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About us

Maternity Consumer Network is a leading maternity consumer organisation in

Australia, with over 1300 member and member organisations. We have been heavily

involved in strategic direction and reforms in the maternal healthcare space

including: working with the previous Federal government to develop a Woman

Centred Care Maternity Strategy, the Medicare Review of Participating Midwives,

ANMAC Midwifery Standards, presenting to the Stillbirth Inquiry and providing

evidence-based solutions to inform the National Stillbirth Strategy, and state-wide

strategies for maternity services including Queensland’s Birth Strategy, ACTs Public

System Maternity Plan, instigated the NSW Birth Trauma Inquiry, and many research

projects.

Local context

In early 2024, MCN was approached by ABC investigative journalist, April McLennon,

querying if we had heard from any women in regard to Launceston General

Hospital. Our Founder, Alecia, gave some context about the widespread

mistreatment and abuse of women in the maternity system and offered to do a

“media callout” on social media. We had several messages from midwives and

consumers, all who expressed their concerns about LGH. Media was published in

June 2024: Tasmanian mothers allege procedures without consent in Launceston

General Hospital during and after births - ABC News. We subsequently contacted

the Health Minister, Shadow Health Minister and the Select Committee to inquire

about reopening this Inquiry, as our initial call out and a survey we created had

many responses that we felt weren’t captured well in the initial 26 submissions to

this inquiry. The survey Maternity Consumer Network created for the birthing

women in Tasmania was based on the NSW Birth Trauma Inquiry Terms of

Reference. We have since been in consistent contact with women from all over
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Tasmania about their experiences, and are currently providing advocacy support to

the newly formed organisation: Birth in Tasmania.

Terms of Reference addressed

Terms of Reference:-

(a) to assess the adequacy, accessibility and safety of the following services for

Tasmanian parents and their children in relation to: (ii) maternal health services (iii)

birth trauma

(c) to make recommendations on actions that can be taken by the State Government

to ensure reproductive, maternal and paediatric health and perinatal mental health

services meet the needs of Tasmanian parents, families and children. .

Birth trauma and Obstetric Violence

Purandare and Adane (2015) states:

“As the clinical indicators of maternal health improve, we begin to focus more on quality of care and this has

raised the gender-related issue of disrespect and abuse that women in labor tend to suffer at the hands of both

male and female caregivers.”

Women experience high rates of psychological trauma during childbirth in

Tasmania, with estimated 1 in 3 experiencing a traumatic birth, and 1 in 10 resulting

in PTSD, and the number rises for women who have assisted or caesarean births.

Women’s trauma is often dismissed with the long-standing narrative “all that

matters is a healthy baby”, however women’s and babies’ health are intertwined. It is

never a trade-off. We can have psychologically well women who are treated

respectfully in the perinatal period, whilst still having good clinical outcomes. The

consequences of psychological trauma during childbirth for women include the

development of mental health problems, which may persist for many years into the

future, difficulties breastfeeding, difficulties bonding with their baby, disrupted
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sleep, and breakdown of their relationship with their partner. This in turn is

associated with poorer growth and developmental outcomes for babies, including

emotional and behavioural problems that can persist until adulthood. Mistreatment

by care providers is a particular risk for experiencing psychological trauma during

birth: it is reported as the cause by two thirds of women who had a traumatic birth.

The largest birth experience survey to date revealed that over 1 in 10 women are

able to identify mistreatment from their care providers, which is indicative of a

much larger problem: it is likely that many more do not recognise being mistreated.

Common themes of mistreatment reported by women published in Reed et al 2017

are: Care that prioritises the care provider’s agenda [over the woman’s health], Lies

and threats, violations and disregarding the woman’s own knowledge.

