATION 
 
I refer to your application under section 30 of the Freedom of Information Act 2016 (FOI Act), 
received by Canberra Health Services (CHS) on Wednesday 21 May 2025.   
 
This application requested access to:  
 

‘Under the Freedom of information Act 2016 I would like to be provided with a copy of the 
report for the internal review of planning for the expansion of continuity of care access and 
increase of continuity of care targets and models of care in midwifery conducted by CHS and 
finalised in 2025 and referred to by the Minister for Health in the ACT Legislative Assembly.’ 

 
I am an Information Officer appointed by the Chief Executive Officer of Canberra Health Services 
(CHS) under section 18 of the FOI Act to deal with access applications made under Part 5 of the Act. 
CHS was required to provide a decision on your access application by Friday 4 July 2025.  
 
I have identified three documents holding the information within scope of your access application. 
These are outlined in the schedule of documents included at Attachment A to this decision letter.   
 
Decisions 
I have decided to grant full access to the three documents.: 

My access decisions are detailed further in the following statement of reasons and the documents 
released to you are provided as Attachment B to this letter. 
 
In reaching my access decision, I have taken the following into account: 

• The FOI Act; 
• The contents of the documents that fall within the scope of your request; 
• The Human Rights Act 2004. 

 
Charges  
Processing charges are not applicable to this request. 
 
Disclosure Log  
Under section 28 of the FOI Act, CHS maintains an online record of access applications called a 
disclosure log. The scope of your access application, my decision and documents released to you will 
be published in the disclosure log not less than three days but not more than 10 days after the date 
of this decision. Your personal contact details will not be published. 
https://www.health.act.gov.au/about-our-health-system/freedom-information/disclosure-log.  
 
 
 



Ombudsman review 
My decision on your access request is a reviewable decision as identified in Schedule 3 of the FOI 
Act. You have the right to seek Ombudsman review of this outcome under section 73 of the Act 
within 20 working days from the day that my decision is published in ACT Health’s disclosure log, or 
a longer period allowed by the Ombudsman. 

If you wish to request a review of my decision you may write to the Ombudsman at: 

The ACT Ombudsman 
GPO Box 442 
CANBERRA ACT 2601 
Via email: ACTFOI@ombudsman.gov.au 
Website: ombudsman.act.gov.au 

ACT Civil and Administrative Tribunal (ACAT) review 
Under section 84 of the Act, if a decision is made under section 82(1) on an Ombudsman review, you 
may apply to the ACAT for review of the Ombudsman decision. Further information may be obtained 
from the ACAT at: 

ACT Civil and Administrative Tribunal 
Allara House 
15 Constitution Avenue 
GPO Box 370 
Canberra City ACT 2601 
Telephone: (02) 6207 1740 
http://www.acat.act.gov.au/ 

Further assistance  
Should you have any queries in relation to your request, please do not hesitate to contact the 
FOI Coordinator on (02) 5124 9831 or email HealthFOI@act.gov.au. 

Yours sincerely 

Katie McKenzie 
General Manager  
North Canberra Hospital 

  28 May 2025 
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 Midwifery Continuity of Care Expansion Report 4 

1. Executive Summary: 
Maternity-in-Focus-ACT-System-Plan-2022-2032 consolidates national and local strategies and 
recommendations in response to the Inquiry into Maternity Services in the ACT  (ACT 
Legislative Assembly, 2020). Its purpose is to create a more sustainable, inclusive, and quality 
maternity care system that is woman and person-centred, equitable, and evidence based. The 
plan responds to challenges such as increasing demand for services, the need for expansion of 
continuity of care, workforce challenges, and the need for more informed, respectful, and 
individualised care. By outlining clear goals and actions, Maternity in Focus aims to improve 
maternal and newborn health outcomes, satisfaction, and workforce well-being, making the 
ACT's public maternity system the best in Australia. 

