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1 |  INTRODUCTION

Access to a continuum of effective, appropriate, and high‐
quality care that extends from pregnancy through to birth 
and into childhood is essential for maternal and child health 

and should be available to all women.1 The 2030 Sustainable 
Development Goals include universal health coverage and 
universal access to reproductive health services and, if imple-
mented, will be a significant benefit to women and children 
worldwide.2 Currently, one‐half of the women in low‐income 
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Abstract
Background: Designing effective universal health care systems has challenges, in-
cluding the use of patient co‐payments and the role of the public and private systems. 
This study sought to quantify the total amount of out‐of‐pocket fees incurred by 
women who gave birth in private and public hospitals within Australia—a country 
with universal health coverage—and assess the impact that variation in birth type has 
on out‐of‐pocket fees.
Methods: Data came from a linked administrative data set of all women who gave 
birth in the Australian state Queensland between July 1, 2012, and June 30, 2015, 
plus their resultant children. Propensity score matching was used to create two simi-
lar cohorts of women who gave birth in private and public hospitals.
Results: The mean total out‐of‐pocket fees for care from conception to the child's 
first birthday was $2813 (±2683 standard deviation) and $623 (±1202) for women 
who gave birth in private and public hospitals, respectively. Total fees were higher in 
both public and private hospitals for women who had a cesarean birth ($716 [±1419] 
and $3010 [±2988]) than for women who had a vaginal birth without instruments 
($556 [±1044] and $2560 [±2284]).
Discussion: Australia's strong policy incentives for women to take out private health 
insurance are leaving women with large out‐of‐pocket costs. This should hold impor-
tant lessons for other countries implementing a universal health care system, to en-
sure that using a combination of public and private practitioners does not undermine 
the intention of universal care.
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countries do not have access to the recommended antenatal 
and postnatal care.3 As part of the journey to extending uni-
versal access to maternal and child health care, it is worth-
while reflecting on lessons that can be taken from countries 
with existing universal health care systems.

Australia has a universal health care system that was es-
tablished in the 1970s. However, despite the long‐standing 
nature of the system and Australian citizens' expectations that 
universal health care will continue,4 there are several criti-
cisms over its current form. These concerns largely center 
around the level of out‐of‐pocket fees that are paid by indi-
viduals, the general affordability of health care, and the role 
of the private health system.5,6 Although there has been rec-
ognition of these concerns with a Senate Inquiry into out‐
of‐pocket fees7 and a Ministerial Advisory Committee on 
Out‐of‐Pocket Costs established,8 little policy change has 
been seen.

The affordability of out‐of‐pocket fees for health care 
warrants careful consideration, as these fees or “co‐pay-
ments” have the potential to negatively affect patient health 
by reducing demand for health care and causing patients to 
forego necessary medical treatment. Indeed, within Australia 
one in four people with a chronic health condition skip care 
because of the cost.9 The classic demand response to high 
or increasing prices is for consumers to demand fewer ser-
vices; thus, the out‐of‐pocket fees set by practitioners play a 
key role in determining the number of services that are actu-
ally consumed.10,11 The significance and impact of out‐of‐
pocket expenses associated with health care are not limited 
to Australia. Internationally, as health care becomes more 
expensive, part of the costs of care are being passed on to pa-
tients and more people are experiencing catastrophic health 
care expenditure.12 However, given what is often at stake 
when patients are seeking medical care, the willingness to 
pay for life‐improving or lifesaving treatments may be high. 
Maternity care, however, is not for an illness, but for a normal 
life event. Currently, little is known about the out‐of‐pocket 
fees paid for maternal and early‐childhood health care.