A national survey in 2021 called the Birth Experience Study (BeSt) collected women’s

experience who’d had a baby in the previous 5 years. There were over 8500

submissions. From the valid 8,546 responses, there were 991 (11.6% of the BESt

survey cohort) respondents who identified “yes” or “maybe” to the question on

Obstetric Violence. There were three main categories of comments from women: “ I

felt dehumanised,” “I felt violated,” and “I felt powerless.” Women reported bullying,

coercion, non-empathic care, and physical and sexual assault- obstetric violence.

Disrespect and abuse and non-consented vaginal examinations were the

subcategories with the most comments.

Women report that they do not receive enough information to make informed

decisions during labour and birth, or receive information biased towards their care

provider’s preference, resulting in them agreeing to interventions that do not align

with their preferences. Informed consent to procedures is an essential element of

respectful maternity care, yet a study in 2010 by QCMB revealed that only 27% of

women provided informed consent for induction of labour, 52% for planned

caesarean, and 12% for unplanned caesarean.

Another study showed that maternity care providers had poor understanding of

their legal responsibilities and women’s rights to informed consent during childbirth,

and many policies and guidelines contain coercive language that precludes
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informed consent. When clinicians fail to obtain informed consent to interventions

during childbirth, it is considered medical battery and negligence.

Whilst there is currently more awareness about obstetric violence, disrespectful

treatment, and abuse in the maternity space, there is still little done at government

policy level to combat this. Bowser and Hill’s landmark report in 2010 and Khalil et

al. 2020 sub themes of disrespect and abuse (image below) identified 7 themes of

abuse and breach of human rights, consistent with the same types of mistreatment

of women in the Tasmanian Maternity system. These 7 themes of disrespect and

abuse have been instrumental in raising awareness with the WHO and UN, and

provided inspiration for the development of White Ribbon’s Respectful Maternity

Care Charter.

“ There are clear parallels between the mistreatment of women in childbirth and violence against
women (more broadly) which can be drawn from Bohren and colleagues’ systematic review, highlighting
that the “essential feature of violence against women is that it stems from structural gender inequality.”
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So widespread is the violence against women in childbirth, in 2014, The World

Health Organisation issued a statement: “Many women experience disrespectful

and abusive treatment during childbirth in facilities worldwide. Such treatment not

only violates the rights of women to respectful care, but can also threaten their

rights to life, health, bodily integrity, and freedom from discrimination. This

statement calls for greater action, dialogue, research and advocacy on this

important public health and human rights issue.”

White Ribbon Alliance’s Respectful Maternity Care Charter (image below) addresses

the issue of disrespect and abuse toward women and newborns who are utilizing

maternal and newborn care services and provides a platform for improvement by:

Raising awareness for women’s and newborns’ human rights guarantees that are

recognized in internationally adopted United Nations and other multinational

declarations, conventions and covenants;

➔ Highlighting the connection between human rights guarantees and

healthcare delivery relevant to maternal and newborn healthcare;

➔ Increasing the capacity of maternal, newborn and child health advocates to

participate in human rights processes;

➔ Aligning women’s demand for high-quality maternal and newborn care with

international human rights law standards;

➔ Providing a foundation for holding governments, the maternity care system

and communities accountable to these rights;

➔ Supporting healthcare workers in providing respectful care to women and

newborns and creating a healthy working environment
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Despite this, there is a lack of willingness for maternity providers to uphold this

charter, undertake training, or make this available to women so they understand

their rights. It needs to be embedded in midwifery and obstetric training and

appropriate feedback collected from women to rate staff’s ability to uphold the

charter.

There are several surveys from The Birth Lab that can measure women’s autonomy,

respect and mistreatment- The Mother’s Autonomy on Decision Making, The

Mother’s on Respect Index and the Mistreatment Index. Despite data collection on

other outcomes such as gestation, method of birth, baby’s birth weight and other

interventions, collecting data on the way a woman is treated in birth has not been

prioritised by the government. This data needs to be captured, published publicly

and easily available for women to help choose her place of birth and for care

providers to reflect on practice.

