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Abstract  

Objective: To describe women’s reports of the model of care options General 

Practitioners (GPs) discussed with them at the first pregnancy consultation and 

women’s self-reported role in decision-making about model of care.  

Methods: Women who had recently given birth responded to survey items about the 

models of care GPs discussed, their role in final decision-making, and socio-

demographic, obstetric history, and early pregnancy characteristics. 

Results: The proportion of women with whom each model of care was discussed varied 

between 8.2% (for private midwifery care with home birth) and 64.4% (GP shared 

care). Only 7.7% of women reported that all seven models were discussed. Exclusive 

discussion about private obstetric care and about all public models was common, and 

women’s health insurance status was the strongest predictor of the presence of 

discussions about each model. Most women (82.6%) reported active involvement in 

final decision-making about model of care. 

Conclusion: Although most women report involvement in maternity model of care 

decisions, they remain largely uninformed about the breadth of available model of care 

options.  

Practical Implications: Strategies that facilitate women’s access to information on the 

differentiating features and outcomes for all models of care should be prioritized to 

better ensure equitable and quality decisions. 

Keywords 

Models of care, maternity care, information provision, decision support, primary care, 

patient participation, informed decision-making 
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1. Introduction  

In Australia, as in the United States [1], Canada [2], and the UK [3], there are several 

available models of maternity care [4]. These models of care operate under a two-tier 

system that combines publicly funded universal health care with parallel privately 

funded health care accessible to those who have purchased private health insurance or 

can pay out-of-pocket [5]. Australian models of maternity care include both models 

managed by medical professionals (i.e., physicians) and models led by midwives (see 

Table 1 for examples). There remains wider acceptance of medically managed models of 

care, although there is growing acceptance of midwifery-led models [6 7] and a 

Government commitment to increasing their availability [4]. 

Private maternity care – where care is provided by a private practice obstetrician – is 

currently accessed by approximately one third of Australian women [8]. Most of the 

remainder access one of a number of public models including standard hospital care 

provided by doctors and midwives, midwifery-led hospital or birth centre care, and 

shared care between a hospital and a community-based primary care provider [4].  A 

very small number of women (<1%) choose to birth at home [8] where care is typically 

provided by a registered private practice midwife. Private midwifery care with birth in 

a public hospital has also been introduced recently but data on uptake are not yet 

available. 

A recent national review of the Australian maternity care system [4] recommended 

improved access to information to facilitate women’s informed decision-making 

throughout the perinatal period. The importance of ensuring women can make 

informed decisions about where and with whom they birth specifically has been 

recognized in a number of recent documents in Australia [9-11] and elsewhere [12-14]. 

Facilitating informed model of care decisions is critical given that models differ in their 
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type of maternity care provider(s), location of care, philosophical orientation (e.g. 

‘medical’ or ‘natural’) [15 16], degree of caregiver continuity [17 18], access to medical 

procedures, rates of intervention, and maternal and infant health outcomes (e.g. [19-

22]).  

When equipped with comprehensive information on available models of care, women 

are better able to make trade-offs between their perceived advantages and 

disadvantages and choose the model most closely aligned with their preferences, 

expectations, and circumstances [23 24]. Such alignment is associated with higher 

satisfaction with labor and birth care [15 25] and has potential to prevent unnecessary 

health system costs, through reductions in providing either under- or over- specialized 

care [4 26 27]. 

In Australia, General Practitioners (GPs, i.e. family physicians) are typically the first 

care provider seen by women in pregnancy [28 29]. GPs also provide initial referrals for 

maternity care in most cases [30] and, thus, play a key role in shaping women’s 

awareness of model of care options and subsequent decision-making. However, 

evidence of GPs’ provision of model of care information in Australia is limited. In a study 

that surveyed 93 GPs and 110 women in South Australia, only 19% of women reported 

receiving information about models of care from their GPs [31]. Moreover, almost half 

(43%) of the GPs surveyed said they were not supported to maintain up-to-date 

knowledge on models of care, and most (89%) reported that model of care referrals 

were influenced by whether women had private health insurance coverage [31]. 

