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	Acronym
	Full name

	ACT
	Australian Capital Territory 

	CALD 
	Culturally and Linguistically Diverse

	D&C
	Dilation and Curettage

	ED
	Emergency Department

	EPAS
	Early Pregnancy Assessment Services

	EPC
	Early Pregnancy Centre

	DHDA
	Department of Health, Disability and Ageing 

	GP
	General Practitioner

	GPO
	General Practitioner Obstetrician

	hCG
	Human Chorionic Gonadotropin 

	ILSS
	Infant Loss Support Service 

	IVF
	In-Vitro Fertilisation 

	LGBTQIA+
	Lesbian, Gay, Bisexual, Transgender, Queer, Intersex, Asexual+

	NACCHO
	National Aboriginal Community Controlled Health Organisation 

	NGO
	Non-Government Organisation 

	NHSD
	National Health Service Directory

	NICE
	National Institute for Health and Care Excellence

	NSW
	New South Wales

	NT
	Northern Territory

	OBGYN
	Obstetrician Gynaecologist 

	PHN
	Primary Health Network

	PICF
	Patient Information and Consent Form 

	Qld
	Queensland

	RANZCOG
	Royal Australian and New Zealand College of Obstetricians and Gynaecologists 

	SA
	South Australia

	SA2
	Statistical Area Level 2 

	Tas
	Tasmania

	UK NICE
	United Kingdom National Institute for Health and Care Excellence

	Vic
	Victoria 

	WA
	Western Australia 

	WAS
	Women’s Assessment Service




[bookmark: _Toc207977693]Definitions
	Term
	Definition

	Acute pain 
	Sudden, sharp or intense pain.

	Antenatal care
	A planned visit between a pregnant woman and a midwife or doctor to assess and improve the wellbeing of the mother and baby throughout pregnancy. 

	Anti-D immunoglobulin 
	A blood product (plasma) treatment for Rhesus D, typically delivered as an injection.

	Continuity of care
	Ongoing and consistent management of a patient’s needs within and around the same episode of care during the delivery of early pregnancy assessment services. The episode of care includes assigning a healthcare professional, initial EPAS appointment, follow-up care, and referrals to additional services (such as psychosocial supports).

	Dilation and curettage
	A surgical procedure involving dilatation of the cervix and curettage of the uterus, commonly performed after a miscarriage, or for the removal of cysts or tumours.

	Ectopic pregnancy
	A pregnancy that occurs outside of the uterus, usually in a fallopian tube, ovary, abdomen or cervix.

	Empathetic care
	The delivery of respectful, compassionate, holistic and culturally sensitive care from health professional to patients. 

	EPAS (Early Pregnancy Assessment Service) clinic
	A designated outpatient clinic that specialises in providing assessment, diagnostics, care and referrals for patients experiencing complications (typically pain and/or bleeding) from conception to 14-20 weeks gestation.

	EPAS provider
	Any healthcare service or setting that can provide assessment, diagnostics, care and referrals for patients experiencing complications (typically pain and/or bleeding) from conception to 14-20 weeks gestation. The term ‘EPAS providers’ refers to both EPAS clinics and EPAS in alternative health settings.

	EPAS in alternative health settings
	A generalist healthcare setting that can provide assessment, diagnostics, care and referrals for patients experiencing early pregnancy complications (typically pain and/or bleeding) from conception to 14-20 weeks gestation. Examples include an emergency department, a general practitioner, or a maternity, obstetrics, or antenatal hospital unit.

	EPAS journey
	The complete patient experience through an episode of accessing EPAS. This includes the initial recognitions of symptoms or concerns in early pregnancy, assessment, diagnosis, management, follow-up care and discharge.

	Episode of care
	A continuous period of healthcare delivery for a specific medical issue, condition, or treatment need - from the initial presentation or referral to the completion of treatment or discharge.

	First trimester 
	The initial stage of pregnancy, covering the period from conception to 12 weeks gestation.

	Gestation
	The period between conception and birth.

	Haemodynamic stability
	The medical term used to describe stable blood flow.

	Human chorionic gonadotrophin (hCG)
	 A hormone produced by certain cells of the placenta during pregnancy.

	Miscarriage
	A miscarriage is the unexpected loss of a pregnancy before 20 weeks. Miscarriage is a naturally occurring event, unlike abortion procedures.

	Methotrexate
	Methotrexate is a medication that interferes with the body’s ability to use folic acid, which is essential for cell division. It is classified as a folate antagonist and is commonly used in cancer treatment, autoimmune diseases, and certain pregnancy-related conditions.

	Misoprostol
	A medication that causes the uterus to contract and the cervix to soften, commonly used as part of a medical abortion or to manage miscarriage.

	Molar pregnancy
	A rare complication of pregnancy caused by an abnormal fertilization of the egg, leading to the growth of abnormal placental tissue instead of a normal embryo.

	MS 2 Step
	A medical abortion medicine that can be used for termination of pregnancy up to 63 days after your last menstrual period.

	Non-viable pregnancy
	A non-viable pregnancy refers to a pregnancy in which the embryo or fetus is no longer developing or has no potential to result in a live birth

	Priority cohorts
	Priority cohorts for this national audit refers to First Nations people / communities, those who identify as LGBTQIA+, those who are culturally and linguistically diverse (CALD) and recent migrants including refugees.

	Progesterone
	A hormone that supports menstruation and maintaining a pregnancy.

	Psychosocial supports
	While there is currently no consistent definition for psychosocial supports in an early pregnancy context, the term refers to non-clinical and recovery-oriented services delivered in the community and tailored to individual needs following pregnancy complications and/or loss.[endnoteRef:2] Psychosocial supports addresses both the mental health and social well-being of a person.  [2: References
 North Western Melbourne Primary Health Network. Psychosocial supports. 2020. Available from: https://nwmphn.org.au/our-work/mental-health/psychosocial-supports/] 


	Retained product of conception
	Refers to placental and/or foetal tissue that remains in the uterus after miscarriage, planned pregnancy termination or preterm/term delivery. 

	Rhesus D negative (Rh(D))
	A blood type where, during pregnancy, antibodies in the parent’s blood can destroy the baby’s red blood cells if their blood types are incompatible (i.e., the parent is Rh(D) negative and the baby is Rh(D) positive).

	Transvaginal ultrasound
	A common imaging procedure used to visualise and examine female reproductive organ, where the transducer used to create the images is inserted vaginally.


[bookmark: _Toc215906318][bookmark: _Toc227746675][bookmark: _Toc227746679][bookmark: _Toc227746683][bookmark: _Toc227746687][bookmark: _Toc227748309][bookmark: _Toc227748327][bookmark: _Toc227748331][bookmark: _Toc227748335][bookmark: _Toc227748374][bookmark: _Toc227748378][bookmark: _Toc227748382][bookmark: _Toc227748494][bookmark: _Toc227748498][bookmark: _Toc228005205][bookmark: _Toc228092496][bookmark: _Toc228264951][bookmark: _Toc228264973][bookmark: _Toc228264977][bookmark: _Toc228264981][bookmark: _Toc228264985][bookmark: _Toc228265215][bookmark: _Toc288198024][bookmark: _Toc448829185][bookmark: _Toc456353381][bookmark: _Toc462313128][bookmark: _Toc462317837][bookmark: _Toc462397802][bookmark: _Toc463002429][bookmark: _Toc472586341][bookmark: _Toc482168119][bookmark: _Toc482174906][bookmark: _Toc207977694]Executive summary.
[bookmark: _Toc199336269][bookmark: _Toc206508605][bookmark: _Toc206677864][bookmark: _Toc207977695]Introduction and project approach
Early pregnancy is a critical period for both the parent and the baby. People may require early pregnancy assessment services (EPAS) due to complications that can occur in the early stages of their pregnancy. Examples of complications include bleeding in early pregnancy, miscarriage, and ectopic pregnancies. People can access EPAS at outpatient clinics (EPAS clinics) or through alternative health settings, such as general practitioners (GPs), emergency departments (EDs), and/or maternity wards. This national audit adopts the following definitions for EPAS clinics and alternative health settings (see Figure i).
[bookmark: _Toc199337242][bookmark: _Toc199343721][bookmark: _Toc204329334][bookmark: _Toc184978720]: Defining EPAS clinics, EPAS in alternative health settings, and EPAS providers An EPAS clinic refers to a designated outpatient clinic that specialises in providing assessment, diagnostics, care and referrals for patients experiencing complications (typically pain and/or bleeding) from conception to 14-20 weeks gestation.
EPAS in alternative health settings refer to other more generalist settings, such as EDs, GP obstetricians or maternity wards, who provide assessment, diagnostics, care and referrals for patients experiencing complications (typically pain and/or bleeding) from conception to 14-20 weeks gestation. 
EPAS providers is used to refer to both EPAS clinics and EPAS in alternative health settings collectively. 

[bookmark: _Toc199336270][bookmark: _Toc206508606][bookmark: _Toc206677865][bookmark: _Toc207977696]Purpose of this report
[bookmark: _Toc199336271]Deloitte was commissioned by the Department of Health, Disability and Ageing (DHDA, or the Department) to undertake a national audit of EPAS clinics. The purpose of this national audit is to obtain a better understanding of how EPAS clinics in Australia operate and the current EPAS service landscape in Australia. Findings from this audit aim to inform the development of strategies and programs that may improve care and outcomes for clients accessing EPAS clinics and for people who have experienced a miscarriage. This final report summarises key findings and recommendations from this national audit. The key data sources for this national audit include desktop research, consultations with relevant stakeholder groups (non-government organisations (NGOs), professional bodies, federal and state/territory government agencies, and health providers who deliver EPAS) and surveys to EPAS providers and patients who accessed EPAS in the most recent two years. 
[bookmark: _Toc206508607][bookmark: _Toc206677866][bookmark: _Toc207977697]Summary of national audit findings
EPAS clinics were identified through three methods: (1) an online desktop review of publicly available information, (2) a provider survey and (3) through consultation with health providers. Through this process, this audit has identified 84 EPAS clinics in Australia. EPAS clinics are typically located in metropolitan areas and attached to tertiary hospitals. 
There are significant variations across multiple dimensions of the service delivery model of EPAS clinics. The models of care adopted by EPAS clinics are contingent upon the type of provider, available resources and jurisdiction-specific or hospital-specific protocols. Examples of these variations include:
· Inconsistencies in service scope. At a minimum, EPAS clinics typically deliver and/or facilitate pregnancy assessment and management. The inclusion criteria vary by individual clinic but generally excludes urgent cases and includes women with a maximum gestation period of between 14 – 20 weeks. The services delivered by EPAS clinics vary across the following dimensions: (1) the availability of medical and surgical management of miscarriage, (2) access to follow-up care, including approaches to follow up care (including referrals to psychosocial supports), and (3) access to remote and out of-hours supports. These variations exist because the service scope of individual EPAS clinics is often determined at a service provider level. 
· Differences in collaboration and referral pathways in and out of EPAS clinics. The absence of consistent referral protocols has contributed to observed variations in referral practices. The extent to which GPs refer to EPAS clinics varies due to differences in awareness levels of EPAS clinics as a service among GPs. GPs often refer patients who experience pregnancy complications to hospital EDs, as opposed to EPAS clinics. Similarly, low community awareness of EPAS means that patients often do not request for a referral to an EPAS clinic, and instead present directly to the ED. Another contributing factor is the fact that most EPAS clinics that were consulted were not aware of and therefore have not registered their service on the National Health Services Directory (NHSD) or Provider Connect Australia. Low awareness of EPAS clinics among key referrers such as GPs may impact timely access to EPAS, as most EPAS clinics require appointments and do not accept self-referrals. Inconsistencies are also observed in terms of referrals out of EPAS clinics. EPAS clinic providers acknowledged that there is currently no clear, universally followed process for making referrals, leading to variation in how different EPAS healthcare professionals handle similar EPAS-related cases. 
· Differences in governance and staffing structures. EPAS clinics are typically staffed by junior doctors, nurses and/or midwives, and supported by a supervising consultant; however, the staffing structures among individual EPAS clinics exhibit variations due to differences in available resourcing to support service delivery. 
· Inconsistencies in existing education and training mechanisms for health professionals who deliver EPAS. EPAS clinics are typically staffed by more junior healthcare professionals. This, together with the lack of formal education and training on EPAS, has meant that many healthcare professionals’ first exposure to early pregnancy complications would occur during their initial rotation into an EPAS clinic or an EPAS clinic in alternative health settings such as emergency departments. Similarly, most midwives received minimal education about early pregnancy complications and do not experience practice placements in EPAS clinics during their medicine, midwifery and nursing studies.[footnoteRef:2] The quality of healthcare practitioners’ ‘on-the-job’ learning is dependent on the capacity and willingness of experienced staff (e.g., consultants, senior nurses and midwives) to facilitate learning opportunities. Such opportunities are typically delivered informally and can differ substantially between EPAS clinics. [2:  Freeman N et al., 2024, Midwives’ and registered nurses’ role and scope of practice in acute early pregnancy care settings in Australia: A qualitative descriptive study, 37 Women and Birth
] 

· Variations in patient volume. EPAS clinics – particularly those that are attached to large tertiary hospitals – typically experience higher patient volumes (~29 patients per week) compared to EPAS providers who operate in alternative health settings (~16 patients per week). These figures are however likely an underestimation of actual need due to low awareness of EPAS more broadly. Survey respondents who recently accessed EPAS are often in their 30s and living in metropolitan areas; however, this pattern appears to be driven more by service distribution (the physical location and accessibility of EPAS providers) rather than the full spectrum of need for these services. More data is required to understand the demographic characteristics of patients who experience early pregnancy complications. 
The lack of standardised service delivery models has introduced variation in patient experience. The services offered by EPAS providers (both in clinics and alternative health settings) broadly meet the medical needs of patients. However, inconsistent referral protocols mean that psychosocial supports (particularly those which relate to mental health supports) are not consistently provided to EPAS patients. There is also scope for the delivery of EPAS to be more tailored to the needs of priority population cohorts such as First Nations peoples, people from migrant and refugee backgrounds, and patients who identify as LGBTQIA+. While many EPAS providers acknowledge the potential need for tailored services to priority cohorts, their ability to do so is hampered by resourcing constraints and limited understanding of the needs of different population cohorts. Another key limitation is the lack of comprehensive training and resources to address the wide spectrum of cultural, linguistic, gender, and socioeconomic differences among patients. As a result, the current delivery of EPAS may not fully account for the varying needs, beliefs, preferences or health literacy levels of patients, leading to generalised guidance and supports that may not support individual needs. 
Notwithstanding these differences, EPAS clinics remains perceived by both patients and providers as a vital health service. This reflects the number of people who experience early pregnancy complications, and the associated medical and psychological risks. Most stakeholders who participated in this audit reaffirmed the view that EPAS clinics in particular play an essential role and are the desired setting to receive high-quality non-urgent pregnancy care. This national audit has also identified pockets of excellence in some healthcare settings. Some EPAS clinics have proactively developed guidance, processes, induction and training resources to elevate the quality of support. This presents an opportunity for these resources to be shared more broadly across the sector. 
The system underpinning the delivery of EPAS should ideally be designed with the patient at the centre. Patients identified five key factors which influence patient experience and enable the effective delivery of EPAS:
1. Rapid access to EPAS. The timeliness and accessibility of EPAS is important for patients who experience early pregnancy complications. This is currently a challenge as EPAS clinics typically have restricted operating hours and offer limited support outside of these times. People experiencing pregnancy complications, particularly over the weekend, are often required to visit the ED or wait for care. A virtual model of care is broadly perceived to be beneficial as it increases the accessibility of EPAS, especially for those who are required to travel long distances to attend an in-person appointment.  
2. Empathetic communication skills. Empathy and the feeling of “being heard” are among the most critical aspects of care for patients accessing EPAS. Patients noted that it is important for healthcare professionals to acknowledge and validate the physical and emotional impact of early pregnancy loss or complications. 
3. More consistent approaches in the delivery of or referral to psychosocial supports. Stakeholders also highlighted the importance for EPAS health professionals to either provide or facilitate access to high quality psychosocial supports – particularly those which relate to mental health. The potential need for these supports should be assessed during initial and follow up appointments. 
4. Continuity of care. Stakeholders noted that assigning a health professional (e.g., a midwife or a nurse) to provide continuous care during an episode of care is the preferred staffing model. Stakeholders also noted that EDs may not be an appropriate space to deliver EPAS due to the lack of privacy and the disruptive environment.
5. Appropriate physical infrastructure, with discrete waiting rooms and distinct physical separation between early pregnancy and maternity services in hospitals. Discrete waiting rooms and a clear physical separation between an EPAS clinic and maternity services are especially important for patient experience. 
Recommendations
This national audit has identified eight recommendations to improve the quality of EPAS. The recommendations, along with the EPAS provider type that they are related to, are summarised in the table below.
: Summary of recommendations 
	[bookmark: _Toc204341929][bookmark: _Toc206508608][bookmark: _Toc206677867][bookmark: _Toc207977698]No.
	[bookmark: _Toc204341930][bookmark: _Toc206508609][bookmark: _Toc206677868][bookmark: _Toc207977699]Recommendations
	Relevance of recommendation by EPAS provider type

	1
	Build on Royal Australian and New Zealand College of Obstetricians and Gynaecologists (RANZCOG) and state governments’ guidelines to establish guidelines for the provision of EPAS in clinics and alternative health settings.  
	EPAS clinics and EPAS in alternative health settings

	2
	Collaborate with community representatives to develop more standardised and context-specific resources, supports and guidelines for healthcare professionals who deliver EPAS to patients from priority populations.
	EPAS clinics

	3
	Expand resourcing to ensure appropriate staffing and infrastructure (e.g., ultrasound machines) to deliver high quality EPAS. 
	EPAS clinics

	4
	Develop standardised education, training and induction resources on trauma-informed early pregnancy complication care and provide dedicated funding to support uptake of training.
	EPAS clinics 

	5
	Investigate and expand alternative service models that increase accessibility and enable continuity of care within an episode of care. This could include consideration of telehealth (e.g., 24-hour hotlines), virtual and midwifery-led delivery models. 
	EPAS clinics and EPAS in alternative health settings

	6
	Develop standardised informational resources for EPAS patients, covering the medical and psychosocial aspects of care and ensure patients consistently provided these resources.
	EPAS clinics and EPAS in alternative health settings

	7
	Improve community and health system awareness of early pregnancy complications and EPAS – this could involve a community awareness campaign, outreach activities to GPs and a review of health system protocols
	EPAS clinics and EPAS in alternative health settings

	8
	Introduce structured data collection and reporting mechanisms (including patient feedback) to strengthen the evidence base on EPAS.
	EPAS clinics


1. [bookmark: _Toc207977700]Introduction.
This chapter provides a high-level summary of the context underpinning the national audit of Early Pregnancy Assessment Services (EPAS) clinics. Figure 1.1 provides a definition of EPAS clinics and EPAS in alternative health settings, which are used for this project. 
[bookmark: _Ref184978542][bookmark: _Toc199337243][bookmark: _Toc204329335][bookmark: _Toc204329336]: Defining EPAS clinics, EPAS in alternative health settings, and EPAS providersAn EPAS clinic refers to a designated outpatient clinic that specialises in providing assessment, diagnostics, care and referrals for patients experiencing complications (typically pain and/or bleeding) from conception to 14-20 weeks gestation.
EPAS in alternative health settings refer to other more generalist settings, such as EDs, GP obstetricians or maternity wards, who provide assessment, diagnostics, care and referrals for patients experiencing complications (typically pain and/or bleeding) from conception to 14-20 weeks gestation.
EPAS providers is used to refer to both EPAS clinics and EPAS providers in alternative health settings collectively. 

[bookmark: _Toc200539988][bookmark: _Toc204023834][bookmark: _Toc204111748][bookmark: _Toc206508611][bookmark: _Toc206677870][bookmark: _Toc207977701]Early pregnancy
Early pregnancy is a critical period for both mother and baby. There are multiple definitions of early pregnancy care, but the most common definition relates to care provided to people from conception to the first trimester of pregnancy. Early pregnancy assessment services (EPAS) may be required if complications occur in early pregnancy. Complications includes: bleeding in early pregnancy, miscarriage, ectopic pregnancy, and hydatidiform mole.
[bookmark: _Toc200539989][bookmark: _Toc200539992][bookmark: _Toc200539993][bookmark: _Toc200539994][bookmark: _Toc204023835][bookmark: _Toc204111749][bookmark: _Ref204159181][bookmark: _Toc206508612][bookmark: _Toc206677871][bookmark: _Toc207977702]EPAS clinics
An EPAS clinic refers to a designated outpatient clinic that specialises in providing assessment, diagnostics, care and referrals for patients experiencing complications (typically pain and/or bleeding) from conception to 14-20 weeks gestation. Figure 1.2 provides an overview of a typical EPAS clinic pathway. 
[bookmark: _Toc199337245][bookmark: _Toc204329337][bookmark: _Ref183769523]: Overview of EPAS clinic pathway 
[image: ]
Source: Adapted from Queensland Clinical Guidelines: Early Pregnancy loss.[endnoteRef:3] [3:  Queensland Clinical Guidelines. Early pregnancy loss. Guideline No. MN22.29-V7-R27 Queensland Health. 2022. Available from: http://www.health.qld.gov.au/qc] 

Research has found that there are several benefits that EPAS clinics provide compared to care sought for early pregnancy complications received in alternative settings. These include[endnoteRef:4],[endnoteRef:5]: [4:  Wendt, K., Crilly, J., & Beatson, N. (2012). A structure and process evaluation of an Early Pregnancy Assessment Clinic (EPAC) in one Australian Emergency Department: part 2. Australasian Emergency Nursing Journal, 15(2), 77-85.]  [5:  O’ROURKE, D. and WOOD, S. (2009). The early pregnancy assessment project: The effect of cooperative care in the emergency department for management of early pregnancy complications. Australian and New Zealand Journal of Obstetrics and Gynaecology, 49: 110-114. https://doi.org/10.1111/j.1479-828X.2009.00954.x] 

1. Faster diagnosis – EPAS clinics can help identify the location of a pregnancy and confirm its viability – this includes identifying ectopic pregnancies which can be life-threatening. Early diagnosis also allows for better decision making regarding non-surgical options for managing early pregnancy complications. 
2. Improved patient care – EPAS clinics provide services including clinical assessment, ultrasounds, laboratory investigations, management planning, counselling and support. 
3. Education – EPAS clinics provide information and education regarding medications, foods and procedures which should be avoided during pregnancy.
4. Social and emotional well-being – EPAS clinics provide additional support to reduce the mental health impacts associated with early pregnancy complications.  

For more information on early pregnancy assessment, complications and services, please refer to Appendix A. 
[bookmark: _Toc200539995][bookmark: _Toc204023836][bookmark: _Toc204111750][bookmark: _Toc206508613][bookmark: _Toc206677872][bookmark: _Toc207977703]The Australian Government’s response to support those experiencing early pregnancy complications 
People who experience a miscarriage commonly report a lack of information, poor access to follow-up care and limited referral to counselling or other services.[endnoteRef:6] They often also experience stigma and a feeling of shame that is compounded by a medical system that doesn’t meet their needs.[endnoteRef:7],[endnoteRef:8] In May 2024, the Australian Government announced a funding package to help meet the needs of people who have experienced miscarriage.[endnoteRef:9] Equating to $9.5 million, the funding package will include bereavement support for people and families who suffer through the physical and emotional impact of miscarriage, as well as addressing the data gaps in our understanding of miscarriage.  [6:  SANDS. National Women’s Health Survey reveals lack of support around pregnancy loss. Available from: https://www.sands.org.au/news/national-womens-health-survey-reveals-lack-of-support-around-pregnancy-loss]  [7:  Department of Health and Aged Care. Breaking the silence on miscarriage. Available from: https://www.health.gov.au/ministers/the-hon-ged-kearney-mp/media/breaking-the-silence-on-miscarriage#:~:text=Every%20year%20it%20is%20estimated,more%20miscarriages%20in%20a%20row.]  [8:  Caldwell, J.M., Meredith, P.J., Whittingham, K., Ziviani, J. and Wilson, T., 2024. Women pregnant after previous perinatal loss: relationships between adult attachment, shame, and prenatal psychological outcomes. Journal of reproductive and infant psychology, 42(4), pp.653-667.]  [9:  Department of Health and Aged Care. Breaking the silence on miscarriage. Available from: https://www.health.gov.au/ministers/the-hon-ged-kearney-mp/media/breaking-the-silence-on-miscarriage#:~:text=Every%20year%20it%20is%20estimated,more%20miscarriages%20in%20a%20row.] 

The initiatives funded include: 
· $5.5 million for grants for bereavement support services,
· $1.5 million for education and awareness activities,
· $1 million in funding delivered to the Australian Institute of Health and Welfare to improve data on miscarriage, and 
· $1.5 million to facilitate a national audit of Early Pregnancy Assessment Service (EPAS) clinics. 

The national audit of EPAS clinics (this project) aims to inform the development of strategies and programs that may improve care and outcomes for clients accessing EPAS clinics and for people who have experienced a miscarriage. This will help ensure that the shame, stigma and isolation commonly experienced following miscarriage are mitigated. 
[bookmark: _Toc200539996][bookmark: _Ref203575113][bookmark: _Toc204023837][bookmark: _Toc204111751][bookmark: _Toc206508614][bookmark: _Toc206677873][bookmark: _Toc207977704]Project scope and purpose
Deloitte was commissioned by the Department of Health, Disability and Ageing (DHDA, or the Department) to undertake a national audit of EPAS clinics. The purpose of the audit is to obtain a better understanding of how EPAS clinics in Australia operate. This audit aims to:
· inform the development of strategies and programs that may improve care and outcomes for clients accessing EPAS clinics and for people who have experienced a miscarriage,
· encourage EPAS clinic operators to register on the National Health Service Directory and Provider Connect Australia. This will enable other health professionals to refer clients to EPAS clinics and ensure the general public can access information on these services. Provider Connect Australia registration will help EPAS clinic operators to ensure their information is consistently maintained and up to date.

The scope of this project includes:
· identifying the number of EPAS clinics operating,
· identifying the location and hours of operation of each EPAS clinic,
· describing how each EPAS clinic operates in relation to, and links with other health services, including referral pathways from the EPAS clinic if services beyond the scope of the EPAS clinics are required,
· describing governance and staffing structures of EPAS clinics, including any specialised training (e.g., psychosocial training) provided to staff,
· identifying inclusion and exclusion criteria (both clinical and non-clinical) for clients accessing each EPAS clinic,
· describing the accessibility of EPAS clinics (including how they accommodate people with disability and their level of inclusiveness for LGBTIQA+ patients),
· outlining the services provided by each EPAS clinic,
· providing an indication of the number of patients seen by each clinic each calendar year,
· assessing the cultural safety and suitability of EPAS clinic for clients from First Nations, migrant and refugee backgrounds,
· collecting data on patient experiences and satisfaction with EPAS clinics including psychosocial support and referrals to support services,
· identifying what is working well in EPAS clinics and outlining any changes that could be made to improve the EPAS clinics (particularly in relation to supporting national consistency),
· identifying how clients who have used the EPAS clinics became aware of the service, and
· increasing the profile of EPAS clinics by encouraging them to register their service on the National Health Services Directory and Provider Connect Australia.
[bookmark: _Toc200540011][bookmark: _Toc204023838][bookmark: _Toc204111752][bookmark: _Toc206508615][bookmark: _Toc206677874][bookmark: _Toc207977705]Purpose of the report 
The purpose of this report is to provide an overview of the findings and recommendations informed by stakeholder consultation, patient case studies, and a survey of patients and providers. 
[bookmark: _Toc204023839][bookmark: _Toc204111753][bookmark: _Toc206508616][bookmark: _Toc206677875][bookmark: _Toc207977706]Structure of this report
This report is structured to comprise the following section:
· Chapter 1 – Introduction (this section).
· Chapter 2 – Methodology. This section provides an overview of the national audit’s methodology, including data collection approaches through surveys, semi-structured interviews/focus groups and case studies.
· Chapter 3 – EPAS characteristics. This section describes the current state of EPAS, including the number of EPAS clinics, the location of EPAS clinics, clinic operating hours, and the number of EPAS providers registered on the National Health Service Directory.
· Chapter 4 – Service scope. This section provides an overview of the types of services that are delivered in EPAS clinics, 
· Chapter 5 – Governance and staffing. This section outlines findings on governance, staffing composition and approaches to staff training across services that deliver EPAS.
· Chapter 6 – Patient characteristics and experience. This section details findings on patient awareness, satisfaction with services, the availability of tailored supports for priority population cohorts and the key success factors which enable the effective delivery of EPAS.
· Chapter 7 – Patient journey map. This section provides in-depth detail of eight selected case study participants to demonstrate their experiences as patients when interacting with different health services upon experiencing early pregnancy complications. These case studies are intended to provide real-life examples of strengths and gaps of the current service system that delivers EPAS.
· Chapter 8 – Recommendations and next steps. This section provides a series of recommendations and suggested next steps to improve the delivery of EPAS in Australia.

