
Submission regarding the ACCC’s Report to the Australian Senate on anti-competitive 

and other practices by health funds and providers in relation to private health 

insurance 

 

Thank you for the opportunity to provide a submission in relation to the lack of recognition of 

private (or independent) midwives in providing maternity services to Australian women. 

I make this submission firstly as an interested individual – my first child was born, probably 

unnecessarily by caesarean section in a Private Hospital under the care of an Obstetrician, which was 

of course covered by my Health Fund, my second both was a planned ‘domino’ birth with antenatal 

care, postnatal care and birth attendance provided by an independent midwife.  None of the fee for 

my second birth was covered by my health fund, yet the quality of care I received (and physical and 

mental health outcomes) were far superior.   

I also make this submission in the interests of other Australian women.  I feel that Australian 

women’s interests are unable to be met in the current framework which provides rebates only to 

Private Obstetricians for hospital births.  Outcomes for Australian women are not improving, yet 

more Australian women are undergoing caesareans each year.  I feel that this is an issue that is 

impinging on Australian women’s rights not only as consumers, but, as a side effect of the 

skyrocketing surgical birth rates in private hospitals in Australia due to the monopoly of this market 

by medical professionals who are becoming less and less competent at ‘normal birth’, as human 

beings. 

As privately insured consumers, women are at an increased risk of undergoing a caesarean section, 

partly due to the lack of the choice of alternative, or midwife-led models of care.  Since the 

introduction of the Private Health Insurance Incentive Policy (PHII)  Reforms which were 

implemented in 1997-2000.  Einarsdottir et al from the Telethon Institute for Child Health Research 

conducted a study which analysed over 230 000 birth records indicating a 51% increase in private 

hospital birth rates which occurred concurrently with a 13% decrease in vaginal deliveries and a 15% 

increase in both caesarean sections, and births where the infant was hospitalised for longer than 3 

days.  Their paper concluded that “the results indicate that the PHII implementation may not have 

been beneficial for obstetric care in Australia or the burden of Australian hospitals”.    

Despite Obstetricians defending this enormous increase in surgical birth by pointing towards women 

having more information, and more choice, research indicates that is not the case.  A study 

conducted by Miller, Prosser and Thomson entitled “Going public: Do risk and choice explain 

differences in caesarean birth rates between public and private places of birth in Australia?’ 

concluded that it was questionable that the higher caesarean birth rate in the private sector was due 

to either increased levels of obstetric risk or maternal preferences for mode of birth (vaginal birth vs 

caesarean) and instead were likely to be attributable to perceived choices (or indeed lack of choice) 

for a woman’s birthing preferences with more women in the private system feeling that they could 

only choose caesarean birth. 

 



These two ‘risk’ factors for privately insured women giving birth in Australia – an increase in the rate 

of caesarean section under the only privately insured model of care that they can access, and during 

their access to that model, a perceived ‘lack of choice’ around their birth preferences for the basis of 

this submission to grant women access private health insurance rebates for midwife-led models of 

care. 

In relation to the circular of 3 September 2012, I offer the following comments. 

 

I. Examples where allied health care providers offer the same or similar services 

as other providers and are not recognised by health funds, 

 

In relation to the services offered – Obstetricians are able to assist women birth babies 

either surgically or vaginally.  Midwives assist women to deliver babies vaginally.  So, 

removing surgical birth (babies born by caesarean section) which as the World Health 

Organisation states should only equate to 10-15% of the population, the remaining 85-90% 

of mothers should have the choice of obstetric OR midwifery models of care. 

 

Consumers take out private health insurance so that they have ‘more choice’ and ‘better 

care’.  In the case of birth, ‘continuity of care’ is held up as the gold standard in maternity 

care leading to less costs associated with birth both in the antenatal period and perinatally.  

These costs are associated with for example, longer hospital stays, higher rates of surgical 

intervention, higher rates of hospital stays for the neonate, and greater need for access to 

services in relation to postnatal depression, post-traumatic stress disorder and 

breastfeeding issues. 

 

An independent midwife provides true continuity of care.  The health provider that is 

engaged when the woman first learns she is pregnant is the same provider who visits her for 

every antenatal appointment, and is also the same person who attends in early labour and 

either for her delivery at home, or attendance for her birth at her chosen hospital, and then 

provides postnatal care for 6 weeks postpartum. 

 

Currently, some health insurance providers currently offer rebates for continuity of care in 

the homebirth setting, however many women for a variety of reasons may not wish to birth 

at home.  This submission acknowledges that women should have a choice about where 

they birth, and with whom, and Australian women not being able to access private health 

insurance rebates to engage an independent midwive, an expert of ‘normal non-surgiacl 

birth’ is remiss.  

 

 

2. In each instance referred to, whether this lack of recognition is warranted. In 

particular, are there any regulatory, medical or other reasons for this lack of 

recognition? 

 

One would hope that the reasons which have led to the current displacement of more women 

accessing obstetric care, but being subjected to higher rates of surgical birth is accidental, and as a 



result of the Private Health Insurance Incentive Policy (PHII)  Reforms, and not as a result of financial 

gain for the group of professionals whose services are able to be accessed by privately insured 

health consumers. 

On the day of birth, the carer who will spend the most time with the labouring woman in both 

models of care for women who are hoping for a normal, vaginal delivery is a midwife.  In the 

obstetric model of care, the woman will meet the midwife who will attend to her for the duration of 

her labour for the first time on the day she presents to the hospital.  If her labour progresses 

smoothly, she will see her obstetrician towards the end of her labour and they will assist with the 

birth of her baby, or if her labour progressed very smoothly, perhaps not at all.  If the labour stalls, 

or the baby suffers signs of distress, or another unforseen emergency arises, the woman will also see 

her obstetrician towards the end of the labour process, for the surgical deliver of her child. 