Outside Australia, recent studies based in the UK have also suggested that many women 

receive limited information by care providers on their options for birthplace type [32-

34]. We are aware of little other recent, quality evidence on this issue.  
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Further research examining how current primary care practice supports women to 

make informed decisions about model of care is needed. This paper describes a 

population level analysis of women’s reports of the model of care options discussed by 

GPs in their first pregnancy consultation in Queensland, Australia, as well as their role in 

final decision-making about model of care.   

2. Methods 

2.1 Participants and sampling 

Participants were women who completed the Having a Baby in Queensland Survey, 

2012 [35], a population-level, retrospective cross-sectional study of women’s 

pregnancy, labour, birth, and post-birth experiences in Queensland, Australia. The 

survey was mailed by the Queensland Registry of Births, Deaths and Marriages to all 

women who gave birth in Queensland between October 2011 and January 2012 

approximately 3-4 months after birth. 

Eligible women were identified via compulsory birth notification records. Women 

with a stillbirth or neonatal death were mailed invitations with details for accessing an 

online tailored version of the survey. Women whose babies had died more than 28 days 

after birth were excluded. Women responded by completing either a written survey 

booklet returned by mail (with free postage), an online survey, or a telephone survey 

with a trained female interviewer (using a translator if required). Instructions for 

survey participation were provided in English and 19 other languages.  

The current study analyzed responses from women who (i) had a live singleton or 

multiple birth, (ii) provided usable survey data, (iii) reported seeing a GP at their first 

visit with a care provider in pregnancy (as GPs are the professional group 

predominantly responsible for facilitating decision-making about, and providing 
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referral to, a model of maternity care), and (iv) provided at least a single response to the 

survey item assessing the model of maternity care options discussed. 

2.2. Measures  

2.2.1. Models of maternity care discussed 

Women were asked, ‘Women can have different types of maternity care. Did the first 

care provider you saw in pregnancy discuss with you the pros and cons (benefits and risks) 

of each of these types of pregnancy and labour/birth care?’ A brief description of each of 

seven models of care was provided that focused on the location(s) of care during 

pregnancy, labour and birth, and typical type of care provider(s) (see Table 1). Women 

were able to respond separately for each different model by selecting (i) Yes, discussed 

this option, (ii) No, didn’t discuss this option, or (iii) Not sure. Women also had the 

option of specifying an ‘Other’ discussed model of care via an open-ended question. The 

list and descriptions of models of care was informed by a review of Australian literature 

[4 36 37] and consultation with key stakeholders.  

2.2.2. Role in final decision-making about model of care 

Women were asked, ‘Who made the decision about the type of pregnancy and 

labour/birth care you would have?’ Response options were: (i) I made the final decision 

myself, from all my available options, (ii) My care provider(s) made the final decision 

and checked if it was OK with me, and (iii) My care provider(s) made the final decision 

without checking with me. This question comprised an adaptation of the Modified 

Control Preferences Scale (CPS) in which two response options (i.e., those pertaining to 

the patient deciding after considering the provider’s opinion and the patient and 

provider sharing decision-making) were omitted to minimize misclassification bias 
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while preserving our ability to identify the presence of patient involvement in decision-

making (see [38] for further detail). 

2.2.3. Socio-demographic characteristics 

A range of socio-demographic characteristics was assessed including maternal age, 

country of birth, language spoken at home, Aboriginal and Torres Strait Islander 

identification, and level of education (later collapsed into two groups). Remoteness of 

women’s usual place of residence was derived by subjecting their town or suburb to the 

Accessibility/Remoteness Index of Australia (ARIA+) classification system. Women’s 

status as either a private or public patient at the time of birth was used as a proxy 

measure of women’s health insurance coverage in early pregnancy. In Australia, 

consumers must typically subscribe to insurance companies for a minimum of one year 

before they can claim for obstetric services. Thus, the vast majority of women who 

identified as private patients at birth would have had private health insurance coverage 

early in pregnancy. A small number of women who identified as public patients at birth 

may have had private health insurance and chosen not to use it for birth care.  

2.2.4. Obstetric history 

Parity, number of caesarean births (later dichotomized to previous caesarean 

birth(s) not including the most recent pregnancy ‘yes or no’), and previous pregnancy 

complications (‘yes’ or ‘no’) were assessed. 