[bookmark: _Ref182820754][bookmark: _Toc207977707]Methodology.
This section provides an overview of the national audit’s methodology and analytical approach.
[bookmark: _Toc204111755][bookmark: _Toc206508618][bookmark: _Toc206677877][bookmark: _Toc207977708][bookmark: _Toc200540034][bookmark: _Toc204023841]Methodology overview 
[bookmark: _Ref206427829]Figure 2.1: Project methodology
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The methodology for this national audit comprised four key phases and is outlined in Figure 2.1:
Phase 1: Planning. In this phase, Deloitte worked with the Department to agree on a shared understanding of the project’s objectives, milestones, planned meetings, scope, nature of the project and expectations and governance of the project. Deloitte delivered a Project Plan that outlined the methodology for the audit and stakeholder engagement, milestones, roles and responsibilities, and provided a high-level summary of key activities.
Phase 2: Desktop research. Deloitte conducted a broad scan of publicly available information, academic and grey literature on EPAS. Generative AI was leveraged to scan through online sources to extract relevant information on EPAS. Deloitte delivered a desktop research report that summarised best practice guidelines for the delivery of EPAS and provided a snapshot of identified EPAS clinics across Australia. Informed by the insights obtained from the desktop research report, Deloitte developed a consultation plan that contained data collection tools, including survey and interview guides and outlined the method of engaging stakeholders.
Phase 3: Ethics application. Deloitte developed a stakeholder engagement protocol, including consultation guides and participation information consent forms. This protocol received human research ethics approval from Bellberry Human Research Ethics Committee (HREC) on April 22, 2025 (ethics approval number: 2025-01-088). The data collection tools were distributed to all state / territory government agencies and selected NGOs prior to dissemination to the broader sector for input and feedback. Further detail on stakeholder consultation activities is provided in the next phase.
Phase 4: Consultation.  Deloitte distributed the patient and provider survey to NGOs, and state/territory government agencies to distribute. A series of stakeholder consultations with patients, EPAS providers, state/ territory health departments, and NGOs was completed.
Phase 5: Analysis and reporting. Desktop research and primary data collected in previous phases were synthesised to develop key findings aligned with the audit’s key research questions. As part of this phase, Deloitte ran a workshop with key stakeholders from the Department to test and validate key findings from the desktop review and primary data collection and to facilitate knowledge sharing. Feedback collected from the workshop was integrated into the report.
[bookmark: _Toc204111756][bookmark: _Toc206508619][bookmark: _Toc206677878][bookmark: _Toc207977709]Data sources
The findings and recommendations in this report have been developed based on evidence drawn from both primary data (through semi-structured interviews, case studies and surveys) as well as a review of relevant secondary data. 
[bookmark: _Toc204111757][bookmark: _Toc204341941][bookmark: _Toc206508620][bookmark: _Toc206677879][bookmark: _Toc207977710]Secondary data sources
Secondary data on EPAS clinics was shared by SA Health (South Australia), WA Health (Western Australia), the Tasmanian Department of Health and NSW Health (New South Wales).
[bookmark: _Toc204111758][bookmark: _Toc204341942][bookmark: _Toc206508622][bookmark: _Toc206677880][bookmark: _Toc207977711]Primary data sources
This audit adopted a phased approach towards data collection:

Phase 1: Initial consultations. 
The first phase of data collection was conducted between March 2025 to April 2025 and involved consultation of stakeholders that did not require ethics approval, including NGOs, professional bodies, government agencies and health providers. 
Deloitte received a list of stakeholders directly from the Department (45 stakeholders, of which 31 opted in to participate). State and territory departments also provided the contact details of EPAS providers, health professionals and researchers in their respective jurisdictions (21 stakeholders, of which nine opted in to participate). Additionally, NGOs and professional bodies provided the contact details of other health professionals. In total, 48 (53%) stakeholders opted-in to participate in consultations. See Table 2.1 below for an overview of the number of stakeholders consulted. 
Deloitte directly contacted stakeholders via email to invite them to participate in a short consultation. Stakeholders who did not respond were sent a reminder email. Consultations were scheduled for 30 minutes to one hour, with one to four participants present on call, and hosted virtually using Microsoft Teams. Consultations took place between March to April of 2025. A member of the Deloitte project team facilitated the consultation with an additional team member present to take notes. The consultation questions were aligned with the research questions outlined in Section 2.3 (See Appendix B.1 for the full list of consultation questions and Appendix C for the full list of organisations consulted).
[bookmark: _Ref206427816][bookmark: _Ref206078865]Table 2.1: Stakeholder participation in consultation process for the National Audit of EPAS Clinics in phase 1
	Stakeholder group
	Contacted
	Declined
	Completed and completion rate 

	NGOs
	20
	2
	15 (75%)

	Maternity Consumer Groups
	2
	0
	2 (100%)

	Professional bodies
	10
	2
	5 (50%)

	Government 
	23
	9
	6 (26%)

	EPAS provider
	39
	0
	20 (51%)

	Total
	94
	13
	48 (51%)


Source: Deloitte Access Economics. 
[bookmark: _Toc204111759][bookmark: _Toc204341943][bookmark: _Toc206508623][bookmark: _Toc206677881][bookmark: _Toc207977712]Phase 2: Patient and provider survey, patient interviews and additional consultation.
This phase commenced after ethics approval was obtained and occurred between May to July 2025. This phase involved distributing a patient survey and provider survey, conducting semi-structured interviews with patients, and running additional consultations with EPAS providers in alternative health settings.
Patient and provider survey
Deloitte administered two online surveys through the Qualtrics survey platform: (1) a survey of EPAS patients, and (2) a survey of EPAS providers. Both surveys were open for a period of five weeks between 12 May 2025 to 16 June 2025.
The patient survey was distributed using an anonymous link embedded in an email and a QR code presented on a virtual and physical poster. The email and posters were sent by Deloitte to previously contacted NGOs, state and territory government departments and to EPAS providers for them to distribute. The patient survey was also advertised on online forums and through social media (e.g., Facebook and LinkedIn).
The provider survey was distributed as a link embedded in an email sent by Deloitte to contacts identified in the previous phase of data collection, including NGOs, state and territory government departments and EPAS providers to distribute and complete. State and territory government departments were encouraged to share the survey with EPAS clinics in their jurisdictions, and EPAS providers were encouraged to complete the survey. A link to the provider survey was also shared via organisation-specific email lists by professional bodies and advertised online through social media (e.g. LinkedIn).
In total, 211 patient survey responses and 166 provider survey responses were included in the analysis. Significantly incomplete responses and responses that did not provide consent were excluded from analysis. Responses were collected from patients and providers from across all jurisdictions. 
Table 2.2: Total number of provider and patient survey responses
	State
	Patient survey responses
	Provider survey responses
	

	
	Number of survey respondents
	% of total number of patient survey responses
	Number of survey respondents
	% of total number of provider survey responses

	New South Wales 
	54
	26%
	35
	22%

	Victoria
	54
	26%
	28
	18%

	Queensland
	33
	16%
	29
	22%

	Western Australia
	13
	6%
	17
	10%

	South Australia
	11
	5%
	15
	9%

	Tasmania
	10
	5%
	11
	7%

	Australian Capital Territory
	5
	2%
	20
	9%

	Northern Territory
	5
	2%
	5
	2%

	Unknown*
	52
	25%
	6
	4%

	Total*
	211
	100%
	166
	100%


Source: Deloitte Access Economics, 2025.
*Unknown represents patient survey respondents who opted not to respond to the survey question on their primary place of residence. 
Regarding the provider survey, most responses (80%, n=133) were from EPAS providers who operate in alternative health settings, with the remaining 20% (n=33) from EPAS clinics. EPAS clinic responses were collected from all jurisdictions except for Tasmania, and most commonly from NSW (33%, n=11) (see Table 2.3). Responses from EPAS providers in alternative health settings covered all jurisdictions. A higher-than-expected proportion of responses came from providers in ACT (14%, n=18), primarily due to the high representation of GPs. Providers listed as ‘unknown’ did not provide an identifiable Australian postcode in their survey response.
[bookmark: _Ref206429614]Table 2.3: Provider survey response by jurisdiction and type of provider
	State
	Provider survey responses

	
	EPAS clinic 
	EPAS providers in alternative health settings

	
	Number of survey respondents
	% of total number of EPAS clinic survey responses
	Number of survey respondents
	% of total number of EPAS in alternative health settings responses

	New South Wales 
	11
	33%
	24
	18%

	Victoria
	5
	15%
	23
	17%

	Queensland
	5
	15%
	24
	18%

	Western Australia
	3
	9%
	14
	11%

	South Australia
	4
	12%
	11
	8%

	Tasmania
	0
	0%
	11
	8%

	Australian Capital Territory
	2
	6%
	18
	14%

	Northern Territory
	2
	6%
	3
	2%

	Unknown
	1
	3%
	5
	4%

	Total
	33
	
	133
	


Source: Deloitte Access Economics, 2025.
As seen in Table 2.4, more than half of EPAS clinics and EPAS providers in alternative health settings who responded to the survey are based in metropolitan areas. Regionality was classified based on the Modified Monash Model.[endnoteRef:10] Providers listed as ‘unknown’ did not provide an identifiable Australian postcode in their survey response. The most common types of EPAS in alternative health settings reported in the provider survey included GPs (34%, n=57), maternity, obstetrics, or antenatal hospital unit (31%, n=52), and ED (7%, n=12). [10:  Department of Health, Disability and Ageing, Modified Monash Model, (accessed 18 Aug 2025), Available from https://www.health.gov.au/topics/rural-health-workforce/classifications/mmm] 

[bookmark: _Ref206429648][bookmark: _Ref206075529]Table 2.4: Provider survey response by regionality
	Regionality
	Provider survey responses

	
	EPAS Clinic 
	EPAS providers in alternative health settings

	
	Number of survey respondents
	% of total number of EPAS clinic survey responses
	Number of survey respondents
	% of total number of EPAS in alternative health settings survey responses

	Metropolitan 
	20
	60%
	72
	54%

	Regional, rural or remote
	12
	36%
	56
	42%

	Unknown
	1
	3%
	5
	4%

	Total
	33
	100%
	133
	100%


Source: Deloitte Access Economics, 2025.

The provider survey provided an opportunity for respondents to opt in for a follow-up consultation. Approximately 50 EPAS in alternative health settings recorded their interest in attending a follow-up consultation. Deloitte conducted five additional semi-structured interviews with a total of five EPAS providers. Deloitte also conducted a focus group with 12 EPAS clinic providers representing NSW local health districts in Phase 2 as contact details for these stakeholders were provided by the NSW Health during this period (see Table 2.5). 
Case studies (patient journey maps)
Deloitte completed 8 case studies (in the form of patient journey maps) as part of the national audit. Selection criteria for participation in the case study were agreed upon in consultation with the Department, and included:
· patient location (regional, rural, remote, metropolitan) and by jurisdiction,
· type of EPAS provider (clinic, alternative setting, emergency department),
· clinical inclusion criteria,
· pregnancy outcome (carried to term, miscarriage, stillbirth, ectopic), and
· referral pathways after accessing EPAS services. 
Patient survey respondents who agreed to participate in case studies were approached via email with an invitation to participate in a semi-structured interview. In this invitation, they were provided with a participant information and consent form (PICF), which detailed the purpose of the interview, key questions, and ethics approval information. To avoid causing any distress, each patient was approached once for participation and not followed up. While the patients approached for consultation covered a broad range of demographic characteristics, pregnancy outcomes, and EPAS experiences, the eight patients who responded and consented to participate were mostly from metropolitan locations with more negative sentiments about their care journey. As such, while these case studies highlight some important areas for improvement in the provision of EPAS, they are not necessarily reflective of the broader sentiment as reflected in the patient survey, where 59% (n=118 of 197 responses to that question) rated the quality of care received as either ‘good’ or ‘very good’. 
Once consent was provided to participate via return email and a completed PICF was received, patients were scheduled for a 60-minute semi-structured virtual interview held on Microsoft Teams. Two Deloitte team members were present to facilitate the conversation and take notes. The Deloitte team member leading the interview was a registered nurse and midwife with extensive experience conducting healthcare consultations and clinical expertise in the early pregnancy space. Ahead of the case study interview, patients were provided with a list of nine interview questions. Patients were able to elect not to answer any questions of their choosing. These discussion items to guide the conversation were as follows: 
1. Could you please provide a description of the services you received as part of your visit to an EPAS provider?
2. Did you access EPAS through an EPAS clinic or were these services provided in another setting? 
3. How were you made aware of the EPAS? 
4. What was the referral process link and how long was the wait time for you to access an EPAs provider? 
5. Did you experience any barrier to accessing your EPAS provider? 
6. Were you satisfied with the service and quality of care you received at the EPAS clinic/health setting?
7. Were you provided with follow up care and support after your initial appointment? 
8. How do you feel EPAS could have been better delivered to meet your needs? 
9. Is there anything else you’d like to tell us about your experience? 
To ensure patient privacy and confidentiality, these interviews were not recorded or transcribed, and instead written notes were taken during the conversation. These notes were then translated into the patient’s story within their journey map. Throughout each case study, terminology has been utilised as described by the patient. As each case study is a unique and personal account of each patient’s experience, participants were sent their case study for review and feedback prior to inclusion in this report. 
Stakeholder consultation
In total, across the two phases, 76 stakeholders were consulted (see Table 2.5). See Appendix C for a full list of consulted stakeholders and organisations.
[bookmark: _Ref206429671][bookmark: _Ref204099821]Table 2.5: Stakeholder consultation
	Stakeholder group
	Consultation

	EPAS providers
	30

	Non-government organisations (including maternity consumer groups)
	15

	Professional Bodies
	10

	State and territory health departments 
	8

	Patient case studies
	8

	EPAS providers in alternative health settings
	5

	Total
	76


Source: Deloitte Access Economics.
[bookmark: _Research_questions][bookmark: _Ref198021923][bookmark: _Toc200540035][bookmark: _Toc204023842][bookmark: _Toc204111760][bookmark: _Toc206508624][bookmark: _Toc206677882][bookmark: _Toc207977713]Research questions
Research questions were developed and agreed upon with the Department in line with the scope of this national audit presented in Section 1.5. The research questions were grouped under five domains as presented in the table below. 
[bookmark: _Ref206429707][bookmark: _Ref206065945]Table 2.6: Research questions and domains
	#
	Domain
	Sub-question

	A
	EPAS Characteristics
	A.1 How many EPAS clinics are in Australia?

	
	
	A.2 Where are the EPAS clinics located?

	
	
	A.3 What are the operation hours of each clinic?

	
	
	A.4 What is the estimated proportion of EPAS clinics who have registered their service on the National Health Services Directory and Provider Connect Australia?

	B
	Service scope
	B.1 What are the types of services provided by EPAS providers?

	
	
	B.2 What are the clinical and non-clinical inclusion and exclusion criteria for accessing each EPAS clinic?

	
	
	B.3 How do EPAS providers operate in relation to and in collaboration with other health services?

	
	
	B.4 What are the patients’ referral pathways from EPAS providers if other services are required?

	C
	Governance and staffing
	C.1 What are the governance and staffing structures implemented by EPAS clinics?

	
	
	C.2 What are the capability and training requirements for EPAS staff members?

	D
	Patient characteristics and experience
	D.1 How many patients are seen by EPAS clinics in a calendar year?

	
	
	D.2 What are the demographic characteristics of patients who access EPAS?

	
	
	D.3 How were patients made aware of the services provided by EPAS providers?

	
	
	D.4 How accessible are EPAS providers, particularly for people with disability?

	
	
	D.5 To what extent do EPAS providers provide culturally safe and suitable services for patients from priority population cohorts, including clients from First Nations, migrant and refugee backgrounds and clients who identify as LGBTQIA+?

	
	
	D.6 To what extent are patients satisfied with the services they received from EPAS providers? (e.g., quality of psychosocial supports received, appropriate referrals to other services)?

	
	
	D.7 What are the success factors which enable the effective delivery of EPAS?

	E
	Future areas of improvement
	E.1 What are the potential areas for improvement to enable EPAS providers to better achieve intended outcomes?

	
	
	E.2 What are the possible implementation changes to increase national consistency in service access and quality?


Source: Deloitte Access Economics. 
[bookmark: _Toc200540036][bookmark: _Toc204023843][bookmark: _Toc204111761][bookmark: _Toc206508625][bookmark: _Toc206677883][bookmark: _Toc207977714]Analysis approach
Consultation transcripts were thematically analysed. An initial set of themes was developed based on the sub-questions outlined above (Table 2.6) and an inductive review of the consultation notes, informed by the frequency and salience of issues raised by stakeholders. The notes were then systematically coded against these themes using a deductive framework and analysed by stakeholder groups. Key findings were derived from this analysis, focusing on themes that demonstrated prominence across stakeholders. 
Survey analysis was aggregated and analysed quantitatively using descriptive statistics (e.g., proportions, means) and was analysed by different characteristics (e.g. type of EPAS provider, regionality of provider and service, etc.). Open text responses were analysed thematically, drawing out common themes.
[bookmark: _Toc200540037][bookmark: _Toc204023844][bookmark: _Toc204111762][bookmark: _Toc206508626][bookmark: _Toc206677884][bookmark: _Toc207977715]Caveats and limitations
When reviewing this report, the following caveats and limitations should be taken into consideration:
· The stakeholder consultation process was opt-in, meaning there was no way to compel all providers who deliver EPAS to participate in the project. While Deloitte took steps to identify and connect with EPAS providers in alternative settings, such as engaging with Primary Health Networks (or equivalent in other jurisdictions, such as Local Health Districts) and state and territory health government departments, Deloitte primarily engaged with EPAS clinics during the consultation process. This limitation has been mitigated through the provider survey, which had a total of 172 responses (80% of EPAS provider survey respondents were EPAS providers who operate in alternative health settings). 
· Due to ethics requirements, survey questions that identified patients’ First Nations heritage were unable to be included in the survey. Consequently, there was no way to distinguish between the experiences of First Nations and non-First Nations patients.
· Both the patient and provider surveys were opt-in and voluntary. While Deloitte adopted multiple methods to maximise the reach and uptake of both surveys, the collected survey data may not be representative of all patients who accessed EPAS and providers who deliver EPAS. For example:
· For the patient survey, 58% (n=108) of patient survey responses were based in NSW and Victoria, and 74% (n=139) of respondents were between 30 and 39 years old.
· For the provider survey, 80% (n=133) of EPAS providers who responded to the survey were providers who operate in alternative health settings. 34% (n=57) of provider survey respondents indicated they were a GP and 31% (n=52) of provider survey respondents indicated they were a maternity, obstetrics or antenatal hospital unit. 
· Many patients found it difficult to distinguish their experience of EPAS from the maternity system, and therefore some patient themes may not be distinct to EPAS experience but rather reflect challenges faced by the healthcare system in general. To mitigate this, in case studies, each step of the journey experienced by a patient is mapped out to distinguish between EPAS-specific challenges as opposed to health system challenges. 
· There is currently no nationally consistent definition of what constitutes early pregnancy. In some healthcare settings, early pregnancy may also include services provided to people in their second trimester. In this report, most identified EPAS clinics have defined their service scope to be people in the first trimester of their pregnancy. On this basis, it is assumed that EPAS are typically delivered to people experiencing pregnancy complications in the first trimester of their pregnancy.
[bookmark: _Toc207977716]EPAS Characteristics.
Key Findings
· While definitions and service models vary, there are estimated to be at least 84 EPAS clinics in Australia.
· EPAS clinics are primarily located in metropolitan areas. In regional, rural and remote areas, EPAS is more commonly delivered through alternative health settings
· EPAS clinics are generally only open on weekdays and within work hours. Outside of opening hours, most EPAS clinics provide limited or no support. 
· Most EPAS clinics are not aware of and therefore have not registered their service on the National Health Services Directory or Provider Connect Australia. 
[bookmark: _Toc204023849][bookmark: _Toc204111767][bookmark: _Toc206508631][bookmark: _Toc206677889][bookmark: _Ref198621553]This section focuses on the characteristics of EPAS clinics. It summarises findings from stakeholder consultations, EPAS patient and provider survey analysis and semi-structured EPAS patient interviews, which respond to the following research questions:
· A.1 How many EPAS clinics are in Australia?
· A.2 Where are the EPAS clinics located?
· A.3 What are the operating hours of each clinic?
· A.4 What is the estimated proportion of EPAS clinics who have registered their service on the National Health Services Directory and Provider Connect Australia?
[bookmark: _Toc207977717]Quantity of EPAS clinics 
While definitions and service models vary, there are estimated to be at least 84 EPAS clinics in Australia, and significantly more EPAS providers operating in alternative health settings such as EDs, GP clinics and maternity wards. 
[bookmark: _Toc204023850][bookmark: _Toc204111768]As discussed in Section 1.3, an EPAS clinic refers to a designated outpatient clinic that specialises in providing assessment, diagnostics, care and referrals for patients experiencing complications (typically pain and/or bleeding) from conception to 14-20 weeks gestation. This national audit has identified 84 EPAS clinics in Australia. 75 EPAS clinics were identified online, while an additional 9 EPAS clinics were identified from the provider survey based on reported postcodes of EPAS clinics.[footnoteRef:3] The full list of EPAS clinics is provided in Appendix D. There are likely significantly more providers who deliver EPAS in alternative health settings such as EDs, maternity wards and GP clinics.  [3:  One additional EPAS clinic from the survey provided a postcode that could not be matched to an existing service.] 

[bookmark: _Toc206508632][bookmark: _Toc206677890][bookmark: _Toc207977718]Location of EPAS clinics
EPAS clinics are primarily located in metropolitan areas. In regional, rural and remote areas, EPAS is more commonly delivered through alternative settings, including maternity and gynaecology services within regional hospitals. 
[bookmark: _Toc204023851][bookmark: _Toc204111769][bookmark: _Ref204178426][bookmark: _Ref204183246][bookmark: _Ref206150519][bookmark: _Toc206508633][bookmark: _Toc206677891][bookmark: _Toc207977719]60% (n=51) of identified EPAS clinics are based in metropolitan areas. Available data indicates that EPAS clinics are often attached to tertiary metropolitan hospitals. This trend is consistent with patient survey feedback. 78% (n=103) of patient survey respondents who reside in metropolitan areas accessed EPAS in a clinic setting. In contrast, a lower proportion of patient survey respondents who reside in regional and rural areas (47%, n=25) access early pregnancy complication care within an EPAS clinic. Operating hours of EPAS clinics
EPAS clinics are generally only open on weekdays and within work hours. Outside of opening hours, most EPAS clinics provide limited or no support. As a result, people experiencing pregnancy complications outside of operating hours are often required to visit the ED, a GP or delay care.
EPAS clinics are predominantly open across multiple weekdays. When assessing the operating hours of the 84 identified EPAS clinics:
· 69% (n=20) of EPAS clinics indicated they are open five days per week,
· 38% (n=11) of EPAS clinics indicated that they are open five days per week for at least seven hours per day (up to eight and a half hours per day), and
· only two EPAS clinics reported being open on weekends.
Tailored after-hours support services are limited. In the provider survey, all EPAS clinic respondents (n=28) identified the ED as an after-hours support, and 25% (n=7) of provider survey respondents also suggested a GP. Fewer clinics offered direct phone support, with only 11% (n=3) of EPAS provider survey respondents reporting an after-hours monitored phone number, linking patients to the reception or a midwife. After-hours support, such as a 24/7 helpline or clear referral pathways for urgent care, is essential to guide patients experiencing early pregnancy complications outside clinic hours. 
There appears to be a misaligned expectation among patients and EPAS clinics on the service scope of EPAS clinics. Patients often expect EPAS clinics to deliver urgent care to individuals experiencing pregnancy complications. In contrast, providers argue that EPAS clinics are not designed to be an emergency service (as is evidenced by their exclusion criteria), and that they lack the resources to expand opening hours to achieve this (See Section 4.1 for more information regarding the service scope EPAS clinics). 
“Having an on-call line of some sort where people can call at any point if they're experiencing early pregnancy bleeding or something like that, needs to be available.” – Professional body
“How does an EPAS clinic operate in a way that either allows for a 24/7 service or allows for things like digital resources or referrals where they are not able to operate? So, when you call the EPAS clinic they go 'this is where you find the resources, this is where you decide if you need to go to ED, this is what may happen if you have a miscarriage at home and we're not open'.” – NGO
There is widespread consensus internationally among official guidelines, including the UK National Institute for Health Care Excellence (NICE) guidelines, that, at a minimum, EPAS services should be available daily from Monday to Friday during office hours.[endnoteRef:11],[endnoteRef:12],[endnoteRef:13] While EPAS clinics noted potential gaps in service delivery for patients who require care during weekends, they reported that the expansion of operating hours is limited by staffing resources. These resource constraints relate to both budgetary constraints and an inability to recruit staff. This was reflected in the provider survey, where only 32% of EPAS clinics (n=9 out of 28 EPAS clinics) agreed that their service was appropriately staffed to meet demand and deliver high quality care (see Section 5 Governance, training and staffing).  [11:  Ectopic pregnancy and miscarriage: diagnosis and initial management. London: National Institute for Health and Care Excellence (NICE); 2023 Aug 23. PMID: 31393678.]  [12:   Poddar A et al, ‘Standards of care provided by Early Pregnancy Assessment Units (EPAU): A UK-wide survey’ (2011) 31 (7) Journal of Obstetrics and Gynaecology 640.]  [13:  Crilly J et al, ‘A structure and process evaluation of an Early Pregnancy Assessment Clinic (EPAC) in one Australian Emergency Department: Part 1’ (2011) 15 Australasian Emergency Nursing Journal 68.] 

The two EPAS clinics that reported being open on weekends were both metropolitan services that reported seeing 40 or more patients per week, which is above the average EPAS clinic weekly patient volume (~29 patients per week, see Section 6.1). Expanded clinic operating hours, especially on weekends, may allow EPAS providers to support more patients and meet patient demand for weekend care, while removing demand pressure experienced by clinical staff throughout the weekdays, especially on Monday.[endnoteRef:14] Furthermore, when services are closed on the weekend, people with suspected miscarriage may experience distress and anxiety due to delayed care.[endnoteRef:15] [14:  Ectopic pregnancy and miscarriage: diagnosis and initial management. London: National Institute for Health and Care Excellence (NICE); 2023 Aug 23. PMID: 31393678.]  [15:  Ibid.] 

“I've worked in an [EPAS service] in the UK and it was a seven day service, there'd be midwives, you would see the women, and then you would also potentially see them next time if they've had another miscarriage, this relationship builds up.” – EPAS clinic provider
“EPAS should really be open on weekends. Waiting three days for care is not reasonable.” – NGO
[bookmark: _Toc204023852][bookmark: _Toc204111770][bookmark: _Toc206508634][bookmark: _Toc206677892][bookmark: _Toc207977720]Registration to National Health Services Directory and Provider Connect Australia
Most EPAS clinics are not aware of and therefore have not registered their service on the National Health Services Directory (NHSD) or Provider Connect Australia. 
In the provider survey, only 7% (n=2) of EPAS clinics confirmed their service was registered for the NHSD and/or Provider Connect Australia. EPAS clinics are less likely to be registered on the NHSD compared to EPAS providers in alternative settings. Of the EPAS providers that are registered to the NHSD and/or Provider Connect Australia, the majority (60%, n=6) were maternity, obstetrics or antenatal units. As part of this audit, Deloitte provided further information to encourage providers to register on both platforms, however, the actual level of additional registrations are unknown. Registration to the National Health Services Directory and Provider Connect Australia can be promoted to increase provider awareness, for instance through state/territory health departments contacting individual EPAS providers.
Chart 3.1: Responses to provider survey question A4 – If your healthcare facility has a specific service for early pregnancy complications, is it registered on the National Health Services Director (NHSD) and/or Provider Connect Australia? (n=137)

Note: Single response permitted. 
Source: Deloitte Access Economics survey analysis (2025).


[bookmark: _Ref198624539][bookmark: _Toc207977721]Service scope.
[bookmark: _Ref198565658]Key Findings
· The service scope of EPAS providers is inconsistent across Australia. At a minimum, EPAS providers deliver and/or facilitate pregnancy assessment and management.
· The most common exclusion criteria of EPAS clinics similarly include urgent cases and includes a maximum gestation period of between 14-20 weeks.  
· The extent of collaboration between EPAS providers and other health services varies due to differences in awareness levels on the availability of EPAS as a service for women experiencing early pregnancy complications. Referrals from EPAS providers to other parts of the health system are also inconsistent. 
This section covers findings which relate to both EPAS clinics and EPAS in alternative health settings. It summarises findings from stakeholder consultation, EPAS patient and provider survey analysis and semi-structured EPAS patient interviews, which respond to the following research questions:
· B.1 What are the types of services provided by EPAS providers?
· B.2 What are the clinical and non-clinical inclusion and exclusion criteria for accessing each EPAS clinic? 
· B.3 How do EPAS providers operate in relation to and collaborate with other health services? 
· B.4 What are the patients’ referral pathways from EPAS providers if other services are required?
In total, the provider survey collected 33 responses from EPAS clinic providers and 133 responses from EPAS providers in alternative health settings.
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The service scope of EPAS providers is inconsistent across Australia. At a minimum, EPAS providers typically deliver and/or facilitate pregnancy assessment and management. The inclusion criteria varies by individual clinic but generally excludes urgent cases and includes a maximum gestation period of between 14 – 20 weeks. 
EPAS clinics
The service scope of EPAS varies significantly. According to the provider survey, the most common services (i.e., provided by over 90% (n=26) of surveyed EPAS clinics) include (see Chart E.34): 
· Consultation, including assessment of pregnancy viability (96%, n=27)
· Surgical procedures (e.g., dilation and curettage, removal of ectopic pregnancy) (96%, n=27)
· Management of miscarriage (medical or surgical) (93%, n=26)
· Ultrasound, including transvaginal ultrasound (89%, n=25)
· Blood test (89%, n=25)
· Sharing of written information (e.g., leaflets explaining the condition or how to access other healthcare services) (86%, n=24)
Assessment of current service scope against best-practice guidelines
When assessing the current service scope against best-practice guidelines in other domestic and international jurisdictions, EPAS clinics appear to deliver some of their supports in a manner consistent with recommended guidelines. Current guidelines which relate to early pregnancy complications include UK’s NICE guidelines, Queensland Health’s Early Pregnancy Loss Guideline, NSW Health’s Maternity – Management of Early Pregnancy Complications, and RANZCOG’s Miscarriage, Recurrent Miscarriage and Ectopic Pregnancy (C-Gyn 38) Clinics guidelines.[endnoteRef:16] Table 4.1 assesses the degree to which current service scope and delivery models align with recommended guidelines. Evidence in the table indicates that while the service scope of EPAS clinics is broadly aligned with recommended guidelines, there are opportunities for improvement (e.g. referrals to psychosocial supports, and access to appropriate waiting areas). [16:  The Royal Australian and New Zealand College of Obstetrician and Gynaecologists. Miscarriage, Recurrent Miscarriage and Ectopic Pregnancy (C-Gyn38) Clinical Guideline. Available from: https://ranzcog.edu.au/wp-content/uploads/Miscarriage-Ectopic-Pregnancy.pdf] 

[bookmark: _Ref206429727][bookmark: _Ref206070803]Table 4.1: Assessment of current EPAS clinic services against recommended guidelines
	Recommended guideline for EPAS clinics
	Assessment of current EPAS delivery

	EPAS clinics offer ultrasound, including transvaginal ultrasound, and assessment of hCG levels, both of which are key diagnostic tools for early pregnancy problems.[endnoteRef:17],[endnoteRef:18] [17:  The Royal Australian and New Zealand College of Obstetrician and Gynaecologists. Miscarriage, Recurrent Miscarriage and Ectopic Pregnancy (C-Gyn38) Clinical Guideline. Available from: https://ranzcog.edu.au/wp-content/uploads/Miscarriage-Ectopic-Pregnancy.pdf]  [18:  Ectopic pregnancy and miscarriage: diagnosis and initial management. London: National Institute for Health and Care Excellence (NICE); 2023 Aug 23. PMID: 31393678.] 

	There is evidence that EPAS clinics strongly adhere to this guideline, with 90% (n=26) of EPAS clinics providing ultrasound, including transvaginal ultrasound and blood tests. However, in consultation, some EPAS clinic providers noted challenges in accessing the ultrasound during periods of high demand, as the ultrasound machine is a shared resource between other hospital services. For the 10% (n=7) of EPAS clinics that do not offer in-house ultrasounds, patients have to seek private sonographers to complete the ultrasound which impose additional time and costs to the patient. 

	Guidelines recommend that providers assess for psychological risk and refer patients to mental health supports where needed.[endnoteRef:19] [19:  Queensland Clinical Guidelines. Early pregnancy loss. Guideline No. MN22.29-V7-R27 Queensland Health. 2022. Available from: http://www.health.qld.gov.au/qc] 

	A significant number of EPAS clinics do not adopt specific processes to assess psychosocial risks of patients. Just over one-third (36%, n=10) of EPAS clinics reported providing psychosocial risk assessments. As discussed in section 4.3, less than two-thirds of EPAS clinics reported that they provide referrals to additional healthcare services, including for mental health supports. This indicates scope to improve the quality and accessibility of psychosocial supports within selected EPAS clinics. These supports could include facilitating access to supports provided by NGOs or formal mental health services. 

	EPAS clinics should have a discrete waiting area, private rooms separate from general waiting areas, and an appropriate consultation room.[endnoteRef:20],[endnoteRef:21],[endnoteRef:22] [20:  Ibid.]  [21:   NSW Health. Maternity- Management of Early Pregnancy Complications. NSW Government. 2012. Available from: https://www.nslhd.health.nsw.gov.au/Services/Documents/SDDocs/EPAS/EPAS%20POLICY.pdf]  [22:  Ectopic pregnancy and miscarriage: diagnosis and initial management. London: National Institute for Health and Care Excellence (NICE); 2023 Aug 23. PMID: 31393678.] 

	While all EPAS clinics reported having private consultation rooms (n=28), only half (14 of 28) reported having discrete waiting rooms separate from maternity and antenatal waiting rooms. As discussed in section 6.5, patients reported that sitting in proximity to visually pregnant women can be distressing and traumatising. As such, providing a separate waiting room for EPAS patients away from the maternity ward can be beneficial for the psychological wellbeing of EPAS patients. 

	EPAS should have an appointment system.[endnoteRef:23],[endnoteRef:24],[endnoteRef:25] [23:  Ibid.]  [24:   NSW Health. Maternity- Management of Early Pregnancy Complications. NSW Government. 2012. Available from: https://www.nslhd.health.nsw.gov.au/Services/Documents/SDDocs/EPAS/EPAS%20POLICY.pdf]  [25:  Ectopic pregnancy and miscarriage: diagnosis and initial management. London: National Institute for Health and Care Excellence (NICE); 2023 Aug 23. PMID: 31393678.] 

	Adoption of an appointment system is high, with all EPAS clinics using an appointment system. Of which 64% (n=18) accepted appointment only, and 29% (n=8) of clinics allowed walk-ins in addition to booked appointments. The remaining 7% (n=2) of EPAS clinics indicated that they accommodate walk-ins but prefer booked appointments. 