Maternity Consumer Network has created training with Human Rights in Childbirth

and a Perinatal Psychologist specialising in birth trauma to bring the RMC charter to

hospitals in Queensland with our “Better Births with Consent” workshops. It has

been endorsed by the QLD Birth Strategy and currently 20 maternity hospitals to

date have completed the training. Western Australian country Health Services and 5

of their metropolitan hospitals have also completed the training. Survey results from

the training, along with anecdotal evidence from hospital administration are that

this workshop training is having a positive impact on improving the culture of

disrespect against women in childbirth, are more enthusiastic about upholding a

woman’s right to informed consent and women are feeling safer.

A 2019 UN report on the Violence and Disrespect of women in Childbirth warned

against “the widespread and systematic phenomenon of violence towards women

and girls in reproductive services” and urged services to “address the structural

problems and root causes of violence against women in reproductive health

services, with a focus on childbirth”. Through the submissions received and other

resources, the Special Rapporteur identified manifestations of gender-based
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violence in reproductive health-care services and during facility-based childbirth.

Over 40 submissions from NGOs highlighted the absence of informed consent

during childbirth that was on a global scale. The recommendations from this report

need to be applied to Tasmanian maternity services: it is something women have

been requesting for many years and is also included in the national Woman Centred

Care Strategy. Some specific recommendations adaptable to Tasmania as a matter

of urgency are:

➔ Commit to ensuring that all clinicians practicing in Australia have a working

understanding of women’s right to informed consent to procedures during

childbirth (we address this in our Better Births with Consent training).

➔ Review all policies and procedures and ensure they enshrine structural

support for women’s informed consent

➔ Ensure that data collected on the percentage of caesarean sections,

episiotomies, induction of labour, and other relevant procedures performed

in

➔ a service or by individual private clinicians is published in a manner

accessible to women

➔ Review complaints procedures in all jurisdictions such that women receive

fair investigations into allegations of mistreatment during childbirth

➔ Ensure that clinicians who are found to have mistreated women undertake

adequate measures to avoid repeated incidents

➔ Ensure that women who are found to have been mistreated are provided

with adequate restitution.

To make the Inquiry submissions more accessible to women, we converted the TOR

into a jotform online form. This was shared on social media and had over 80

submissions.
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Tasmanian Women’s stories

In July 2024, Maternity Consumer Network created a birth survey for Tasmanian

women. It was based on the NSW Birth Inquiry Terms of reference. Approximately

80 responses were collected and attached to our submission.

Women were asked: yes, no, unsure or N/A to the following questions:

Did you receive:

a) Inappropriate, disrespectful or abusive treatment before, during, and

after birth also referred to as “obstetric violence”? 56% of respondents

selected yes

b) Causes and factors contributing to birth trauma including: use of

instruments and devices for assisted birth eg. forceps and ventuose?

49% responded yes

c) Informed choice in maternity care? 48% answered no and a further 20%

were unsure

d) Continuity of midwifery carer in maternity care? 54% responded no.

Information regarding maternity care options prior to or during care?

44% responded no with a further 18% responding that they were unsure.
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Women were also given the opportunity to provide long-form responses to tell their

birth story, outline what they would like to see changed, factors impacting

marginalized communities and if they had made a complaint. Between the survey

and messages we received via email and social media, we knew that Launceston

General Hospital was not responding to women’s complaints. We escalated to the

Health Minister’s office, Launceston General Hospital Patient Safety and Quality,

Tasmania Health Complaints Commissioner and Australian Commission on Safety

and Quality in Healthcare. It seems that management of LGH think they’re above the

National Safety and Quality Health Services Standards and from experience dealing

with other health services across the country, would indicate there are much

broader toxic cultural issues within this hospital.

Of the 81 submissions to our survey, 34 were from Launceston General Hospital, 20

from Royal Hobart.

Women described the consequences of their experiences, common

psychological themes included: flashbacks, impact bonding with their babies, low
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mood, diagnosed depression, anxiety, PTSD, relationship difficulties, impacts on

their self worth, feeling robbed,

Physical consequences included sexual dysfunction, ongoing pain, incontinence,

inability to have more children.