2.2.5. Early pregnancy care  

Women were asked about the type of care provider first seen in pregnancy from the 

following options: (i) General Practitioner (GP), (ii) Other (open-ended), and (iii) I did 

not go to a care provider in pregnancy. The nature of women’s first visit with a care 
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provider was determined by asking women whether this visit included a pregnancy 

check-up, defined as an appointment to check pregnancy progress. Women were also 

asked to report their gestational age at this first visit.  

2.3. Ethical approval 

Ethical approval for the Having a Baby in Queensland Survey, 2012 and subsequent 

analyses was obtained from The University of Queensland Behavioural & Social Sciences 

Ethical Review Committee (Clearance #2011001083). 

2.4. Analytic strategy 

We used descriptive statistics to determine the incidence of each model of care being 

discussed by GPs, patterns in combinations of options discussed, and women’s role in 

model of care decision-making. We conducted a series of univariable and multivariable 

binary logistic regression analyses to determine associations between maternal/other 

characteristics and models of care discussed.  

Eighty-two women checked that an ‘Other’ model of care was discussed and 56 

elaborated with a qualitative response. Four responses clearly identified a listed model 

of care and were thus back-coded into the relevant category. The remaining qualitative 

responses comprised further discussion of models participants’ had already checked, 

broad descriptions of care where a specific model could not be determined, or 

miscellaneous comments not pertaining to models of care discussed (e.g., statements 

that women “knew what they wanted”; descriptions of health status; descriptions of 

obstetric intervention). For these reasons, the ‘Other’ model of care item is not 

discussed further. 

To simplify analyses, the seven model of care categories included in the survey were 

condensed to five categories for the description of patterns in models discussed and 
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logistic regression analyses (see Table 1). Categories were combined into a composite 

model if they represented the same model of care except for the location (e.g., 

midwifery-led care and birth centre care). Prior to regression analyses, responses for 

each of the resulting five model categories (outcome variables) were re-coded as either 

‘Recalled having this model of care discussed’ (value of ‘1’ if a ‘Yes, discussed’ response) 

or ‘Did not recall having this model of care discussed’ (value of ‘0’ if a ‘No, didn’t discuss’ 

or 'Not sure' response, or response was not stated). A composite model was coded as 1 

if a ‘yes, discussed’ response was given for either combined category. Only cases with 

complete data on all predictor variables were included in univariable regression 

analyses.  

Prior to conducting multivariable analyses, potential multicollinearity was examined 

by conducting bivariate correlations amongst all predictors, with dummy coding of 

variables with more than two levels.  Multicollinearity was excluded as a potential 

threat to analyses as no correlations exceeded 0.45. Bonferroni correction for potential 

Type 1 error associated with the inclusion of multiple models in the multivariable 

analysis resulted in a minimum significance criterion of p<.002 (p<.01/5 models). 

3. Results  

3.1. Population characteristics 

Initially, 19,194 women were eligible to participate and were mailed a copy of the 

survey. A total of 5840 completed surveys were returned for women who had a live 

singleton or multiple birth (response rate of 30.4%). The final sample was 

approximately representative of all birthing women in Queensland in 2010 in terms of 

method of birth, previous caesarean, plurality of pregnancy, health district of residence, 

premature birth, and low infant birthweight. Aboriginal and/or Torres Strait Islander 
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women, women aged less than 20 years, and women who gave birth in public facilities 

were underrepresented in the sample [8 39].  

A total of 5100 respondents reported visiting a GP as their first care provider in 

pregnancy (87.3% of total sample). Forty-two of these respondents were excluded due 

to completely missing data on the model of maternity care options discussed. The 

resulting sample size for all descriptive analyses presented was 5058 women. Logistic 

regression analyses utilized a further subsample of 4273 women who had provided 

data for all socio-demographic, obstetric history, and early pregnancy care variables. 

3.2. Model of maternity care options discussed  

Overall rates of discussion of each model of care option are presented in Table 2. GP 

shared care was discussed with women most frequently (64.4%) and private midwifery 

care with home birth least frequently (8.2%). 

3.3. Patterns in model of maternity care options discussed 

The number of models discussed by GPs ranged from zero to five (M=2.26, SD=1.36). 