Inclusion and exclusion criteria
The was broad agreement among EPAS providers that EPAS clinics are services for people experiencing non-urgent early pregnancy complications, such as light bleeding or pregnancy of uncertain viability. Inclusion and exclusion criteria reported in the provider survey were consistent with this sentiment. The most common exclusion criteria included:
· Patient is clinically unstable (93%, n=26)
· Patient experiencing severe pain (79%, n=22)
· Patient experiencing heavy bleeding (68%, n=19)
· Foetal anomaly detected on ultrasound (61%, n=17)
Inclusion criteria were quite consistent between clinics, with the most common inclusion criteria including the following:
· Patient has retained products of conception (100%, n=28)
· Patient is experiencing light pain and/or light bleeding (96%, n=27)
· Patient has a non-viable pregnancy on ultrasound scan (96%, n=27)
· Patient is experiencing a pregnancy of uncertain viability (96%, n=27)
· Patient requires βhCG tracking (96%, n=27)
· Patient with gestational trophoblastic disease (molar pregnancy) (93%, n=26)
· Patient is experiencing ectopic pregnancy or pregnancy of an unknown location (93%, n=26)
· Patient requires methotrexate treatment of ectopic pregnancy (89%, n=25)
“We found that some EPAS will see people up to 12 weeks, some up to 16 weeks, some up to 20 weeks…It would make it much easier if it was standardised.” – NGO
While there is no consistent definition of the period of gestation that constitutes early pregnancy, a desktop review of EPAS clinics identified that the gestation cutoff period for EPAS clinics typically ranged from 14 to 20 weeks. This was consistent with the provider survey, which found that 43% (n=12) of EPAS clinics reported a gestation cutoff of 14 weeks, 39% (n=29%) reported a cutoff of 20 weeks, 11% (n=3) reported a cutoff of 16 weeks and 7% (n=2) reported no specific cut-off gestation period
In terms of data collection and reporting, a minority of EPAS clinics have implemented structured data collection and reporting mechanisms to collect feedback on patient experiences. Many EPAS clinics providers shared that they do not typically collect feedback on patient satisfaction or outcomes, and instead rely on anecdotal evidence to understand whether their service is meeting the needs of patients. Several EPAS clinic providers noted that they were in the process of collecting data or had conducted patient satisfaction reviews in an ad hoc manner. However, some EPAS clinic providers noted that data collection and reporting places an administrative burden on staff who are already operating at capacity and is likely not possible without additional resourcing. To improve the quality of care delivered, a more structured and regular approach to collecting patient feedback should be considered. 
EPAS providers in alternative health settings 
In general, EPAS providers in alternative health settings were observed to exhibit greater variation in service scope relative to EPAS clinics. This reflects the diverse types of services that deliver EPAS and the fact that EPAS providers in alternative health settings often lack a specific focus on EPAS. The most common services delivered by EPAS providers in alternative settings included:
· Consultation, including assessment of pregnancy viability (83%, n=98)
· Blood test (81%, n=95)
· Management of miscarriage (medical or surgical) (66% n=78)
· Medical termination of pregnancy (69%, n=81)
Comparison of service scope between EPAS providers in alternative health settings and EPAS clinics
When assessing the survey responses of EPAS clinic providers and EPAS providers in alternative settings, the following trends were observed: 
· EPAS providers in alternative health settings are more likely to provide psychosocial risk assessments (64%, n=75) compared to EPAS clinics (36%, n=11). This is likely because a higher proportion of EPAS in alternative health settings (25%, n=33) report to be staffed with a social worker or mental health support staff compared to EPAS clinics (0%). 
· Most EPAS providers in clinics and alternative health settings share written information to support patients to access follow up care. 80% (n=133) of EPAS clinics and EPAS in alternative health settings share written information to support access to follow up care (e.g. leaflets explaining the condition or how to access other healthcare services). 
· EPAS providers in alternative health settings were less likely to provide follow-up care. The provider survey found that EPAS clinics (89%, n=25) were more likely to report that they mostly or always follow up after they visit a service compared to providers who operate in alternative health settings (71%, n=79).
· EPAS providers in alternative health settings were less likely to deliver surgical procedures. Less than half of EPAS providers in alternative settings delivered surgical procedures (e.g., dilation and curettage, removal of ectopic pregnancy) (45%, n=53) and surgical termination of pregnancy (39%, n=46). Additionally, half (52%, n=62) of EPAS providers in alternative health settings deliver ultrasound services. This proportion is lower than 89% (n=25) of EPAS clinics.
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The extent of collaboration between EPAS and other health services varies due to differences in awareness levels on the availability of EPAS clinics as a service for women experiencing early pregnancy complications. 
This section focuses on the collaboration between EPAS clinics with other health services. This national audit received limited feedback on collaboration between EPAS providers in alternative health settings and other health services. 
Patients are typically made aware of EPAS clinics through friends, family, GPs, or ED staff. It was observed that GPs often refer patients who experience pregnancy complications to EDs, where they may be treated or referred to an EPAS clinic. EPAS clinics located in hospitals noted that a large proportion of referrals were from the ED. According to the patient survey, patients were most likely to be referred to the EPAS through the ED (38%, n=55), GP (n=50, 35%), and self-referral (n=17, 12%).
Despite being one of the main sources of referrals into the EPAS clinics, awareness of EPAS clinics among other health services such as GPs and EDs is broadly perceived by NGOs, Peak Bodies and EPAS providers to be low. This is an issue of concern as GPs are often a key referral point for patients who experience early pregnancy complications. When GPs are unaware of EPAS clinics, they may refer patients to EDs, despite the availability of EPAS in their local areas. Awareness among GPs and other key referrals is especially important because most EPAS clinics require referrals. Based on the provider survey, 64% (n=18) of EPAS clinics  reported requiring a referral for patients to access their service. 
“GPs would often just send you to ED without realising that there's another route.” – NGO
Notwithstanding this overarching observation, there are discrete examples of individual EPAS clinic providers proactively taking steps to raise awareness of their service among local residents, GPs and health providers. This is especially true in smaller rural and remote towns that have a small network of healthcare providers. This indicates opportunities for other EPAS providers to take similar steps to increase community awareness of EPAS as an important service for pregnant people.  
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The absence of consistent referral protocols has also contributed to variations in referral practices among all types of EPAS providers. 
This section focuses on the referral processes from EPAS clinics to other health services. This national audit received limited feedback on the appropriateness and strength of referral processes adopted within EPAS providers in alternative health settings.  
Referral from EPAS clinics to other services currently occurs through three mechanisms:
1. referrals to on-site supports (e.g., a hospital-employed social worker, nurse and/or Aboriginal liaison officer for First Nations patients). 
2. referrals to supports delivered by primary health services (e.g., GPs). 
3. referrals to NGOs (e.g. Pink Elephant).
There are observed variations in access to on-site supports: 
· Many EPAS clinic providers noted that they do not have on-site supports, such as a social worker, available. For example, one stakeholder highlighted that, while the hospital’s EPAS clinic does not have any in-house psychosocial supports, the hospital’s abortion clinic and maternity service have access to an onsite social worker. 
· When referral to on-site supports is available, access to the support services is often limited and untimely due to insufficient resourcing and high demand. 
· Another contributing factor is variations in EPAS clinic provider protocols. EPAS clinic providers acknowledged that that there is currently no clear, universally followed process for making referrals, leading to variation in how different healthcare professionals handle similar EPAS-related cases. Examples of inconsistencies include unclear referral criteria which leaves room for subjective judgement and variable documentation which makes it difficult to track patient journeys. This is supported by feedback from peak bodies who noted that referrals to psychosocial supports (e.g. mental health supports) often depends on the visibility of patient distress, the decisions and experiences of individual health professionals and the protocols in place. 
A high proportion of EPAS clinics inform primary healthcare providers of outcomes and provide referrals to additional services. It is less common for EPAS clinics to provide transfer of care letters. According to the provider survey, over four-fifths (82%, n=22) of EPAS clinic providers reported that they inform primary healthcare providers of outcomes after a patient is discharged. 82% (n=23) of EPAS clinic provider survey respondents agreed that there are clear referral pathways in and out of their EPAS clinic. However, a slightly lower proportion  (63%, n=17) of EPAS clinics reported that they write referrals to additional healthcare services, including for mental health supports. After a patient is discharged, only half (52%, n=14) of EPAS clinics reported providing transfer of care letters. 
“Apart from some pastoral care that we can give them in their in the acute moment, we tend to refer back to their general practitioners to deal with that in the community.” – EPAS clinic provider
“We provide clinical care, but we don't provide any wrap around care. There's no wrap around service unless you…continue to be pregnant and need a social worker for other reasons.” – EPAS clinic provider
Beyond on-site supports, some EPAS clinic providers refer patients to their GP for a follow-up appointment or NGOs (e.g. Pink Elephant, Bears of Hope, etc.) for support services (e.g. phone counselling, peer support groups, online chat room counselling etc.) and resources, although the frequency of referrals to NGOs are unknown. Regardless of the setting and practitioner, best practice guidelines recommend that psychosocial supports (e.g. mental health supports) should ideally occur with a healthcare professional of the patient’s choice.[endnoteRef:26] [26:  Ectopic pregnancy and miscarriage: diagnosis and initial management. London: National Institute for Health and Care Excellence (NICE); 2023 Aug 23. PMID: 31393678.] 

“In terms of bereavement support and follow-up, yeah, there is nothing.” – EPAS clinic provider
“Protocols for follow-up supports do not exist. The only psychosocial care women have access to after receiving EPAS care is being told to call a helpline such as PANDA or Red Nose, but this puts a lot of the onus on care on the woman instead of being nurtured.” – Researcher
While most EPAS providers follow up with patients after they visit the service, half of follow-ups do not consider both physical and mental health conditions of EPAS patients. Within the provider survey, 89% (n=25) of EPAS clinic providers and 71% (n=79) of EPAS providers in alternative health settings reported to mostly or always follow up with patients after they visit the service. The most common methods of follow-up reported by patients included phone follow-up (81%, n=63), in-person (40%, n=31) and via text message (5%, n=4). However, half of follow-ups do not consider both the physical and mental health conditions of EPAS patients. 56% (n=15) of EPAS clinic providers who responded to the survey noted that they enquire about the patient’s mental health during the provision of follow-up care. This was consistent with the patient survey, where only 25% (n=35) of patients received a follow up focused on both their physical and mental health. 
“After they attend the EPAS clinic, there is no real follow-up.” – NGO stakeholder
It is critical for more standardised and consistent access and approaches to psychosocial supports to be implemented in all health settings, including both EPAS clinics and EPAS providers in alternative health settings. Pregnancy loss can have significant negative psychological impacts on patients and can result in grief, anxiety and depression.[endnoteRef:27],[endnoteRef:28] International and domestic best practice guidelines recommend that EPAS clinics assess patients for psychological risk, refer patients to mental health supports where needed, and provide a timely follow-up appointment.[endnoteRef:29],[endnoteRef:30],[endnoteRef:31] Despite this, referrals to mental health support, even in the case of pregnancy loss, are inconsistent across EPAS clinics.  [27:  Farren, J., Mitchell-Jones, N., Verbakel, J.Y., Timmerman, D., Jalmbrant, M. and Bourne, T., 2018. The psychological impact of early pregnancy loss. Human reproduction update, 24(6), pp.731-749.]  [28:  Farren, J., Mitchell-Jones, N., Verbakel, J.Y., Timmerman, D., Jalmbrant, M. and Bourne, T., 2018. The psychological impact of early pregnancy loss. Human reproduction update, 24(6), pp.731-749.]  [29:  Ibid.]  [30:   NSW Health. Maternity- Management of Early Pregnancy Complications. NSW Government. 2012. Available from: https://www.nslhd.health.nsw.gov.au/Services/Documents/SDDocs/EPAS/EPAS%20POLICY.pdf]  [31:  Ectopic pregnancy and miscarriage: diagnosis and initial management. London: National Institute for Health and Care Excellence (NICE); 2023 Aug 23. PMID: 31393678.] 
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Key Findings
· The models of care adopted by EPAS providers are contingent upon the type of provider, available resources, and jurisdiction- / hospital-specific protocols. 
· EPAS clinics are typically staffed by non-specialist doctors, obstetricians and midwives. 
· There appears to be no structure and consistent education and training mechanisms for health professionals who deliver early pregnancy complication care. Some EPAS clinic providers have proactively developed training and induction resources to support greater consistency in service delivery within their respective clinics. 
This section summarises findings which relate to both EPAS clinics and EPAS in alternative health settings. The findings are drawn from stakeholder consultation, EPAS patient and provider survey analysis and semi-structured EPAS patient interviews, which respond to the following research questions:
· C.1 What are the governance and staffing structures implemented by EPAS clinics?
· C.2 What are the capability and training requirements for EPAS staff members?
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The models of care adopted by EPAS clinic providers vary and are contingent upon the type of provider, available resources and jurisdiction-specific or hospital-specific protocols. EPAS clinics are typically staffed by non-specialist doctors, obstetricians and midwives.
EPAS clinics
There is some variation in staffing composition and models of care across EPAS providers. These variations are driven by differences in resources allocated to EPAS across different hospitals and the adoption of different jurisdiction-specific or hospital-specific protocols. Two common delivery models emerged from consultation:
1. EPAS clinics staffed by junior doctors, with a supervising obstetrician / registrar. Junior doctor(s) are tasked to deliver EPAS. A senior medical professional (a registrar or supervising obstetrician) oversees the delivery of services. Depending on the size and type of hospital, patients may also have access to other specialist health professionals, such as sonographers and gynaecologists. Most EPAS clinics were observed to adopt this model, with 70% (n=23) noting that doctors are involved in the delivery of early pregnancy assessment services. 
2. EPAS clinics led by midwives and/or nurses, with a supervising obstetrician / registrar. This model was observed by some stakeholders to deliver positive patient experiences due to the increased likelihood of patients receiving continuity of care from midwives or nurses and improved access to psychosocial supports such as referrals to mental health supports. In EPAS clinics, 61% (n=20) involve midwives and 39% (n=13) involve nurses in their care delivery models.
Consultation with EPAS providers revealed that the establishment of an EPAS clinic is often driven by a motivated health practitioner. These health practitioners develop the operating model of their EPAS clinic based on best practice examples in other countries (e.g., the United Kingdom) and based on the availability of funding, staffing and infrastructure resources, such as in-house ultrasound machines and blood tests. For example, several EPAS clinic providers described challenges in reliably delivering on-site imaging due to limited availability of ultrasound machines. In many cases, the ultrasound equipment was shared with other hospital departments, which were often prioritised due to perceived greater clinical need. Similarly, the operating hours of many EPAS clinics are based on staffing availability as opposed to the level of demand.  
Please see Appendix E, Section E.2.2 Provider Survey Section B – About Your Workplace (Chart E.22) for further information on EPAS clinic and EPAS providers in alternative settings staffing profiles.
EPAS in alternative health settings
Many patients present with early pregnancy complications to GPs and EDs. In these alternative settings, patients would be supported by healthcare professionals who may not have prior experience and expertise in delivering EPAS. 
In regional, rural and remote areas, it is generally not possible to have dedicated EPAS clinics within local hospitals due to the small birthing population. Instead, EPAS are delivered by EPAS providers in alternative settings (e.g., ED, GPs), and can often rely on locum obstetricians or GPOs with a special interest in early pregnancy to deliver this care to the community. However, this can lead to healthcare professionals without specialisation in early pregnancy complications or knowledge of psychosocial risk assessments (as articulated in guidelines[footnoteRef:4]- see Section 4.1). One rural patient reported in their case study interview that her EPAS appointment was led by a locum OBGYN who struggled to communicate effectively or empathetically regarding the loss of her baby and could not provide health advice specific to early pregnancy (see patient journey map 4 for further details).  [4:  Current guidelines which relate to early pregnancy complications include UK’s NICE guidelines, Queensland Health’s Early Pregnancy Loss Guideline, NSW Health’s Maternity – Management of Early Pregnancy Complications, and RANZCOG’s Miscarriage, Recurrent Miscarriage and Ectopic Pregnancy (C-Gyn 38) Clinics guidelines] 

While most providers deliver EPAS in person, some provide components of care (e.g., initial assessment and triage processes before in-person appointment, follow-up) through telehealth. A virtual model of care is broadly perceived to be beneficial as it increases the accessibility of EPAS services, especially for those who are required to travel long distances to attend an in-person appointment (e.g., people in rural and remote areas). Virtual models of care were supported in stakeholder consultations, with one EPAS provider noting that these could be integrated with online educational resources so patients can understand more about threatened miscarriage symptoms and when it is appropriate to attend a clinic, ED, or GP for further care. 
Staffing structures - EPAS clinics
EPAS providers are staffed by a range of medical professionals, including GPs, ED professionals, nurses, midwives, junior doctors, sonographers, obstetrician gynaecologists and consultants. EPAS clinics typically consist of non-specialist doctors (70%, n=23), obstetricians (64%, n=21) and midwives (61%, n=20). EPAS clinics were less likely to be staffed by a gynaecologist (42%, n=14), nurse practitioner or registered nurse (39%, n=13), or sonographer (27%, n=9). Reflecting the paucity of psychosocial supports among EPAS clinics, no clinics reported having a mental health nurse or midwife, or mental health professional, and only three EPAS clinics reported having a social worker. However, EPAS clinics more commonly reported that the psychosocial needs of patients are met at their service (57% n=16, ‘Agree’ or ‘Strongly Agree’) compared to EPAS providers in alternative settings (50% n=60, ‘Agree’ or ‘Strongly Agree’) potentially reflecting lower levels of experience and expertise delivering early pregnancy complication care among EPAS providers in alternative health settings. 
Staffing structures – EPAS in alternative health settings
EPAS providers who operate in alternative healthcare settings are most commonly led by GPs (54%, n=72). These providers also reported the presence of social workers (15%, n=23), mental health professionals (5%, n=6) and mental health nurses or midwives (3%, n=4). 

Assessment on recommended staffing structure for EPAS providers
Best practice guidelines do not recommend particular staffing arrangements; however, there is some literature suggesting that senior/specialist nurses and midwives supported by sonographers (specialised in obstetrics) and consultants represent the optimal EPAS configuration.[endnoteRef:32],[endnoteRef:33],[endnoteRef:34],[endnoteRef:35] This suggests the staffing model of some EPAS providers is over-reliant on non-specialist doctors and is not consistent with the optimal configuration. EPAS providers noted that non-specialist junior doctors often complete temporary (e.g., six-month) rotations into an EPAS clinic early in their career, due to the perception that early pregnancy complications are not complex or high risk. When combined with a lack of training, these junior doctors are often underprepared to manage complex medical early pregnancy complications and demonstrate limited empathy when engaging with parents experiencing pregnancy complications or loss. For example, several NGOs highlighted instances where health professionals have historically used medical jargon and other insensitive language when describing pregnancy loss (e.g., referring to the pregnancy loss as a “foetus” when the parent had used the word “baby”). As a result, this compounds experiences of grief, confusion, and trauma for parents.  [32:  Memtsa, M., Goodhart, V., Ambler, G., Brocklehurst, P., Keeney, E., Silverio, S., ... & Jurkovic, D. (2020). Variations in the organisation of and outcomes from Early Pregnancy Assessment Units: the VESPA mixed-methods study. Health Services and Delivery Research, 8(46), 1-138.]  [33:  Claringbold L et al, ‘Early pregnancy assessment services in Australia: What psychosocial support is available? A qualitative study’ (2021) 24 Women and Birth 575.]  [34:  Thorstensen, K. A. (2000). Midwifery management of first trimester bleeding and early pregnancy loss. Journal of midwifery & women's health, 45(6), 481-497.]  [35:  Memtsa, M., Goodhart, V., Ambler, G., Brocklehurst, P., Keeney, E., Silverio, S., ... & Jurkovic, D. (2020). Variations in the organisation of and outcomes from Early Pregnancy Assessment Units: the VESPA mixed-methods study. Health Services and Delivery Research, 8(46), 1-138.] 


“Sometimes junior doctors in their first rotation are put into EPAS because it's considered to be a mild medical emergency/ side-effect of pregnancy.” – NGO
“An ultrasound machine might be removed and just taken somewhere where the doctors perceived that it was going to be more use.” – NGO
“Our managers are given a direction that they have to cut resources in certain places. And I feel like EPAS has always been an area that things are cut from. It's not seen as an essential service.” – EPAS clinic provider
Insufficient funding and resourcing were a challenge identified by many EPAS clinics. Many providers noted difficulties in obtaining funding for additional staff and specialist mental health support staff, such as a social worker. Reflecting this, half (50%, n=14) of EPAS clinics who responded to the provider survey disagreed that their clinic was appropriately staffed to meet high demand and deliver high-quality EPAS. Inconsistencies in staffing arrangements across EPAS providers and the reliance on junior doctors reflect both provider resource constraints and varying perceptions on the requisite skills and competencies to deliver EPAS. Several providers noted that it was challenging to acquire additional funding to deliver EPAS-specific supports, as care for early pregnancy complications is broadly perceived not to require significant additional financial and staffing resources. As a result, the delivery of EPAS (across both clinics and alternative health settings) is typically funded through existing funding streams for other related services, such as antenatal and maternity care.
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There appears to be no structured and consistent education and training mechanisms for health professionals who deliver early pregnancy complication care. Some EPAS clinic providers have however proactively developed training and induction resources to support greater consistency in service delivery.
There are overall no significant differences in training approaches within EPAS clinics and EPAS in alternative health settings. Training for healthcare professionals who delivers EPAS in both clinics and alternative health settings mainly occur through ‘on-the-job training’. Current evidence indicates inconsistent levels of access to training in early pregnancy care. Based on the provider survey, 44% (n=61) of EPAS providers agreed that their staff have received appropriate training in psychosocial support and empathetic care capabilities. 
A commonly cited issues among all types of EPAS providers is the lack of formal education and training on EPAS. Education and training specific to delivering EPAS and managing early pregnancy complications are not currently included in the formal university education of doctors, nurses or midwives who deliver these supports.[endnoteRef:36] The inclusion of later-stage pregnancy care as a standard component of formal medical education in Australia results in the healthcare system being structured to support childbirth rather than miscarriage. This approach is in contrast with other jurisdictions, such as the United Kingdom, where early pregnancy competencies are included in curricula.  [36:  Freeman N et al., 2024, Midwives’ and registered nurses’ role and scope of practice in acute early pregnancy care settings in Australia: A qualitative descriptive study, 37 Women and Birth] 

“Pregnancy care was not touched on in my formal training.” – EPAS provider
“A lot of the midwives like feel really alone…they're kind of just thrown in. The support just isn't there for that midwife, and neither is you know that that education.” – EPAS clinic provider
“Our graduate or early career midwives, when they come to work here in our ward, it's their first experience really with early pregnancy.” – EPAS clinic provider
As a result, many junior doctors, nurses and midwives' first exposure to early pregnancy complications is during their initial rotation into an EPAS clinic or EPAS providers in alternative health settings. As there are no official training or education resources developed by a governing body (i.e. Australian government or state and territory health departments) that are consistently leveraged to support the service-wide reliance of ‘on-the-job’ training, this contributes to the inconsistent quality of empathetic care at the initial stage of pregnancy complications and loss and psychosocial supports received from hospitals and health services that deliver EPAS. 
Many EPAS providers noted that ‘on-the-job’ training typically involves a senior consultant demonstrating common early pregnancy complication interventions and overseeing the development of a junior doctor’s ability to provide empathetic care in an EPAS setting. The frequency of guided training is dependent on the availability and capacity of a senior consultant. In some instances, EPAS providers have played a role in upskilling referring health providers. One EPAS provider located in regional Western Australia revealed that their service was working to upskill GPs in their local area to provide EPAS at their practice instead of requiring patients to travel far distances to attend the EPAS clinic. 
  
The reliance on ‘on-the-job’ learning and voluntary training creates inconsistencies in workforce capabilities. Some EPAS clinic providers reported developing their own training resources, including guidelines for clinical care and best practice, including protocols to deliver psychosocial supports, but these are site-specific and not standardised across EPAS clinics or EPAS providers in alternative settings. Some EPAS healthcare professionals stated that they electively sought training through NGOs such as Red Nose. Several EPAS clinic providers have developed their own protocols. For example, the Mater Hospital, along with the Centre for Research Excellence in Stillbirth, publishes resources for clinicians and parents related to care for early pregnancy complications. There is an opportunity to leverage existing protocols and resources to develop a consistent resource that supports the delivery of high-quality EPAS care nationally. 
While most EPAS clinic providers appear to have adopted similar training and induction approaches, the current clinic-driven approach would inevitably lead to variations in content, depth and the currency of training materials. As such, there are benefits to developing more formalised and standardised training resources on EPAS. More consistent and frequent access to training would promote greater consistency, reduce variability in patient experience and fosters a culture of continuous improvement. 
“I was being told by doctors within hospitals that EPAS clinics were seen as just somewhere to place a trainee for a day where there was funding for say, like an ultrasound machine.” – NGO
“Grief training and systematic processes can make such a difference in the recovery of the families that are experiencing an early pregnancy loss” – Patient
“Because I had a history of miscarriage, the nurse who called (to organise an antenatal care appointment) asked ‘are you actually pregnant?’ which was not a great start to the process” – Patient
“We characterise miscarriage as not being life threatening and just being a normal side effect of pregnancy… [parents] see this as the loss of their child, but health practitioners just see it as a pregnancy test that is no longer positive.” – NGO

[bookmark: _Toc207977728]Patient characteristics and experience. 
Key Findings
· EPAS clinics typically experience higher patient volumes (an average of ~29 patients per week) compared to EPAS providers in alternative health settings (an average of ~16 patients per week). These figures are likely an underestimation of actual need for services due to low awareness of EPAS as a service. 
· Women who access EPAS in clinics and alternative health settings are often in their 30s and living in metropolitan areas. This pattern may be driven by the physical location of EPAS providers and may not reflect the full spectrum of need for their services. 
· Patients were made aware of EPAS clinics through a hospital emergency department or their GP. This reinforces the importance of educating health providers about EPAS.
· The services offered by EPAS providers often meet the medical needs of patients. There is overall a gap in the delivery of empathetic care and psychosocial supports to patients who experience early pregnancy complications.
· The delivery of EPAS is overall less tailored to the needs of priority population cohorts due to resource challenges and a perception that EPAS patients from these cohorts do not require tailored supports. 
· The critical factors that influence patient experience and enable the effective delivery of EPAS include (1) rapid access to early pregnancy complication care, (2) empathetic communication skills, (3) consistent access to appropriate psychosocial supports and (4) continuity of care during a particular episode of care. 
This section summarises findings which relate to both EPAS clinics and EPAS in alternative health settings. The developed findings are based  from stakeholder consultation, EPAS patient and provider survey analysis and semi-structured EPAS patient interviews, which respond to the following research questions:
· D.1 How many patients are seen by EPAS clinics in a calendar year?
· D.2 What are the demographic characteristics of patients who access EPAS?
· D.3 How were patients made aware of the services provided by EPAS providers?
· D.4 How accessible are EPAS providers, particularly for people with disability?
· D.5 To what extent do EPAS providers provide culturally safe and suitable services for patients from priority population cohorts, including clients from First Nations, migrant and refugee backgrounds and clients who identify as LGBTQIA+?
· D.6 To what extent are patients satisfied with the services they received from EPAS providers? (e.g., quality of psychosocial supports received, appropriate referrals to other services)? 
· D.7 What are the success factors which enable the effective delivery of EPAS? 
[bookmark: _Toc204023876][bookmark: _Ref204083477][bookmark: _Toc204111794][bookmark: _Toc206508659][bookmark: _Toc206677916][bookmark: _Toc207977732]Patient volumes
While most EPAS providers see between one and 20 patients per week, patient volumes vary by provider type and location. EPAS clinics typically experience higher patient volumes (~29 per week) compared to EPAS providers in alternative health settings (~16 patients per week). This is likely an underestimation of actual need due to low awareness of EPAS more broadly. 
Based on provider survey results, EPAS providers see on average between 1 and 20 patients per week (63%, n=100). More than one-third (38%, n=60) of EPAS providers reported seeing on average 1 to 10 patients in a week (see Chart 6.1). 
[bookmark: _Ref205988909]Chart 6.1: Responses to Provider Survey Question B5 – How many patients, on average, receive early pregnancy assessment services at your healthcare setting or EPAS clinic in a week? (n=159)

Source: Deloitte Access Economics’ survey analysis (2025).
EPAS clinics on average see more patients per week compared to EPAS providers in alternative health settings. EPAS clinics who completed the provider survey on average reported seeing 29 patients per week, compared to EPAS providers in alternative health settings who reported seeing on average 16 patients per week. Most GPs (65%, n=37) reported seeing 10 or fewer patients per week, while maternity, obstetrics or antenatal hospital units showed greater variation – with 41% (n=20) reporting 20 or fewer patients, and 31% (n=15) reporting seeing more than 40 patients weekly.
Patient volumes appear to vary based on the geographic locations of EPAS providers. Metropolitan EPAS providers reported higher patient volumes compared to regional, rural and remote providers. Over one quarter (27%, n=24) of metropolitan EPAS providers see more than 30 patients per week compared to only 11% (n=7) of regional, rural and remote EPAS providers. The majority (55%, n=36) of regional, rural and remote EPAS providers reported seeing on average 1-10 patients a week, compared to one-quarter (26%, n=23) of metropolitan EPAS providers. Higher volume (30+ patients per week) regional, rural and remote EPAS providers were mostly (n=5) located in regional centres (i.e., Modified Monash Model level 2) rather than rural and remote areas, and were either EPAS clinics, or maternity, obstetrics or antenatal hospital units.
Given stakeholder observations of low patient and GP awareness of EPAS (see Sections 4.2 and 6.3), these figures may understate actual demand for EPAS. More systematic data collection on EPAS patient volumes is recommended to support appropriate service planning and resource allocation across services.
[bookmark: _Toc204023877][bookmark: _Toc204111795][bookmark: _Toc206508660][bookmark: _Toc206677917][bookmark: _Toc207977733]Patient demographic characteristics
Women who access EPAS in clinics and alternative health settings are often in their 30s and living in metropolitan areas. This pattern may be driven by the physical location of EPAS providers and may not reflect the full spectrum of need for their services. 
Table 6.1 provides a demographic summary of respondents from the patient survey. There is currently no systematic or consolidated data collected by EPAS clinics or EPAS providers in alternative settings. As a result, it is challenging to develop an accurate systemwide view on patient characteristics and/or priority population service use of EPAS (see Section 6.6). Based on the patient survey, individuals who recently accessed EPAS are:
· Mostly aged between 25 and 39 years old (88%, n=167), with 30 to 34 years as the most common age bracket (44%, n=84). This broadly aligns with AIHW data suggesting 84% of Australian women who gave birth in 2022 were aged between 25 and 39 years old.[endnoteRef:37]  [37:  Australian Institute of Health and Welfare (14 May 2025). Australia’s mothers and babies: Maternal age. Available from: https://www.aihw.gov.au/reports/mothers-babies/australias-mothers-babies/contents/overview-and-demographics/maternal-age] 

· More likely to be born in Australia. Only 13% (n=26) of survey respondents were born overseas, compared with an estimated one-third of Australian births to migrant women.[endnoteRef:38] Migrant/CALD populations are likely to be underrepresented in EPAS due to barriers including language, limited cultural safety, low trust in healthcare and experiences of discrimination.[endnoteRef:39] Language barriers may also have contributed to underrepresentation in the survey – almost all (96%, n=25) of those born overseas reported speaking English ‘Very well’ (highest proficiency), with one respondent reporting speaking English ‘Well’ (second highest proficiency).  [38:  Billett, H., Vazquez Corona, M. & Bohren, M. A. (2022). Women from migrant and refugee backgrounds’ perceptions and experiences of the continuum of maternity care in Australia: A qualitative evidence synthesis. Available from: https://www.sciencedirect.com/science/article/pii/S1871519221001438]  [39:  Billett, H., Vazquez Corona, M. & Bohren, M. A. (2022). Women from migrant and refugee backgrounds’ perceptions and experiences of the continuum of maternity care in Australia: A qualitative evidence synthesis. Available from: https://www.sciencedirect.com/science/article/pii/S1871519221001438] 

· Less likely to have disability. The vast majority of EPAS patients did not report any disability. Of the 10 (5%) of respondents who did report a disability (a limitation, restriction or impairment restricting everyday activity for at least six months), four respondents reported a physical disability, two respondents reported a psychosocial disability, one respondent reported both a physical and a psychosocial disability, one respondent reported autism, and one respondent reported a neurological disability. One respondent reported a disability but did not specify the nature of their condition. Nationally, approximately 9% of women aged between 15 and 44 (considered childbearing age) are living with a disability.[endnoteRef:40] The lower proportion of patients reporting a disability in the survey may reflect underreporting due to stigma or privacy concerns, lower birthing rates,[endnoteRef:41] or limited accessibility and awareness of EPAS amongst people with disability. [40:  Benzie, C., McLachlan, H., Forster, D., & Newton M. (2023). Exploring disability prevalence among childbearing women attending a tertiary maternity service in Melbourne, Australia using an audit and cross-sectional survey. Available from: https://www.sciencedirect.com/science/article/pii/S0266613823001006#bib0001]  [41:  Ransohoff, J., Kumar, P., Flynn, D., & Rubenstein, E. (2023). Reproductive and pregnancy health care for women with intellectual and developmental disabilities: A scoping review. Available from: https://pmc.ncbi.nlm.nih.gov/articles/PMC10119781/] 

· Less likely to identify as LGTBQIA+. According to the patient survey, 3% (n=6) of patients reported identifying as LGBTQIA+. This compares to an estimate of 5% of Australians aged 16 and over who are LGBTQIA+.[endnoteRef:42] LGBTQIA+ people are a low birthing population overall and may therefore be less likely to access pregnancy related services compared to the general population. However, pregnant LGBTQIA+ people are at increased risk of pregnancy complications and thus pregnant people in this cohort may have a greater need for EPAS compared to the general population.[endnoteRef:43] It should be noted that stigma or privacy concerns, and/or limited awareness of EPAS may lead to underreporting of LGBTQIA+ patients in the survey. [42:  Australian Bureau of Statistics (19 December 2024). Estimates and characteristics of LGBTI+ populations in Australia. Available from: https://www.abs.gov.au/statistics/people/people-and-communities/estimates-and-characteristics-lgbti-populations-australia/latest-release]  [43:  Croll, J., Sanapo, L. & Bourjelly, G. (2022). LGBTQ+ individuals and pregnancy outcomes: A commentary. Available from: https://pmc.ncbi.nlm.nih.gov/articles/PMC9540187/] 