This report was produced to address action points 8.1 and 8.3 of Goal 8 from the Maternity in 
Focus: First Action Plan 2022-2025 , 'To expand midwifery-led and midwifery-coordinated 
continuity of care models to improve access, increase equity, and enhance outcomes.' 

The primary objective is to develop a new sustainable Midwifery Continuity of Care (MCoC) 
service to improve access for Aboriginal and Torres Strait Islander people, vulnerable and 
disadvantaged populations, as well as women and birthing people with medical complexities. It 
is important to emphasise that the proposed new service will not replace existing continuity 
models but will serve as an additional option for both midwives and women. 

The objective also included developing a service that offers midwives sustainable working 
arrangements, designed to enhance their wellbeing and job satisfaction.  The development of 
this service aims to support the achievement of the Maternity in Focus goal, of 50% of women 
having access to a MCoC model by 2028. 

The development of this MCoC service was guided by a comprehensive literature review 
(Attachment B) and extensive consultation with stakeholders and maternity care experts at the 
local, national and international level. These consultations sought to ensure that the service 
developed is woman and person centred, meeting the needs of the women who will utilise it and 
the staff who will work within it.  

The proposed new MCoC service provides midwives with the opportunity to work in a continuity 
of care setting without the prolonged on-call requirements, which were identified as a major 
barrier during consultation. It will also create more opportunities for new graduate and early-
career midwives to work in a continuity setting. This initiative will help strengthen the midwifery 
workforce in the ACT while expanding maternity care options for women and families. 

This report documents the key findings from the consultation process, outlines a proposed new 
service arrangement for the delivery of MCoC for implementation across Canberra Health 
Services (CHS), and provides recommendations to support its successful adoption.  

This report uses the terms 'woman’ throughout. This should be taken to include people who do 
not identify as women but who are pregnant.  

2. Recommendations: 









































































































Exploring the evidence behind different models of midwifery continuity of care in Australia 
and internationally: A literature review. 

Abstract 

Objectives : 

This review aims to explore different midwifery continuity of care (MCoC) models both 
nationally and internationally. The review will highlight clinical outcomes, women and 
midwives’ satisfaction of the models and cost to the health services.  

Method: 

The search terms “continuity” or “continuity of care” and “midwife” or “midwifery” and 
“caseload” or “group practice” or “MGP” or “Continuity antenatal and postnatal” or 
“Midwifery teams” were used in the Cochrane Database for Systematic Reviews and in the 
PubMed and CINAHL databases as well as searches on the Griffith University website and 
Canberra Health Services library website.  The reference list of each article was also 
inspected, yielding further literature that was incorporated in the review. 

Results  

Midwifery Continuity of Care (MCoC) models, offer substantial benefits for women, their 
babies, midwives, and healthcare systems. Research consistently demonstrates that MCoC 
models improve maternal and neonatal outcomes, reduce medical interventions, enhance 
women’s satisfaction with care (Sandall et al., 2024), and support midwife well-being 
(Dawson et al., 2018; Hewitt et al., 2024). Additionally, they are cost effective (Callander et 
al., 2021; Jackson et al., 2024; Wills et al., 2001; Sandall et al., 2024). 

Literature surrounding MAPS model of care suggest high satisfaction among midwives and 
women (Cummins et al., 2022; Dharni et al., 2021), there is limited evidence regarding its 
clinical effectiveness compared to other MCoC models. Further research is needed to assess 
perinatal outcomes, cost-effectiveness, and its impact on midwifery workforce 
sustainability. 

Midwifery group practice (MGP) caseload midwifery has the strongest evidence base, 
particularly for low-risk pregnancies, but emerging research indicates it also benefits women 
with medical and/or social risk factors (Hadebe et al., 2021; Homer et al., 2018; Khan et al., 
2023; Rayment-Jones et al., 2021). While the on-call nature of caseload care provides 
significant relational continuity, it also presents barriers to workforce sustainability, 
particularly concerning midwives' work-life balance (Cummins et al., 2024; Taylor et al., 
2019). In contrast, team midwifery provides elements of continuity without requiring on-call 
commitments and has been associated with similar improvements in maternal outcomes 
(Sandall et al., 2024), although direct comparisons with caseload care remain limited. 