Approximately one quarter of women (26.8%) reported that only one model of care 

option was discussed. Of these women, the models most frequently discussed were 

private obstetric care (61.1%), followed by GP shared care (22.3%). The most 

frequently reported combinations of models discussed are presented in Fig. 1.  Very few 

women (7.7%) reported that all five models of care were discussed.  

3.4. Predictors of discussion of model of care options 

In the univariable analyses, all predictors had significant associations (p <.01) with 

the discussion of at least one model of care and were thus included in the multivariable 

models. In multivariable analyses, age was independently associated with discussions 

about both midwifery-led models of care (see Table 3). For both, the likelihood of 
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discussion was typically significantly lower among older women. For example, women 

aged 35 years and over had lower odds of having private midwifery care discussed than 

women aged under 25 years (OR=0.41, 99% CI: 0.26–0.62). Age was not associated with 

discussions about GP shared care, standard public care or private obstetric care. Only 

one association was found for remoteness of residence. Women who lived in outer 

regional areas had higher odds of having GP shared care discussed (OR=1.53, 99% CI: 

1.16–2.02) than women who lived in a major city. No other socio-demographic 

characteristics (i.e., maternal country of birth, language spoken at home, Aboriginal and 

Torres Strait Islander identification and education) were found to be independently 

associated with discussions about any model. 

Parity was the only obstetric history characteristic associated with discussions about 

models of care. Women having their second or subsequent child had significantly lower 

odds of having private obstetric care discussed than women having their first child 

(OR=0.55, 99% CI: 0.44–0.70). Neither previous caesarean section nor previous 

complications was associated with discussions about models of care.  

Women whose first visit to a care provider in pregnancy included a pregnancy check-

up had approximately twice the odds of having GP shared care discussed (OR=2.07, 

99% CI: 1.71–2.51) and higher odds of having standard public care discussed (OR=1.30, 

CI: 99% 1.09–1.56), than women whose first visit did not involve a pregnancy check-up.  

Women’s health insurance status had the most consistent association with 

discussions about models of care. Private patients had 17 times higher odds of having 

private obstetric care discussed (OR=17.74, 99% CI: 14.09–22.34) than public patients, 

and significantly lower odds of having GP shared care (OR=0.12, 99% CI: 0.10–0.15), 

standard public care (OR=0.15, 99% CI 0.12–0.18), public midwifery-led care (OR=0.09, 
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99% CI: 0.07–0.11), and private midwifery care (OR=0.58, 99% CI: 0.43–0.77) 

discussed. 

3.5. Women’s role in final decision-making  

The majority of women (82.6%) reported that they made the final decision about 

their model of care (Table 4). A small proportion (14.6%) of women reported that their 

care provider(s) decided on their model of care but consulted them in decision-making. 

Very few women (<2%) reported that their care provider(s) made the decision 

autonomously without consulting them. 

4. Discussion and conclusion 

4.1. Discussion 

Understanding how well women are supported to make informed decisions about 

their maternity model of care is an important step in ensuring equity in access to 

models of care and decisions consistent with women’s preferences and circumstances. 

To address limited evidence on this topic, our study sought to explore women’s reports 

of the model of care options discussed by GPs in early pregnancy consultations and their 

role in decision-making.  

The model of care most frequently discussed by GPs was GP shared care. 

Comparatively low rates of discussion of other care options were reported, particularly 

for midwifery-led models. GPs in Australia have themselves reported experiencing 

difficulty in maintaining current knowledge of models of care [31]. As recent reforms 

have led to the increased availability of midwifery-led care in Australia [40 41], 

awareness of these models amongst GPs may simply be poor. Like any health 

professional group, GPs may also have vested interests in promoting models of care that 

they or their peers provide, or may have strong personal perspectives on the relative 
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benefits and risks of different models acquired through their training, practice, or other 

experiences. In Australia, private midwifery care with planned home birth is not 

formally supported by professional medical organizations and many of their members 

[4 42]. It is therefore unsurprising that this model was so infrequently discussed. 

The entire range of model of care options was rarely discussed with women (7.7%), 

and over one-quarter of women reported discussions about only one option. It could be 

that this subsample of women had pre-existing preferences for a model of care based 

either on previous experience or their own discussions or research. However, even in 

such cases, it could be argued that providers are obliged to respectfully and 

collaboratively confirm that these preferences are fully informed, which can only truly 

be achieved through discussion of alternatives. 