[bookmark: _Ref205991758]Table 6.1: Patient survey respondent demographic summary.
	Patient demographic
	Response option
	% of survey respondents
	Number of survey   respondents

	Gender
	Woman or female
	100%
	188

	Age
	20 to 24
	2%
	3

	
	25 to 29
	15%
	28

	
	30 to 34
	44%
	84

	
	35 to 39
	29%
	55

	
	40 to 44
	10%
	19

	Disability
	No limitation, restriction or impairment
	94%
	177

	
	Limitation, restriction or impairment
	5%
	10

	
	Physical
	<1%
	5

	
	Psychosocial
	<1%
	3

	
	Autism
	<1%
	1

	
	Other
	<1%
	1

	
	Prefer not to answer
	<1%
	1

	LGBTQIA+
	No
	97%
	182

	
	Yes
	3%
	6

	Born in Australia
	No
	14%
	26

	
	Yes
	86%
	162

	
	Prefer not to say
	0%
	0

	Self-assessed spoken English proficiency
	Well
	1%
	2

	
	Very well
	99%
	186

	
	Prefer not to say
	0%
	0


Source: Deloitte Access Economics analysis of patient survey.
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Patients were primarily made aware of EPAS clinics through a hospital emergency department or through their GP, reinforcing the importance of educating healthcare providers, as well as patients, about EPAS.
Community awareness of EPAS in both clinics and alternative health settings appear to be broadly low. Stakeholders attribute this to several reasons, including limited public information on EPAS operating hours and referral pathways and instances of outdated EPAS provider websites:
· Less than half (42%, n=61) of patient survey respondents who accessed an EPAS clinic agreed that information about EPAS clinics was easy to find.
· Similarly, less than half (49%, n=32) of patients who accessed EPAS in alternative health settings agreed that they knew where to go to access early pregnancy supports.
· Less than half (43%, n=12) of EPAS clinic provider survey respondents agreed that the inclusion and exclusion criteria to access their EPAS clinic were clear. 
“The awareness of the general public [regarding EPAS clinics] is close to zero.” – NGO
“You're going to have to dig through even if you Google [EPAS clinic], there's no information about. I know they've got an early pregnancy assessment service.” – EPAS provider
In the patient survey, the vast majority of patients reported initially becoming aware of EPAS clinics primarily through either a hospital/ED (48%, n=70) or their GP/other primary healthcare provider (43%, n=62) (see Chart 6.2). Other awareness channels, discussed in consultations, may include social media advertisement, internet search or previous engagement with EPAS.
[bookmark: _Ref205989379]Chart 6.2: Responses to patient survey question B2 – How did you first hear about EPAS providers? (n=145)
Note: Single response permitted. Shown only to EPAS clinic patients i.e. Question A3 = Early Pregnancy Assessment Service (EPAS) Clinic. 
Source: Deloitte Access Economics survey analysis (2025).
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EPAS clinics are generally perceived to be accessible during their operating hours. However, regional, rural and remote patients were more likely to face challenges in accessing timely EPAS care compared to metropolitan patients. 
Accessibility of EPAS clinics
EPAS clinics are generally accessible within their opening hours, which are typically across weekday business hours (see Section 0). Over one third of patients (35%, n=50) reported accessing EPAS clinic care within 24 hours of receiving their referral, and the majority were seen within one week (89%, n=129). One fifth of patients (20%, n=29) reported travelling for less than 15 minutes to access care, and the vast majority had a travel time under one hour (92%, n=134). 
Survey results indicate that regional patients waited longer on average to receive care from an EPAS clinic than metropolitan patients. One quarter (24%, n=6) of regional, rural and remote patients received care within a day of receiving their referral, compared to 34% (n=26) of metropolitan patients. Furthermore, regional, rural and remote patients may experience longer travel times to access an EPAS clinic, with 24% (n=6) of these patients travelling for 1-2 hours to access an EPAS clinic (compared to metropolitan patients who reported much shorter travel times – none travelled for more than an hour to access EPAS). One rural patient reported via patient case study (see Section 7.3 Patient 4) that they were required to travel 110km each way to attend an EPAS clinic appointment, and due to medical management of their miscarriage, needed to spend three days actively miscarrying in their local ED as they lived over two hours from the nearest hospital capable of managing a miscarriage. 
Despite reporting longer wait and travel times to EPAS clinics, regional, rural and remote patients indicated similar levels of satisfaction to metropolitan patients. Over half (56%) of both metropolitan (n=57) and regional, rural and remote (n=14) patient cohorts felt satisfied with the length of time taken to be seen by an EPAS clinic, and less than a third (31% (n=32) of metropolitan patients and 32% (n=8) of regional, rural and remote patients felt dissatisfied. Similarly, four in five (80%, n=20) regional, rural and remote patients agreed that the EPAS clinic was located a reasonable distance from their home, compared to 77% (n=77) of metropolitan patients. This may reflect differences in expectations around receiving care based on regionality, where regional, rural and remote patients anticipate delays due to factoring in travel and wait times.
There was limited feedback on the experiences of patients with disabilities in accessing EPAS. The patient survey captured a small proportion of patients (5%, n=10) who reported a disability, and comments from these survey respondents were more focused on EPAS experience (see section 6.5) than perceived accessibility.
Accessibility of EPAS providers in alternative health settings
As there are fewer standalone EPAS clinics in regional, rural and remote Australia, patients experiencing early pregnancy complications are more likely to seek care in alternative settings, such as in EDs, through GPs, or in maternity and gynaecology services within regional hospitals. More than half of regional, rural and remote patient survey respondents (53%, n=28) accessed EPAS care through EPAS providers in alternative health settings only. Regional, rural and remote patients appear to seek care at other hospital units, which are generally more tailored to patients who are experiencing late pregnancy, childbirth or post-partum.
“I haven't heard of any [EPAS clinics] happening in regional and remote … as far as I understand, those women would be going to either local emergency departments or urgent care clinics, depending on what's available to them and what they need at the time. I assume GPs are managing a lot of that care as well.” – Professional body
Patient satisfaction with EPAS providers in alternative health settings was overall lower. This is due to feedback on longer wait and travel times to access care. 42% (n=28) of respondents felt satisfied with the time taken to be seen by a health professional, and 61% (n=40) agreed that the location of the EPAS service was a reasonable distance from their home. These results suggest patients experience longer waiting times in alternative health settings such as EDs, compared to EPAS clinics. This was validated by stakeholders, who shared instances of patients waiting many hours to receive EPAS in ED settings. 
Opportunities to improve EPAS accessibility
EPAS accessibility could be increased through alternative models of care (e.g., virtual), community-specific outreach activities, access to culturally safe supports (e.g., Aboriginal Liaison Officer) and translation services (see Section 6.6). Virtual care models could see non-acute EPAS provided via telehealth, allowing for earlier patient triage, and, where possible, safe management of pregnancy loss at home rather than in an ED. The ED was noted to be an inappropriate space for delivery of pregnancy loss care due to a lack of discrete waiting areas, lack of psychosocial supports and a generally disruptive environment (see Section 4.1).
“The telehealth component is an interesting option because coming in physically to see someone these days can be challenging, especially as we talked about the regional areas…having those options of speaking to someone online or that vitally helps. …we are launching a virtual women's health clinic in a couple of months.” – Government stakeholder
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The services offered by EPAS providers often meet the medical needs of patients, depending on the availability of staff and equipment. There is overall a gap in the delivery of empathetic care as well as psychosocial supports to patients experiencing early pregnancy complications.
Medical care
The quality of medical care delivered by EPAS providers broadly meets the needs of patients, with 64% of patient survey respondents reported feeling either mostly or always feeling confident in the safety of their treatment and care. Most patients reported receiving key early pregnancy services, including consultation/assessment (81%, n=170) and ultrasound (76%, n=159). However, some patient survey respondents specific instances of not receiving the services they needed, or experiencing delayed care due to the limited operating hours of EPAS clinics (see Section 0) and unavailability of ultrasound equipment (see Section 4.1). Additionally, pain relief during medical or surgical termination of pregnancy did not always meet patients’ needs, with one in three (33%, n=9) reporting it was never, rarely, or only sometimes adequate.
Empathetic care
Empathetic care is related to but distinct from psychosocial supports. It is defined as the delivery of respectful, compassionate, holistic and culturally sensitive care from health professional to patient during acute care. 
Empathetic care is central to quality service delivery and differs from psychosocial supports in that it relates to the manner and approach of care delivery, rather than to provision of specific community-based support services.
Most of the feedback in this national audit, however, focused on gaps in empathetic care. A lack of empathetic care from staff is a key factor contributing to a poorer care experience for EPAS patients, particularly amongst those who experience miscarriage. Patients who experienced miscarriage were less likely to rate their overall EPAS experience as ‘good’ or ‘very good’ (57%, n=94), compared to those who had a termination of pregnancy (82%, n=22) and those who carried to term (83%, n=15). Additionally, from the EPAS patient survey:
· Nearly half (45%, n=73) of miscarriage patients ‘never’, ‘rarely’ or ‘sometimes’ felt their individual needs were met, compared to 22% (n=6) of those who had a pregnancy termination, and 17% (n=3) who carried to term. 
· Nearly half (43%, n=71) of miscarriage patients ‘never’ rarely’ or ‘sometimes’ felt cared for, compared to 22% (n=6) of those who had a pregnancy termination, and 22% (n=4) who carried to term.
· One third (34%, n=55) of miscarriage patients ‘never’, rarely’ or ‘sometimes’ felt sufficiently informed about their treatment and care, compared to 19% (n=5) of those who had a pregnancy termination and 11% (n=2) who carried to term. 
· The most common reason patients reported experiencing unfair treatment was due to a lack of sensitivity from staff toward pregnancy loss (reported via open text response).
It should be noted that a majority of patient survey respondents (86%, n=164) reported experiencing miscarriage, and so the sample size is small for other outcomes including termination of pregnancy (14%, n=27) and carrying to term (10%, n=18). Some respondents also had more than one outcome across successive pregnancies.
Many patients feel that their upset or distress at potential pregnancy loss is overlooked, that staff do not take them seriously, or that they were pressured into decision-making despite experiencing extreme distress or seeking further information. For instance, one patient interviewee (see Section 7.3 patient 6) recalled having her preferred choice of surgical miscarriage management denied and instead being pressured to accept medical management. These anecdotal examples indicate how approaches to service delivery could potentially exacerbate the distress and trauma experienced by patients.
Psychosocial supports
While there is currently no consistent definition for psychosocial supports in an early pregnancy context, the term generally refers to non-clinical and recovery-oriented services delivered in the community and tailored to individual needs. It is recognised that these supports can encompass a range of services, designed to meet specific needs. 
Early pregnancy loss, such as miscarriage, can cause significant psychological morbidity, [endnoteRef:44] and timely and appropriate support at the time of loss can greatly improve patient psychological outcomes.[endnoteRef:45] Structured psychosocial supports, including information on or referral to mental health supports (including supports such as phone counselling and peer support groups offered by NGOs) and follow-up inquiring about patient mental health, are not consistently provided to patients. Fewer than half of patients (38%, n=79) reported receiving information on accessing additional supports, such as leaflets, and only 11% (n=22) of patients reported being referred on to additional supports, including for mental health. Furthermore, a lower share (24%, n=48) of patients reported receiving a follow-up focusing on their mental health in addition to physical health (see Section 4.3). [44:  Australian Institute of Health and Welfare. Australia’s Mothers and babies 2016- in brief. 2018. Cat. no. PER 97. Canberra: AIHW.]  [45:  Séjourné, N., Callahan, S., & Chabrol, H. (2010). Support following miscarriage: what women want. Journal of Reproductive and Infant Psychology, 28(4), 403–411. https://doi.org/10.1080/02646830903487375] 

The provision of more empathetic and sensitive care during pregnancy complications, with appropriate and structured post-care mental health psychosocial supports, is thus key to improving EPAS patient experience. This may be supported through staff training (see Section 5.2), and the implementation of national EPAS guidelines (see Section 8.1).
“We provide clinical care, but we don't provide any wrap around care. There's no wrap around service unless you…continue to be pregnant and need a social worker for other reasons.” – EPAS provider
“For a lot of women and families that have come through feeling as though their clinical care was good, but sometimes the other aspects of that care [such as] their emotional wellbeing and referral to other services are lacking.” – NGO
“Women are wanting more care, bereavement care, counselling… But if we could do, say, follow-up appointments with bereavement and potentially counselling, that would be really appreciated by women.”      – EPAS clinic provider
Patient awareness of pregnancy complications
Patient experience may also be impacted by low awareness of the prevalence of early pregnancy complications. This is a particular challenge given the often sudden and unexpected nature of these complications. Patients’ knowledge gap around early pregnancy complications can result from:
· health practitioners not adequately informing patients about the risks of early pregnancy complications and loss, for instance during family planning consultations with GPs,
· pregnant people having limited contact with health services in the early stages of their pregnancy, and
· in some cases, significant stigma in discussing issues related to miscarriage and other early pregnancy complications due to shame and other religious/cultural-related reasons.
As a result, when bleeding or pain occurs, many pregnant individuals are shocked and may, in some instances, experience significant distress. Improving awareness around pregnancy loss and associated complications may empower patients to seek timely care, make informed decisions, and ultimately have a more supported care experience.
“So we say to people congratulations, you're pregnant. But we don't say, [during the] first appointment when the pregnancy is confirmed, do you know there is a chance that you may have a miscarriage?”  – EPAS clinic provider

“Women get often very anxious, and they don't really feel like they have much support. Especially, you know, if they don't know what's going on in their own body and they don't actually know what to do.”  – Government
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The delivery of EPAS is overall less tailored to the needs of priority population cohorts due to resource challenges and a perception that EPAS patients from these cohorts do not require tailored supports. 
Overall, there is a lack of systematic, tailored EPAS supports delivered to priority populations including First Nations peoples, LGBTQIA+ people, CALD and recent migrants, and people with a disability. This is observed across both EPAS clinics and EPAS providers in alternative health settings. Some health providers acknowledged the gap in delivering tailored supports but noted resource constraints to enable the delivery of tailored supports to priority population cohorts. As a result, the key actions taken by these providers to deliver tailored care may not cover the full spectrum of need– for example, a few EPAS clinic providers state that they facilitate access to interpretation services for EPAS patients who are culturally and linguistically diverse. 
All EPAS providers who were consulted shared that they strive to meet the unique needs of all their patients, including those from priority groups; as such, they do not see the need for specific protocols for patients from diverse backgrounds and/or with additional needs. 
“Like all the marginalised populations, we haven't even come anywhere near addressing any of their needs” – NGO
Tailored supports for First Nations people are most commonly provided by consulted EPAS clinic providers. This may reflect existing investment in health system services. For example, a EPAS clinic provider shared that patients are required to fill out a form, which asks if they identify as an Aboriginal and/or Torres Strait Islander person. If they do identify as such, they are asked whether they would like the support of an Aboriginal Liaison Officer. However, services tailored for First Nations people are more likely to be available in areas with large First Nations populations.
The delivery of tailored supports to priority populations should be centred on culturally safe care, which aims to make these cohorts feel included, empowered and informed when receiving care for early pregnancy complications. It should include: 
· outreach and/or promotional activities to improve awareness and health literacy around early pregnancy,
· training for healthcare professionals on providing culturally sensitive care for early pregnancy complications, 
· translation services for CALD populations, First Nations people and recent migrants and refugees,
· understanding of and respect for diverse cultural and religious perspectives on pregnancy loss, including differing beliefs, practices, and the potential for stigma or shame,
· plain English and culturally sensitive resources for patients – for example, pamphlets that include inclusive language and information specific to LGBTQIA+ patients, and
· research into the specific needs of different priority groups in relation to early pregnancy complications.
In the provider survey, EPAS providers who operate in areas with a high proportion of priority population cohorts generally felt they could deliver appropriate and high-quality support to these groups. Of the six provider survey respondents who reported that First Nations people made up at least 30% of their EPAS patients, five services felt ‘Highly confident’ in providing appropriate care for early pregnancy complications to First Nations patients, while one felt ‘Not confident’. From providers who reported at least 30% of patients with a CALD background, 64% (n=7) felt ‘Highly confident’ in providing appropriate care to CALD patients, compared to the remaining 36% (n=4) who felt ‘Somewhat confident’.
The providers’ perceived confidence in delivering appropriate tailored care contrasts with patient survey results. In the patient survey, some patients from priority cohorts indicated receiving unfair treatment when accessing EPAS:
· One in five people (20%, n=1) who reported a physical disability reported experiencing unfair treatment due to a physical condition.
· One in three people (33%, n=1) who reported a psychosocial disability reported experiencing unfair treatment due to a mental health condition.
· One in six people (17%, n=1) who reported identifying as LGBTQIA+ reported experiencing unfair treatment due to their sexual orientation, as well as due to their gender identity.
· One in two people (50%, n=1) who reported speaking English ‘well’ (rather than ‘very well’ as the highest proficiency option) also reported experiencing unfair treatment due to their English language proficiency.
It should be noted that the patient survey sample sizes of patients from priority populations are small and thus may not be representative of the priority population EPAS patient cohort. However, this feedback aligns with the perspectives of many NGOs who reported discrete examples of priority populations receiving unfair treatment and having negative patient experiences when accessing EPAS.
[bookmark: _Toc199314973][bookmark: _Ref199315378][bookmark: _Toc204329270]The support needs of priority groups around early pregnancy complications are varied and complex. A lack of tailored supports may mean that patients are less likely to receive culturally appropriate care in some health settings that do not have jurisdiction, and/or hospital-specific protocols in this area. Table 6.2 summarises the unique needs and supports provided to priority groups.
[bookmark: _Ref206429768][bookmark: _Ref206078885]Table 6.2: Priority group needs and services available
	Priority group
	What supports are needed?
	What supports are available?

	First Nations
	· In-person outreach activities, such as hosting yarning circles. First Nations peoples typically access trusted healthcare services through word-of-mouth within their community.
· Access to pregnancy care in community (where possible) to reduce geographical and financial burdens related to accessing care. 
· Availability of collection kits to enable patients who miscarry to bury their foetus on Country.
· First Nations-led EPAS, under a midwifery-led model of care. 
· Sensitivity to stigma around early pregnancy loss and/or hesitation to use an Aboriginal Liaison Officer. The patient may not want their community to know they’ve had a miscarriage.
	· The following supports are offered by some EPAS providers:
· Aboriginal Liaison Officers 
· Translation services
· Resources (e.g., flyers, pamphlets, guides) tailored to First Nations communities (e.g., PANDA, COPE, Red Nose)
· Rural and remote outreach services (e.g., travelling obstetrician) 
· Telehealth services
· First Nations-led community health organisations (e.g., South Coast Women’s Health and Wellbeing Aboriginal Corporation Waminda) 

	LGBTQIA+
	· Resources to increase pregnancy literacy for individuals who identify as LGBTQIA+ 
· Inclusive language and pronouns (e.g., ‘pregnant person’ instead of ‘pregnant woman') from healthcare professionals to ensure diverse identities and relationships are recognised and respected.
· The needs of non-birthing parents in lesbian couples should be considered, especially if they have experienced a previous miscarriage.
	· Limited specific tailored supports for people identifying as LGBTQIA+
· The use of inclusive language is ad hoc and depends on the knowledge and understanding of individual healthcare professionals.
· There is overall limited collaboration between EPAS providers and LGBTQIA+ NGOs.

	CALD and recent migrants (including refugees)
	· Interpreter services as well as translated resources for patients with low English proficiency. Relying on a family member for interpretation and translation may result in inaccurate translation and/or coercion.
· Sensitivity to stigma and differing cultural practices around early pregnancy loss. 
· Financial assistance to improve EPAS affordability for migrants who cannot access Medicare, and, where available, identification of EPAS that do not require Medicare.
· Resources to increase literacy on early pregnancy complications and the Australian healthcare system.
· More research is needed to understand the specific needs of different cultural groups related to early pregnancy complications.
	· The availability and quality of interpretation services (e.g., phone or in-person) vary by provider. High-quality interpretation services are more likely for common languages and among EPAS within a tertiary hospital. 
· 61% (n=72) of EPAS providers in alternative health settings reported easy and convenient access to translation and interpretation services.
· While translated EPAS materials have been released by NGOs (e.g., PANDA, COPE, Red Nose), there is little evidence that these are widely circulated to EPAS providers and, subsequently, to patients. 

	People with disability
	· Patients with physical disabilities may require pain or other management related to their condition during early pregnancy procedures. One patient survey respondent with a chronic pain disability expressed not being taken seriously by staff when they requested pain relief that met their needs.
· Patients with a psychosocial disability may experience heightened symptoms when accessing EPAS, and thus require sensitivity and understanding. One patient survey respondent with severe anxiety expressed being made to feel they were overreacting when experiencing pregnancy loss because of their mental health condition.
	· Some EPAS providers will adhere to general hospital-specific protocols and guidance about supporting people with disability (e.g., providing access to a social worker or Disability Liaison Officer). 



First Nations
“In some cases, you may find that Aboriginal and Torres Strait Islander women may have earlier access because of the investment in First Nations services and the focus on that.” – Government
“We have Aboriginal health workers who work within the hospital, so we might use those staff members to sit in on, consult, and see if our patients wish to. We have translators for the various dialects within our regions.” – EPAS clinic provider
“For Indigenous mums and Indigenous families, we don't have any particular pathways for them that are any different to anyone else.” – EPAS clinic provider
“Also, there are issues around, like you know, we return our pregnancy tissue to the country to be buried, and often they're not offered that opportunity where they've had a loss or a D&C.” – NGO
LGBTQIA+
“Falling pregnant is a long journey for queer people, it is also often an isolating journey. They might not have a great connection to their biological family, they may be the first of their friend group to have a baby.” – NGO
“And pronouns are really problematic in maternity spaces. It's quite a battle even to just refer to people as pregnant people rather than as women. And so it’s a very difficult conversation to have with maternity care providers.” – Professional body
“… they're not necessarily set up for anyone other than a cisgendered, heterosexual woman walking into those spaces. They don't look like welcoming spaces to people who are non-binary and for trans men.” – NGO
CALD/Recent migrants and refugees
“We absolutely do need to do a lot more basic research on this, because there's also evidence of different physical ways of coping and different sort of practices around reproduction. We really don't know.” – NGO
“Mothers from non-English speaking countries generally will attend antenatal care later on… than Australian-born women. Has a lot to do with the cost of pregnancy care and also lack of access to information and education.” – NGO
People with disability
“Similar to kind of all pregnancy care, I don't think that we receive adequate training in looking after people with disabilities. I think in general, it's if they're physically able… they fall into one box and if they're physically incapable… then they fall into a different box.” – Professional body
[bookmark: _Ref203989511][bookmark: _Toc204023881][bookmark: _Toc204111799][bookmark: _Toc206508665][bookmark: _Toc206677922][bookmark: _Toc207977738][bookmark: _Ref203574896]Success factors
The critical factors that influence patient experience and enable the effective delivery of EPAS include (1) rapid access to early pregnancy complication care, (2) empathetic communication skills, (3) consistent access to appropriate psychosocial supports and (4) continuity of care during a particular episode of care. 
Four key success factors have been identified as contributing to the effective delivery of EPAS:
Rapid access to EPAS. 
The timeliness and accessibility of care is important for patients who experience early pregnancy complications. The ability to receive timely point-of-care ultrasound services by a qualified health professional (e.g., sonographer) is particularly valued by patients as it enables them to receive an assessment on the viability of their pregnancy. A number of patients reported in consultations that they were encouraged to attend private ultrasound and imaging appointments outside an EPAS clinic’s hospital network. This extended wait times for care and added additional emotional and financial burden, as not all private facilities offer bulk billing. The patients’ preferred delivery model would be for EPAS clinics to adopt a “one-stop-shop” for all aspects of early pregnancy assessment services such as ultrasound and pathology services.
There was broad stakeholder consensus that EPAS clinics would provide a better patient experience to non-acute patients experiencing early pregnancy complications compared to other health settings that do not have an explicit focus on EPAS. NGOs and professional bodies noted that since many early pregnancy complications (e.g., miscarriages) are typically non-complex and non-acute, patients are often deprioritised in other health settings, such as the ED. This was validated in patient interviews, with many who attended ED to receive EPAS reporting extended wait times, and a lack of tailored early pregnancy supports. Approaches to miscarriage care appear to differ between EDs, with some patients triaged in the general waiting area, and others fast-tracked to a private room with specialised midwifery and social support workers. 
“Patients like to be able to get information straight away at a one-stop shop. We get positive feedback.” – EPAS provider
“Point-of-care ultrasound should be available across the country.” – EPAS clinic provider
Empathetic communication skills and access to psychosocial supports. 
Empathy and the feeling of “being heard” are among the most critical aspects of care for patients accessing EPAS. Patients noted that it is important for healthcare professionals to acknowledge and validate the physical and emotional impact of early pregnancy loss or complications. A healthcare professional’s empathy can help patients feel understood and supported, which leads to a more positive overall experience. During patient interviews, the delivery of care for early pregnancy complications without empathy and compassion was a recurring theme that substantially affected patient satisfaction, regardless of the perceived quality of medical care received. Stakeholders and patients also raised the importance of language, including an acknowledgement of loss and mirroring of the language of the patient (e.g., if the patient says ‘baby’ rather than ‘foetus’, so should the healthcare practitioner). 
It is equally important for EPAS healthcare professionals to support patients’ access to appropriate psychosocial supports following pregnancy complications which are tailored to individual needs and circumstance. Clear communication, trust-based interactions, and patient involvement in decision-making are critical. Many patients felt overwhelmed when receiving information related to early pregnancy complications. According to best-practice guidelines on psychosocial supports, including those produced by Queensland Health, EPAS clinics should ensure clear communication by:
offering and/or facilitating the presence of a support person,
ensuring all parents are present at discussions, and
providing written and verbal information (e.g., leaflets, web addresses and helpline numbers).[endnoteRef:46],[endnoteRef:47] [46:  Claringbold, L., Bilardi, J., & Temple-Smith, M. (2021). Early Pregnancy Assessment Services in Australia: What psychosocial support is available? A qualitative study. Women and Birth, 34(6), e575-e583.]  [47:  Queensland Clinical Guidelines. Early pregnancy loss. Guideline No. MN22.29-V7-R27 Queensland Health. 2022. Available from: http://www.health.qld.gov.au/qc] 

Consistent feedback was received in patient interviews regarding the need for healthcare professionals who deliver EPAS to adopt a more consistent approach in facilitating referrals to mental health services and emotional and bereavement support services, such as Pink Elephant and Red Nose. Those who received these referrals noted they found it easier to recover emotionally from their loss. 
“It’s not the responsibility of the medical team to support someone’s grief. It is, however, the responsibility of the medical team to ensure that their grief is supported in some way” – Patient
“I interviewed like, hundreds of people about their experiences … and what kept coming up was, you know, examples of people who'd call an EPAS and the EPAS clinic was just not equipped to handle their cases with any empathy or kindness that is necessary under the circumstances.” – NGO
“There are some occasional stories that do come up where women are feeling heard, they're feeling understood, they're feeling that empathy, the clinicians are ticking all the right boxes.” – NGO
Continuity of care. 
Having an assigned health professional (e.g., midwife) to provide high quality continuity of care throughout an episode of early pregnancy complication is the patients’ perceived optimal staffing model for the delivery of EPAS. This reduces instances of other health professionals, such as ED physicians, delivering EPAS to people who experience early pregnancy complications. Stakeholders noted that ED staff often do not have the required capabilities to deliver sensitive care and sufficient psychological supports, and that the ED is not an appropriate space to deliver care for early pregnancy complications due to the lack of privacy and disruptive environment. 
Additionally, patient follow-up care is essential for continuity of care during an early pregnancy complication episode and contributes to effective EPAS delivery. Provider survey respondents noted that follow-up is most commonly performed via phone or text, but only a minority include a mental health check as standard during this process (see Section 4.3 Referral from EPAS to other services for statistics on patient follow-up). During case study interviews, some patients shared they either didn’t receive any follow-up care (25%, n=2) or that this care didn’t include any mental or emotional health support (37%, n=3). A lack of follow-up care has been found to leave people feeling emotionally isolated and unsupported.[endnoteRef:48] The follow-up should focus on the emotional state of the patient, as well as their physical health.[endnoteRef:49] While referral to additional services and supports is crucial to support a patient’s wellbeing (see Section 4.3 Referral from EPAS to other services), some patients reported in their interviews that they were automatically enrolled in their hospital’s maternity service after experiencing a miscarriage and receiving care from an EPAS clinic. There is a need for clear communication between EPAS clinics and hospital maternity services when a patient attends and has experienced a miscarriage to avoid further distress and trauma.   [48:  Due, C., Obst, K., Riggs, D. W., & Collins, C. (2018). Australian heterosexual women’s experiences of healthcare provision following a pregnancy loss. Women and Birth, 31(4), 331-338.]  [49:  Due, C., Obst, K., Riggs, D. W., & Collins, C. (2018). Australian heterosexual women’s experiences of healthcare provision following a pregnancy loss. Women and Birth, 31(4), 331-338.] 

Access to appropriate physical infrastructure and ultrasound facilities. 
Discrete waiting rooms and a clear physical separation between EPAS and maternity services are especially important for patient experience. Patients who attended EPAS clinics adjacent to hospital maternity services recalled feeling distressed while in a shared waiting room amongst visibly pregnant people.
Further, patients reported that some EPAS clinics did not have a dedicated ultrasound machine or sonographer available to perform scans, resulting in the need to attend private ultrasound appointments. This detracted from patient experience by extending wait times for treatment and adding a financial burden.  
“One of the most common issues is patients who are waiting with a threatened miscarriage in a waiting room for an ultrasound with people who are heavily pregnant. Again, incredibly traumatic.” – NGO 

“We still hear this one as a major trigger for trauma is sitting in a waiting room next to a pregnant woman.” – NGO 


[bookmark: _Ref206506140][bookmark: _Toc207977739]Patient journey maps.
This section details nine different EPAS experiences from eight patients across Australia. 
[bookmark: _Toc204023886][bookmark: _Toc204111804][bookmark: _Toc206508669][bookmark: _Toc206677926][bookmark: _Toc207977740]Purpose of patient journey maps
These journey maps have been developed following eight semi-structured interviews with patients who had accessed EPAS since the beginning of January 2023. The purpose of these journey maps is to delineate the common steps a patient will follow when seeking care for complications experienced during early pregnancy, understand the unique perspectives of those accessing care from different EPAS providers, and highlight what factors might influence a positive or negative EPAS experience. The case study methodology and selection criteria are provided in Section 2.2 Data Sources - Patient Journey Maps. 
[bookmark: _Toc204023888][bookmark: _Toc204111805][bookmark: _Toc206508670][bookmark: _Toc206677927][bookmark: _Toc207977741]Structure of the case studies
Each case study adopts a consistent structure and are written from the perspective of the patient being interviewed. The case study is structured to include information on the patients’ demographic background, the primary EPAS type where care was received (i.e., EPAS clinic or EPAS in alternative health setting), a thematic overview of the patient journey, and a detailed account of their personal story which is broken into three key care phases and a final summary of their experience. 
The thematic overview summarises the most common pathway for a patient to access EPAS. Key stakeholders are identified at each step in this pathway. These stakeholders are either those who the patient engaged with directly (i.e. for assessment, diagnosis and treatment), or those who should be responsible for the provision of this care in instances where it may not have been received (i.e. for counselling, support and referrals). An emotive visual has also been included in this section to communicate the patients overall experience during each step. The meaning of these ‘experience’ visual aids are as follows:
· Green – the patient had a positive experience and/or was happy with the quality of care provided
· Yellow – the patient had an average or neutral experience, there may have been elements of the care provided which they were happy with, and others which they weren’t happy with
· Red – the patient had a negative experience and/or was unhappy with the quality of care provided 
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The detailed account of each patient’s story has been broken into three key phases of care, covering the entire EPAS journey. 
Initial engagement:
· Determination of need – why did the patient require EPAS (may be self-determined)?
· Referral – who referred the patient to an EPAS provider (may be self-referred)?
· Preparation – was the patient required to gather any information (i.e. scans, blood tests) or take particular action prior to their EPAS appointment? 
EPAS experience: 
· Check-in & wait – was there a discreet waiting area for the patient if attending an EPAS clinic, or was there an extended wait time to get an appointment (i.e. more than 48 hours)?
· Assessment & diagnosis – what healthcare provider assessed and diagnosed their condition, and which healthcare setting did this occur in? 
· Treatment & management – what management option did the patient elect to manage their early pregnancy outcome? Did they return for additional treatment or attend a different healthcare provider to receive this?
· Counselling and support – was the patient offered any mental health support during their EPAS experience and/or receive care in a way which was sensitive to their psychosocial needs? 
Post service care:
· Follow-up – did the patient receive any follow-up care (could be in-person or via telehealth), and did this focus physical and/or mental wellbeing?
· Referral – was the patient referred on to additional psychosocial support services and resources such as Pink Elephants or Red Nose? 
· Self-management – how did the patient manage their mental health and wellbeing? 
Final thoughts are provided at the end of each case study, which reflects what the patient detailed as an opportunity for improvement in how EPAS could better meet their needs. 
9
[bookmark: _Ref204007206][bookmark: _Toc204023889][bookmark: _Toc204111806][bookmark: _Toc206508671][bookmark: _Toc206677928][bookmark: _Toc207977742]Patient case studies
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Initial engagement: The patient presented to her sonographer for a 12-week gestational scan following a successful IVF implantation. The baby’s heartbeat was not progressing as expected, and unfortunately, this news was not delivered in an empathetic or professional way. From attending EPAS for previous miscarried pregnancies, the patient self-referred to the service. This EPAS provider has an integrated Infant Loss Support Service (ILSS) with a dedicated bereavement midwife who the patient had previously engaged with, so emotional support was provided during preparation and re-entry to the EPAS clinic, which created a more positive experience for the patient. 
EPAS experience: Having received care for previous miscarriages via this EPAS clinic, the patient was triaged and assessed almost immediately. The patient noted that her short time in the waiting room was distressing as she was seated alongside visibly pregnant women. However, it was acknowledged that not all services have the capacity to designate a separate waiting area for those who are actively miscarrying. Once seen by the EPAS clinicians, an additional scan was performed to confirm the active miscarriage. This news was delivered to the patient in an empathetic and supportive manner, with options for next steps clearly laid out. The patient chose to proceed with a D&C, which was performed by the OBGYN alongside further testing for the baby to help determine possible causes of this miscarriage. Subsequent support and counselling were provided via the ILSS, with the midwife providing a consistent point of support to guide the patient through her infant loss. The patient noted that she was very satisfied with the quality of medical care and emotional support she received during her visit to the EPAS clinic. 