What is known within Australia is that the out‐of‐pocket 
charges for single occasions of obstetric services are increas-
ing drastically. Between 1992/1993 and 2016/2017, out‐of‐
pocket fees for out‐of‐hospital services rose by 1035%—the 
largest increase for any type of health service.13 Not only did 
the out‐of‐pocket fees for a single service increase rapidly 
over the past two decades, but the cost of these services is 
also high compared with other types of services. The average 
out‐of‐pocket fee was AU$781 for an in‐hospital obstetric ser-
vice in 2016/2017 and AU$265 for an out‐of‐hospital obstet-
ric service.13 These charges can be so high despite universal 
health care, because of care being delivered through both the 
public and private systems within Australia. Care is provided 
free of charge to the patient only within a public hospital, and 
all other care potentially attracts an out‐of‐pocket charge.

The medicalization of childbirth is such that a woman 
during her pregnancy is now likely to see several different 
types of health professionals, access several different diagnos-
tic and screening tests, and have several medical procedures 
performed on her.14 As such, current knowledge of the cost 
of single occasions of service13,15,16 does not give a complete 
picture of the total costs a woman will incur across the spec-
trum of the care she and her child receive. These charges may 
be affecting demand for care with a drop in private hospital 
births, from 31% in 2002 to 26% in 2016, as women move 
away from giving birth in private hospitals to giving birth in 
public hospitals.17,18 However, even for women giving birth 
within public hospitals there will still be out‐of‐pocket fees 
associated with care provided outside the public hospital facil-
ity. As such, there is a need for women to know what the total 
out‐of‐pocket fees over the whole care cycle will be, just as 
there is a need for policymakers to understand what these fees 
are for ensuring care within Australia's universal health care 
system is accessible and does not impose financial hardship 
on patients.

To date, very little is known about out‐of‐pocket expenses 
associated with maternity care in Australia. This paper aims 
to fill this gap in the literature by:

1. Quantifying the total out‐of‐pocket fees for mother and 
child from the month of conception through to 12 months 
postbirth for public hospital births and private hospital 
births;

2. Quantifying total out‐of‐pocket fees associated with dif-
ferent delivery types (cesarean birth, vaginal birth with 
instruments, vaginal birth without instruments) in public 
hospitals and private hospitals.

The time period from conception through to 12 months postpar-
tum was included to capture the costs of antenatal care, and also 
some of the longer‐term costs associated with pregnancy and 
childbirth. It is hoped that this information will lead to informed 
decision‐making for mothers and policymakers alike.

2 |  METHODS

2.1 | Data source
For this project, we used a data set called Maternity1000.19 
This is a linked administrative data set, which uses the 
Perinatal Data Collection to identify all women who gave 
birth in Queensland between July 1, 2012, and June 30, 2015 
(n = 186 789), plus their resultant children (n = 189 909). 
The records of these mothers and children were then linked 
to their Admitted Patient Data Collection, Emergency 
Department Information System, and Medicare Benefits 
Schedule (MBS), and Pharmaceutical Benefits Scheme (PBS) 
claims records from July 1, 2012, through to June 30, 2016. 
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Ethics approval was obtained from the Townsville Hospital 
and Health Service Human Research Ethics Committee 
(HREC/16/QTHS/223), James Cook University Human 
Research Ethics Committee (H7246), and the Australian 
Institute of Health and Welfare Human Research Ethics 
Committee (EO2017‐1‐338). We also obtained Public Health 
Act Approval (RD007377).

Public and private hospital admissions are captured on 
the Admitted Patient Data Collection. Medical services pro-
vided in private hospitals are captured on the MBS claims 
records. Emergency department presentations are captured 
on the Emergency Department Information System. Services 
provided in outpatient clinics that are billed to the MBS, and 
services that are provided outside hospitals that are funded 
under the MBS are captured on the MBS claims records. 
Prescription pharmaceuticals that are funded under the PBS 
are captured on the PBS claims records. As such, this data set 
covers any public or private inpatient and emergency depart-
ment service use and access to any services covered under 
MBS and PBS.19

2.2 | Public and private birth classification
All births were classified as being either a “private birth” or 
a “public birth” based on whether the baby was delivered in 
a private or public hospital. Because of the structure of the 
Australian health care system, it is possible to receive care 
from different practitioners and in different settings, meaning 
patients can receive a mix of private and public care during 
the antenatal, postnatal, and early‐childhood time periods. 
The decision to give birth in a public or private hospital is the 
core focus of this analysis.