Distinct patterns in the combinations of models discussed were evident. Equally high 

rates of exclusive discussion about private obstetric care (16.4%) or only public models 

(18.7%) were reported, suggesting that assumptions about women’s health sector 

(private or public) preferences shaped the content of discussions. Women’s health 

insurance status was also the strongest and most consistent predictor of the content of 

discussions about models of care. Women with private health insurance had 

significantly greater odds of having private obstetric care discussed than women 

without private health insurance, even though the latter are not restricted from paying 

for such care out of pocket. The remaining model of care options were less likely to be 

discussed with women with private health insurance, despite their access to these 

models. These findings are consistent with previous research in which 89% of GPs 

reported that a woman’s health insurance status influenced their maternity care 

referrals [31]. 
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Expanding the focus of discussions from a simple private/public dichotomy is 

essential if women are to be supported in making truly informed decisions. Greater 

emphasis on the features (e.g., choice of primary provider, access to services), processes 

(e.g., rates of medical intervention), and outcomes (e.g., maternal and infant health 

outcomes) associated with all available maternity care options could maximize decision 

quality. Information transparency is particularly important given that recent 

Government incentives in Australia have encouraged young people to take up private 

health insurance [43] and may be leading increasing numbers of women to choose 

private obstetric care by default, without sufficient knowledge of alternatives. 

Other patient characteristics were also associated with the content of discussions. 

Women of higher maternal age were less likely to report that both midwifery-led 

models of care were discussed, women having their second or subsequent baby were 

less likely to report that private obstetric care was discussed, women living in outer 

regional areas were more likely to report that GP shared care was discussed, and 

women whose visits involved a first pregnancy check-up were more likely to report GP 

shared care and standard care being discussed. Some of these findings are more easily 

interpreted than others.  

For example, the increased risk of adverse pregnancy outcomes associated with 

higher maternal age [44] may reduce GPs' comfort with providing information about 

midwifery-led care if they have concerns about its safety. Midwifery-led care in 

Australia has been previously restricted to low risk pregnant women, however, access 

to this model (with specialist collaboration as appropriate) is increasingly available to 

women of any risk status. Greater awareness of this, and underlying evidence of the 

relative safety of this care option [45], may improve the frequency with which GPs make 

women aware of this model. Similarly, fewer local model of care options for women 
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living rurally could result in discussions biased towards GP shared care for these 

women due to greater availability of (and current demand for) this model. While 

understandable, these patterns in options discussed may not constitute quality care. 

GPs’ assumptions about women’s preferences or choices may be accurate at times, but 

evidence of considerable mismatch between the values of patients and health care 

providers [46] highlights the importance of eliciting women’s preferences and 

perspectives directly.  

It is encouraging that the majority of women in our sample (>80%) reported making 

the final decision about model of care themselves. This suggests willingness on the part 

of providers to facilitate or support women’s active participation in model of care 

decisions. However, this finding must be interpreted in the context of women’s other 

reports. First, supporting women to make autonomous model of care decisions in the 

absence of discussing all available options is not conducive to quality decisions and may 

result in women choosing care based on their naïve (i.e., uninformed) preferences. 

Second, it is possible that GPs’ apparent support for women’s participation is contingent 

on their control over the options discussed. We are unable to confirm or refute this 

possibility with available data, and suggest this as a line of further investigation. 

4.1.1. Strengths and limitations 

While our survey had a moderate response rate, our sample adequately represented 

the population on several demographic characteristics, moderating concerns about the 

generalisability of findings. Moreover, subgroups underrepresented in our study (e.g., 

younger women, women who identify with a cultural minority) have previously 

reported lower levels of participation in health decision-making [47 48]. Consequently, 

any bias introduced by sampling would likely have resulted in our findings only 
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overestimating the true extent of information provision and decision-making 

involvement in the population [38].  