Post service care: Following her D&C procedure the patient continued to have her blood and hormone levels monitored, receiving a call on day three from the EPAS clinic to check on her wellbeing and health presentations, and to transition her back into the care of her GP. However, the patient felt that this follow-up did not provide an adequate level of mental and emotional support required during this difficult time. As the patient was previously referred to and enrolled within the ILSS program, she received a home visit from the ILSS midwife, which was noted to be a positive experience and highly impactful for her physical, mental, and emotional recovery. 
Final thoughts: Overall, the patient was satisfied with the timeliness and quality of clinical care received, as well as the mental health and emotional supports available during her miscarriage. However, there is no long-term support system in place for bereaved parents, and this was identified as a significant gap in the overall EPAS experience during the patient’s self-management phase. Additionally, sonographer training for the empathetic delivery of news regarding a miscarriage would have resulted in better patient satisfaction.
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Initial engagement: The patient experienced cramping and bleeding at 8 weeks’ gestation, and after calling the hospital, she was pleased to receive advice about seeing their GP for referral to the EPAS clinic. The patient was aware of EPAS from attendance during previous pregnancies, which she noted were positive experiences, and from social media advertising. Unfortunately, the patient’s regular GP was booked for over two weeks, so she decided to attend an out-of-hours GP. While waiting for this appointment, the GP staff encouraged the patient to attend the ED instead, which the patient’s partner declined, as this would have been a very traumatic experience while actively miscarrying. After seeing the GP and receiving a referral, the EPAS clinic called the next day, advising that no sonographers were available, and a private imaging appointment was required, with results to be returned to the EPAS clinic. This was very distressing for the patient, and fortunately, her partner was able to call around and arrange an ultrasound appointment for the following morning. 
EPAS experience: When attending the private imaging clinic, the patient was seen to by a foetal medical specialist, who confirmed the miscarriage in an empathetic manner while providing information pamphlets on next steps, discussing expectant management options, and referring the patient to Pink Elephants which was greatly appreciated. The patient felt supported and heard through this phase of treatment. Results from the ultrasound were sent to the EPAS clinic, who then arranged hCG blood testing. The EPAS clinic called to relay her hCG results after each test, and the patient noted that more than once this information was left via voicemail which she found alarming and impersonal. Once her hCG levels reached zero, the patient was discharged having received no in-person consultation or care. 

Post service care: Unfortunately, the patient’s engagement with EPAS resulted in an automatic enrolment to the hospital maternity service, and she received a call from the hospital offering a place in the continuity midwifery service. The patient had to explain she had miscarried which was retraumatising, however the midwife provided exceptional support and reassurance by liaising with the maternity service doctor about the heavy bleeding she was experiencing. The patient received no follow-up on physical or mental wellbeing by the EPAS clinic. Subsequent care was provided by the patient’s regular GP who referred her on for another ultrasound to ensure the miscarriage was complete. During this appointment, the patient was asked when she had given birth as the technician had not read the report prior to consultation, causing more distress for the patient as she had to explain she had experienced a miscarriage. The patient reported a significant decline in her mental health following their miscarriage, but fortunately had access to a psychologist for additional long-term support. 
Final thoughts: Overall, the patient was not satisfied with the quality of care she received throughout her EPAS journey, and stated this experience deeply affected her. She noted this could be improved with the provision of empathetic care, information on what to expect during a miscarriage, and being linked to support services throughout her clinical journey. 
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Initial engagement: The patient had experienced a recent chemical pregnancy, and after being referred for testing and public fertility support, she fell pregnant again and attended a private sonographer for a dating scan. During this scan, the pregnancy was a few weeks smaller in growth than anticipated, and the patient told the sonographer she was ovulating at the time. The sonographer, unfortunately, dismissed this, telling her everything was fine and instead provided an updated due date for the baby. This did not make the patient feel heard or supported, particularly considering her previous history of miscarriage. She returned to her GP for hCG monitoring and was referred for an additional scan, which would be a two-week wait. 
EPAS experience: At the 8-day mark, the patient decided to attend a public clinic to receive an ultrasound as her hCG levels were lowering, rather than waiting the fortnight for a private scan. She detailed this as being a horrible experience, having an extended wait for confirmation of a miscarriage she knew was actively occurring after being dismissed during the initial appointment. This scan confirmed she had lost the baby, but no advice was provided to the patient about where to go or what to do, which only exacerbated her distress. The patient decided to phone her regular GP clinic, and noted the receptionist provided amazing support, understood the severity of the situation, and was able to fit her in for a telehealth consultation after the last appointment of the day. This occurred on a Friday afternoon, and unfortunately, the imaging clinic did not transfer the sonographer’s report to the GP before closing for the weekend. When the patient requested Misoprostol to support medical management of her miscarriage during the telehealth consultation, a script was provided, but she was advised that this should not be filled until the next week, once the sonographer’s report had been reviewed. The patient expressed immense gratitude that her GP was understanding and supportive throughout this process, providing referrals to support services such as Pink Elephants, and was disappointed to find the same level of empathy and information was not granted during her engagements at the private and public imaging clinics. 

Post service care: The patient’s GP provided consistent follow-up care, which addressed both physical and mental health needs. She fell pregnant again and was 28 weeks’ gestation at the time of the interview. At 16-weeks’ gestation, she recalled a bleed which resulted in her attendance at the ED. While the quality of clinical care received during this episode of care was good, the patient noted that during a follow-up phone call, she was asked, “Are you actually pregnant?” due to her history of miscarriage, which was very upsetting. The patient feels confident that, between the care of her GP and fertility specialists, she can effectively manage her physical and mental health during her current pregnancy. 
Final thoughts: Overall, the patient was satisfied with the quality of care received by her GP but called for more information to be readily available for women experiencing miscarriage, as well as further training provided to clinicians delivering EPAS so this can be facilitated in an empathetic, compassionate, and supportive manner. 
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Initial engagement: The patient attended her GP at six weeks’ gestation after feeling something was wrong. She was listened to and referred to the local sonographer for an emergency ultrasound, which showed her baby was smaller than expected and had bradycardia. The patient’s GP referred her to the nearest EPAS clinic immediately; however, it took two weeks and several follow-ups before receiving an appointment notification via text, in which she was not given any say in the day or time that this was scheduled for. During this wait, the patient attended another scan, which could not find a heartbeat for her baby, and when contacting the EPAS clinic to check what to expect and what she needed to prepare, the clinic staff were not forthcoming with this information. 
EPAS experience: Living rurally, the patient had to travel 110km to attend the EPAS clinic appointment. Thankfully, her husband was able to drive and support her during this process, however, the patient highlighted how distressing it was sitting in a waiting room full of visibly pregnant women while not knowing whether her baby was alive. A locum obstetric registrar led the appointment, and the patient noted she struggled to communicate effectively or empathetically regarding the loss of her baby, didn’t understand how far she had travelled to attend the appointment, and only provided general health advice such as “don’t drink or smoke” to increase her chances of successful future pregnancies. Additionally, the clinician was reluctant to offer an ultrasound while the patient was at the clinic, saying the machine would “take some time to warm up”. Due to the considerable distance travelled to make their appointment, the patient and her husband decided to proceed with the ultrasound, but noted that the scan was conducted without changing the environment (i.e. dimming the lights). Unfortunately, the imaging was not clear enough to receive a decisive diagnosis, which only added to the patient’s disappointment, stress, and anxiety. She booked a private ultrasound appointment at a clinic back home a few days after their EPAS visit that confirmed her miscarriage. The patient then saw her GP, who presented all options for miscarriage management, and the patient opted to proceed with medical management so she could miscarry at home and bury her baby. While the patient’s GP was very understanding and acknowledged how emotional and challenging the experience was, there were no mental or emotional health referrals provided to the patient throughout her EPAS experience, which only exacerbated her distress and trauma. 
Post service care: The patient was surprised to receive a follow-up call from the EPAS clinic, as she had discharged herself from their service following her poor experience. Unfortunately, her attendance at this EPAS clinic resulted in an automatic referral to their maternity service, and she received a text message notifying her of this enrolment a few weeks after the appointment. When referred for medical management, the patient’s GP unfortunately failed to mention the requirements for outpatient ambulatory care due to her distance from the nearest hospital. As such, the patient was forced to attend the ED over several days, with wait times ranging from three to five and a half hours while bleeding heavily and in pain. The patient recalled the trauma this experience caused her, and that the staff made her feel like she was “overreacting” and “a burden on the health system”. Unfortunately, the patient was left to seek out her own mental health and emotional support services throughout this process, and as such did not feel that comprehensive care was provided. 
Final thoughts: Overall, the patient was very dissatisfied with the service and quality of EPAS she received throughout her journey. She highlighted the need for easily accessible and digestible information regarding what to expect and how to prepare for an EPAS clinic appointment, and the provision of empathetic and emotionally sensitive support. She noted that simple things, such as clinicians acknowledging the loss of a baby, understanding how stressful and challenging the experience is, and providing clear options for management and follow up care, with a particular focus on referrals to emotional support services, would greatly improve the patient experience.  
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Initial engagement: The patient experienced bleeding during the early phase of her pregnancy and believed the best thing to do was to attend the hospital for support. She self-referred and presented to the ED immediately after the bleeding commenced. 
EPAS experience: Upon presentation to the ED, the patient spoke to the triage nurse. She notified the nurse that she was at risk of ectopic pregnancy, but felt that her condition was not taken seriously as an emergency, and her risk factors were not taken into consideration. She noted that while arriving at the ED at 5 pm, she was not seen by a clinician until 2 am and was made to sit in the general ED waiting area while continuing to bleed. The patient was eventually taken in for a speculum examination and described being left in a recliner chair for the rest of the night. She was seen by a sonographer around 8 am for an ultrasound, then waited until 2 pm to receive the scan results and 4 pm for an OBGYN to assess her. The patient’s slow course of treatment over her 24 hours in the ED was very distressing and made her wish she had stayed at home. The ED referred the patient to the hospital’s EPAS clinic for follow-up, but provided the patient with no information on what to expect or how to manage her miscarriage at home. She was left to research for herself what appropriate home care was for expectant management. At no point was the patient provided with any mental or emotional health care or referred to any support services or resources. The patient described that she didn’t feel heard or cared for throughout her time at the emergency department.

Post service care: The patient was contacted by EPAS a few days after presenting to the ED to organise an appointment for the following week. She attended the appointment and received an ultrasound to confirm that her pregnancy had passed. She noted that the doctor who saw her at the EPAS clinic was kind and compassionate, but also stated that it felt rushed and as though the process was performed to “tick a box”. Again, the patient was not provided with any mental or emotional health care nor referred to resources for long-term support. 
Final thoughts: The patient found this initial engagement with EPAS to be an incredibly negative experience. She found the lack of urgency and empathy, particularly during her time in the ED, to be traumatic, and was reluctant to return to the service for her subsequent miscarriage. She felt dismissed by clinicians throughout her EPAS journey and stressed that more information needed to be provided to women experiencing miscarriage, so she knew what to expect and where to go for help. 

[image: ]
Initial engagement: About 18 months later, the patient experienced early bleeding during a subsequent pregnancy. Due to the traumatic experience she had previously had, the patient was reluctant to present to the ED; however, she decided to return as there was no clear alternative for immediate care or information. 
EPAS experience: When attending the ED, this time after sharing her symptoms and history with the triage nurse, the patient was taken through to a private room within five minutes, and told by ED staff that they did not like women experiencing threatened miscarriage to be kept in the general ED waiting room. The patient was surprised by this revelation, considering her previous experience, and queried whether the ED had changed its model of care or received additional training for staff on miscarriage management. She noted that the nurses were very attentive and consistently checking in for status updates on her bleeding and pain levels. The patient expressed that she was grateful for this level of engagement and stated she felt well cared for by the nurse practitioner. A speculum examination was performed, bloods were taken, and a sonographer attended to provide the patient with an ultrasound. After the miscarriage was confirmed, the patient was seen by a support worker who provided her with a charity care package from Sweet Peanuts, as well as referrals to support services including Pink Elephants, Lifeline, and Beyond Blue. While she was grateful to receive stronger emotional support during this experience with EPAS, the patient was concerned that information on home care and expectant management was still not provided. She also noted that this ED visit took less than half the time her previous presentation did. 
Post service care: The patient was again referred from the ED to the hospital's EPAS clinic after discharge. Having more awareness of the processes for expectant management of a miscarriage, the patient decided that a telehealth consultation would be appropriate. She noted that the staff were once again pleasant, but she didn’t feel that particularly useful information was provided during this consult. Additionally, the focus remained on her physical health, rather than exploring possible psychological distress. After learning about Pink Elephants from her ED support worker, the patient was fortunately accepted into their bereavement support program. She noted this was incredibly helpful for her recovery, as it allowed her to meet other women who had this shared experience and build a strong support network for long-term physical, mental and emotional recovery. 
Final thoughts: Overall, the patient was satisfied with the quality of care she received during this second engagement with EPAS. However, she highlighted a need for patients to be provided with more information about what to expect both physically and emotionally during a miscarriage. Additionally, she suggested further follow-ups which focussed on mental wellbeing and psychological distress would be advantageous to support women during what is a vulnerable, distressing, and often traumatic period of their lives. 
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Initial engagement: The patient attended her GP to confirm her pregnancy after experiencing chemical pregnancies in the past. The GP raised the risk of ectopic pregnancy considering slow-rising hCG and said to attend the ED if any pain was experienced. This care was supported with regular blood tests to track hCG levels and several early scans. While attending the radiographer for a routine scan, the results came back inconclusive, and shortly after, the patient experienced some discomfort and presented to the ED. 
EPAS experience: When presenting to the ED, the patient felt well supported by staff, describing the midwife as caring and sympathetic, and was attended to by the OBGYN on call relatively quickly once an ectopic pregnancy was confirmed. An ultrasound was performed, and the ectopic pregnancy was diagnosed. The patient noted that the options to proceed, and details of each process, were clearly explained to her by the doctor. The patient was left to make an informed decision between medical management via methotrexate or surgical management via D&C. She decided to proceed with a D&C, which, later on, both her private OB and Fertility Specialist agreed would be the better option; however, when being assessed the next day, the OBGYN on call had changed. The new doctor strongly advised against the option for a D&C, instead insisting that methotrexate was the most effective management option. The patient felt that her bodily autonomy had been taken away. The patient believes this decision may have occurred due to bed shortages at the hospital, and that it was not made in her best medical interest. Unfortunately, the previous midwife who had been supporting the patient while in ED had also ended her shift, so the patient did not have any medical staff to support and advocate on her behalf. Reluctantly, the patient received a methotrexate shot. However, while she was made aware she was not to try to conceive within 3 months, she was not warned of the potential side-effects, including mood changes and impacts on fertility. The patient experienced further chemical pregnancies and miscarriages in the nine months following administration of this drug and believes it may have influenced these outcomes. 

Post service care: The patient returned to the hospital for her first week follow-up, then had weekly telehealth calls for six weeks to monitor her progress and manage the ectopic pregnancy, with regular bloods taken for assessment. The patient noted that while the midwife who conducted these follow-ups provided comprehensive care, explaining the physical health outcomes as well as checking in on her emotional health during the calls, no information was provided regarding further resources which could be accessed for ongoing mental health and bereavement support, including Pink Elephants, Red Tree Foundation or Red Nose. The patient was already aware of these resources, having experienced a loss at a significantly later gestation in the past, but noted that she genuinely asked for help and received no referral to these supports. Due to the patient being forced to undergo medical management for her ectopic pregnancy, she felt that this prolonged her grief and made it significantly more challenging to recover physically, mentally and emotionally.
Final thoughts: Considering how distressing her EPAS experience was, the patient decided to engage a private OBGYN for her current pregnancy. While she had some positive elements early into her EPAS journey, the removal of bodily and medical autonomy created an incredibly negative and traumatic experience. However, something the patient continued to reiterate was the need for emotional support. She suggested the introduction of mandatory grief training for EPAS providers, alongside systematic processes that ensure clinicians refer patients to long-term support services. The provision of EPAS with not only empathy, but comprehensive information on what to expect and what options are available, was noted to be crucial at any stage of pregnancy loss. Ultimately, while it was acknowledged that it’s not the responsibility of a clinical team to directly support someone’s grief, there is a responsibility to ensure that a patient’s grief is supported in some way. 
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Initial engagement: The patient experienced bleeding at seven weeks’ gestation, so she decided to attend her local ED. Medical staff performed an ultrasound, which showed that the baby had a strong heartbeat, which was thought to be a symptom of regular early pregnancy bleeding. The ED referred the patient to the hospital’s EPAS clinic for further assessment and support. However, the patient presented to the ED on Wednesday before a long weekend, and the first available EPAS appointment wasn’t until Monday the following week. The following morning, she was experiencing pain and particularly heavy bleeding, and so she decided to return to the ED. Thankfully, the same clinicians were on shift when she returned, and the patient was fast-tracked for triage and assessment, considering her miscarriage risk. An additional scan was performed, and her miscarriage was confirmed. While this experience was distressing, the patient noted that the ED nurse practitioner provided exceptional care and support, being honest and upfront about what was happening and what her management options might look like. 
EPAS experience: While the nurse practitioner explained that the EPAS clinic generally operated over the weekend, the patient described the extended wait until her appointment as extremely stressful. The patient was not provided with an option for the format of her EPAS appointment, and on Monday, she received a call from the clinic reconfirming her miscarriage and offering either surgical or medical management options. The patient decided to proceed with surgical management, and the clinic organised a D&C, which was scheduled for that Friday. During this telehealth appointment, the patient was not provided with any emotional or mental health support or resources; she was simply told to expect a call from her anaesthetist before the procedure and referred on to her GP for follow up care. The patient found this interaction to be impersonal and said she felt the clinic lacked empathy and compassion for her situation. Additionally, the 4-day delay between her EPAS consultation and the booked D&C had the patient feeling like she was left in limbo, with no understanding of what to expect from her body or what else might happen, as there was no information or support provided by the clinic like she received from the ED nurse initially. 

Post service care: Following the D&C procedure, the patient returned to her GP for follow-up care via telehealth. The patient was shocked to learn during the appointment that her pregnancy tissue had been sent for testing without her knowledge or consent, and that the results of this testing were inconclusive as to why she may have miscarried the baby. The patient said that her appointment felt very rushed and that no additional mental or emotional health supports were provided, noting that overall, this follow-up was not a pleasant experience. While these supports were not provided by her GP or during her EPAS clinic experience, the patient shared that her nurse practitioner went “above and beyond” during her time in ED, not only supporting her mental, emotional and physical health but also researching mental health supports and referring the patient on to Pink Elephant. She said that this referral provided her with so much support for her early pregnancy loss and has inspired her to advocate for reform in the early pregnancy space, particularly regarding public health management of pregnancy loss. 
Final thoughts: Overall, the patient was satisfied with the quality of physical healthcare provided, but very dissatisfied with the broad lack of mental and emotional health supports provided throughout her EPAS experience. She noted there is a need for clinicians to approach early pregnancy loss with empathy, rather than a purely medical lens. She also called for more emotional support services to be connected to EPAS clinics and GPs, with a framework for how these providers can deal with pregnancy loss in a compassionate way. 
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Initial engagement: At around six weeks’ gestation, the patient experienced light bleeding and cramping over the course of a week. When the bleeding became heavy, she contacted healthdirect, who advised her to go to hospital. When attending the ED, the patient said she was ushered through to a private room relatively quickly and seen by a doctor within an hour. As there wasn’t anything the ED could do to intervene with a threatened miscarriage, the patient was encouraged to return home and referred to the hospital EPAS clinic from which she was told to expect a call the following day. However, it should be noted that the possibility of miscarriage was not raised with the patient during this process. 
EPAS experience: The patient remained anxious and worried about her baby and was relieved to receive a call from the EPAS clinic the next morning. She explained that she had a scan through her private clinic the week before which showed baby’s heartbeat and noted that her hCG levels had not raised much. She was advised to monitor her symptoms and call back if needed, but the patient said that she didn’t receive any information from the midwife during this call about symptoms of early pregnancy loss or what to expect and was just told that everything should be fine without addressing her concerns regarding the bleeding or cramping. The patients bleeding and cramping continued over the coming week, however when the consistency of her bleeding changed, she decided to call the EPAS clinic back for advice. She was alarmed when the staff member taking her call stated she had no record of her previous referral on file, so the patient had to recount her history, symptoms and timeline. She didn’t receive any helpful advice or support from the midwife during this interaction. A clinic doctor called her back the next day after reviewing the notes, saying everything looked fine and not to worry. At this stage, the patient was nearing nine weeks gestation with no other pregnancy symptoms. The doctor did not encourage her to attend an in-person appointment at the clinic or with her GP, and unfortunately the patient began actively miscarrying her baby two days later. 

The patient decided to proceed with expectant management of her miscarriage, experiencing bleeding for two weeks. She attended her GP during this period, however felt she didn’t receive any relevant advice from her appointment so had to conduct her own research on what to expect during an active miscarriage and what supports were available to her. 10 days after the patient believed her miscarriage had completed, she started bleeding heavily again. She was concerned about the possibility of retained tissue, so decided to call the EPAS clinic for advice on how to proceed. She recalled the shocking response she received from the midwife who took her call, who provided no advice, support, or referral on where to go next, and ended to call with “we’re not the clinic for you anymore sweetie”. She decided to attend the ED, where she was again taken through to a private room but not seen by a doctor so decided to discharge herself and conclude her miscarriage process from home. The patient stated she was provided with some information on miscarriage and what to expect while at the ED, reiterating the same was not received from the EPAS clinic. 
Post service care: Even with her multiple engagements with the EPAS clinic and her GP, the patient received no dedicated follow-up care from either provider. She was alarmed to receive a text message from the hospital’s midwifery care program inviting her to attend their clinic for a 14-week scan, demonstrating there was no communication between clinics regarding the patient outcome. Adding to the distress the patient experienced when replying to the text letting the midwifery team know she had experienced a miscarriage, the clinic mobile phone had ‘read receipts’ on, and the patient saw someone had read her message but received no response. At no point throughout her EPAS journey was the patient referred on to any emotional or mental health supports. After being forced to do her own research into miscarriage, and due to her health literacy, the patient decided to refer herself for an hCG blood test at the 3-week mark via InstantScripts as she was concerned to receive no such recommendation from her GP. 
Final thoughts: Due to this distressing and traumatic public EPAS journey, the patient has decided to receive care from a private OBGYN for her current pregnancy, which she noted has been a much better experience. Overall, she was not satisfied in the slightest with the quality of physical or mental health care she received. She reiterated the general lack of sympathy, empathy and compassion she was shown throughout her EPAS experience, noting that the provision of basic information or advice on what to expect and symptoms to look out for should at least be a minimum standard of care, which she unfortunately did not receive. Additionally, she noted the range of support services and resources which she was fortunate to find during her own research should be made available to women experiencing early pregnancy loss while she are engaged with EPAS providers, along with the fundamental need for clear communication regarding a risk of miscarriage when presenting with these symptoms. 

[bookmark: _Toc204023890][bookmark: _Toc204111807][bookmark: _Toc206508672][bookmark: _Toc206677929][bookmark: _Toc207977743]Summary of patient feedback by research domain
The table below summarises the key themes that have emerged from the completed patient case studies. These themes have been embedded throughout different parts of the report. 
Table 7.1: Patient feedback by research domain
	[bookmark: _Toc204023891][bookmark: _Toc204111808][bookmark: _Toc206508673][bookmark: _Toc206677930][bookmark: _Toc207977744]Research Domain
	[bookmark: _Toc204111809][bookmark: _Toc206508674][bookmark: _Toc206677931][bookmark: _Toc207977745]Summary of patient feedback (from case studies)

	EPAS Characteristics
	· Operating hours are limited for most dedicated EPAS clinics. Patients are generally unable to nominate an appointment time that suits them, and/or face extended wait times to access an appointment. 
· A lack of available appointments is also seen in GP led EPAS care, however, there were more instances of flexibility with some appointments being granted out-of-hours due to need and the distressing nature of early pregnancy outcomes.  

	Service Scope
	· Patients would benefit from clear referral pathways between EPAS providers (including dedicated EPAS clinics, GPs, EDs), adjacent early pregnancy services (such as Sonographers), and onto long-term psychosocial support resources and services such as Pink Elephants, Red Nose, and/or psychologist led care. 

	Governance and staffing
	· There were observed inconsistencies among healthcare professionals in the provision of empathetic and compassionate EPAS care, particularly the delivery of news regarding miscarriage and/or early pregnancy complications. 

	Patient characteristics and experience
	· The provision of follow-up care is inconsistent. Some EPAS providers address mental and emotional wellbeing as well as physical, while some only address physical, and others provide no follow-up care at all. 
· EPAS patients are rarely referred on to long-term support resources and services such as Pink Elephant and Red Nose by healthcare professionals. However, when they do receive support from these resources, self-management and emotional recovery improves. 

	Future areas of improvement
	· Some EPAS clinics co-located within a hospital have automated referral processes from their clinic into maternity services. This has resulted in a number of patients who experienced a miscarriage being enrolled into these services and contacted about their pregnancy which causes significant distress and can be retraumatising. Patients have requested this practice be ended, with the suggestion that those who experience miscarriage are flagged and removed from the referral system. 



[bookmark: _Toc463002440][bookmark: _Toc472586354][bookmark: _Toc482168132][bookmark: _Toc482174917][bookmark: _Toc181820466]

[bookmark: _Toc207977746]Recommendations
This section summarises the key recommendations to improve the quality and accessibility of EPAS, both through EPAS clinics and other EPAS providers in alternative health settings. 
	No.
	Recommendations
	Relevance of recommendation by EPAS provider type

	1
	Build on Royal Australian and New Zealand College of Obstetricians and Gynaecologists (RANZCOG) and state governments’ guidelines to establish guidelines for the provision of EPAS in clinics and alternative health settings.  
	EPAS clinics and EPAS in alternative health settings

	2
	Collaborate with community representatives to develop more standardised and context-specific resources, supports and guidelines for healthcare professionals who deliver EPAS to patients from priority populations.
	EPAS clinics

	3
	Expand resourcing to ensure appropriate staffing and infrastructure (e.g., ultrasound machines) to deliver high quality EPAS. 
	EPAS clinics

	4
	Develop standardised education, training and induction resources on trauma-informed early pregnancy complication care and provide dedicated funding to support uptake of training.
	EPAS clinics 

	5
	Investigate and expand alternative service models that increase accessibility and enable continuity of care within an episode of care. This could include consideration of telehealth (e.g., 24-hour hotlines), virtual and midwifery-led delivery models. 
	EPAS clinics and EPAS in alternative health settings

	6
	Develop standardised informational resources for EPAS patients, covering the medical and psychosocial aspects of care and ensure patients consistently provided these resources.
	EPAS clinics and EPAS in alternative health settings

	7
	Improve community and health system awareness of early pregnancy complications and EPAS – this could involve a community awareness campaign, outreach activities to GPs and a review of health system protocols
	EPAS clinics and EPAS in alternative health settings

	8
	Introduce structured data collection and reporting mechanisms (including patient feedback) to strengthen the evidence base on EPAS.
	EPAS clinics