2.3 | Out‐of‐pocket fee measurement
The primary outcome for this study was total out‐of‐pocket 
fees associated with all health services accessed by the 
mother and the child from the month of conception through 
to 12 months postpartum. As such, the data of each mother 
and child were combined and analyzed as one record. For 
readability, the mother‐child dyad will be referred to as the 
“mother” (eg, “fees for mothers who gave birth in private 
hospitals…”). Services associated with public hospital ad-
missions and emergency department presentations have no 
out‐of‐pocket fees. The out‐of‐pocket fee for all health ser-
vices provided outside hospitals were identified directly from 
the MBS and PBS data. A hospital stay for private hospital 
admissions attracts an out‐of‐pocket fee if the patient, rather 
than a private health insurance scheme, covers the cost of the 
stay (identified from the Admitted Patient Data Collection). 
For the medical services provided in private hospitals, the 
gap in the amount covered by Medicare and the practitioner 
charge was identified and attributed as an out‐of‐pocket fee.

2.4 | Propensity score matching
Propensity score matching was used to control for the baseline 
differences in the population of mothers on Maternity1000 
who gave birth in private hospitals and public hospitals, and 
that were likely to influence out‐of‐pocket fees. A logistic 
regression model was used to calculate each mother's pro-
pensity score. This gave the probability of giving birth in 
a private hospital given the following baseline characteris-
tics: mother's age, area‐based socioeconomic status, rural-
ity of place of residence, body mass index at 4‐to‐6 weeks 
before conception, whether the mother had a preexisting 
medical condition that was deemed to significantly affect 
the pregnancy or its management, smoked before 20 weeks' 
gestation, and identified as Aboriginal and/or Torres Strait 
Islander, whether the pregnancy was a singleton pregnancy, 
and the number of previous pregnancies.

Each mother who gave birth in a private hospital was 
paired with a mother who gave birth in a public hospital 
based on their propensity score, with pairing made between 
mothers who were otherwise similar except for the location 
of birth (private or public hospital). The Greedy matching 
technique was used, which matched mothers 1:1 within a cal-
iper of 0.2 times the standard deviation of the (pooled) logit 
of the propensity score.20 The matching produced two equal‐
sized cohorts of 47 519 mothers.

The balance of the cohorts was assessed by comparing the 
standardized differences of means and prevalence between 
the private and public cohorts' baseline covariates before 
and after matching (Table 1). As the absolute value of the 
standardized differences for each covariate after matching 
is <0.1,21 the groups were considered to be balanced based 
on the selected covariates and thus appropriately matched. 
Density distributions of the propensity scores for private and 
public births before and after matching (shown in Appendix 
S1) demonstrated that mothers who gave birth in a private 
hospital were matched with suitably similar mothers who 
gave birth in a public hospital.

Differences in the mean out‐of‐pocket fees for each mother‐
child dyad are presented showing total fees, fees for the moth-
er's MBS use, fees for the child's MBS use, fees for PBS use, 
and fees for different time periods covering pregnancy, birth, 
and the first year postpartum. The mean number of MBS ser-
vices and fees associated with each service are then presented, 
with MBS services classified by the Department of Health's 
Broad Type of Service classification system.22

The odds ratios of different delivery types (cesarean birth, 
vaginal birth with forceps or vacuum, or vaginal birth with-
out instruments) for mothers giving birth in private hospitals 
compared with public hospitals were then calculated using 
univariate logistic regression models. Mean total out‐of‐
pocket fees for each of the three delivery types are presented. 
All analyses were undertaken using SAS 9.4.
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3 |  RESULTS

Before matching, there were 189  909 records of mother‐
child dyads who gave birth between July 1, 2012, and June 

30, 2015, in a public or private hospital in Queensland. Of 
these, 185 863 had complete data and were included in the 
study for matching, with 51  533 giving birth in a private 
hospital (28%) and 134 310 giving birth in a public hospital. 
A total of 95 038 mothers were matched by their propensity 
score.