While a strength of our study is its population-level sample, our approach also 

necessitated reliance on women’s recall and use of measures that potentially 

oversimplify women’s experiences of information provision and decision-making. We 

could not capture the full extent of information on models of care provided by GPs; 

reports of models ‘discussed’ could have ranged from mere description through to 

comprehensive explanation of a model’s features, processes, and outcomes. Similarly, 

although most women responded to our single-item measure of decision-making 

involvement, for some this may have been a complex process that occurred across 

different time-points and providers during pregnancy. Thus, an important direction for 

future investigation is to triangulate these findings through real-time observational 

research.  

4.2. Conclusion  

Support for women to make informed decisions about their maternity model of care 

appears lacking within current primary care practice in Australia. In particular, it is 

concerning that so many women reported decisional autonomy despite having 

insufficient information on options to make an informed choice. It is critical that quality 

improvement efforts be directed at overcoming these limitations in the delivery of 

health care.  

4.3. Practice implications 

The low frequency with which women reported receiving information on all models 

of care highlights an important target for practice improvement. GPs are under 

enormous pressure to keep abreast of developments across a broad range of general 
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health issues [49] and have reported lacking information about new models of 

maternity care [31]. Improving GPs’ access to information through strategies such as 

education workshops [50] or electronic resources easily accessed during consultations 

[51] may facilitate more effective information sharing with women. 

For women, simple but comprehensive information on models of care freely 

accessible either before or between consultations could also address current limitations 

in care. In particular, independent development and certification of decision support 

tools could balance biases in information provided by individual providers who are 

inevitably affected by their own beliefs, experiences and values [52] and facilitate 

alignment between each woman’s preferences and circumstances and her chosen model 

of care. Encouraged by the development of such tools in the United States [12] and the 

UK [53], we have recently completed a study of Australian women’s informational and 

decision support needs with a view to developing and evaluating a decision support tool 

on Australian models of maternity care. 
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Table 1  
Model of maternity care categories featured in the Having a Baby in Queensland Survey, 
2012 and study analyses 
 

Model categories 
in survey 

Category description in survey 
Model categories in 
study analyses 

GP shared care 

Regular pregnancy check-ups with your GP and 
some check-ups with midwives and/or 
obstetricians in the public hospital or in a 
community clinic. Labour and birth in a public 
hospital. 

GP shared care 

Standard care in a 
public hospital  
 

Pregnancy check-ups with midwives and/or 
obstetricians in the public hospital or in a 
community clinic. Labour and birth in a public 
hospital. 

Standard public care 

Midwifery-led care  
(team or caseload 
midwifery) 

Pregnancy check-ups with one midwife or a small 
team of midwives who work in a public hospital. 
Labour and birth in a public hospital (with the 
midwife or midwives that cared for you in 
pregnancy). 

Public midwifery-led 
care 

Birth centre care 
Pregnancy check-ups with one midwife or a small 
team of midwives who work in a birth centre. 
Labour and birth in the birth centre. 

Private obstetric 
care 

Pregnancy check-ups with a private obstetrician 
(who you chose). Labour and birth in a private 
hospital with care provided by your obstetrician 
and/or hospital midwives. 

Private obstetric care 

Private midwifery 
care with birth at 
home 

Pregnancy check-ups at home with a private 
midwife (who you chose). Labour and birth at 
home with care provided by your midwife. 

Private midwifery care 
Private midwifery 
care with birth in 
hospital 

Pregnancy check-ups at home with a private 
midwife (who you chose). Labour and birth in a 
public hospital (with care provided by your 
midwife or hospital midwives). 
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Table 2  
Model of maternity care options discussed (N = 5058) 
 

Model of Care (in order 
from most frequently 
discussed) 

Discussed this 
option N (%) 

Did not discuss 
this option N (%) 

Not sure N (%) Not stated N (%) 

GP shared care 3258 (64.4) 1519 (30.0) 71 (1.4) 210 (4.2) 

Standard public care 2697 (53.3) 1773 (35.1) 129 (2.6) 459 (9.1) 

Private obstetric care 2408 (47.6) 2021 (40.0) 190 (3.8) 439 (8.7) 

Midwifery-led care 2220 (43.9) 2237 (44.2) 189 (3.7) 412 (8.1) 

Birth centre care 1099 (21.7) 3132 (61.9) 215 (4.3) 612 (12.1) 

Private midwifery care 
(hospital birth) 

609 (12.0) 3581 (70.8) 226 (4.5) 642 (12.7) 