[bookmark: _Ref204006430][bookmark: _Toc204023896][bookmark: _Toc204111813][bookmark: _Toc206508678][bookmark: _Toc206677935][bookmark: _Toc207977749]Guidelines
Build on and enhance existing guidelines for the provision of EPAS in clinics and alternative health settings.  
This recommendation relates to both EPAS clinics and EPAS in alternative health settings.
The provision of EPAS is inconsistent across the country. For example, both NGOs who represent patients and EPAS patients reported that patient experience was impacted negatively by variations in the:
· availability of EPAS clinics (e.g., opening hours and out-of-hours processes)
· access to ultrasound and laboratory testing,
· emotional sensitivity of EPAS providers,
· delivery of follow up care, and
· referrals to mental health supports. 
This variation reflects the absence of a clear, nationally endorsed definition of an EPAS clinic and a lack of nationally adopted guidelines for the delivery of care for early pregnancy complications. As a starting point, all relevant stakeholders (the Department, state / territory governments, professional bodies and medical colleges) can work collaboratively to:
· develop guidelines that are specific to EPAS. These guidelines can draw on existing guidelines, such as RANZCOG’s clinical guidelines on Miscarriage, Recurrent Miscarriage and Ectopic Pregnancy (C-Gyn 38) which was established in March 2025 and other existing state/territory guidelines (e.g., Queensland’s clinical guidelines on Early pregnancy loss). These guidelines can provide guidance on the scope of services provided by EPAS clinics.
· publish a consistent definition on the scope of practice within EPAS clinics within established guidelines. This national audit recommends for EPAS clinics to defined as a designated outpatient clinic which provides assessment, diagnostics, referrals for patients experiencing pregnancy complications (typically pain and/or bleeding) from conception to 14-20 weeks gestation.
In relation to guidelines, findings from this national audit recommend that EPAS clinics should at a minimum: 
· provide easy access to an ultrasound machine (including transvaginal ultrasound), specialist sonography services and laboratory facilities,
· are staffed by dedicated specialist staff (e.g., midwives, specialist sonographers, consultants) with expertise in trauma-informed care for early pregnancy complications, 
· have, where possible, a discrete waiting room and physical separation from maternity services, 
· deliver consistent follow-up of patients after an episode of care (e.g., the same health practitioner calls after the first EPAS appointment), focused on both physical and mental health,
· facilitate the provision of psychosocial care through:
· informing patients of their diagnosis in a timely, tactful and transparent manner
· providing standardised written and verbal information, including on accessing mental health supports, 
· conducting an assessment to determine the need for follow on psychosocial supports (e.g. mental health care, family violence supports), and 
· considering the need for a referral to other primary health services (e.g., in-house mental health nurse or external grief counsellor),
· establish clearly defined lines of communication, governance and accountability with the EPAS,
· identify written pathways for clinical management,
· have an appointment system and clear clinical inclusion and exclusion criteria,
· develop clear referral and transfer of care pathways, and allow people with recurrent miscarriages or a previous ectopic or molar pregnancy to self-refer or be referred to relevant support organisations. 
· operate during business hours from Monday to Friday and, ideally, on weekends 
· implement clear out-of-hours processes (e.g., a triage nurse, recorded message, directory of appropriate after-hours facilities or a referral to a national support service).
The guidelines should also establish expectations for EPAS delivered in alternative health settings (e.g., GPs, EDs, maternity units). For example, they should require that providers who deliver EPAS in alternative health settings to: 
· provide access to an EPAS specialist (e.g., midwife, nurse, obstetrician),
· refer non-urgent patients, where appropriate, to EPAS clinics and other specialist providers in a timely manner, 
· provide privacy and timely support to patients experiencing pregnancy loss (i.e., to avoid patients miscarrying in the emergency room/bathroom), and
· facilitate the provision of psychosocial care (as above).
The development of these guidelines should occur alongside the development of standardised resources and training on EPAS (see section 8.4).
[bookmark: _Toc204023897][bookmark: _Toc204111814][bookmark: _Toc206508679][bookmark: _Toc206677936][bookmark: _Toc207977750]Tailored supports
Collaborate with community representatives to design context-specific resources, supports and guidelines for healthcare professionals who deliver care to patients from priority populations. 
This recommendation relates to both EPAS clinics and EPAS in alternative health settings.
Priority populations (e.g., First Nations peoples, LGBTQIA+ people, CALD communities, refugees and migrants, and people with a disability) face unique barriers in accessing quality care for early pregnancy complications. Despite this, there is a lack of systematic, tailored EPAS supports delivered to priority populations.
All relevant governments can consider collaborating with relevant stakeholders to:
· develop and distribute tailored and translated informational resources to patients who access EPAS in clinics or alternative health settings, 
· conduct outreach activities to increase awareness and trust among priority populations,
· ensure interpreter services are consistently available and are offered to patients, particularly those from First Nations, CALD, refugee or migrant backgrounds, 
· deliver education, training and induction resources on tailoring care to the needs of priority populations to EPAS providers,
· ensure support officers (e.g., Aboriginal Liaison Officers, Disability Support Officers) are consistently offered to relevant priority populations who require care for early pregnancy complications, and
· conduct further research into the unique needs and experiences of priority populations, particularly for those within the broad CALD umbrella. 
EPAS clinic providers should leverage the expertise of existing First Nations-led community health organisations who provide care for early pregnancy complications, such as the South Coast Women’s Health and Wellbeing Aboriginal Corporation Waminda. 
[bookmark: _Toc204023898][bookmark: _Toc204111815][bookmark: _Toc206508680][bookmark: _Toc206677937][bookmark: _Toc207977751]Resourcing
Expand resourcing to ensure appropriate staffing and infrastructure (e.g., ultrasound machines) to deliver high quality care.
This recommendation relates to EPAS clinics only.
EPAS clinics often face staffing and infrastructure (e.g., ultrasound machines) constraints. These constraints can impede the delivery of effective EPAS. Some EPAS clinics currently operate within shorter operating hours (e.g. a few hours on weekdays) due to these constraints. Patients may face delays for care (e.g., waiting at the clinic or returning another time), or be required visit a different healthcare service (e.g., a private sonographer), exacerbating patient distress and impeding the quality of their care. This can also have an unintended consequence of creating a greater reliance on EDs, placing additional pressure on this high-cost, high-demand setting and reducing overall system efficiency. 
Given patient preference for receiving specialised care in standalone EPAS clinics, all governments can consider expanding the resourcing (e.g., funding, staffing and infrastructure) available to EPAS clinics which are experiencing high levels of unmet demand, as evidenced through wait times to secure appointments and patient volumes. This will ensure patients can access timely and appropriate care. To determine the need for further resourcing, more structured and systematic data needs to be collected to inform assessments of unmet demand and less timely access to care (e.g., wait lists, delays to care) and compare the performance of current EPAS clinics against best-practice guidelines. Additional resources should be prioritised for clinics with strong evidence of unmet demand. 
For example, under the guidelines specified in Section 8.1, a EPAS clinic should provide access to a transvaginal ultrasound. As such, relevant Governments can consider providing additional resourcing to EPAS clinics that lack the staff and equipment required to ensure a transvaginal ultrasound service can be provided for all EPAS clinic patients. 
Other best-practice guidelines that may necessitate the provision of additional resources to EPAS clinics include that EPAS clinics:
· operate during business hours from Monday to Friday and, ideally, on weekends 
· deliver consistent follow-up of all patients 
· facilitate the provision of psychosocial care 
· develop clear referral processes between and among EPAS providers and other health services, and
· implement clear out-of-hours processes.
Improved resourcing will enable EPAS clinics to meet clinical and psychosocial care standards, improve patient experiences and outcomes, reduce reliance on emergency care, and contribute to a more equitable and efficient health system.
[bookmark: _Toc204023899][bookmark: _Toc204111816][bookmark: _Ref206409772][bookmark: _Toc206508681][bookmark: _Toc206677938][bookmark: _Toc207977752]Education, training and induction resources
Develop standardised education, training and induction resources on trauma-informed early pregnancy complication care and provide dedicated funding to support uptake of training. 
This recommendation relates to EPAS clinics only
Content on early pregnancy complication care is not substantively covered within the formal education of healthcare professionals who deliver EPAS (e.g. doctors, nurses and midwives). While some EPAS providers have created their own training and induction resources to support the induction and training of healthcare professionals in this area – however, training generally occurs on an ad hoc and inconsistent manner. Healthcare professionals who deliver EPAS stated that they rely on informal, on-the-job training, which leads to variability in clinical knowledge, communication approaches and confidence levels – especially when managing complex EPAS cases. Further, clinical guidelines and academic literature recommend that EPAS staff members be appropriately trained in delivering empathetic care in an early pregnancy context.[endnoteRef:50],[endnoteRef:51],[endnoteRef:52] The provision of appropriate support that is trauma-informed and sensitive during early pregnancy complications can reduce the likelihood of experiencing significant psychological morbidity.[endnoteRef:53]  [50:  Queensland Clinical Guidelines. Early pregnancy loss. Guideline No. MN22.29-V7-R27 Queensland Health. 2022. Available from: http://www.health.qld.gov.au/qc]  [51:  NSW Government Health (2012) Maternity – Management of Early Pregnancy Complications. Available from: https://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2012_022.pdf]  [52:  Ectopic pregnancy and miscarriage: diagnosis and initial management. London: National Institute for Health and Care Excellence (NICE); 2023 Aug 23. PMID: 31393678.]  [53:  Claringbold, L., Bilardi, J., & Temple-Smith, M. (2021). Early Pregnancy Assessment Services in Australia: What psychosocial support is available? A qualitative study. Women and Birth, 34(6), e575-e583.] 

To improve the consistent and quality of care, it is recommended that relevant medical colleges, professional bodies and health services work collaboratively to implement a structured and standardised EPAS training program for all EPAS clinic healthcare professionals (including nurses, midwives, sonographers and doctors). This could include embedding educational resources on the delivery of EPAS within relevant degrees (e.g. midwifery, nursing and medicine), and the development of training and induction resources for EPAS health professionals 
These resources should be developed in collaboration with existing EPAS healthcare professionals and should leverage existing resources. For example, some EPAS clinics have developed induction and training resources for new starters. Examples of core modules that can be included in both educational and training resources include ultrasound interpretation, clinical pathways, referral protocols, compassionate support (including pregnancy loss support). The development of education and training resources should ideally be aligned the development of guidelines (see Section 8.1). 
In addition to the development of more standardised resources, it is also essential to ensure that all staff who work in EPAS clinics actively undertake this training. This can be achieved through mechanisms such as mandatory completion of online and in-person training modules during induction, regular refresher sessions and integration of training completion into performance appraisals. Mechanisms to ensure healthcare professionals undertake training should be supported through dedicated funding to ensure both the development of training resources and ongoing participation are sustainable for EPAS clinics. 
[bookmark: _Toc204023900][bookmark: _Toc204111817][bookmark: _Toc206508682][bookmark: _Toc206677939][bookmark: _Toc207977753]Alternative service models
Investigate and expand alternative service models that increase accessibility and enable continuity of care within an episode of care. This could include consideration of telehealth (e.g., 24-hour hotlines), virtual and midwifery-led delivery models.
This recommendation relates to both EPAS clinics and EPAS in alternative health settings.
In an effort to improve the accessibility and quality of care, providers of EPAS clinics or EPAS in alternative health settings have trialled a range of alternative service delivery models such as:
· virtual and telehealth EPAS services (e.g., 24-hour Maternal and Child Health Line), 
· midwifery-led EPAS services (e.g., Women’s and Children’s Hospital Adelaide), 
· outreach services, involving travelling obstetricians, midwives, sonographers, and regional/rural/remote generalist GPs, and
· First Nations-led EPAS services (e.g., Koori Maternity Ramahyuck District Aboriginal Community Controlled Health Organisation). 
The Department can consider working with other state / territory health departments to explore the feasibility of implementing alternative service delivery models to address identified accessibility challenges for EPAS. According to providers who deliver EPAS, virtual and telehealth EPAS services have the potential to reduce travel costs and wait times for people in regional, rural and remote areas. 
Continuity of care within an EPAS episode is particularly important for women because they are often experiencing a time of emotional distress and uncertainty. This national audit has identified scope to ensure women receive more consistent and coordinated care during an episode of care. This could be achieved through:
· Consistent staffing: Aim for a dedicated EPAS staff (e.g. junior doctor) to see the same patients throughout their care episode (from initial assessment to follow-up care)
· Standardised care pathways and protocols: The adoption of clear clinical guidelines and pathways to ensure consistent decision making and reduces variation in care
· Proactive communication with referring healthcare professionals: EPAS healthcare professionals should ideally provide timely feedback to GPs to keep them informed for follow-up and emotional support after an episode of care
· Comprehensive documentation: Ensure all patient interactions are well-documented in a centralised system accessible to all relevant healthcare professionals to support seamless and safe care, especially if multiple visits to an EPAS provider is required. 
[bookmark: _Toc204023901][bookmark: _Toc204111818][bookmark: _Toc206508683][bookmark: _Toc206677940][bookmark: _Toc207977754]Informational resources
Develop standardised informational resources for EPAS patients, covering the medical and psychosocial aspects of care and ensure patients consistently provided these resources. 
This recommendation relates to both EPAS clinics and EPAS in alternative health settings.
According to best-practice guidelines on the treatment of miscarriage and early pregnancy complications, EPAS clinics should provide written and verbal information to patients experiencing early pregnancy complications (e.g., leaflets, web addresses and helpline numbers).[endnoteRef:54],[endnoteRef:55] However, the practice of providing informational resources is not adopted across all EPAS clinics.  [54:  Claringbold, L., Bilardi, J., & Temple-Smith, M. (2021). Early Pregnancy Assessment Services in Australia: What psychosocial support is available? A qualitative study. Women and Birth, 34(6), e575-e583.]  [55:  Queensland Clinical Guidelines. Early pregnancy loss. Guideline No. MN22.29-V7-R27 Queensland Health. 2022. Available from: http://www.health.qld.gov.au/qc] 

The Department can work collaboratively with state / territory governments to support the development and dissemination of nationally consistent, evidence-based informational resources for patients accessing EPAS. These resources should be developed in collaboration with EPAS providers and people with lived experience of early pregnancy complications and should leverage high-quality existing materials developed by healthcare professionals, professional bodies and advocacy organisations (e.g. Pink Elephants, Sands, RANZCOG).    
The resources should address both medical and psychosocial aspects of early pregnancy complications, including:
· common types of complications,
· expected physical symptoms and recovery,
· treatment options and follow-up care,
· emotional resources to pregnancy loss and where to seek mental health and bereavement support, 
· information on reproductive planning, future pregnancies and related healthcare rights. 
It is equally important to ensure that all women who seek care for complications in early pregnancy receive or are directed to these developed resources. To maximise reach and utility, a printed copy of the resources should be provided to patients by EPAS providers, including EPAS clinics, GPs and EDs and digital versions should be made available online. 
In addition to written information, governments can also consider providing support items to assist with the practical and emotional experience of early pregnancy loss. These could be offered as part of a support package and may include a token of remembrance, such as a seed card, candle, or discreet keepsake, or a collection kit for miscarrying at home. 
[bookmark: _Toc204023902][bookmark: _Toc204111819][bookmark: _Toc206508684][bookmark: _Toc206677941][bookmark: _Toc207977755]Awareness campaign
Improve community and health system awareness of early pregnancy complications and EPAS – this could involve a community awareness campaign, outreach activities to GPs and a review of health system protocols.
This recommendation relates to both EPAS clinics and EPAS in alternative health settings.
There is low awareness among both healthcare professionals and the broader community about the prevalence of early pregnancy complications and the availability of EPAS in both clinic and alternative settings. As a result, patients are often unprepared for the possibility of complications and uncertain about where to seek help when they occur. It is especially crucial for healthcare professionals such as GPs to be aware about EPAS in their local area as they are often the first point of contacts for patients who experience early pregnancy complications. However, this national audit identified observed inconsistencies in awareness across jurisdictions. Many healthcare professionals were observed to not routinely discuss the risk of early pregnancy complications and are unaware of EPAS clinics. This knowledge gap can compound patient distress and delay access to appropriate care. For example, a GP may refer a patient experiencing light bleeding to the emergency department despite the likelihood of long wait times because they are unaware of a nearby EPAS clinic.
This presents an opportunity for both Australian and state/territory governments to improve healthcare professionals’ awareness of EPAS as a crucial service. This can be achieved through:
· undertaking targeted outreach activities to GP and other frontline healthcare providers, including through Primary Health Networks, to emphasise the importance of preparing patients for the possibility of early pregnancy complications,
· reviewing health system protocols and infrastructure to ensure they recognise and respond appropriately to the risk of early pregnancy complications and loss. The review of health system protocols and infrastructure can also consider mechanisms to pause or cancel antenatal follow-up communications when a pregnancy loss is recorded and explore opportunities to embed EPAS clinics into local HealthPathways platforms used by GPs.
· conducting national community awareness activities to educate the public about early pregnancy complications and available supports,
While it is acknowledged that many EPAS clinics do not accept self-referrals, increasing community awareness can still generate several benefits. Firstly, when people recognise symptoms of early pregnancy complications, they are more likely to seek help promptly via the correct referral pathway (e.g. through a GP or emergency department). Awareness campaigns can also prevent frustration or wasted time by reducing inappropriate or failed self-presentations. Finally, increased awareness of early pregnancy assessment services may normalise discussions about early pregnancy issues (e.g. miscarriage), which reduces stigma and shame and may encourage others to seek supports sooner. Given this, all governments can consider steps to raise community awareness of EPAS as a service. This could include conducting a national community awareness campaign to educate the public about the prevalence of early pregnancy complications and available supports. This can take a similar form to DHDA’s “Every Moment Matters” campaign which highlights the risk of drinking alcohol during pregnancy. 
[bookmark: _Toc206508685][bookmark: _Toc204023903][bookmark: _Toc204111820][bookmark: _Toc206508686][bookmark: _Toc206677942][bookmark: _Toc207977756]Data collection
Introduce structured data collection and reporting mechanisms to strengthen the evidence base on EPAS. 
This recommendation relates to EPAS clinics only.
There is limited national data collected on the characteristics, needs and outcomes of people who experience early pregnancy complications and/or access EPAS. This gap hinders efforts to assess and improve EPAS. To address this, the Department – together with other relevant government agencies and health providers – can support the establishment of more structured and consistent data collection and reporting mechanisms across all EPAS clinics. 
These mechanisms should aim to collect standardised data on:
· patient demographics, including age, gender, geographic location, and identification with priority groups (e.g. First Nations, LGBTQIA+, CALD, or people with disability);
· services provided by EPAS providers, such as the use of infrastructure (e.g. transvaginal ultrasound), provision of referrals, and delivery of follow-up care;
· service delivery mode, such as in-person or telehealth, and operational factors (e.g., opening hours, staffing model);
· clinical outcomes, including diagnosis, management decisions, and pregnancy outcomes where available,
· met and unmet demand, including service utilisation rates, wait times, and referral rates from GPs and EDs; and
· patient experience, including perceptions of accessibility, timeliness, and quality of care received.
This data collection could involve the creation of a national minimum dataset for EPAS and should be implemented in consultation with EPAS clinics, PHN and patient representatives. Where possible, data standards should align with existing national reporting systems to enable integration and reduce provider burden. 
[bookmark: _Toc207977757][bookmark: _Ref204099992]Additional information on early pregnancy
This appendix provides more in-depth information regarding early pregnancy complication
[bookmark: _Toc184978482][bookmark: _Toc204111822][bookmark: _Toc206508688][bookmark: _Toc206677944][bookmark: _Toc207977758]Early pregnancy
Early pregnancy is a critical period for both mother and baby. There are multiple definitions on early pregnancy, but the most common definition relates to care provided to people from conception to 14-20 weeks. Early pregnancy assessment services (EPAS) are required due to the potential complications that may occur in early pregnancy. They include:
1. Bleeding in early pregnancy: Approximately one in four people will bleed in early pregnancy. People experiencing this problem should contact a health professional to undertake the appropriate investigations and treatment. While miscarriage and ectopic pregnancy (discussed below) may cause bleeding, these are not the only causes and many people who experience bleeding will go on to have a healthy baby. Bleeding in early pregnancy is usually investigated through ultrasound. Ultrasound may be used to help identify an ectopic pregnancy or to show if a pregnancy has stopped growing.[footnoteRef:5] [5:  The royal women’s hospital. Bleeding in early pregnancy. Available from: https://www.thewomens.org.au/health-information/pregnancy-and-birth/pregnancy-problems/early-pregnancy-problems/bleeding-in-early-pregnancy] 

2. Miscarriage. Early miscarriage is defined as miscarriage occurring in the first 12 weeks of pregnancy. Miscarriages occur in at least 15% of confirmed pregnancies, though the actual miscarriage rate is estimated to be around 1 in 4 pregnancies.[footnoteRef:6] This equates to approximately 285 miscarriages every day, with more than 100,000 couples affected by miscarriage every year.[footnoteRef:7] Approximately 85% of miscarriages occur during the first trimester of pregnancy.[footnoteRef:8]The cause of miscarriage is often unknown with approximately 40-50% occurring due to chromosomal anomalies resulting in pregnancy loss in the first trimester. Other risk factors include alcohol and drug use, tobacco inhalation, maternal age, obesity and a history of previous miscarriage.[footnoteRef:9] Risk of miscarriage increases with age, particularly above the age of 35. Rates of miscarriage rise from approximately 20% among 35-year-old women up to 80% for women at age 45.[footnoteRef:10] Miscarriages do not typically have a treatable cause and a miscarriage cannot be prevented from occurring if a pregnancy is developing abnormally.[footnoteRef:11] Miscarriage can have a lasting impact on the physical and mental health, particularly for the 1-2 per cent of women who experience three or more miscarriages in a row.[footnoteRef:12],[footnoteRef:13] Miscarriage can lead to grief, anxiety, depression and post-traumatic stress disorder.[footnoteRef:14] It is understood that after a miscarriage 30-50% of women experience anxiety and 10-15% of women experience depression – with the impacts of these conditions typically lasting months.[footnoteRef:15] [6:  Miscarriage Australia. Understanding miscarriage: What is miscarriage? Available from: https://miscarriageaustralia.com.au/understanding-miscarriage/what-is-miscarriage/]  [7:  Ibid.]  [8:  Ibid.]  [9:  Brosens I et al, ‘Early pregnancy loss: Mechanisms and management’ (2020) 58 (1) Best Practice & Research Clinical Obstetrics & Gynaecology 27. Available from: https://www.sciencedirect.com/science/article/abs/pii/S178151922030370X]  [10:  Mayo Clinic. Pregnancy loss (miscarriage): Symptoms and causes. Available from: https://www.mayoclinic.org/diseases-conditions/pregnancy-loss-miscarriage/symptoms-causes/syc-20354298#:~:text=If%20you're%20older%20than,from%2057%25%20to%2080%25]  [11:  The royal women’s hospital. Miscarriage. Available from: https://www.thewomens.org.au/health-information/pregnancy-and-birth/pregnancy-problems/early-pregnancy-problems/miscarriage#:~:text=What%20causes%20a%20miscarriage%3F,develop%20properly%20from%20the%20start.]  [12:  Kolte, A.M., Olsen, L.R., Mikkelsen, E.M., Christiansen, O.B. and Nielsen, H.S., 2015. Depression and emotional stress is highly prevalent among women with recurrent pregnancy loss. Human reproduction, 30(4), pp.777-782.]  [13:  Farren, J., Mitchell-Jones, N., Verbakel, J.Y., Timmerman, D., Jalmbrant, M. and Bourne, T., 2018. The psychological impact of early pregnancy loss. Human reproduction update, 24(6), pp.731-749.]  [14:  Ibid.]  [15:  Ibid.] 

3. Ectopic pregnancy. An ectopic pregnancy is one that is growing in the wrong place, usually in the fallopian tube. This occurs where the fertilised egg stays inside the fallopian tube rather than travelling into the uterus. An ectopic pregnancy cannot continue to develop as the fallopian tube is unable to expand and grow with the pregnancy. If untreated the fallopian tube may tear or burst – leading to internal bleeding which may require urgent surgery. Approximately one in every 100 pregnancies are ectopic. Risk factors for ectopic pregnancies include: 
· after fertility treatment such as in-vitro fertilisation (IVF)
· if there is a history of pelvic infection
· in people with damaged fallopian tubes
· in people who have had previous surgery (such as caesarean section, ovarian cysts or appendix removed)
· in people who become pregnant while using an IUD or a progestogen only pill.[footnoteRef:16] [16:  The royal women’s hospital. Ectopic pregnancy. Available from: https://www.thewomens.org.au/health-information/pregnancy-and-birth/pregnancy-problems/early-pregnancy-problems/ectopic-pregnancy] 

4. Hydatidiform mole. A hydatidiform mole or molar pregnancy is a rare complication affecting approximately one in 1,200 pregnancies. A molar pregnancy occurs where there is unusual and rapid growth of part or all of the placenta.[footnoteRef:17] The placenta becomes larger than normal which may stop the foetus from developing (complete molar pregnancy) or result in an abnormal growth which is not viable (partial molar pregnancy). Molar pregnancies are typically discovered within the first three months of pregnancy, often due to miscarriage.  [17:  Ibid.] 

A basic overview of the decision-making process for people presenting with early pregnancy complications is provided in A.1 below. The flowchart is used to determine if the patient is hemodynamically stable as well as the location and viability of the person’s pregnancy. 
[bookmark: _Ref183769499][bookmark: _Toc184978722][bookmark: _Toc204329339]: Overview of assessment of early pregnancy loss
[image: ]
Source: Adapted from Queensland Clinical Guidelines: Early Pregnancy loss.[footnoteRef:18] [18:  Queensland Clinical Guidelines. Early pregnancy loss. Guideline No. MN22.29-V7-R27 Queensland Health. 2022. Available from: http://www.health.qld.gov.au/qc] 

[bookmark: _Toc184978483][bookmark: _Toc204111823][bookmark: _Toc206508689][bookmark: _Toc206677945][bookmark: _Toc207977759]EPAS clinics
EPAS clinics are outpatient clinics that provide care for people experiencing complications in early pregnancy. Figure A.2 below provides an overview of a typical EPAS clinic pathway. 
[bookmark: _Toc184978723][bookmark: _Toc204329340]: Overview of EPAS clinic pathway 
[image: ]
Source: Adapted from Queensland Clinical Guidelines: Early Pregnancy loss.[footnoteRef:19] [19:  Queensland Clinical Guidelines. Early pregnancy loss. Guideline No. MN22.29-V7-R27 Queensland Health. 2022. Available from: http://www.health.qld.gov.au/qc] 

There are several benefits which EPAS clinics provide. These include: 
1. Faster diagnosis – EPAS clinics can help identify the location of a pregnancy and confirm its viability – this includes identifying ectopic pregnancies which can be life-threatening. Early diagnosis also allows for greater decision making regarding non-surgical options for managing early pregnancy complications. 
2. Improved patient care – EPAS clinics provide services including clinical assessment, ultrasounds, laboratory investigations, management planning, counselling and support. 
3. Education – EPAS clinics provide information and education regarding medications, foods and procedures which should be avoided during pregnancy.
4. Social and emotional well-being – EPAS clinics provide additional support to reduce the mental health impacts associated with early pregnancy complications.  


[bookmark: _Toc207977760]Consultation guides
The tables below outline the discussion questions asked of each stakeholder group as part of consultation.
[bookmark: _Ref199238461][bookmark: _Toc199336342][bookmark: _Toc200540081][bookmark: _Toc204023905][bookmark: _Toc204111825][bookmark: _Toc206508691][bookmark: _Toc206677947][bookmark: _Toc207977761]Government stakeholder 
: Government stakeholder consultation questions
	[bookmark: _Hlk198900599]Discussion questions

	1.
	Could you please describe your background, role and how this interacts with the delivery of EPAS

	2.
	Tell us a bit more about how EPAS is delivered within your state/territory. You may wish to answer this with respect to:
· The number of EPAS clinics and/or other providers of EPAS services in alternative health settings
· Their location (metropolitan/regional distribution) 
· The general opening hours of EPAS clinics, and how patients access EPAS outside these hours.
· The types of service provided by EPAS providers.
· The typical patient referral pathways

	3
	Do you have any reflections on the following aspects of EPAS
· The time taken for patients to access EPAS (e.g., time to travel to EPAS service, waiting time to access service)
· The level of guidance, supports and professional development provided to health professionals who deliver EPAS.
· How EPAS is currently tailored to meet the needs of priority population cohorts (people with disability, patients identifying as Aboriginal and/or Torres Strait Islander, culturally and linguistically diverse patients, patients who identify as LGBTQIA+, patients who are refugees).
· The types of supports provided to patients after their initial visit to access EPAS.
Where possible you may also wish to comment on any observed differences in the service delivery between EPAS clinics and other providers of EPAS. 

	4
	What are your perspectives on overall patient satisfaction with EPAS in your state/territory? 
· What is currently working well?
· Where are the gaps?

	5
	What do you think are the key factors which drive the effective delivery of EPAS?

	6
	What do you think are the enablers and challenges of early pregnancy service delivery

	7
	Do you have any suggestions on how the delivery of EPAS in your state/territory could be improved?
· What would be needed to implement these improvements?





[bookmark: _Toc199336343][bookmark: _Toc200540082][bookmark: _Toc204023906][bookmark: _Toc204111826][bookmark: _Toc206508692][bookmark: _Toc206677948][bookmark: _Toc207977762]EPAS provider
: EPAS provider consultation questions
	Discussion questions

	1.
	Could you please describe your background, role and how this interacts with the delivery of EPAS

	2.
	Tell us a bit more about how EPAS is delivered at your clinic/health setting, including the operation hours and governance/staffing arrangements.

	3
	Are you able to provide more detail on the scope of services at your clinic/health setting in relation to EPAS? This includes: 
· the demographic backgrounds of patients who access EPAS, 
· how many patients required translation and interpreting services, 
· how patients are typically referred to your service, 
· the types of services you generally provide,  
· the clinical and non-clinical inclusion criteria to accessing EPAS,  
· the patient referral pathways from EPAS if other services are required, and 
· the types of health services you typically collaborate with.  

	4
	Do you have any reflections on the following aspects of EPAS:
· The time taken for patients to access EPAS (e.g., time to travel to EPAS service, waiting time to access service) 
· The level of guidance, supports and professional development provided to health professionals who deliver EPAS 
· How EPAS is currently tailored to meet the needs of priority population cohorts (people with disability, patients identifying as Aboriginal and/or Torres Strait Islander, culturally and linguistically diverse patients, patients who identify as LGBTQIA+, patients who are refugees) 
· The types of supports provided to patients after their initial visit to access EPAS 

	5
	What are your perspectives on overall patient satisfaction with EPAS in your clinic/health setting
· What is currently working well?
· Where are the gaps?

	6
	What do you think are the key factors which drive the effective delivery of EPAS?

	7
	Do you have any suggestions on how the delivery of EPAS in your clinic/health setting could be improved?
What would be needed to implement these improvements?

	8
	What do you think are the enablers and challenges of early pregnancy service delivery?

	9
	Are you aware if your service is currently registered on the National Health Services Directory and Provider Connect Australia?
[If not registered], would you like more information on how to register your service on these directories? The NHSD supports health professionals and patients by providing easy access to a central source of service information. If you would like I can share a link that contains more information on how to register: https://about.healthdirect.gov.au/nhsd/about/register-with-the-nhsd.





[bookmark: _Toc199336344][bookmark: _Toc200540083][bookmark: _Toc204023907][bookmark: _Toc204111827][bookmark: _Toc206508693][bookmark: _Toc206677949][bookmark: _Toc207977763]NGOs
: NGO consultation questions
	Discussion questions

	1.
	Could you please describe your background, role and how this interacts with the delivery of EPAS?

	2.
	What are your perspectives on how EPAS is currently delivered in Australia? You may wish to consider the following aspects: Characteristics of EPAS clinics – including their location, the types of services provided, and number of patients seen by EPAS clinics
The number of EPAS clinics and/or other providers of EPAS in alternative health settings
· Their location (metropolitan/regional distribution)
· The governance and staffing arrangements of EPAS providers
· The general operating hours of EPAS clinics, and how patients access EPAS outside these hours

	3
	1.      Are you able to provide more detail on how patients access EPAS?
· How are patients generally made aware of EPAS?
· What are the most common types of services provided to EPAS patients?
· What are the general referral pathways from EPAS providers if other services are required?
2. 
	

	4
	In relation to patient experience, do you have any reflections on the following aspects of EPAS:
· The time taken for patients to access EPAS (e.g., time to travel to EPAS service, waiting time to access service)
· The quality of supports provided to patients during and after accessing EPAS?
· The types of supports provided to patients after their initial visit to access EPAS?
Where possible you may also wish to comment on any observed differences in the service delivery between EPAS clinics and other providers of EPAS.

	5
	To what extent do EPAS providers tailor their services to meet the needs of patients from priority population cohorts (people with disability, patients identifying as Aboriginal and/or Torres Strait Islander, culturally and linguistically diverse patients, patients who identify as LGBTQIA+, patients who are refugees)
· Are there any notable barriers which may limit accessibility for these cohorts? 

	6
	What are your perspectives on overall patient satisfaction with EPAS in Australia? 
· What is currently working well?
· Where are the gaps?

	7
	What do you think are the key factors which drive the effective delivery of EPAS?

	8
	Do you have any suggestions on how the delivery of EPAS could be improved?
· What would be needed to implement these improvements?

	9
	What do you think are the enablers and challengers of early pregnancy service delivery?




[bookmark: _Toc199336345][bookmark: _Toc200540084][bookmark: _Toc204023908][bookmark: _Toc204111828][bookmark: _Toc206508694][bookmark: _Toc206677950][bookmark: _Toc207977764]Professional Bodies
: Professional bodies consultation questions
	Discussion questions

	1.
	Could you please describe your background, role and how this interacts with the delivery of EPAS?

	2.
	What are your perspectives on how EPAS is currently delivered in Australia? You may wish to consider the following aspects: Characteristics of EPAS clinics – including their location, the types of services provided, and number of patients seen by EPAS clinics
· The number of EPAS clinics and/or other providers of EPAS services in alternative health settings
· The number of EPAS clinics and/or other providers of EPAS services in alternative health settings
· Their location (metropolitan/regional distribution) 
· The governance and staffing arrangements of EPAS providers
· The general operating hours of EPAS clinics, and how patients access EPAS outside these hours
· The types of services provided by EPAS providers


	3
	In relation to patient experience, do you have any reflections on the following aspects of EPAS:
· The time taken for patients to access EPAS (e.g., time to travel to EPAS service, waiting time to access service)
· The level of guidance, supports and professional development provided to health professionals who deliver EPAS
· How EPAS is currently tailored to meet the needs of priority population cohorts (people with disability, patients identifying as Aboriginal and/or Torres Strait Islander, culturally and linguistically diverse patients, patients who identify as LGBTQIA+, patients who are refugees)
· The types of supports provided to patients after their initial visit to access EPAS
Where possible you may also wish to comment on any observed differences in the service delivery between EPAS clinics and other providers of EPAS.

	4
	What are your perspectives on overall patient satisfaction with EPAS in Australia? 
· What is currently working well?

	5
	What do you think are the key factors which drive the effective delivery of EPAS?

	6
	Do you have any suggestions on how the delivery of EPAS could be improved?
· What would be needed to implement these improvements?