Conclusion and implications: 



Robust evidence supports the benefits of caseload midwifery for women and midwives. For 
some midwives working in a caseload capacity is not feasible, team midwifery care is a 
suitable alternative option which confers benefits for women and promotes work life 
balance for midwives. 

MAPs models of care lack research surrounding clinical outcomes. Caution should be used 
when employing this model as an alternative to other models of MCoC care, which have 
significant research to support their utilisation. 

Introduction: 

Midwifery continuity of care (MCoC) is defined as the provision of care by one midwife or a 
small group of midwives to a woman throughout pregnancy, childbirth, and the early 
postpartum period (Homer et al., 2019). The World Health organization (WHO) recommends 
this model of care for all women who live in countries where midwives are appropriately 
resourced and supported (World Health Organization [WHO], 2016). Extensive research 
highlights that MCoC models during pregnancy, childbirth, and the postpartum period yield 
the most favourable health outcomes for both women and babies (Sandall et al., 2024). 
Midwives working within these models report high job satisfaction and lower rates of 
burnout, contributing to the approach's sustainability (Hewitt et al., 2024). Despite evidence 
of the many benefits there has been difficulty upscaling MCoC models worldwide (Homer et 
al., 2019).  

Different versions of MCoC exist globally and are continually evolving to find ways to 
increase uptake of the model. Most continuity models in Australia are caseload models, with 
a primary midwife providing, coordinating, and referring care as needed. Midwives work in a 
flexible and on-call arrangement, with support from back-up midwives, often organised in a 
Midwifery Group Practice (MGP) set-up (Homer et al., 2019). This contrasts with team 
midwifery, where the caseload of women is shared amongst the members of the team and 
they are rostered across maternity settings, with no on-call requirements (NSW 
Government, 2023). Another version is the Midwifery Antenatal and Postnatal Service 
(MAPS) which provides a named midwife for antenatal and postnatal care, but midwives are 
not on call and do not provide intrapartum care (NSW Government, 2023). 

Different MCoC models nationally and internationally will be explored, focusing on clinical 
outcomes, levels of women’s satisfaction with care, sustainability for midwives, and cost 
effectiveness. This will be used to inform and guide upscaling of MCoC in a local setting. 

Discussion: 

MAPS model of Care 



 The MAPS model of care was developed in response to surveys from the United Kingdom 
(UK) and Australia, which revealed that a significant number of midwives were reluctant to 
work in an "on call" capacity (Cummins et al., 2024; Taylor et al., 2019).  The MAPS model 
provides women with a named midwife who offers continuity of care throughout the 
antenatal and postnatal periods. Labour and birth care are delivered at the woman’s chosen 
location by midwives working within the existing standard maternity services. The model 
primarily focuses on outpatient services, with women receiving inpatient or unplanned care 
from midwives in standard Birthing Units or Maternity wards (NSW Government, 2023).  

In response to government initiatives aimed at scaling up MCoC, (COAG health council, 
2019; National Health Service [NHS], 2021) MAPS was introduced as an alternative model 
that provides some continuity of care for women while offering midwives more flexible 
ways of working. Although MAPS has been implemented across Australia and the UK, 
limited research has evaluated its effectiveness. There is currently no quantitative data on 
perinatal outcomes associated with this model, nor any qualitative or quantitative studies 
comparing MAPS care to MCoC models that include intrapartum care (Cummins et al., 
2024). 