Private midwifery care 
(home birth) 

413 (8.2) 3795 (75.0) 197 (3.9) 653 (12.9) 
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Table 3  
Influence of patient characteristics on model of maternity care options discussed, multivariable logistic regression analyses (N = 4273) 

  Model of Care Discussed 

Patient Characteristics n GP Shared Care Standard Public Care Public Midwifery-led Care Private Obstetric Care Private Midwifery Care 

  OR % 99% CI OR % 99% CI OR % 99% CI OR % 99% CI OR % 99% CI 

Maternal age 

Less than 25 years 621 1.00 77.0  1.00 70.9  1.00 68.4  1.00 28.7  1.00 25.3  

25-29 years 1323 1.15 69.4 0.83–1.60 0.86 57.7 0.64–1.16 0.78 52.5 0.58–1.06 1.26 46.0 0.92–1.74 0.61** 14.4 0.44–0.84 

30-34 years 1457 0.92 57.5 0.66–1.29 0.80 48.0 0.59–1.08 0.63** 39.5 0.46–0.86 1.34 55.5 0.96–1.85 0.45** 9.7 0.31–0.64 

35 years and over 872 0.99 58.3 0.69–1.43 0.69 44.4 0.50–0.97 0.58** 36.8 0.41–0.82 1.21 53.6 0.84–1.76 0.41** 8.6 0.26–0.62 

Maternal country of birth 

Australia 3460 1.00 63.1  1.00 52.4  1.00 45.8  1.00 49.5  1.00 13.3  

Other 813 1.07 68.8 0.81–1.42 1.05 58.8 0.81–1.36 1.01 52.9 0.77–1.32 1.05 43.1 0.79–1.39 0.85 12.9 0.59–1.21 

Language spoken at home 

English only 4001 1.00 64.0  1.00 53.1  1.00 46.4  1.00 48.9  1.00 12.9  
Other language (with 
or without English) 272 0.73 67.3 0.47–1.14 1.05 61.4 0.70–1.58 1.27 58.5 0.83–1.93 0.82 39.0 0.52–1.27 1.48 17.3 0.89–2.47 

Indigenous identificationa 

No 4203 1.00 63.9  1.00 53.3  1.00 46.8  1.00 48.6  1.00 13.0  
Yes 70 1.26 80.0 0.54–2.94 1.30 71.4 0.62–2.71 1.39 68.6 0.67–2.90 0.96 28.6 0.44–2.08 1.57 24.3 0.73–3.36 

Education 

Did not complete year 
12 372 1.00 73.1  1.00 64.2  1.00 55.1  1.00 25.8  1.00 18.8  

Completed year 12 3901 1.23 63.3 0.86–1.75 1.06 52.6 0.77–1.47 1.35 46.4 0.98–1.86 1.35 50.4 0.93–1.96 0.82 12.7 0.56–1.21 

Remoteness of residence 

Major City 2653 1.00 61.2  1.00 51.8  1.00 45.6  1.00 50.5  1.00 13.2  

Inner Regional 829 1.32 69.0 1.03–1.71 1.12 56.8 0.89–1.42 0.93 47.0 0.73–1.19 0.89 44.4 0.69–1.16 0.81 12.2 0.58–1.11 

Outer Regional 674 1.53** 70.8 1.16–2.02 1.17 57.1 0.91–1.51 1.33 53.1 1.02–1.74 1.01 46.9 0.76–1.34 1.02 14.7 0.74–1.42 

Remote & very remote 117 0.68 59.0 0.39–1.19 0.83 52.1 0.48–1.43 0.99 49.6 0.56–1.74 0.56 34.2 0.29–1.08 0.79 12.8 0.37–1.69 
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Note: Reference category for DV is ‘Did not recall having this model of care discussed’ 
a Women identifying as Aboriginal and/or Torres Strait Islander 
** p<.0002 
 

 

 

Health insurance status 

Public 2597 1.00 82.4  1.00 71.7  1.00 67.7  1.00 24.5  1.00 16.6  

Private 1676 0.12** 35.9 0.10–0.15 0.15** 25.6 0.12–0.18 0.09** 15.3 0.07–0.11 17.74** 85.1 14.09–
22.34 0.58** 8.1 0.43–0.77 