	7
	What do you think are the enablers and challengers of early pregnancy service delivery?




[bookmark: _Ref200532061][bookmark: _Toc207977765]Consulted organisations
The tables below provide a list of NGOs, professional bodies, government stakeholders and EPAS providers who were engaged as part of this report.
[bookmark: _Toc200540086][bookmark: _Toc204023910][bookmark: _Toc204111830][bookmark: _Toc206508696][bookmark: _Toc206677952][bookmark: _Toc207977766]NGOs
: List of non-government organisations consulted 
	No. 
	Organisation

	1.
	Centre of Perinatal Excellence (COPE)

	2.
	Early Pregnancy Loss Coalition (EPLC)

	3.
	Early Pregnancy Network Victoria (EPNV)

	4.
	LGBTQIA+ Health

	5. 
	Maternity Consumer Network

	6.
	Miscarriage Australia

	7.
	Miscarriage Information Support Service (MISS)

	8.
	Multicultural Centre for Women’s Health

	9.
	Perinatal Anxiety & Depression Australia (PANDA)

	10.
	Pink Elephant Support Network

	11.
	Rainbow Families

	12.
	Red Nose Australia

	13.
	Rainbow Families

	14.
	Red Nose Australia

	15.
	Safe Motherhood for All

	16.
	Social Policy Group

	17.
	The Still Nest


[bookmark: _Toc200540087][bookmark: _Toc204023911][bookmark: _Toc204111831][bookmark: _Toc206508697][bookmark: _Toc206677953][bookmark: _Toc207977767]Professional Bodies
: List of professional bodies consulted 
	No. 
	Organisation

	1.
	Australian College of Midwives (ACM)

	2.
	Australian Nursing and Midwifery Federation (ANMF)

	3.
	Congress of Aboriginal and Torres Strait Islander Nurses and Midwives (CATSINaM)

	4.
	National Aboriginal Community Controlled Health Organisation (NACCHO)



[bookmark: _Toc200540088][bookmark: _Toc204023912][bookmark: _Toc204111832][bookmark: _Toc206508698][bookmark: _Toc206677954][bookmark: _Toc207977768]Government stakeholders
: List of government stakeholders consulted 
	No. 
	Jurisdiction
	Department/ Agency

	1.
	Commonwealth
	Australian Government Department of Health, Disability and Aging, Chief Psychiatrist

	2.
	Commonwealth
	Australian Government Department of Health, Disability and Aging, Rural Health Commissioner

	3.
	Commonwealth
	Australian Government Department of Health, Disability and Aging, Australian Commission on Safety and Quality in Health Care

	4.
	Queensland
	Queensland Department of Health 

	5.
	Tasmania
	Tasmanian Department of Health

	6.
	Victoria
	Victorian Department of Health 



[bookmark: _Toc200540089][bookmark: _Toc204023913][bookmark: _Toc204111833][bookmark: _Toc206508699][bookmark: _Toc206677955][bookmark: _Toc207977769]Health providers
: List of EPAS providers consulted 
	No. 
	Jurisdiction
	Health Service

	1.
	Victoria
	Royal Women’s Hospital

	2.
	Victoria
	Northern Health Service

	3.
	Victoria
	Mercy Hospital for Women

	4.
	Victoria
	Geelong Hospital

	5.
	Victoria
	 Koori Maternity Ramahyuck District Aboriginal Community Controlled Organisation

	6.
	Northern Territory 
	Gove District Hospital

	7.
	Western Australia
	Womens and Newborns Health Service (WNHS) North Metropolitan Health Service

	8.
	New South Wales 
	Nepean Hospital

	9.
	New South Wales 
	Royal Prince Alfred Hospital

	10.
	New South Wales
	Wollongong Hospital

	11.
	New South Wales 
	Bankstown Hospital

	12.
	New South Wales 
	Liverpool Hospital

	13.
	New South Wales 
	Dubbo Hospital

	14.
	Western Australia
	Fiona Stanley Hospital

	15.
	Western Australia
	Bentley Hospital

	16.
	Western Australia
	Armadale Hospital

	17.
	South Australia
	Northern Adelaide Local Health Network

	18.
	South Australia
	Southern Adelaide Local Health Network

	19.
	South Australia
	Women and Children’s Health Network

	20.
	South Australia
	Lyell McEwin Health Service

	21.
	South Australia
	Barossa Hills Fleurieu Local Health Network 


[bookmark: _Ref206491075][bookmark: _Toc207977770]EPAS Clinics in Australia
This appendix provides the list of 84 EPAS Clinics in Australia.
[bookmark: _Toc204342019][bookmark: _Toc206508701][bookmark: _Toc206677957][bookmark: _Toc207977771]EPAS Clinics
: EPAS Clinics in Australia 
	No.
	Clinic name
	State
	Health district
	Identified via

	1
	Centenary Hospital for Women and Children
	ACT
	ACT Health
	Desktop review

	2
	Coastal Women's Health Gosford
	NSW
	Central Coast Local Health District
	Desktop review

	3
	Gosford Hospital
	NSW
	Central Coast Local Health District
	Desktop review

	4
	Broken Hill Health Service
	NSW
	Far West Local Health District
	Survey

	5
	Maitland Hospital
	NSW
	Hunter New England Local Health District
	Survey

	6
	Manning Base Hospital
	NSW
	Hunter New England Local Health District
	Desktop review

	7
	Wollongong Hospital
	NSW
	Illawarra Shoalhaven Local Health District
	Desktop review

	8
	Coffs Harbour Health Campus 
	NSW
	Mid North Coast Local Health District
	Desktop review

	9
	Port Macquarie Health Campus
	NSW
	Mid North Coast Local Health District
	Desktop review

	10
	Nepean Hospital
	NSW
	Nepean Blue Mountains Local Health District
	Desktop review

	11
	Lismore Base Hospital
	NSW
	Northern NSW Local Health District
	Desktop review

	12
	Tweed Valley Hospital (replacing Tweed District Hospital)
	NSW
	Northern NSW Local Health District
	Desktop review

	13
	Royal North Shore Hospital
	NSW
	Northern Sydney Local Health District
	Desktop review

	14
	Marren Campbell & Mackie
	NSW
	Not classified as a hospital
	Desktop review

	15
	Royal Hospital for Women
	NSW
	South Eastern Sydney Local Health District
	Desktop review

	16
	St George Hospital
	NSW
	South Eastern Sydney Local Health District
	Desktop review

	17
	Bankstown Hospital
	NSW
	South Western Sydney Local Health District
	Desktop review

	18
	Campbelltown Hospital 
	NSW
	South Western Sydney Local Health District
	Desktop review

	19
	Liverpool Hospital
	NSW
	South Western Sydney Local Health District
	Desktop review

	20
	Queanbeyan District Hospital
	NSW
	Southern NSW Local Health District
	Survey

	21
	Royal Prince Alfred Hospital
	NSW
	Sydney Local Health District
	Desktop review

	22
	Bathurst Hospital
	NSW
	Western NSW Local Health District
	Survey

	23
	Dubbo Health Service
	NSW
	Western NSW Local Health District
	Desktop review

	24
	Blacktown Hospital
	NSW
	Western Sydney Local Health District
	Consultation

	25
	Westmead Hospital
	NSW
	Western Sydney Local Health District
	Desktop review

	26
	John Hunter Hospital
	NSW 
	Hunter New England Local Health District
	Desktop review

	27
	Northern Beaches Hospital 
	NSW 
	Northern Sydney Local Health District
	Survey

	28
	Alice Springs Hospital
	NT
	Central Australia Health Service
	Desktop review

	29
	Gove District Hospital
	NT
	Top End Health Service
	Desktop review

	30
	Katherine District Hospital
	NT
	Top End Health Service
	Desktop review

	31
	Palmerston Hospital
	NT
	Top End Health Service
	Desktop review

	32
	Royal Darwin Hospital
	NT
	Top End Health Service
	Desktop review

	33
	Cairns Hospital
	QLD
	Cairns and Hinterland Hospital and Health Service
	Desktop review

	34
	Rockhampton Hospital
	QLD
	Central Queensland Hospital and Health service
	Desktop review

	35
	Toowoomba Hospital
	QLD
	Darling Downs Health
	Desktop review

	36
	Gold Coast University Hospital Emergency Department
	QLD
	Gold Coast Health
	Desktop review

	37
	Haven Ultrasound - Gold Coast
	QLD
	Gold Coast Health
	Desktop review

	38
	Caboolture Hospital
	QLD
	Metro North Health
	Desktop review

	39
	Haven Ultrasound - Wesley
	QLD
	Metro North Health
	Desktop review

	40
	Redcliff Hospital
	QLD
	Metro North Health
	Desktop review

	41
	Royal Brisbane and Women's Hospital
	QLD
	Metro North Health
	Desktop review

	42
	Beaudesert Hospital
	QLD
	Metro South Health
	Desktop review

	43
	Haven Ultrasound - Green Slopes
	QLD
	Metro South Health
	Desktop review

	44
	Logan Hospital 
	QLD
	Metro South Health
	Desktop review

	45
	Mater Mother's Private Brisbane
	QLD
	Metro South Health
	Desktop review

	46
	Redland Hospital
	QLD
	Metro South Health
	Desktop review

	47
	Sunshine Coast University Hospital
	QLD
	Sunshine Coast Hospital and Health Service
	Desktop review

	48
	Townsville University Hospital
	QLD
	Townsville Health Service
	Desktop review

	49
	Ipswich Hospital
	QLD
	West Moreton Health
	Desktop review

	50
	Bundaberg Hospital
	QLD
	Wide Bay Hospital and Health Service
	Desktop review

	51
	Hervey Bay Hospital
	QLD
	Wide Bay Hospital and Health Service
	Desktop review

	52
	Mount Barker Hospital
	SA
	Barossa Hills Fleurieu Local Health Network
	Consultation

	53
	Lyell McEwin Hospital
	SA
	Northern Adelaide Local Health Network
	Desktop review

	54
	Flinders Medical Centre
	SA
	Southern Adelaide Local Health Network
	Desktop review

	55
	Women's and Children's Hospital
	SA
	Women's and Children's Health Network
	Desktop review

	56
	Mersey Community Hospital
	TAS
	North West Tasmania
	Desktop review

	57
	North West Regional Hospital
	TAS
	North West Tasmania
	Desktop review

	58
	Launceston General Hospital
	TAS
	Northern Tasmania
	Desktop review

	59
	Royal Hobart Hospital
	TAS
	Southern Tasmania
	Desktop review

	60
	University Hospital Geelong
	VIC
	Barwon Health
	Desktop review

	61
	Bendigo Hospital
	VIC
	Bendigo Health
	Desktop review

	62
	Box Hill Hospital
	VIC
	Eastern Health
	Desktop review

	63
	Rosewood Women's Health Clinic
	VIC
	Goulburn Valley Health
	Survey

	64
	The Royal Women's Hospital
	VIC
	Melbourne Health
	Desktop review

	65
	Werribee Mercy Hospital for Women
	VIC
	Mercy Health
	Desktop review

	66
	Casey Hospital
	VIC
	Monash Health
	Desktop review

	67
	Clayton Hospital, Monash Medical Centre
	VIC
	Monash Health
	Desktop review

	68
	Hospital Epping
	VIC
	Northern Health
	Desktop review

	69
	Alfred Road Medical Centre
	VIC
	Not classified as a hospital
	Desktop review

	70
	Frankston Hospital
	VIC
	Peninsula Health
	Desktop review

	71
	Warrnambool Base Hospital
	VIC
	South West Healthcare
	Desktop review

	72
	Sunshine Hospital
	VIC
	Western Health
	Desktop review

	73
	Armadale Hospital
	WA
	East Metropolitan Health Service
	Desktop review

	74
	Bentley Hospital
	WA
	East Metropolitan Health Service
	Consultation

	75
	Midland Hospital
	WA
	East Metropolitan Health Service
	Desktop review

	76
	Fiona Stanley Hospital
	WA
	North Metropolitan Health Service
	Desktop review

	77
	Joondalup Health Campus
	WA
	North Metropolitan Health Service
	Desktop review

	78
	King Edward Memorial Hospital
	WA
	North Metropolitan Health Service
	Desktop review

	79
	Simply Women
	WA
	North Metropolitan Health Service
	Desktop review

	80
	Perth Pregnancy Clinic
	WA
	Not classified as a hospital
	Survey

	81
	Rockingham General Hospital
	WA
	South Metropolitan Health Service
	Desktop review

	82
	Broome Health Campus
	WA
	WA Country Health Service
	Consultation

	83
	Bunbury Hospital
	WA
	WA Country Health Service
	Survey

	84
	Hedland Health
	WA
	WA Country Health Service
	Survey



[bookmark: _Toc207977772]Survey analysis.
This appendix provides further information on responses received from the patient and provider surveys. The patient survey received a total of 211 responses, and the provider survey a total of 166 responses. 
[bookmark: _Toc206508703][bookmark: _Toc206677959][bookmark: _Toc207977773]Patient survey
0. [bookmark: _Toc206508704][bookmark: _Toc206677960][bookmark: _Toc207977774]Patient Survey Section A – Type of Care
: Responses to patient survey question A3 – Where did you receive medical care for early pregnancy complications? (n=211)

Note: Multiple responses permitted. 
Source: Deloitte Access Economics survey analysis (2025).

0. [bookmark: _Toc206508705][bookmark: _Toc206677961][bookmark: _Toc207977775]Patient Survey Section B – Accessibility 
: Responses to patient survey question B1 – Where did you get the link to this survey from? (n=211)

Note: Single response permitted. 
Source: Deloitte Access Economics survey analysis (2025).

: Responses to patient survey question B2 – How did you first hear about EPAS providers? (n=145)

Note: Single response permitted. Shown only to EPAS clinic patients i.e. Question A3 = Early Pregnancy Assessment Service (EPAS) Clinic. 
Source: Deloitte Access Economics survey analysis (2025).

: Responses to patient survey question B3 – Who referred you to an EPAS provider? (n=145)

Note: Single response permitted. Shown only to EPAS clinic patients i.e. Question A3 = Early Pregnancy Assessment Service (EPAS) Clinic. 
Source: Deloitte Access Economics survey analysis (2025).

: Responses to patient survey question B4 – Did you book an appointment to attend an EPAS provider (n=145)

Note: Single response permitted. Shown only to EPAS clinic patients i.e. Question A3 = Early Pregnancy Assessment Service (EPAS) Clinic. 
Source: Deloitte Access Economics survey analysis (2025).

: Responses to patient survey question B5 – After receiving your referral, how long did you have to wait before you received care at an EPAS provider? (n=145)

Note: Single response permitted. Shown only to EPAS clinic patients i.e. Question A3 = Early Pregnancy Assessment Service (EPAS) Clinic. 
Source: Deloitte Access Economics survey analysis (2025).

: Responses to patient survey question B6 – How long did it take you to travel from your home to access an EPAS clinic? (n=145)

Note: Single response permitted. Shown only to EPAS clinic patients i.e. Question A3 = Early Pregnancy Assessment Service (EPAS) Clinic. 
Source: Deloitte Access Economics survey analysis (2025).

: Responses to patient survey question B7 – To what extent do you disagree or agree with the following statements: (n=145)

Note: Single response per statement permitted. Shown only to EPAS clinic patients i.e. Question A3 = Early Pregnancy Assessment Service (EPAS) Clinic. 
Source: Deloitte Access Economics survey analysis (2025).
[image: ]
: Responses to patient survey question B8 – To what extent do you disagree or agree with the following statements: (n=66)

Note: Single response per statement permitted. Shown only to patients who accessed EPAS at an alternative health setting. Question A3 =/= Early Pregnancy Assessment Service (EPAS) Clinic. 
Source: Deloitte Access Economics survey analysis (2025).

0. [bookmark: _Toc206508706][bookmark: _Toc206677962][bookmark: _Toc207977776]Patient Survey Section C – Service Use 
: Responses to patient survey question C1 – Which of the following early pregnancy services did you receive? (n=209)

Note: Multiple responses permitted. 
Source: Deloitte Access Economics survey analysis (2025).

: Responses to patient survey question C2 – Please select the medical professional who delivered most of the care you received in the EPAS clinic/alternative setting. (n=203)

Note: Multiple responses permitted. 
Source: Deloitte Access Economics survey analysis (2025).

: Responses to patient survey question C3 – Did you receive a follow-up directly from the EPAS clinic you visited? (n=141)

Note: Single response permitted. Shown only to EPAS clinic patients i.e. Question A3 = Early Pregnancy Assessment Service (EPAS) Clinic. 
Source: Deloitte Access Economics survey analysis (2025).

: Responses to patient survey question C4 – After receiving early pregnancy assessment services, did you receive a follow up? (n=63)

Note: Single response permitted. Shown only to patients who accessed EPAS at an alternative health setting i.e. Question A3 =/= Early Pregnancy Assessment Service (EPAS) Clinic. 
Source: Deloitte Access Economics survey analysis (2025).

: Responses to patient survey question C5 – How did this follow-up occur? (n=103)

Note: Multiple responses permitted. Shown only to patients who answered “Yes, focussed ONLY on my physical health” or “Yes, focussed on BOTH my physical and mental health” in Questions C3 or C4. 
Source: Deloitte Access Economics survey analysis (2025).

0. [bookmark: _Toc206508707][bookmark: _Toc206677963][bookmark: _Toc207977777]Patient Survey Section D – Experience 
: Responses to patient survey question D1 – Based on your experience receiving early pregnancy assessment services, respond to the following statements: (n=199)

Note: Single response per statement permitted. 
Source: Deloitte Access Economics survey analysis (2025).

: Responses to patient survey question D2 – When an individual need could not be met, did staff explain why? (n=120)

Note: Single response permitted. Shown only to patients who answered “Never”, “Rarely” or “Sometimes” to Question D1.
Source: Deloitte Access Economics survey analysis (2025).

: Responses to patient survey question D3 – Overall, the quality of the treatment and care I received was: (n=197)

Note: Single response permitted. 
Source: Deloitte Access Economics survey analysis (2025).

: Responses to patient survey question D4 – When you were receiving early pregnancy assessment services, did you feel you were treated unfairly for any of the reasons below? (n=162)

Note: Multiple responses permitted. 
Source: Deloitte Access Economics survey analysis (2025).

: Responses to patient survey question D6 – What was the outcome of your pregnancy? (n=190)

Note: Multiple responses permitted. 
Source: Deloitte Access Economics survey analysis (2025).

[bookmark: _Toc206508708][bookmark: _Toc206677964][bookmark: _Toc207977778]Provider survey
0. [bookmark: _Toc206508709][bookmark: _Toc206677965][bookmark: _Toc207977779]Provider Survey Section A – Type of Facility 
: Responses to Provider Survey Question A3 – What type of healthcare facility are you employed by? (n=299)


Note: Single response permitted.
Source: Deloitte Access Economics’ survey analysis (2025).

0. [bookmark: _Toc206508710][bookmark: _Toc206677966][bookmark: _Toc207977780]Provider Survey Section B – About Your Workplace 
: Responses to Provider Survey Question B2 & B3– Which of the following medical/health practitioners deliver early pregnancy assessment services at your healthcare service/EPAS Clinic? (n=198)

Note: Multi-response permitted. Sample size: EPAS Clinic n=61, EPAS in alternative health setting n=139.
Source: Deloitte Access Economics’ survey analysis (2025).

: Responses to Provider Survey Question B4 – For each type of medical professional, how many full-time-equivalent (FTE) employees work at your EPAS clinic?  (n=159)

Note: Multi-response permitted. Sample size: Obstetrician n=17, Gynaecologist n=12, General Practitioner n=20, Non-specialist doctor n=22, Nurse practitioner or registered nurse n=9, midwife n=14, Social worker n=0, Administrative staff n=9.
Source: Deloitte Access Economics’ survey analysis (2025).

[bookmark: _Hlk204196897]: Responses to Provider Survey Question B5 – How many patients, on average, receive early pregnancy assessment services at your healthcare setting or EPAS clinic in a week? (n=159)

Note: Single response permitted.
Source: Deloitte Access Economics’ survey analysis (2025).



Provider Survey Section C – Accessibility 
: Responses to Provider Survey Question C1 – Which days of the week is your EPAS clinic open? (n=29)

Note: Multiple responses permitted. Shown only to EPAS clinic respondents i.e., if Question A3 = Early Pregnancy Assessment Services (EPAS).
Source: Deloitte Access Economics’ survey analysis (2025).

: Responses to Provider Survey Question C2 – How many hours is your EPAS clinic open across the following days of the week? (n=26)

Note: Shown only to EPAS clinic respondents i.e., if Question A3 = Early Pregnancy Assessment Services (EPAS). Numeric responses were grouped into categories shown above.
Source: Deloitte Access Economics’ survey analysis (2025).

: Responses to Provider Survey Question C3 – When your EPAS clinic is closed, where can people who need early pregnancy assessment services access support? (n=28)

Note: Shown only to EPAS clinic respondents i.e., if Question A3 = Early Pregnancy Assessment Services (EPAS). Short text responses were sorted into categories shown above.
Source: Deloitte Access Economics’ survey analysis (2025).
: Responses to Provider Survey Question C4 – What are the referral requirements at your EPAS clinic? (Excluding self-referral) (n=28)

Note: Shown only to EPAS clinic respondents i.e., if Question A3 = Early Pregnancy Assessment Services (EPAS).
Source: Deloitte Access Economics’ survey analysis (2025).

: Responses to Provider Survey Question C5 – Does your EPAS clinic have an appointment booking system? (n=28)

Note: Shown only to EPAS clinic respondents i.e., if Question A3 = Early Pregnancy Assessment Services (EPAS). ‘Yes, and it accommodates walk-ins where needed’ was added as an additional category based on open text responses.
Source: Deloitte Access Economics’ survey analysis (2025).

: Responses to Provider Survey Question C6 – What is the gestation cut-off for your EPAS clinic? (n=28)

Note: Shown only to EPAS clinic respondents i.e., if Question A3 = Early Pregnancy Assessment Services (EPAS).
Source: Deloitte Access Economics’ survey analysis (2025).

: Responses to Provider Survey Question C7 – Would the following patients be eligible to visit your EPAS clinic based on its inclusion and exclusion criteria? (n=28)

Note: Single response per statement. Shown only to EPAS clinic respondents i.e., if Question A3 = Early Pregnancy Assessment Services (EPAS).
Source: Deloitte Access Economics’ survey analysis (2025).

Responses to Provider Survey Question C8 – Does your EPAS clinic have any inclusion and/or exclusion criteria not mentioned in the previous two questions? (n=13)
Additional inclusion criteria mentioned:
· Hyperemesis gravidarum (n=2)
· Abortion care over 14 weeks gestation (n=1)
Additional exclusion criteria mentioned:
· Termination of pregnancy under some conditions (n=7) or experiencing complications from termination of pregnancy performed elsewhere (n=2)
· Hyperemesis gravidarum (n=1)
· Ectopic pregnancies if clinically unstable (n=1)
· Outside of clinic catchment area or without access to Medicare (n=1)
· Non-pregnancy related issues in early pregnancy (n=1)

: Responses to Provider Survey Question C9 – To what extent do you disagree or agree with the following statements? (n=28)

Note: Shown only to EPAS clinic respondents i.e., if Question A3 = Early Pregnancy Assessment Services (EPAS).
Source: Deloitte Access Economics’ survey analysis (2025).
: Responses to Provider Survey Question C10 – To what extent do you disagree or agree with the following statements? (n=120)

Note: Shown only to respondents who operate EPAS in alternative health settings i.e., if Question A3 = EPAS in alternative health settings. 
Source: Deloitte Access Economics’ survey analysis (2025).

0. [bookmark: _Toc206508711][bookmark: _Toc206677967][bookmark: _Toc207977781]Provider Survey Section D – Services 
: Responses to Provider Survey Question D1 – Which of the following early pregnancy services are provided by your healthcare service? Please select as many as apply. (n=146)
Note: Multiple responses permitted. Includes responses from all respondents. 
Source: Deloitte Access Economics’ survey analysis (2025).

[bookmark: _Ref204336503]: Responses to Provider Survey Question D1 – Which of the following early pregnancy services are provided by your healthcare service? Please select as many as apply. (n=28)

Note: Multiple responses permitted. Includes responses only from EPAS clinic respondents i.e., if A3 = Early Pregnancy Assessment Service (EPAS). 
Source: Deloitte Access Economics’ survey analysis (2025).

: Responses to Provider Survey Question D2 – Does your EPAS clinic have the following facilities? Please select as many as apply. (n=28)

Note: Multiple responses permitted. Shown only to EPAS clinic respondents i.e., if Question A3 = Early Pregnancy Assessment Services (EPAS).
Source: Deloitte Access Economics’ survey analysis (2025). 

: Responses to Provider Survey Question D3 and D5 – Does your EPAS clinic/healthcare service follow-up with patients after they receive early pregnancy assessment services?

Note: Question D3 shown only to EPAS clinic respondents i.e., if Question A3 = Early Pregnancy Assessment Services (EPAS). Question D5 shown only to EPAS in alternative health settings respondents i.e., if Question A3=/= Early Pregnancy Assessment Services (EPAS).
Source: Deloitte Access Economics’ survey analysis (2025). 

: Responses to Provider Survey Question D4 – Do the follow-ups inquire about the patient's mental health? (n=27)

Note: Shown only to EPAS clinic respondents i.e., if Question A3 = Early Pregnancy Assessment Services (EPAS).
Source: Deloitte Access Economics’ survey analysis (2025). 

: Responses to Provider Survey Question D6 – Does your EPAS clinic do any of the following after a patient is discharged? Select ALL that apply. (n=28)

Note: Shown only to EPAS clinic respondents i.e., if Question A3 = Early Pregnancy Assessment Services (EPAS).
Source: Deloitte Access Economics’ survey analysis (2025). 

0. [bookmark: _Toc206508712][bookmark: _Toc206677968][bookmark: _Toc207977782]Provider Survey Section E – Tailored Supports 
: Responses to Provider Survey Question E2 – How confident are you that your service could deliver appropriate and high-quality early pregnancy supports to patients who identify as the following priority groups? (n=137)

Note: Single response per priority group. Shown only to EPAS clinic respondents i.e., if Question A3 = Early Pregnancy Assessment Services (EPAS).
Source: Deloitte Access Economics’ survey analysis (2025).

[bookmark: _Toc199336346][bookmark: _Toc204023916][bookmark: _Toc207977783]Limitation of our work
[bookmark: _Toc199336347][bookmark: _Toc204023917][bookmark: _Toc207977784]General use restriction
This report is prepared solely for the internal use of the Australian Department of Health, Disability and Ageing. This report is not intended to and should not be used or relied upon by anyone else and we accept no duty of care to any other person or entity. The report has been prepared for the purpose of conducting a national audit of Early Pregnancy Assessment Services (EPAS) clinics. You should not refer to or use our name or the advice for any other purpose.
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Yes	
2	7.2992700729927001E-2	No	
2	0.29197080291970801	Not relevant	
2	0.16788321167883211	Prefer not to say / Not sure	
2	0.46715328467153283	


All	
1-10 patients	11-20 patients	21-30 patients	31-40 patients	41-50 patients	More than 50 patients	Prefer not to say / Not sure	0.37735849056603776	0.25157232704402516	0.10062893081761007	4.40251572327044E-2	6.9182389937106917E-2	9.4339622641509441E-2	6.2893081761006289E-2	



Hospital or emergency department	GP or other primary healthcare provider	Community leader, friend or family member	Internet search	Social media post or online health forum	Non-government organisation or peak body	0.48275862068965519	0.42758620689655175	3.4482758620689655E-2	4.1379310344827586E-2	1.3793103448275862E-2	0	
Hospital or emergency department	GP or other primary healthcare provider	Community leader, friend or family member	Internet search	Social media post or online health forum	Non-government organisation or peak body	70	62	5	6	2	0	



Early Pregnancy Assessment Service (EPAS) clinic	Emergency Department	Maternity, obstetrics, or antenatal hospital unit	General Practitioner (GP)	Other primary healthcare provider (e.g., clinic-based specialist or midwife in a non-hospital setting)	Other, please specify:	0.6872037914691943	0.53080568720379151	0.25592417061611372	0.45497630331753552	0.13270142180094788	6.1611374407582936E-2	
Early Pregnancy Assessment Service (EPAS) clinic	Emergency Department	Maternity, obstetrics, or antenatal hospital unit	General Practitioner (GP)	Other primary healthcare provider (e.g., clinic-based specialist or midwife in a non-hospital setting)	Other, please specify:	145	112	54	96	28	13	



EPAS clinic	Hospital or emergency department	GP or other primary healthcare provider	Community leader, friend or family member	Internet search	Social media post or online health forum	Non-government organisation or peak body	Friend	Other, please specify:	Prefer not to say / Not sure	3.7914691943127965E-2	9.4786729857819912E-3	9.4786729857819912E-3	0	0	0.81042654028436023	0.11374407582938388	1.4218009478672985E-2	4.7393364928909956E-3	0	
EPAS clinic	Hospital or emergency department	GP or other primary healthcare provider	Community leader, friend or family member	Internet search	Social media post or online health forum	Non-government organisation or peak body	Friend	Other, please specify:	Prefer not to say / Not sure	8	2	2	0	0	171	24	3	1	0	



Hospital or emergency department	GP or other primary healthcare provider	Community leader, friend or family member	Internet search	Social media post or online health forum	Non-government organisation or peak body	0.48275862068965519	0.42758620689655175	3.4482758620689655E-2	4.1379310344827586E-2	1.3793103448275862E-2	0	
Hospital or emergency department	GP or other primary healthcare provider	Community leader, friend or family member	Internet search	Social media post or online health forum	Non-government organisation or peak body	70	62	5	6	2	0	



Emergency department	General practitioner (GP)	Myself (self-referral)	Maternity, obstetrics, or antenatal hospital unit	Other primary healthcare provider (e.g., clinic-based specialist or midwife in a non-hospital setting)	Other, please specify:	0.37931034482758619	0.34482758620689657	0.11724137931034483	6.2068965517241378E-2	4.8275862068965517E-2	4.8275862068965517E-2	
Emergency department	General practitioner (GP)	Myself (self-referral)	Maternity, obstetrics, or antenatal hospital unit	Other primary healthcare provider (e.g., clinic-based specialist or midwife in a non-hospital setting)	Other, please specify:	55	50	17	9	7	7	



Yes	No, I attended a walk-in or emergency service	0.61379310344827587	0.38620689655172413	
Yes	No, I attended a walk-in or emergency service	89	56	



Less than 12 hours	12-23 hours	1-2 days	3-6 days	1-2 weeks	More than 2 weeks	Prefer not to say / Not sure	0.24827586206896551	9.6551724137931033E-2	0.26896551724137929	0.27586206896551724	8.9655172413793102E-2	0	2.0689655172413793E-2	
Less than 12 hours	12-23 hours	1-2 days	3-6 days	1-2 weeks	More than 2 weeks	Prefer not to say / Not sure	36	14	39	40	13	0	3	



Under 15 minutes	15-29 minutes	30-59 minutes	1-2 hours	More than 2 hours	Prefer not to say / Not sure	0.2	0.44137931034482758	0.28275862068965518	4.8275862068965517E-2	6.8965517241379309E-3	2.0689655172413793E-2	
Under 15 minutes	15-29 minutes	30-59 minutes	1-2 hours	More than 2 hours	Prefer not to say / Not sure	29	64	41	7	1	3	


Strongly disagree	
It was easy to find out about EPAS clinics	I am satisfied with the length of time it took to be seen by an EPAS clinic after receiving a referral	The EPAS clinic was located within a reasonable distance from my home	8.9655172413793102E-2	6.2068965517241378E-2	2.7586206896551724E-2	Disagree	
It was easy to find out about EPAS clinics	I am satisfied with the length of time it took to be seen by an EPAS clinic after receiving a referral	The EPAS clinic was located within a reasonable distance from my home	0.24827586206896551	0.2413793103448276	8.9655172413793102E-2	Neither agree nor disagree	
It was easy to find out about EPAS clinics	I am satisfied with the length of time it took to be seen by an EPAS clinic after receiving a referral	The EPAS clinic was located within a reasonable distance from my home	0.2413793103448276	0.15862068965517243	0.1103448275862069	Agree	
It was easy to find out about EPAS clinics	I am satisfied with the length of time it took to be seen by an EPAS clinic after receiving a referral	The EPAS clinic was located within a reasonable distance from my home	0.36551724137931035	0.4	0.48965517241379308	Strongly agree	
It was easy to find out about EPAS clinics	I am satisfied with the length of time it took to be seen by an EPAS clinic after receiving a referral	The EPAS clinic was located within a reasonable distance from my home	5.5172413793103448E-2	0.1310344827586207	0.24827586206896551	Prefer not to say / Not sure	
It was easy to find out about EPAS clinics	I am satisfied with the length of time it took to be seen by an EPAS clinic after receiving a referral	The EPAS clinic was located within a reasonable distance from my home	0	6.8965517241379309E-3	3.4482758620689655E-2	



