


Submission to the Committee on Health, Ageing and Community Services: 
Inquiry into Maternity Services in the ACT. 
 
To Whom It May Concern: 
 
 
As a Midwife  I feel it is my duty to women to 
outline some significant issues currently impacting women, their babies, and 
staff at the hospital. 
 
 

• Poor staffing 
Often, particularly in Birth Suite, shifts will be dangerously short on midwives. 
This not only affects the women who have either scheduled inductions booked, 
but also puts extra pressure on an already depleted staff pool.   
 
This consequently causes a cascade effect, where laboring women are forced to 
progress “quickly” so that they can birth, and be out the door as soon as possible, 
so another woman can begin.  
 

• Interventions 
 

Recent consumer feedback highlighting a woman receiving a vaginal 
examination without her consent. Regardless of the circumstances of this 
intervention, a woman’s consent is paramount to any procedure whilst she is in 
our care. In addition to this, for a woman to grant consent, all the evidence for 
the intervention must be given, so she can give informed consent. Numerous 
times I have witnessed women being coerced into procedures, without being 
provided with all the evidence. Vaginal examinations and CTG monitoring being 
two examples of this.  
 
Many women having two attempts at an induction, being sent home the first 
time, and then asked to return on the second attempt. This begs the question; if 
we are concerned about fetal and maternal wellbeing and that the pregnancy 
continuing puts them both at risk (hence why we are advising women to have an 
induction), then we abandon the induction (because the woman’s body is not 
ready) it reinforces the fact the induction was a redundant intervention in the 
first place.  
 
 

• Non-adherence to hospital policies 
 
Hospital policy clearly states offering a woman a vaginal examination every 4-6 
hours in active labour, yet staff; midwives and doctors alike, performing 
examinations on women on arrival to gain a “baseline”. Currently the Cochrane 
Review finds no convincing evidence that performing such examinations 
correctly determines a woman’s progress. 
 



CTG monitoring (continuous cardiocartography) is used freely, even when not 
prescribed according to RANZCOG and hospital guidelines. An example of this 
would be a woman having her waters broken (ARM –artificial rupture of 
membranes), and then having a CTG post that procedure. This greatly affects a 
woman’s ability to mobilize and use gravity to the best of her ability to proceed 
to a normal vaginal birth. Hospital policy states that auscultation of the fetal 
heart is necessary post ARM, however not continuous monitoring (unless 
otherwise indicated).  
 
 

• Culture 
 
A toxic hierarchy and political environment that exists in the birthing space 
between obstetrics and midwifery that makes collaboration with women’s care 
exasperating. Some obstetric staff consistently trying to micromanage normal, 
low risk women (this is not there area of expertise). I’ve witnessed unnecessary 
intervention take place because of this, and a midwife’s inability to advocate for a 
woman due to this damagingly, tiered system.  
 
Some obstetric staff not knocking on doors before entering a room, whilst this 
may sound trivial to some, can greatly affect the safety of the birthing space for 
that woman. In conjunction to this, some doctors speaking to women about their 
current progress, and using fearful, unconstructive language without 
collaboration with the midwife. This makes cooperation between the midwife 
caring for that woman, and the rest of the obstetric team difficult. 
 
An incident where a doctor entered the wrong room, and proceeded to conduct 
an intervention, without realizing it was the wrong room/woman until it was too 
late. If the doctor had approached the midwife, had a midwifery chaperone in the 
room and properly introduced him/herself to the woman, the doctor soon would 
have realized their mistake before proceeding.  
 
Midwives provide an incredible service to women, and we do this because we 
believe in the power of birth and the necessity of women-centered care, however 
the pressures facing midwives in a hospital setting, and the dynamics of the 
hospital makes practicing this philosophy difficult. 
 
 
Suggestions: 
 

• Employ more Midwives, ensuring that staffing levels are adequate for 
shifts. 

• Make the hospital policies publicly available to women (as some other 
tertiary services do in Australia) and ensure that staff are aware of the 
policies, first hand.  

• Reduce conflict between doctors and midwives, understanding that 
midwifery is not nursing but an autonomous practice.  

 
  



  
 
 

  

 
  