Parity 

Primiparous 1934 1.00 65.6  1.00 56.4  1.00 50.8  1.00 53.2  1.00 16.3  

Multiparous 2339 0.95 63.0 0.76–1.19 0.85 51.3 0.69–1.05 0.82 44.2 0.65–1.02 0.55** 44.2 0.44–0.70 0.78 10.7 0.59–1.03 

Previous caesarean 

No 3592 1.00 65.6  1.00 55.5  1.00 49.5  1.00 47.9  1.00 14.2  

Yes 681 1.00 56.8 0.75–1.33 0.83 43.3 0.63–1.10 0.74 34.7 0.55–0.99 0.92 50.5 0.67–1.26 0.80 7.9 0.52–1.25 

Previous complications 
No 2785 1.00 65.5  1.00 54.9  1.00 48.5  1.00 48.8  1.00 14.9  

Yes 1488 0.84 61.8 0.66–1.05 1.00 51.2 0.81–1.25 1.07 44.6 0.85–1.34 1.17 47.3 0.92–1.49 0.85 10.1 0.63–1.16 

Nature of visit 
No pregnancy check-
up 1879 1.00 54.4  1.00 48.3  1.00 42.5  1.00 49.8  1.00 11.4  

Pregnancy check-up 2394 2.07** 71.8 1.71–2.51 1.30** 57.8 1.09–1.56 1.22 50.8 1.01–1.48 1.21 47.1 0.99–1.48 1.28 14.6 1.00–1.64 

Weeks gestation at visit 
0-6 weeks 3094 1.00 63.3  1.00 52.8  1.00 46.7  1.00 49.8  1.00 12.0  

7-12 weeks 1087 0.92 66.0 0.73–1.15 0.95 54.8 0.77–1.16 0.88 47.8 0.71–1.10 1.03 45.5 0.82–1.29 1.35 16.1 1.03–1.76 

13+ weeks 92 0.85 73.9 0.42–1.69 1.07 66.3 0.57–2.01 0.80 55.4 0.44–1.47 0.89 28.3 0.44–1.82 1.43 19.6 0.70–2.95 
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Table 4  
Women’s role in final decision-making about their model of maternity care (N = 5058) 
 

Role in decision-making Frequency (%) 

I made the final decision myself, from all my 
available options 

4176 (82.6) 

My care provider(s) made the final decision 
and checked if it was OK with me 

737 (14.6) 

My care provider(s) made the final decision 
without checking with me 

98 (1.9) 

Not Stated 47 (0.9) 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 - 29 - 

0 models discussed 
n = 399  

(7.9% of all women) 

1 model discussed 
n = 1,357  

(26.8% of all women) 

private obstetric 
829 (61.1% within n 

discussed) 
(16.4 % of all women) 

GP shared 
302 (22.3%) 

(6.0%) 

public midwifery-led 
126 (9.3%) 

(2.5%) 

standard public 
92 (6.8%) 

(1.8%) 

private midwifery 
8 (0.6%) 

(0.2%) 

2 models discussed 
n = 1,100  

(21.7% of all women) 

GP shared + 
standard public 

325 (29.5% within 
n discussed) 

(6.4% of all women) 

GP shared + private 
obstetric 

296 (26.9%) 
(5.9%) 

GP shared + public 
midwifery-led 
209 (19.0%) 

(4.1%) 

all other 
combinations 

(<10%) 

3 models discussed 
n = 1,327  

(26.2% of all women) 

GP shared, standard 
public, public 
midwifery-led 

947 (71.4% within n 
discussed) 

(18.7% of all women) 

GP shared, standard 
public, private 

obstetric 
219 (16.5%) 

(4.3%) 

all other 
combinations  

(<10%) 

4 models discussed 
n = 484  

(9.6% of all women) 

all models except 
private midwifery 

329 (68.0% within n 
discussed) 

(6.5% of all women) 

all models except 
private obstetric 

98 (20.2%) 
(1.9%) 

all other 
combinations 

(<10%) 

5 models discussed 
n = 391  

(7.7% of all women) 

 
 
 

 

 
 

 

 

 

 

 

 

 

 

 

 

Fig. 1. Patterns in model of maternity care options discussed (N = 5058) 
 