Before matching, the mothers in the public and private birth 
cohorts had different demographic and clinical characteristics. 
Mothers who gave birth in a private hospital were more likely 
to have been in the highest socioeconomic group and were 
less likely be a smoker before 20 weeks' gestation and identify 
as Indigenous. They were also older. Each of these covariates 
had a standardized difference of 0.4 or more (Table 1).

Using the matched sample, the mean total out‐of‐pocket 
fees for the mother and child's care from conception to 
12 months postpartum was $2813 for mothers who gave birth 
in private hospitals and $623 for mothers who gave birth in 
public hospitals (Table 2). Most of this was associated with 
the mother's MBS health service use. For mothers who gave 
birth in private hospitals, the fees were over 500% higher 
in pregnancy than in the first year postpartum. For similar 
mothers who gave birth in public hospitals, the total fees 
were around 79% higher in pregnancy than in the first year 

T A B L E  1  Selected characteristics of mothers who gave birth in private and public facilities before and after propensity score matching, 
Queensland, Australia, 2012‐2016

Characteristic

Before matching (n = 185 863) After matching (n = 95 038)

Public
n = 134 310
No. (%)

Private
n = 51 553
No. (%) Stand. diff.

Public
n = 47 519
No. (%)

Private
n = 47 519
No. (%) Stand. diff.

Has a medical condition 36 323 (27%) 10 880 (21%) 0.15 10 564 (22%) 10 116 (21%) 0.02

Singleton pregnancy 131 477 (97%) 50 626 (96%) 0.08 46 102 (97%) 45 753 (96%) 0.04

No previous pregnancies 38 682 (29%) 18 146 (34%) 0.12 15 976 (34%) 16 120 (34%) 0.01

One previous pregnancy 37 487 (28%) 17 505 (33%) 0.12 15 427 (32%) 15 522 (33%) <0.01

Two previous pregnancies 25 113 (19%) 9696 (18%) 0.01 8854 (19%) 8805 (19%) <0.01

Three previous pregnancies 33 816 (25%) 7463 (14%) 0.28 7262 (15%) 7072 (15%) 0.01

Smoked before 20 wk 24 473 (18%) 828 (2%) 0.58 672 (1%) 816 (2%) 0.02

Indigenous mother 11 353 (8%) 199 (<1%) 0.40 148 (<1%) 191 (<1%) 0.02

Socioeconomic quintile 1 (lowest) 11 588 (9%) 564 (1%) 0.36 466 (1%) 557 (1%) 0.02

Socioeconomic quintile 2 5370 (4%) 921 (2%) 0.13 958 (2%) 911 (2%) 0.01

Socioeconomic quintile 3 31 222 (23%) 7573 (15%) 0.22 7562 (16%) 7388 (16%) 0.01

Socioeconomic quintile 4 56 596 (42%) 21 875 (42%) 0.01 21 043 (44%) 20 641 (43%) 0.02

Socioeconomic quintile 5 (highest) 29 534 (22%) 20 620 (40%) 0.40 17 490 (37%) 18 021 (38%) 0.02

Major city 62 183 (46%) 31 165 (60%) 0.29 27 660 (58%) 28 095 (59%) 0.02

Inner regional 27 295 (20%) 7648 (15%) 0.15 7395 (16%) 7318 (15%) <0.01

Outer regional 29 929 (22%) 8323 (16%) 0.16 8099 (17%) 7916 (17%) 0.01

Remote and very remote 14 903 (11%) 4417 (9%) 0.09 4365 (9%) 4189 (9%) 0.01

Mother's body mass index, mean 
(±SD)