A study by Dharni et al. (2021) explored qualitative findings from the implementation of the 
MAPS model of care in a socio-economically disadvantaged urban area in the UK. The cohort 
of women who received care where largely from ethnic minority groups and experienced 
high levels of socioeconomic disadvantage. All midwives working in the MAPS team 
reported high levels of job satisfaction and reduced stress versus midwives working in the 
standard model of care. This was largely due to the reduced case load size (60 per annum vs 
100-120 in standard care) and increased flexibility and autonomy over their working days. 
Midwives felt they had sufficient time to support women, build trusting relationships, and 
provide high-quality antenatal and postnatal care. Women, in turn, expressed high levels of 
satisfaction, which they associated with increased reassurance and confidence in their 
pregnancy and birth decisions and feeling more able to disclose mental health issues.  
Similar findings were reflected in an Australian evaluation of MAPS services, where women 
reported feeling an increased sense of safety (Cummins et al., 2022) and a Swedish study by 
Eikemo et al., (2023) where women reported increased feelings of empowerment and 
confidence. While midwives generally reported greater job satisfaction, some noted 
experiencing stress due to the responsibility of being the primary care provider for antenatal 
and postnatal care (Cummins et al., 2024).  

 A Danish study by de Wolff et al, (2021) compared the MAPS model to standard maternity 
care for women with pre-existing chronic health conditions. The findings revealed that 
women receiving care through the MAPS model reported significantly higher levels of 
satisfaction with their maternity care. However, the primary outcome measured was 
decreased length of stay which showed no statistical difference. 



In an Australian study women and midwives both referred to the MAPS model as ‘the next 
best thing’ compared with caseload midwifery (Cummins et al., 2024), which suggests they 
perceived case loading to be superior to MAPS. Some women also reported feeling 
disappointed that they had not gotten in to the caseload model. Women in a separate study 
felt that the MAPS model would positively impact their care, but one of the limitations of 
this study was none of these women had experienced a caseload model including 
intrapartum care before (Cummins et al, 2022). 

Further research is needed to evaluate the benefits of the MAPS model for women and 
babies, particularly in terms of clinical outcomes and potential cost saving for the health 
services. Additionally, studies are required to assess the effectiveness of this model in 
comparison to other models of care, such as caseload MCoC models, to better understand 
its overall impact and value. Caution should be used when employing this model as an 
alternative to other models of MCoC care which, have significant research to support their 
utilisation. 

Midwifery caseload model of care 

Midwives working in a caseload model have a defined number of women per year for whom 
they are the primary or named midwife. The midwife is the primary point of contact for 
each woman and takes responsibility for overseeing her care and organising consultation 
and referral as necessary. The midwife provides continuity of carer throughout the 
antenatal, intrapartum and postnatal periods (Homer et al., 2019). The midwife works in an 
on-call capacity providing care 24 hour a day 7 days a week except for designated days off. 
Midwives are supported by a secondary buddy midwife, or a small team of midwives. 

This model of care has proven to have many benefits for women and their neonates. The 
Cochrane Systematic Review on Midwifery continuity of care models versus other models of 
care for childbearing women highlighted women had more positive experiences during 
pregnancy, labour and postpartum. In terms of clinical outcomes women were less likely to 
experience a caesarean section, instrumental birth or episiotomy and more likely to 
experience a spontaneous vaginal birth (Sandal et al., 2024). 

The evidence reviewed in the Cochrane report primarily focused on low-risk women. 
However, research also supports the benefits of caseload care for women who are 
vulnerable, disadvantaged, or experiencing medical risk factors.  Vulnerable or 
disadvantaged women experience significantly worse perinatal outcomes than other 
cohorts of women (Faulks et el., 2023; Fernandez Turienzo et al., 2021).  Studies have shown 
that women who experience vulnerability or disadvantage receiving caseload midwifery, are 
more likely to access and engage in care (Rayment Jones et al., 2023) and experience 
significantly improved maternal and perinatal outcomes, regardless of their obstetric risk 
factors (Hadebe et al., 2021; Khan et al., 2023; Rayment-Jones et al., 2021). A retrospective 



analysis by Homer et al. (2018) examined clinical outcomes for a group of women in East 
London facing both significant social vulnerabilities and medical complexities. The study 
found lower rates of caesarean sections and assisted births, alongside higher rates of 
spontaneous vaginal birth. For neonates, it reported reduced rates of preterm birth, low 
birth weight, and neonatal unit admissions, as well as a neonatal mortality rate below the 
national average at the time. A randomised controlled trial by Tracey et al. (2013) 
demonstrated that caseload care resulted in equivalent clinical and perinatal outcomes for 
women and their neonates, confirming its safety. A more recent integrative review by Fox et 
al., (2023) concluded caseload care for women resulted in positive experiences for women 
and clinical outcomes were better or the same as standard models of care. 