Commonalities in birth stories: women were ignored, made feel stupid, coerced,

not listened to, forced into intervention, rude staff, unsupported, no informed

consent for procedures, poor communication, lack of collaboration between

obstetric staff and midwives (in some cases midwives trying to uphold the woman’s

choice and being overridden by obstetric staff) lack of breastfeeding support, birth

plans ignored, discriminated against based on age. The common themes align with the

same themes of disrespect and abuse outlined by Bowser and Hill and the Respectful

Maternity Care Charter.

There are also themes of lies and threats being used to bully women into complying

with interventions in childbirth. When women attempt to exercise bodily autonomy,

have researched what they want for birth, or want to refuse certain medical

treatment, they are often met with threats: These include “shroud waving” or the

“dead baby card”: “Do you want a dead baby? Your baby will die unless [you

comply]”. Women report very traumatic stories of being assaulted during maternity

care; they report being held down by clinicians, having clinicians’ put their hands

inside them against their will, and being cut or stitched without consent or pain

relief. The language women used to describe these actions is similar to that used for

sexual assault; and indeed the consequences of such treatment is similar for

women.

Woman were very clear in what changes they wanted from maternity care in

Tasmania which included adequate staffing, more access to continuity of midwifery

carer (MGP and publicly funded Homebirth options), Respectful maternity care,

collaboration between staff, complaints should be taken seriously, data collected on

women’s experiences of maternity services, adequate support for birth trauma,

education for women, and consent training for staff.
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Unwarranted Variances, Intervention and Transparency

There is lack of transparency in perinatal data for maternity services outcomes

across Tasmania. Women are unable to access individual maternity services

outcomes for interested rates of interventions, normal birth and timing of birth.

Transparency is a fundamental driver in healthcare improvements; from women

being able to make informed decisions about where to access maternity care, to

increasing accountability of staff and health services, increases in quality of care,

cost effectiveness and overall maternity system performance.

Perinatal Data should be easily accessible to women, in a format that is easy to

understand. Women want to know the intervention rates of hospitals, they want to

know how women before them have been treated (or mistreated), they want to

know about postnatal care and other services including counselling for birth trauma

and physiotherapy access.

Lack of suitable education

There is very little information to educate women on the government’s own health

website. The following is taken directly from the Department of Health website. It

does little to educate women on their care options, leaving the education up to the

GP. Women report inconsistent information from GPs,and for those who are

unaware of the different types of models of care, are likely to miss out on the

popular model of MGP.

“You will need to visit your GP to commence your referral pathway into the public health system. Your doctor will

guide you on tests for early pregnancy. This includes:

● taking a comprehensive medical and obstetric history

● ordering pregnancy blood tests and an obstetric ultrasound

● referring you to your closest Tasmanian public hospital
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● including information that outlines your preferred model of care.”

The Department of Health website provides opportunities to discuss the evidence of

models of care, display outcomes of Perinatal data from each model of care in a

manner that is easy for women to understand, including infographics to

accommodate those with low health literacy. This could also offer women some

online education about pregnancy, informed decision making, the benefits, risks

and alternatives of interventions in birth, breastfeeding and how to raise concerns

about the care they are receiving.

Information such as physical facilities, directions and phone numbers is useful, but

women want to know more about their potential place of care with published

perinatal data outcomes. Example below of information from the Department of

Health website:

Birthing suites

● Our birthing suites provide a comfortable and safe place for the birth of your baby.

● Each is self-contained. They have a TV, tea/coffee making facilities and concealed medical equipment.

● A bath is available in each of the rooms for water immersion and water birth.

● Most women want the company and support of someone they trust during labour.

● Only two (2) support people can be with you in the birthing suite.

Ward rooms

● Our Maternity Ward has a mix of single and shared bedrooms.