26 (±6) 25 (±5) 0.20 25 (±5) 25 (±5) <0.01

Mother's age, mean (±SD) 29 (±6) 33 (±4) 0.73 32 (±5) 32 (±4) <0.01

T A B L E  2  Total out‐of‐pocket fees from conception to 12 mo 
postpartum for private and public births, Queensland, Australia, 
2012‐2016

Type of health service use

Private births Public births

Mean (±SD) Mean (±SD)

Total $2813 (±2683) $623 (±1202)

Medicare benefit 
schedule—mother

$2291 (±2288) $432 (±994)

Medicare benefit 
schedule—Child

$213 (±211) $62 (±130)

Pharmaceutical benefit 
scheme—mother and child

$107 (±182) $75 (±127)

Fees by time period

Pregnancy $2089 (±2262) $382 (±1021)

Birth—mother and baby $339 (±1315) $27 (±90)

Year 1—mother and baby $389 (±600) $214 (±451)
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postpartum. Fees were consistently higher in all time periods 
for private births compared with public births: 500% higher 
in pregnancy, 1200% higher at the time of birth, and 180% 
higher in the first year postpartum.

Obstetric services were the largest source of fees moth-
ers who gave birth in private hospitals ($1296), followed by 
diagnostic imaging ($262) and specialists ($221; Table 3). 
For similar mothers who have birth in public hospitals, the 
largest source of fees was general practitioners ($107), fol-
lowed by diagnostic imaging ($101) and specialists ($39). 
For each type of service, the fees for mothers who gave birth 
in private hospitals were higher than for similar mothers who 
gave birth in public hospitals. Mothers who gave birth in pri-
vate hospitals accessed more obstetric and specialist services 
and had more pathology tests. However, women who gave 
birth in public hospitals accessed more general practitioner 
services. Both women had similar numbers of diagnostic im-
aging services.

Women who gave birth in private hospitals had 2.06 (95% 
CI: 2.01‐2.12) times the odds of giving birth by cesarean, 
compared with those women who gave birth in public hospi-
tals (Table 4). The fees were higher for women who gave birth 
in a private hospital via cesarean ($3010) than for women 
who had a vaginal birth with instruments ($2876) and women 

who had a vaginal birth without instruments ($2560). For 
similar women who gave birth in public hospitals, the fees 
for women who delivered via cesarean ($716) were higher 
than the fees for women who delivered via vaginal birth with 
no instruments ($556) (Table 5).

4 |  DISCUSSION

The aim of this study was to examine the total amount out‐
of‐pocket fees associated with health care from conception 
to 12 months postpartum for mothers giving birth in private 
hospitals and similar mothers who gave birth in public hos-
pitals. The results of this study demonstrate that the out‐of‐
pocket fees charged to mothers who gave birth in private 
hospitals were considerably higher than those charged to 
similar mothers who gave birth in public hospitals. The out‐
of‐pocket fees charged to mothers who gave birth in private 
hospitals were predominantly for obstetric services. When 
examining the type of birth, our results revealed that mothers 
who gave birth in private hospitals had a higher likelihood of 
having a cesarean, compared with mothers who gave birth in 
public hospitals. Mothers who had a cesarean in both public 
and private hospitals experienced higher out‐of‐pocket fees 

Broad type of servicea

Mean number of services 
accessed (±SD) Mean out‐of‐pocket fees (±SD)

Private Public Private Public

Obstetrics 11 (±6) 3 (±4) $1296 (±1038) $28 (±154)

Diagnostic imaging 4 (±4) 4 (±3) $262 (±266) $101 (±152)

Specialist attendances 9 (±9) 1 (±4) $221 (±228) $39 (±106)

Nonreferred attend-
ances—general 
practitioner

17 (±10) 20 (±12) $130 (±152) $107 (±162)

Operations 1 (±1) 0 (±1) $24 (±109) $20 (±93)

Pathology tests 17 (±16) 12 (±12) $12 (±34) $3 (±19)

Other allied health 0 (±2) 0 (±2) $11 (±60) $8 (±52)