Midwives working in caseload models reported lower levels of burnout and improved 
emotional health than midwives working in standard models of care (Dixon et al., 2017). 
Internationally, approximately 40% of midwives report experiencing burnout (Kool et al., 
2023). Research highlights Australian midwives experience some of the highest burnout 
levels globally (Sidhu et al., 2019). Early career midwives were more likely to report burnout 
and a desire to leave the profession (Harvie et al., 2019; Cull et al. 2020). Burnout negatively 
impacts the well-being of midwives, reduces the quality of care they deliver, and leads to 
midwives leaving the profession prematurely (Fenwick et al., 2018a), a critical issue in 
Australia amidst an ongoing midwifery workforce crisis (Homer et al., 2024).  

 Evidence suggests that midwives working in caseload models experience significantly lower 
burnout rates, improved emotional health and higher levels of job satisfaction compared to 
those in standard care models (Dawson et al., 2018; Dixon et al., 2017; Fenwick et al., 2018; 
Forster et al., 2014; Hewitt et al., 2024; Jepsen et al., 2017; Sidhu et al., 2019). An Australian 
study identified 5.3% of midwives working in caseload care experienced burnout compared 
to 23.2% working in standard care models (Fenwick et al., 2018a).  In Australia, midwives 
providing continuity of care report lower levels of burnout, depression, and anxiety, as well 
as higher levels of professional identity and autonomy, compared to their peers in non-
continuity models (Fenwick et al., 2018). 

Several reasons caseload midwifery is protective against burnout and poor emotional health 
are identified in the literature.  Midwives in numerous studies indicated increased 
professional autonomy (Dixon et al., 2017; Forster et al., 2014; Pace et al, 2022) and 
flexibility in working arrangements (Forster et al., 2014) in caseload models, contributed to 
their job satisfaction. Midwives highlighted that the ability to build meaningful relationships 
with women was a key factor in enhancing job satisfaction (Hewitt et al., 2024; Pace et al., 
2021). Conversely, midwives in standard care settings reported lack of professional 
autonomy, fragmentation of care delivered and unsafe workloads as contributors to poor 
emotional health and burnout (Forster et al., 2014). The WHELM study (Harvie et al., 2019) 
surveyed midwives in Australia reasons for considering leaving leave the profession, over 
half stated the reason as feeling dissatisfied with the organisation of midwifery care or their 



role as a midwife. Lack of autonomy was also frequently cited in the literature as a 
contributor to workplace dissatisfaction (Harvie et al, 2019). 

Conversely, some research highlighted negative aspects of caseload midwifery, including its 
impact on family life and work-life balance due to the on-call nature of the role, which has 
been associated with increased burnout (Hewitt et al., 2024; Stoll & Gallagher, 2019). A UK 
survey examining midwives' willingness to work in MCoC models in the UK found that only 
35% were open to working in a caseload model that included intrapartum care. The most 
frequently cited barrier was the challenge of managing caring responsibilities outside of 
work, such as looking after children (Taylor et al., 2019). Additionally, some midwives felt 
unprepared to work across the full scope of practice and were concerned about how such 
models would affect their work-life balance (Harris et al., 2020; Taylor et al., 2019). 