The website has a small section on “informed consent”, but there is false and

inaccurate information such as:

“There are some circumstances where medical care can be given without consent (for example, an

emergency).”

Unless a woman is incapacitated (which requires assessment by 2 trained health

professionals), informed consent must be provided to the woman. This
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demonstrates a poor understanding of consent not just by Department staff, but

incorrectly educates women on their rights to bodily autonomy.

Consider updating to more accurate definition and review the entire website:

Consent is a legal process whereby every woman freely and voluntarily without

fear, coercion, intimidation, prejudice or any other threat or compromise decides

what they do or do not want to do based on fully informed choices in their

pregnancy, labour, birth and postpartum experience. The consent process can

therefore result in an informed refusal or an informed agreement or a

combination of both. The woman does not have to substantiate her decision and

every woman can withdraw consent at any time. Effective decision-making

requires respectful attentive communication. This is taken from MCN’s Perinatal

Trauma Prevention Guidelines.

Whilst some women did access antenatal education that was provided through

the hospital system, there was little said about its effectiveness or how well

women felt it prepared them for birth. There is no minimum standard required for

antenatal education but MCN recommends co-design with consumers, the

highest and best level of consumer engagement. This involves engaging with

women in a meaningful way in the design and delivery of pregnancy and

childbirth education. There are many notable benefits of co-design including

meeting the needs and preferences of women, increased satisfaction and

innovative solutions.

Continuity of Midwifery Carer

This is considered “the gold standard” of maternity care, is cost effective, and has

positive outcomes for women and their babies (see image below). More importantly,

Tasmanian women are requesting it. Every State and National review we’ve ever had

in maternity services has shown it is a high priority for women. A recent study on its

cost effectiveness also demonstrated millions of dollars in savings over a five year
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period. According to AIHW approximately 20% of Tasmania’s models are MGP, but

this isn’t an indication of how many of the 6000 women a year who birth in

Tasmania can access this model. At a bare minimum, all women should be able to

access a known midwife in the antenatal and postnatal period, with a goal of scaling

up MGP and ultimately Publicly Funded Homebirth. Tasmania is the only State or

Territory in the country not to have Publicly Funded Homebirth.

Women who have access to MGP have far superior care options- they will have a

known midwife who they build a rapport with through the antenatal period, this can

also include home visits in the postnatal period. Women in fragmented or standard

care, won’t know their midwife attending at birth, nor will not receive relational

in-home postnatal care to support breastfeeding, physical and psychological

assessments for the woman, weighing of baby and general well-being checks. The

few women who had MGP or a homebirth from our survey mostly reported a

positive experience. Many women in the postnatal period in the fragmented

hospital model of maternity care reported poor staffing and little support. A woman

who is unfortunate to miss out on MGP whether not being aware of it, or due to the

low supply of this model, will also have to navigate the early postpartum period with

poor ratios, with a midwife looking after up to 18 mothers and babies.

Midwives in continuity models benefit too: experiencing less burnout, anxiety and

depression. Women had higher satisfaction in this model of care.

To ensure the visibility of the midwifery profession, it should be separate from

Nursing, including at Department level. Tasmania needs a Chief Midwife, not a Chief

Nurse/midwife. They are two entirely different professions, and the maternity

workforce needs a Chief Midwife to lead the state towards better maternity services.
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For those women who choose to access private midwifery services, whether for

homebirth or to have a planned hospital birth, the State Government must ensure

this continuity is maintained by ensuring visiting access is granted for these private

midwives, much the same as a Visiting Medical Officer has. There are several States

already doing this, with very positive outcomes. Queensland has had private

midwives with visiting access to public hospitals for over 13 years and the recent

publication of outcomes demonstrated positive outcomes.