In the midwifery-led model of care, a midwife will also be the first person a woman sees in early 

labour, however the woman will have the choice of who this health professional will be, and it will 

be the same midwife that she has seen at each of her antenatal visits.  Regardless of whether this 

midwife has been engaged to assist with the delivery of the woman’s child at home, or will 

accompany her in established labour to a hospital (where some midwives have practising rights, and 

others will simply provide continuous and ongoing support), this same health professional will 

attend to the woman in all stages of her labour and birth, just as hospital-appointed midwives will in 

the other model of care, but in this model will be known to and engaged by the woman herself, 

thereby providing true choice. 

Of course, it should also be noted that in the obstetric model of care, the woman receives no 

support in early labour, until the point at which she arrives from the hospital, whereas in the 

midwifery-led model, support is provided , regardless of the duration, for the whole of the woman’s 

labour. 

As the overwhelming similarities in the roles of midwives in the births of woman accessing obstetric 

care or midwifery-led care suggests, there can be no apparent differences for the lack of recognition 

of midwives in the care of woman birthing vaginally. 

 
3. Whether this lack of recognition places allied health care providers at a 

competitive disadvantage. If so, how are allied health care providers 

disadvantaged by the practices of health funds? 

 

This discrepancy does place independent midwives at a competitive disadvantage to their privately 

insured obstetric colleagues.  First and foremost, most women upon booking a health care provider 

early in their pregnancy do not know how much their out of pocket costs will be.  The fact that an 

obstetrician is privately insured softens the costs of the antenatal visits.  What most women don’t 

know early on in their pregnancy is what their true out of pocket expenses will be.  For the 

additional costs mentioned in point two which are often the result of medical intervention (the rates 

of which we know to be higher in the privately insured group) the out of pocket expenses after the 

birth will actually be higher than anticipated. 

 



Independent midwives have a fixed sum per birth.  What this means is that regardless of whether 

they support a woman through a 72 hour labour or a 7 hour labour, seeing them antenatally til 38 

weeks or till 42+ weeks, the fee is the same.  However, women know what the cost of this service is 

up front, unlike in the other model.  What they fail to realise, however is that this model is likely  to 

cost them less when they add up all of the out of pocket expenses.  With a rebate provided, the 

relatively modest amount that midwives charge for attendance at a birth would allow their service 

to be truly competitive with the other model. 

If midwives were able to provide services that were rebatable, this would also open up the relatively 

narrow scope in which they are currently able to provide services.  If they are able to establish other 

midwifery-led models of care, such as shared care with hospitals, or midwife-led birth centres, this 

would provide privately insured Australian consumers with true maternity care choice, instead of all 

consumers being referred to the only choice currently available. 

 

4. Whether this lack of recognition results in a reduction in the extent of health 

cover or an increase in the out-of-pocket medical expenses of consumers, If 

so, what is the detriment or loss suffered by consumers? 

 

Last year I received a letter from my health insurance fund stating that the increase for the cost of 

premiums which was occurring was, as a result of the increased number of caesarean sections (and 3 

other procedures) being routinely performed on people in my age group.  So, not only had the only 

type of private care available to me cost me more out-of-pocket than a midwifery-led model would 

have cost, but the fact that model ended up with me more likely to undergo, and indeed undergoing 

a caesarean section (for no great medical reason) left me with greater out of pocket expenses, and 

the feeling like I had just subsidised the cost of my own caesarean. 

For my second birth, I went with the midwifery care model and therefore was not entitled to any 

rebates from my Private Health Insurer.  My out of pocket medical expenses for this straightforward 

vaginal birth (despite the fact no rebates were offered) was only about the same as my increased 

out of pocket expenses from my first surgical birth.  In the case of women who have a vaginal birth in 

each system, the out-of-pocket medical expenses if no rebates are offered, would be more in the 

midwifery-led model. 

As I have alluded to throughout this submission, the detriment or loss to Australian women is not 

only financial.  Women consistently report that they feel most supported in a model that offers them 

choice, control and true care in every sense of the word, and a model of care where the primary 

carer is a midwife certainly offers all of those things.  The worryingly high rate of ‘unnecessary’ 

caesareans performed in Australia every year not only leads in most cases to repeat caesareans for 

those women (as many ‘specialist obstetricians’ refuse to offer genuinely supported normal birth to 

these now ‘higher-risk women) but also to disappointment, poorer health outcomes, greater 

financial and physical cost, and poorer outcomes for babies who are born by the surgical route when 

they needn’t have been. 



Ironically, in the current climate in Australia, it is the publically funded programs which provide more 

choice and better outcomes for women seeking a normal birth.  Women who are not privately 

insured birth in hospitals with lower caesarean rates, have water births in birth centres and at home, 

and all of these births are attended primarily by midwives.  

 

I hope that this submission, and others will rectify the gap in access to services for Australian woman 

hoping to achieve a normal, vaginal birth and perhaps rectifying this lack of access will lead to a 

lowering of the caesarean rate in Australia to the acceptable limits defined by the World Health 

Organisation and lead better outcomes for woman and their babies, a lower cost to health insurance 

providers, their consumers and the public. 

Nikilee Tasker  BSc, MA (Bioethics) 