The increased salary costs for midwives in caseload models are often cited as a barrier to 
expanding MGP caseload care. However, research has demonstrated its cost-effectiveness. 
A study by White et al. (2014) found that for low-risk, first-time mothers, MGP care 
significantly reduced public hospital costs compared to standard maternity care or private 
obstetric care in a public hospital. These savings were largely attributed to fewer 
interventions during labour and birth. Similarly, an economic analysis by Callander et al. 
(2020) showed that MGP caseload care was more cost-effective than routine induction of 
labour at 39 weeks for first-time mothers, primarily due to a greater reduction in caesarean 
sections. Further supporting this, a Cochrane Systematic Review (Sandall et al., 2024) 
highlighted cost savings in antenatal and intrapartum care for midwifery continuity models, 
including MGP caseload care and midwifery team care. More recently, Jackson et al. (2024) 
found that while MGP caseload care was cost-neutral for the public hospital system, it 
resulted in cost savings for public funders. However, both this study and previous research 
focused exclusively on low-risk women, limiting their applicability to the broader 
population, including those with medical risk factors. 

Donnellan-Fernandez et al. (2018) reviewed nine studies on the costs of MGP caseload care 
for high- or all-risk women but found insufficient evidence to draw definitive conclusions. In 
contrast, Callander et al. (2021) analysed costs for an all-risk cohort and identified 
substantial cost savings in the MGP caseload group compared to standard public hospital 
maternity care. While this suggests that MGP care may offer financial benefits beyond low-
risk pregnancies, the study’s small sample size is a limitation. 

Team midwifery care 

In team midwifery care (Often referred to as rostered team midwifery) midwives work in a 
small team (maximum of 8 midwives), operating within a traditional rostered style of work 
(Donnelly et al., 2016; Sandall et al., 2024). The team shares a caseload of women each 
month, providing 24-hour care through rostered shifts, with no on-call component. 
Continuity of care, in the absence of continuity of carer, is achieved through the 
development of a shared philosophy and cohesive ways of working and sharing of pertinent 
clinical information (Department of Health, 2020).  



Ten out of 17 trials in the systematic Cochrane review Midwife continuity of care models 
versus other models of care for childbearing women (Sandall et al., 2024) were focused on 
outcomes relating to team midwifery. Sub-analysis of outcomes suggests that there were 
not significant differences across the two models of MCoC and therefore team midwifery 
provides efficacy in delivering clinical improvements in care (Sandall et al., 2024). The 
Cochrane review highlighted that woman receiving midwifery continuity of care (Team 
midwifery and case loading) where less likely to have a caesarean section, assisted vaginal 
birth, episiotomy and more likely to have a spontaneous vaginal birth. Women were also 
more likely to report their care during pregnancy, labour and birth and postpartum as 
positive (Sandall et al., 2024). Increased satisfaction was noted when women were cared for 
with a team model (Biro et al, 2003; Homer et al., 2002; Rowley et al., 1995; Waldenstrom 
et al, 2000) and a reduction in medical procedures in labour and a shorter length of 
stay (Biro et al, 2000). In one study team care was associated with fewer maternal and 
neonatal adverse outcomes than standard care (Rowley et al., 1995). 

Midwives in the Netherlands report lower rates of burnout compared to those in other 
countries. Notably, most community midwifery practices operate within a continuity team 
model, suggesting this model may help to prevent burnout (Kool et al., 2023). The Midwifery 
Futures report also demonstrated midwives working in MGP or team midwifery care were 
less likely to express an intention to leave the professions, indicating these models are more 
sustainable than standard care models for midwives (Homer et al., 2024). 

A study of women in the Netherlands, who primarily received team-based midwifery care, 
revealed a desire for greater continuity of carer than what was provided within the team 
model (Baas et al., 2015). However, the study did not report the size of the teams.  A 
separate study in the Netherlands compared team midwifery care to case loading and found 
women had lower rates of caesarean section, induction of labour and episiotomy in the case 
loading model when compared to a matched cohort of women in midwifery led team care 
(Offerhaus et al., 2020).  