Respectful Maternity Care Training

Endorsed in 2019 by Tasmanian Health Minister within the Woman Centered Care

National Strategy (Priority 2: Respect), the Respectful Maternity Care (RMC) Charter

is grounded in the human rights of childbearing women and newborns based on

internationally accepted human rights instruments. It provides a framework for

high-quality care that supports and upholds the dignity of birthing women and

addresses the issues of disrespect and abuse among women seeking maternity

care. Every staff member should be committing to and upholding the RMCC as per

the Woman Centered Care Strategy. Every maternity service should be
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benchmarking its maternity care against this Charter to drive respectful maternity

care and improvements.

Maternity Consumer Network created Australia’s first RMC training, Better Births

With Consent in order to put consent – and informed consent, a fundamental

human right – under the microscope within the framework of Australia’s maternity

care system. It is a 3-hour workshop that is presented by a consumer (Founder,

Alecia Staines), a Human Rights Lawyer, Dr Bashi Hazard, and a Perinatal

Psychologist and midwife, Dr Heather Mattner. MCN was awarded a grant by the

Queensland Government for increasing women’s safety through reducing obstetric

violence and birth trauma. We could see that nothing was being done to action such

an important priority (Respect) in the Woman Centered Care Strategy and were

simultaneously receiving more requests for advocacy and hearing more violent birth

stories for women. We knew there needed to be urgent action and were fortunate

enough to have several maternity services’ leaders agree with us and support our

initial training.

The workshop gives maternity care providers the most up-to-date information on

the laws and human rights that govern their practice, increases professional

knowledge about consent, and aims to reduce birth trauma.

● Respectful maternity care

● The legal requirements of informed consent

● Shared decision making

● Caring for women who decline recommended maternity care

● Increasing women’s well-being and safety by reducing birth trauma and obstetric

violence
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Due to overwhelming positive feedback, at the request of maternity services, we

also created Better Births through Communication and Perinatal Trauma Prevention

Guidelines. Better Births With Consent | MaternityConsumerNW

(maternityconsumernetwork.org.au) We have Ethics approval through the University

of Adelaide to formally evaluate the workshop.

Summary of recommendations

● Utilize maternity strategies/plans in other States such as Queensland’s Birth Strategy

which includes normal birth collaborative training, targets for continuity of

midwifery carer, woman centered care training, and respectful maternity care

training.

● Increase access to midwifery continuity of carer. This includes targets and timelines

ie. 80% of public hospitals births are via continuity of midwifery carer by 2030.

Women should be able to self-refer to these models as opposed to relying on GPs

for referrals.

● Roll out publicly funded homebirth

● Review maternity care policies and procedures. Ensure these do not override a

woman’s right to bodily autonomy and informed decision making.

● Ensure staff have collaborative training and normal birth training.

● Ensuring that all clinicians have a working understanding of women’s right to

informed consent to procedures during childbirth. Mandate Better Births with

Consent Training.

● Ensure that data collected on the percentage of caesarean sections, episiotomies,

induction of labour, and other relevant procedures performed by a service, or by an

individual private clinician, is published in a manner accessible to for women to use

in decision making.

● Extend this data collection to include autonomy, respect and mistreatment and

publish in a manner accessible to for women to use in decision making, offer

transparency and hold staff accountable
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● Review complaints procedures in all jurisdictions such that women receive fair

investigations into allegations of mistreatment during childbirth. This should be

independent of the hospital and women should provide feedback on this process.

● Ensure that staff who are found to have mistreated women during childbirth

undertake adequate measures to avoid repeated incidents.

● Ensure that women who are found to have been mistreated during childbirth are

provided with adequate restitution.

● Ensure adequate maternity staffing including looking to other jurisdictions for ratios.

● Review the Department of Health’s website, ensure it reflects consumers'

expectations and provides accurate information. Consider co-design.

● For the estimated 2000 women with birth trauma each year in Tasmania, ensure

they have adequate service provision to Perinatal Psychologists who are specialised

in birth trauma. For those with physical injuries, ensure adequate support for

women’s health physiotherapy.

● Oversight of the implementation of these recommendations via a maternity

advisory group which is co-chaired and includes maternity consumers and maternity

consumer representatives.
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