Strongly disagree	
I knew where to go to access early pregnancy supports	I am satisfied with the length of time it took to be seen by medical professionals	Early pregnancy supports were conveniently located, a reasonable distance from my home	0.16666666666666666	0.18181818181818182	0.13636363636363635	Disagree	
I knew where to go to access early pregnancy supports	I am satisfied with the length of time it took to be seen by medical professionals	Early pregnancy supports were conveniently located, a reasonable distance from my home	0.21212121212121213	0.33333333333333331	4.5454545454545456E-2	Neither agree nor disagree	
I knew where to go to access early pregnancy supports	I am satisfied with the length of time it took to be seen by medical professionals	Early pregnancy supports were conveniently located, a reasonable distance from my home	0.13636363636363635	6.0606060606060608E-2	0.19696969696969696	Agree	
I knew where to go to access early pregnancy supports	I am satisfied with the length of time it took to be seen by medical professionals	Early pregnancy supports were conveniently located, a reasonable distance from my home	0.40909090909090912	0.30303030303030304	0.37878787878787878	Strongly agree	
I knew where to go to access early pregnancy supports	I am satisfied with the length of time it took to be seen by medical professionals	Early pregnancy supports were conveniently located, a reasonable distance from my home	7.575757575757576E-2	0.12121212121212122	0.22727272727272727	Prefer not to say / Not sure	
I knew where to go to access early pregnancy supports	I am satisfied with the length of time it took to be seen by medical professionals	Early pregnancy supports were conveniently located, a reasonable distance from my home	0	0	1.5151515151515152E-2	
I knew where to go to access early pregnancy supports	I am satisfied with the length of time it took to be seen by medical professionals	Early pregnancy supports were conveniently located, a reasonable distance from my home	
I knew where to go to access early pregnancy supports	I am satisfied with the length of time it took to be seen by medical professionals	Early pregnancy supports were conveniently located, a reasonable distance from my home	




Consultation, including assessment of pregnancy viability	Ultrasound	Blood test	Counselling	Information on accessing additional supports (e.g., leaflets)	Referral to additional supports, including for mental heatlh	Other, please specify:	Prefer not to say / Not sure	0.8133971291866029	0.76076555023923442	0.62679425837320579	0.12918660287081341	0.37799043062200954	0.10526315789473684	0.11961722488038277	9.5693779904306216E-3	Consultation, including assessment of pregnancy viability	Ultrasound	Blood test	Counselling	Information on accessing additional supports (e.g., leaflets)	Referral to additional supports, including for mental heatlh	Other, please specify:	Prefer not to say / Not sure	170	159	131	27	79	22	25	2	



General practitioner (GP)	Nurse practitioner or registered nurse	Midwife or endorsed midwife	Non-specialist doctor (e.g., Resident Medical Officer, Hospital Medical Officer, Career Medical Officer, Medical Registrar, General Medical Officer)	Gynaecologist	Obstetrician	Emergency doctor	Sonographer	Other, please specify	Prefer not to say / Not sure	0.14285714285714285	0.21182266009852216	0.23645320197044334	0.16748768472906403	0.2019704433497537	0.2857142857142857	0.14285714285714285	0.15763546798029557	4.9261083743842367E-2	5.4187192118226604E-2	
General practitioner (GP)	Nurse practitioner or registered nurse	Midwife or endorsed midwife	Non-specialist doctor (e.g., Resident Medical Officer, Hospital Medical Officer, Career Medical Officer, Medical Registrar, General Medical Officer)	Gynaecologist	Obstetrician	Emergency doctor	Sonographer	Other, please specify	Prefer not to say / Not sure	29	43	48	34	41	58	29	32	10	11	



No	Yes, focused ONLY on my physical health	Yes, focused on BOTH my physical and mental health	Prefer not to say / Not Sure	Yes, focused ONLY on my mental health	0.27659574468085107	0.45390070921985815	0.24822695035460993	2.1276595744680851E-2	0	
No	Yes, focused ONLY on my physical health	Yes, focused on BOTH my physical and mental health	Prefer not to say / Not Sure	Yes, focused ONLY on my mental health	39	64	35	3	0	



No	Yes, focused ONLY on my physical health	Yes, focused on BOTH my physical and mental health	Prefer not to say / Not Sure	0.36507936507936506	0.3968253968253968	0.20634920634920634	3.1746031746031744E-2	
No	Yes, focused ONLY on my physical health	Yes, focused on BOTH my physical and mental health	Prefer not to say / Not Sure	23	25	13	2	



In-person	Over the phone	Via text message	Via email	Other, please specify	Prefer not to say / Not Sure	0.30097087378640774	0.61165048543689315	3.8834951456310676E-2	0	2.9126213592233011E-2	1.9417475728155338E-2	
In-person	Over the phone	Via text message	Via email	Other, please specify	Prefer not to say / Not Sure	31	63	4	0	3	2	


Never	
My views and concerns were listened to	My individual needs were met	I felt cared for	I was involved as much as I wanted in making decisions about my treatment and care	I was kept informed as much as I wanted about my treatment and care	I received pain relief that met my needs	While receiving care, I felt confident in the safety of my treatment and care	3.015075376884422E-2	3.015075376884422E-2	5.5276381909547742E-2	5.5276381909547742E-2	3.5175879396984924E-2	9.0452261306532666E-2	4.0201005025125629E-2	Rarely	
My views and concerns were listened to	My individual needs were met	I felt cared for	I was involved as much as I wanted in making decisions about my treatment and care	I was kept informed as much as I wanted about my treatment and care	I received pain relief that met my needs	While receiving care, I felt confident in the safety of my treatment and care	7.5376884422110546E-2	0.12060301507537688	0.11557788944723618	6.5326633165829151E-2	9.5477386934673364E-2	6.5326633165829151E-2	0.10050251256281408	Sometimes	
My views and concerns were listened to	My individual needs were met	I felt cared for	I was involved as much as I wanted in making decisions about my treatment and care	I was kept informed as much as I wanted about my treatment and care	I received pain relief that met my needs	While receiving care, I felt confident in the safety of my treatment and care	0.3165829145728643	0.2613065326633166	0.23618090452261306	0.17085427135678391	0.18090452261306533	0.10552763819095477	0.19597989949748743	Mostly	
My views and concerns were listened to	My individual needs were met	I felt cared for	I was involved as much as I wanted in making decisions about my treatment and care	I was kept informed as much as I wanted about my treatment and care	I received pain relief that met my needs	While receiving care, I felt confident in the safety of my treatment and care	0.28140703517587939	0.35175879396984927	0.28643216080402012	0.271356783919598	0.30150753768844218	0.20100502512562815	0.30653266331658291	Always	
My views and concerns were listened to	My individual needs were met	I felt cared for	I was involved as much as I wanted in making decisions about my treatment and care	I was kept informed as much as I wanted about my treatment and care	I received pain relief that met my needs	While receiving care, I felt confident in the safety of my treatment and care	0.29145728643216079	0.23618090452261306	0.30653266331658291	0.42211055276381909	0.38693467336683418	0.31155778894472363	0.33668341708542715	Doesn't apply	
My views and concerns were listened to	My individual needs were met	I felt cared for	I was involved as much as I wanted in making decisions about my treatment and care	I was kept informed as much as I wanted about my treatment and care	I received pain relief that met my needs	While receiving care, I felt confident in the safety of my treatment and care	5.0251256281407036E-3	0	0	1.507537688442211E-2	0	0.22613065326633167	2.0100502512562814E-2	
My views and concerns were listened to	My individual needs were met	I felt cared for	I was involved as much as I wanted in making decisions about my treatment and care	I was kept informed as much as I wanted about my treatment and care	I received pain relief that met my needs	While receiving care, I felt confident in the safety of my treatment and care	
My views and concerns were listened to	My individual needs were met	I felt cared for	I was involved as much as I wanted in making decisions about my treatment and care	I was kept informed as much as I wanted about my treatment and care	I received pain relief that met my needs	While receiving care, I felt confident in the safety of my treatment and care	




Never	Rarely	Sometimes	Mostly	Always	0.14166666666666666	0.10833333333333334	0.42499999999999999	0.25833333333333336	6.6666666666666666E-2	
Never	Rarely	Sometimes	Mostly	Always	17	13	51	31	8	



Very poor	Poor	Average	Good	Very good	4.5685279187817257E-2	0.14213197969543148	0.21319796954314721	0.30964467005076141	0.28934010152284262	
Very poor	Poor	Average	Good	Very good	9	28	42	61	57	



I was not treated unfairly	Your sex	Your gender identity	Your age	Your skin colour	Your race or ethnic group	Your English language proficiency	A disability or physical health condition you have	A mental health condition you have	Your sexual orientation	Your religious beliefs	History of miscarriage/stillbirth	The sensitivity of potential early pregnancy loss	Something else, please specify:	0.84567901234567899	6.1728395061728392E-3	6.1728395061728392E-3	1.2345679012345678E-2	0	6.1728395061728392E-3	6.1728395061728392E-3	1.8518518518518517E-2	3.0864197530864196E-2	6.1728395061728392E-3	0	3.7037037037037035E-2	8.0246913580246909E-2	1.8518518518518517E-2	
I was not treated unfairly	Your sex	Your gender identity	Your age	Your skin colour	Your race or ethnic group	Your English language proficiency	A disability or physical health condition you have	A mental health condition you have	Your sexual orientation	Your religious beliefs	History of miscarriage/stillbirth	The sensitivity of potential early pregnancy loss	Something else, please specify:	137	1	1	2	0	1	1	3	5	1	0	6	13	3	



Miscarriage (pregnancy loss before 20 weeks of gestation)	Stillbirth (pregnancy loss after 20 weeks of gestation)	Infant death following birth	Termination of pregnancy (medical or surgical)	Preterm birth	Carried to term	Prefer not to say / Not sure	0.86315789473684212	2.1052631578947368E-2	0	0.14210526315789473	3.1578947368421054E-2	9.4736842105263161E-2	5.263157894736842E-3	
Miscarriage (pregnancy loss before 20 weeks of gestation)	Stillbirth (pregnancy loss after 20 weeks of gestation)	Infant death following birth	Termination of pregnancy (medical or surgical)	Preterm birth	Carried to term	Prefer not to say / Not sure	164	4	0	27	6	18	1	


Early Pregnancy Assessment Services (EPAS) clinic	
0.19879518072289157	Emergency department	
7.2289156626506021E-2	Maternity, obstetrics, or antenatal hospital unit	
0.31325301204819278	General practitioner	
0.34337349397590361	Other primary healthcare provider (e.g., clinic-based specialist of midwife in a non-hospital setting)	
3.0120481927710843E-2	Other, please specify:	
4.2168674698795178E-2	Alternative providers	
0.8012048192771084	


Alternative Providers	
Nurse practitioner or registered nurse	Midwife	Endorsed midwife	General practitioner (GP)	Non-specialist doctor (e.g., Resident Medical Officer, Hospital Medical Officer, Career Medical Officer, Medical Registrar, General Medical Officer)	Obstetrician	Gynaecologist	Sonographer	Mental health professional (e.g., counsellors or psychologists)	Mental health nurses or midwives	Social worker	Administrative staff	Other, please specify:	0.33834586466165412	0.36090225563909772	6.7669172932330823E-2	0.54135338345864659	0.2932330827067669	0.3007518796992481	0.21804511278195488	0.15037593984962405	4.5112781954887216E-2	3.007518796992481E-2	0.15037593984962405	0.15037593984962405	0	EPAS clinics	
Nurse practitioner or registered nurse	Midwife	Endorsed midwife	General practitioner (GP)	Non-specialist doctor (e.g., Resident Medical Officer, Hospital Medical Officer, Career Medical Officer, Medical Registrar, General Medical Officer)	Obstetrician	Gynaecologist	Sonographer	Mental health professional (e.g., counsellors or psychologists)	Mental health nurses or midwives	Social worker	Administrative staff	Other, please specify:	0.39393939393939392	0.60606060606060608	0	6.0606060606060608E-2	0.69696969696969702	0.63636363636363635	0.42424242424242425	0.27272727272727271	0	0	9.0909090909090912E-2	0.27272727272727271	9.0909090909090912E-2	



<	1 FTE	
Obstetrician	Gynaecologist	General practitioner (GP)	Non-specialist doctor (e.g., Resident Medical Officer, Hospital Medical Officer, Career Medical Officer, Medical Registrar, General Medical Officer)	Nurse practitioner or registered nurse	Midwife	Social worker	Administrative staff	0.82352941176470584	0.66666666666666663	1	0.59090909090909094	0.66666666666666663	0.35714285714285715	1	0.5	1 to 	<	 2 FTE	
Obstetrician	Gynaecologist	General practitioner (GP)	Non-specialist doctor (e.g., Resident Medical Officer, Hospital Medical Officer, Career Medical Officer, Medical Registrar, General Medical Officer)	Nurse practitioner or registered nurse	Midwife	Social worker	Administrative staff	0.11764705882352941	0.25	0	0.31818181818181818	0.1111111111111111	0.5714285714285714	0	0.5	2+ FTE	
Obstetrician	Gynaecologist	General practitioner (GP)	Non-specialist doctor (e.g., Resident Medical Officer, Hospital Medical Officer, Career Medical Officer, Medical Registrar, General Medical Officer)	Nurse practitioner or registered nurse	Midwife	Social worker	Administrative staff	5.8823529411764705E-2	8.3333333333333329E-2	0	9.0909090909090912E-2	0.22222222222222221	7.1428571428571425E-2	0	0	



All	
1-10 patients	11-20 patients	21-30 patients	31-40 patients	41-50 patients	More than 50 patients	Prefer not to say / Not sure	0.37735849056603776	0.25157232704402516	0.10062893081761007	4.40251572327044E-2	6.9182389937106917E-2	9.4339622641509441E-2	6.2893081761006289E-2	



Monday	Tuesday	Wednesday	Thursday	Friday	Saturday	Sunday	0.96551724137931039	0.82758620689655171	0.89655172413793105	0.82758620689655171	0.89655172413793105	6.8965517241379309E-2	3.4482758620689655E-2	


Less than 4 hours	
Monday (n=25)	Tuesday (n=21)	Wednesday (n=23)	Thursday (n=21)	Friday (n=23)	Saturday (n=2)	Sunday (n=1)	0.16	0.23809523809523808	0.17391304347826086	0.23809523809523808	0.17391304347826086	0	0	4 to less than 7 hours	
Monday (n=25)	Tuesday (n=21)	Wednesday (n=23)	Thursday (n=21)	Friday (n=23)	Saturday (n=2)	Sunday (n=1)	0.32	0.14285714285714285	0.2608695652173913	0.14285714285714285	0.2608695652173913	0	0	7 to less than 8 hours	
Monday (n=25)	Tuesday (n=21)	Wednesday (n=23)	Thursday (n=21)	Friday (n=23)	Saturday (n=2)	Sunday (n=1)	0.08	9.5238095238095233E-2	8.6956521739130432E-2	9.5238095238095233E-2	8.6956521739130432E-2	0.5	0	8 to 8.5 hours	
0.44	0.52380952380952384	0.47826086956521741	0.52380952380952384	0.47826086956521741	0.5	1	




Emergency department	General practitioner	Phone (midwife or reception)	Maternity unit	Private clinic	1	0.25	0.10714285714285714	3.5714285714285712E-2	3.5714285714285712E-2	



No referrals are required to visit the EPAS clinic	No referrals are required for patients who have experienced recurrent miscarriages, or a previous ectopic or molar pregnancy. Otherwise, referrals are required	Referrals are required for all patients	Other (please specify)	0.2857142857142857	3.5714285714285712E-2	0.6428571428571429	3.5714285714285712E-2	



No, it is a walk in and/or emergency service ONLY	Yes, but it also allows walk-ins	Yes, and it doesn't allow walk-ins	Yes, and it accommodates walk-ins where needed	Other (please specify):	Prefer not to say / Not sure	0	0.2857142857142857	0.6428571428571429	7.1428571428571425E-2	0	0	



Under 10 weeks	Under 12 weeks	Under 14 weeks	Under 16 weeks	Under 20 weeks	Other (please specify)	No specific gestation cut-off	Prefer not to say / Not sure	0	0	0.42857142857142855	0.10714285714285714	0.39285714285714285	0	7.1428571428571425E-2	0	


Yes	
Patient is experiencing light pain and/or light bleeding	Patient is experiencing severe pain	Patient is experiencing heavy bleeding	Patient is clinically unstable	Patient has a history of recurrent miscarriage (3 or more miscarriages in a row)	Patient has a non-viable pregnancy on ultrasound scan	Patient is experiencing a pregnancy of uncertain viability	Patient requires methotrexate treatment of ecotopic pregnancy	Patient with gestational trophoblastic disease (molar pregnancy)	Patient is experiencing ectopic pregnancy or pregnancy of an unknown location	Patient requires βhCG tracking	There is a foetal anomaly detected on ultrasound	Patient has retained products of conception	Patient has an intrauterine contraceptive device in situ with documented intrauterine early pregnancy on ultrasound	0.9642857142857143	0.21428571428571427	0.32142857142857145	3.5714285714285712E-2	0.7142857142857143	0.9642857142857143	0.9642857142857143	0.8928571428571429	0.9285714285714286	0.9285714285714286	0.9642857142857143	0.39285714285714285	1	0.7857142857142857	No	
Patient is experiencing light pain and/or light bleeding	Patient is experiencing severe pain	Patient is experiencing heavy bleeding	Patient is clinically unstable	Patient has a history of recurrent miscarriage (3 or more miscarriages in a row)	Patient has a non-viable pregnancy on ultrasound scan	Patient is experiencing a pregnancy of uncertain viability	Patient requires methotrexate treatment of ecotopic pregnancy	Patient with gestational trophoblastic disease (molar pregnancy)	Patient is experiencing ectopic pregnancy or pregnancy of an unknown location	Patient requires βhCG tracking	There is a foetal anomaly detected on ultrasound	Patient has retained products of conception	Patient has an intrauterine contraceptive device in situ with documented intrauterine early pregnancy on ultrasound	3.5714285714285712E-2	0.7857142857142857	0.6785714285714286	0.9285714285714286	0.2857142857142857	3.5714285714285712E-2	3.5714285714285712E-2	0.10714285714285714	7.1428571428571425E-2	7.1428571428571425E-2	3.5714285714285712E-2	0.6071428571428571	0	0.21428571428571427	Prefer not to say / unsure	
Patient is experiencing light pain and/or light bleeding	Patient is experiencing severe pain	Patient is experiencing heavy bleeding	Patient is clinically unstable	Patient has a history of recurrent miscarriage (3 or more miscarriages in a row)	Patient has a non-viable pregnancy on ultrasound scan	Patient is experiencing a pregnancy of uncertain viability	Patient requires methotrexate treatment of ecotopic pregnancy	Patient with gestational trophoblastic disease (molar pregnancy)	Patient is experiencing ectopic pregnancy or pregnancy of an unknown location	Patient requires βhCG tracking	There is a foetal anomaly detected on ultrasound	Patient has retained products of conception	Patient has an intrauterine contraceptive device in situ with documented intrauterine early pregnancy on ultrasound	3.5714285714285712E-2	



Strongly disagree	
My clinic is appropriately staffed to meet demand and deliver high quality EPAS	It is easy and convenient for patients to access my EPAS clinic	The inclusion and exclusion criteria to access my EPAS clinic are clear and well known to patients	There are clear referral pathways in and out of my EPAS clinic	Staff at my clinic are appropriately trained to deliver high quality care and treatment	The psychosocial needs of patients who access my EPAS clinic are met	Staff at my clinic have received training in psychosocial and emotional support capabilities	Staff at my clinic are credentialed to perform and interpret transvaginal ultrasounds	0.10714285714285714	3.5714285714285712E-2	0	0	0	7.1428571428571425E-2	0.14285714285714285	0.21428571428571427	Disagree	
My clinic is appropriately staffed to meet demand and deliver high quality EPAS	It is easy and convenient for patients to access my EPAS clinic	The inclusion and exclusion criteria to access my EPAS clinic are clear and well known to patients	There are clear referral pathways in and out of my EPAS clinic	Staff at my clinic are appropriately trained to deliver high quality care and treatment	The psychosocial needs of patients who access my EPAS clinic are met	Staff at my clinic have received training in psychosocial and emotional support capabilities	Staff at my clinic are credentialed to perform and interpret transvaginal ultrasounds	0.39285714285714285	0.17857142857142858	0.17857142857142858	7.1428571428571425E-2	0.10714285714285714	0.17857142857142858	0.32142857142857145	0.2857142857142857	Neither disagree nor agree	
My clinic is appropriately staffed to meet demand and deliver high quality EPAS	It is easy and convenient for patients to access my EPAS clinic	The inclusion and exclusion criteria to access my EPAS clinic are clear and well known to patients	There are clear referral pathways in and out of my EPAS clinic	Staff at my clinic are appropriately trained to deliver high quality care and treatment	The psychosocial needs of patients who access my EPAS clinic are met	Staff at my clinic have received training in psychosocial and emotional support capabilities	Staff at my clinic are credentialed to perform and interpret transvaginal ultrasounds	0.17857142857142858	0.14285714285714285	0.39285714285714285	0.10714285714285714	0.10714285714285714	0.17857142857142858	0.21428571428571427	3.5714285714285712E-2	Agree	
My clinic is appropriately staffed to meet demand and deliver high quality EPAS	It is easy and convenient for patients to access my EPAS clinic	The inclusion and exclusion criteria to access my EPAS clinic are clear and well known to patients	There are clear referral pathways in and out of my EPAS clinic	Staff at my clinic are appropriately trained to deliver high quality care and treatment	The psychosocial needs of patients who access my EPAS clinic are met	Staff at my clinic have received training in psychosocial and emotional support capabilities	Staff at my clinic are credentialed to perform and interpret transvaginal ultrasounds	0.21428571428571427	0.5	0.35714285714285715	0.6428571428571429	0.42857142857142855	0.42857142857142855	0.25	0.21428571428571427	Strongly agree	
My clinic is appropriately staffed to meet demand and deliver high quality EPAS	It is easy and convenient for patients to access my EPAS clinic	The inclusion and exclusion criteria to access my EPAS clinic are clear and well known to patients	There are clear referral pathways in and out of my EPAS clinic	Staff at my clinic are appropriately trained to deliver high quality care and treatment	The psychosocial needs of patients who access my EPAS clinic are met	Staff at my clinic have received training in psychosocial and emotional support capabilities	Staff at my clinic are credentialed to perform and interpret transvaginal ultrasounds	0.10714285714285714	0.14285714285714285	7.1428571428571425E-2	0.17857142857142858	0.35714285714285715	0.14285714285714285	7.1428571428571425E-2	0.21428571428571427	Prefer not to say / Not sure	
My clinic is appropriately staffed to meet demand and deliver high quality EPAS	It is easy and convenient for patients to access my EPAS clinic	The inclusion and exclusion criteria to access my EPAS clinic are clear and well known to patients	There are clear referral pathways in and out of my EPAS clinic	Staff at my clinic are appropriately trained to deliver high quality care and treatment	The psychosocial needs of patients who access my EPAS clinic are met	Staff at my clinic have received training in psychosocial and emotional support capabilities	Staff at my clinic are credentialed to perform and interpret transvaginal ultrasounds	3.5714285714285712E-2	



Strongly disagree	
My healthcare service is appropriately staffed to meet demand and deliver high quality early pregnancy assessment services	It is easy and convenient for patients to access early pregnancy assessment services at my healthcare service	There are defined lines of communication and accountability within my healthcare service	If needed, it is easy and convenient for patients to access translation and interpreting services.	The psychosocial needs of patients who access early pregnancy assessment services at my healthcare service are met	Staff at my healthcare service have received training in psychosocial and emotional support capabilities	Staff at my healthcare service are credentialed to perform and interpret transvaginal ultrasounds	0.125	9.166666666666666E-2	7.4999999999999997E-2	0.05	0.10833333333333334	9.166666666666666E-2	0.31666666666666665	Disagree	
My healthcare service is appropriately staffed to meet demand and deliver high quality early pregnancy assessment services	It is easy and convenient for patients to access early pregnancy assessment services at my healthcare service	There are defined lines of communication and accountability within my healthcare service	If needed, it is easy and convenient for patients to access translation and interpreting services.	The psychosocial needs of patients who access early pregnancy assessment services at my healthcare service are met	Staff at my healthcare service have received training in psychosocial and emotional support capabilities	Staff at my healthcare service are credentialed to perform and interpret transvaginal ultrasounds	0.25833333333333336	0.18333333333333332	0.1	0.15	0.25	0.27500000000000002	0.21666666666666667	Neither disagree nor agree	
My healthcare service is appropriately staffed to meet demand and deliver high quality early pregnancy assessment services	It is easy and convenient for patients to access early pregnancy assessment services at my healthcare service	There are defined lines of communication and accountability within my healthcare service	If needed, it is easy and convenient for patients to access translation and interpreting services.	The psychosocial needs of patients who access early pregnancy assessment services at my healthcare service are met	Staff at my healthcare service have received training in psychosocial and emotional support capabilities	Staff at my healthcare service are credentialed to perform and interpret transvaginal ultrasounds	9.166666666666666E-2	0.14166666666666666	0.16666666666666666	0.19166666666666668	0.13333333333333333	0.15	0.11666666666666667	Agree	
My healthcare service is appropriately staffed to meet demand and deliver high quality early pregnancy assessment services	It is easy and convenient for patients to access early pregnancy assessment services at my healthcare service	There are defined lines of communication and accountability within my healthcare service	If needed, it is easy and convenient for patients to access translation and interpreting services.	The psychosocial needs of patients who access early pregnancy assessment services at my healthcare service are met	Staff at my healthcare service have received training in psychosocial and emotional support capabilities	Staff at my healthcare service are credentialed to perform and interpret transvaginal ultrasounds	0.36666666666666664	0.40833333333333333	0.4	0.35	0.30833333333333335	0.3	0.20833333333333334	Strongly agree	
My healthcare service is appropriately staffed to meet demand and deliver high quality early pregnancy assessment services	It is easy and convenient for patients to access early pregnancy assessment services at my healthcare service	There are defined lines of communication and accountability within my healthcare service	If needed, it is easy and convenient for patients to access translation and interpreting services.	The psychosocial needs of patients who access early pregnancy assessment services at my healthcare service are met	Staff at my healthcare service have received training in psychosocial and emotional support capabilities	Staff at my healthcare service are credentialed to perform and interpret transvaginal ultrasounds	0.15833333333333333	0.16666666666666666	0.24166666666666667	0.25	0.19166666666666668	0.14166666666666666	9.166666666666666E-2	Prefer not to say / Not sure	
My healthcare service is appropriately staffed to meet demand and deliver high quality early pregnancy assessment services	It is easy and convenient for patients to access early pregnancy assessment services at my healthcare service	There are defined lines of communication and accountability within my healthcare service	If needed, it is easy and convenient for patients to access translation and interpreting services.	The psychosocial needs of patients who access early pregnancy assessment services at my healthcare service are met	Staff at my healthcare service have received training in psychosocial and emotional support capabilities	Staff at my healthcare service are credentialed to perform and interpret transvaginal ultrasounds	0	8.3333333333333332E-3	1.6666666666666666E-2	8.3333333333333332E-3	8.3333333333333332E-3	4.1666666666666664E-2	0.05	
My healthcare service is appropriately staffed to meet demand and deliver high quality early pregnancy assessment services	It is easy and convenient for patients to access early pregnancy assessment services at my healthcare service	There are defined lines of communication and accountability within my healthcare service	If needed, it is easy and convenient for patients to access translation and interpreting services.	The psychosocial needs of patients who access early pregnancy assessment services at my healthcare service are met	Staff at my healthcare service have received training in psychosocial and emotional support capabilities	Staff at my healthcare service are credentialed to perform and interpret transvaginal ultrasounds	
My healthcare service is appropriately staffed to meet demand and deliver high quality early pregnancy assessment services	It is easy and convenient for patients to access early pregnancy assessment services at my healthcare service	There are defined lines of communication and accountability within my healthcare service	If needed, it is easy and convenient for patients to access translation and interpreting services.	The psychosocial needs of patients who access early pregnancy assessment services at my healthcare service are met	Staff at my healthcare service have received training in psychosocial and emotional support capabilities	Staff at my healthcare service are credentialed to perform and interpret transvaginal ultrasounds	




Consultation, including assessment of pregnancy viability	Ultrasound, including transvaginal ultrasound	Blood test	Surgical termination of pregnancy	Medical termination of pregnancy	Management of miscarriage (medical or surgical)	Surgical procedures (e.g., dilation and curettage, removal of ectopic pregnancy)	Counselling and emotional support	Sharing of written information (e.g., leaflets explaining the condition or how to access other healthcare services)	Psychosocial risk assessment	None of the above	Prefer not to say / Not sure	0.85616438356164382	0.58904109589041098	0.82191780821917804	0.43835616438356162	0.67123287671232879	0.71232876712328763	0.54794520547945202	0.71917808219178081	0.81506849315068497	0.5821917808219178	0.02	6.8493150684931503E-3	



Consultation, including assessment of pregnancy viability	Ultrasound, including transvaginal ultrasound	Blood test	Surgical termination of pregnancy	Medical termination of pregnancy	Management of miscarriage (medical or surgical)	Surgical procedures (e.g., dilation and curettage, removal of ectopic pregnancy)	Counselling and emotional support	Sharing of written information (e.g., leaflets explaining the condition or how to access other healthcare services)	Psychosocial risk assessment	0.9642857142857143	0.8928571428571429	0.8928571428571429	0.6428571428571429	0.6071428571428571	0.9285714285714286	0.9642857142857143	0.6785714285714286	0.8571428571428571	0.35714285714285715	



Discrete waiting room, separate from maternity and antenatal waiting rooms	Private consultation room	Neither of the above	Prefer not to say / Not sure	0.5	1	0	0	


Never	
D3 EPAS Clinics (n=28)	D5 Alternative Providers (n=112)	3.5714285714285712E-2	6.25E-2	Rarely	
D3 EPAS Clinics (n=28)	D5 Alternative Providers (n=112)	0	8.9285714285714288E-2	Sometimes	
D3 EPAS Clinics (n=28)	D5 Alternative Providers (n=112)	7.1428571428571425E-2	0.14285714285714285	Mostly	
D3 EPAS Clinics (n=28)	D5 Alternative Providers (n=112)	0.6428571428571429	0.29464285714285715	Always	
D3 EPAS Clinics (n=28)	D5 Alternative Providers (n=112)	0.25	0.4107142857142857	
D3 EPAS Clinics (n=28)	D5 Alternative Providers (n=112)	
D3 EPAS Clinics (n=28)	D5 Alternative Providers (n=112)	



Never	EPAS clinics	0	Rarely	
EPAS clinics	0.1111111111111111	Sometimes	
EPAS clinics	0.33333333333333331	Mostly	
EPAS clinics	0.25925925925925924	Always	
EPAS clinics	0.29629629629629628	




Providing transfer of care letters	Writing referrals to additional healthcare services, including for mental health supports	Informing primary healthcare providers of outcomes	Other (please specify):	None of the above	Prefer not to say / Not sure	0.5	0.6071428571428571	0.7857142857142857	0.17857142857142858	0.10714285714285714	3.5714285714285712E-2	


Not confident	
First Nations	Culturally and linguistically diverse (CALD)	People who arrived in Australia as a refugee	People with a disability	LGBTQIA+	6.6666666666666666E-2	5.8394160583941604E-2	6.569343065693431E-2	4.3795620437956206E-2	2.9197080291970802E-2	Somewhat less confident	
First Nations	Culturally and linguistically diverse (CALD)	People who arrived in Australia as a refugee	People with a disability	LGBTQIA+	8.8888888888888892E-2	0.10218978102189781	0.13868613138686131	0.11678832116788321	4.3795620437956206E-2	Neutral	
First Nations	Culturally and linguistically diverse (CALD)	People who arrived in Australia as a refugee	People with a disability	LGBTQIA+	7.407407407407407E-2	9.4890510948905105E-2	0.16058394160583941	0.11678832116788321	9.4890510948905105E-2	Somewhat confident	
First Nations	Culturally and linguistically diverse (CALD)	People who arrived in Australia as a refugee	People with a disability	LGBTQIA+	0.35555555555555557	0.37226277372262773	0.32846715328467152	0.35036496350364965	0.30656934306569344	Highly confident	
First Nations	Culturally and linguistically diverse (CALD)	People who arrived in Australia as a refugee	People with a disability	LGBTQIA+	0.4148148148148148	0.35766423357664234	0.27007299270072993	0.35766423357664234	0.49635036496350365	Prefer not to say / Not sure	
First Nations	Culturally and linguistically diverse (CALD)	People who arrived in Australia as a refugee	People with a disability	LGBTQIA+	1.4598540145985401E-2	3.6496350364963501E-2	1.4598540145985401E-2	2.9197080291970802E-2	
First Nations	Culturally and linguistically diverse (CALD)	People who arrived in Australia as a refugee	People with a disability	LGBTQIA+	
First Nations	Culturally and linguistically diverse (CALD)	People who arrived in Australia as a refugee	People with a disability	LGBTQIA+	
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