As it pertains to team midwifery care, rather than MGP, there is evidence that continuity of 
care rather than continuity of carer contributes to women’s positive experiences (Homer et 
al, 2019; Sandall et al., 2024). Research supports the ability for women to develop 
relationships with their midwives is what is most important to them and leads to positive 
experiences (Perriman et al., 2018). The benefits of this model for midwives include having 
some of the positive aspects of relationship-based care and being able to work across the 
full scope of practice. Research suggests being on call is a major barrier to some midwives 
working in continuity of care models, team midwifery care offers an alternative option 
(Cummins et al., 2024; Taylor et al., 2019). 

 Team midwifery care is also cost effective (Sandall et al, 2024), and generally does not 
require additional funding to implement or sustain.  Team midwifery led to cost savings for 



the health service when compared with standard models of care (Wills et al., 2001; Rowley 
et al., 1995). 

This review has highlighted a lack of recent evidence surrounding team midwifery care in 
the Australian context. This is likely due to the popularity of MGP caseload care, which is the 
predominant form of MCoC operating in Australia. Research comparing team midwifery care 
to caseload care in the Australian context would prove valuable. 

Conclusion: To inform the future scaling of MCoC, further research is essential, particularly 
in evaluating alternative models such as MAPS and team midwifery in diverse settings. 
Comparative studies on workforce sustainability, clinical outcomes, and cost-effectiveness 
across all MCoC models will be crucial in ensuring that maternity care systems meet the 
needs of both women and midwives while optimising resource allocation.  

Given the midwifery workforce crisis, it is imperative that models promoting both continuity 
of care and midwife well-being are prioritised in policy and practice.  Team midwifery care 
may be a suitable alternative option which confers benefits for women and promotes work 
life balance for midwives. 
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Introduction 
A new innovative midwifery continuity of care (MCoC) model is to be implemented across 
Canberra Health Services (CHS). This new model aims to offer midwife-led or coordinated 
continuity of care during pregnancy, intrapartum and postnatal period for an all-risk cohort of 
women and birthing people. 

Midwifery continuity of care (MCoC) models consistently demonstrate improved health 
outcomes and higher levels of satisfaction for women when compared with standard models of 
care (Sandall et al., 2024). MCoC models support a woman and person-centred approach to 
care, promoting informed decision making and self-determination.  The models are cost 
effective (Baird et al., 2024) and midwives working within these models report higher job 
satisfaction and lower rates of burnout, contributing to the approach's sustainability (Hewitt et 
al., 2024).  

Global research emphasises that vulnerable women should be prioritised for CoC due to its 
numerous benefits, including improved healthcare outcomes and women's increased 
satisfaction with their care (Frederiksen et al., 2023; Homer et al., 2017; Priday & McAra-
Couper, 2016; Rayment-Jones et al., 2021).  

The ACT Government, through the Maternity in Focus initiative has made a commitment to 
improve access to MCoC to enable over 50% of women to have access by 2028 and review the 
feasibility of 75% by 2032 (ACT Health, 2022).  Specifically improving access for Aboriginal and 
Torres Strait Islander peoples, identified vulnerable populations of women and women with 
complex medical needs.  

This model of care has been developed to achieve Goal 8 of the Maternity in Focus: First Action 
Plan 2022-2025 Continuity of Care: Expand midwifery-led and midwifery coordinated continuity 
of care models to improve access, increase equity and improve outcomes. 

In alignment with the Maternity in Focus initiative, the objectives of this new model of care are 
to: 

• Increase access to continuity of midwifery care, especially for identified priority groups. 
• Improve women and birthing peoples experience of their maternity care. 
• Improve health outcomes for women, birthing people and their newborns. 
• Create an environment which enhances staff wellbeing and satisfaction, increasing 

sustainability of the workforce. 

Ethical considerations 
• Data is collected and recorded accurately. 
• Data is appropriately de-identified to protect confidentiality. 
• Informed consent is received from all staff and consumers providing feedback prior to 

collection. 
• Consumer feedback is gathered in a format that is accessible and inclusive, enabling all 

women and birthing individuals to participate. 




