Nonreferred 
attendances—other

1 (±2) 1 (±3) $9 (±39) $6 (±34)

Pathology collection 
items

14 (±11) 11 (±8) $4 (±12) $1 (±7)

Nonreferred attend-
ances—enhanced 
primary care

0 (±1) 0 (±1) $1 (±9) $1 (±8)

Assistance at operations 0 (±1) 0 (±0) $0 (±4) <$1 (±0)

Anesthetics 1 (±1) 0 (±0) $0 (±11) $0 (±8)

Other Medicare Benefit 
Schedule services and 
nonreferred attendances

9 (±10) 12 (±11) $143 (±685) $56 (±402)

a“Nonreferred attendances—practice nurse” and “Nuclear and therapeutic medicine” were not presented 
because of low sample numbers. 

T A B L E  3  Services covered under 
the Medicare Benefit Schedule accessed by 
mothers and children from conception to 
12 mo postpartum, by broad type of service, 
Queensland, Australia, 2012‐2016
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compared with mothers who had a vaginal birth without in-
struments, with the highest fees incurred by mothers who had 
a cesarean in a private hospital.

Previous studies have documented the out‐of‐pocket fees 
paid by mothers in lower income and middle‐income coun-
tries.23,24 Very few studies have looked at out‐of‐pocket 
fees in higher income countries. One previous study from 
Australia has estimated costs associated with maternity care 
practitioners and treatments during pregnancy in 2009.25 
Another study from Greece has assessed the amount of in-
formal payments for obstetric services.26 All of the previous 
studies have used self‐reported data on expenditure, which 
may not be accurate and may not cover all services. To the 
authors' best knowledge, this is the first study internationally 
that has used linked administrative data to quantify out‐of‐
pocket fees for all sources of health care during the maternal 
time period.

The results presented in this study should be considered 
a conservative estimate of out‐of‐pocket fees as they do not 
capture the full range of costs incurred by women. The ad-
ditional cost of private health insurance premiums, services 
not covered under Medicare, and the indirect cost of health 
care (such as travel and accommodation, care for other chil-
dren, or time out of the labor force) are not captured in this 
study. Nonetheless, the use of administrative data to capture 
the out‐of‐pocket fees paid for health services covered under 
the MBS and PBS that were accessed by women and their ba-
bies is a key strength of this study. The use of administrative 

data means that the data used in the analysis are not affected 
by a patient's ability to recall service use, and expenditure on 
services.27 The linkage of data at the individual level, which 
has allowed the capture of total fees incurred over the ante-
natal, intrapartum, postnatal, and early‐childhood periods, is 
also an additional strength as it captures the ongoing costs 
incurred by mothers. A key limitation of this study is its use 
of data from the single state of Queensland, as opposed to 
the entire Australian population. Although out‐of‐pocket fees 
for general practitioner services, specialist services, and di-
agnostic imaging services are very similar across the states,28 
there is considerable variation in out‐of‐pocket fees for ob-
stetric services. Compared to New South Wales and Victoria 
(the two most populous states in Australia), the out‐of‐pocket 
fees for obstetric services are lower on average in Queensland 
(47% lower than in New South Wales and 54% lower than in 
Victoria in 2015‐2016).28

The key finding of this study is the considerably higher 
fees for care incurred by mothers who choose to give birth in 
private hospitals. Australia has well‐established incentives to 
encourage the uptake of private health insurance—through 
subsidized premiums, through tax penalties for higher in-
come earners without private insurance, and by penalizing 
those who commence private health insurance coverage 
over the age of 31. These policies are designed to encour-
age Australians to use private care,29 and the introduction of 
the policies initially resulted in an increase in women giving 
birth in private hospitals.30 There are thus strong financial 

Delivery type
Private 
hospitals  (%)

Public 
hospitals 
(%)

Unadjusted OR (95% CI) of delivery 
type occurring in private hospitals, 
compared with public hospitals

Cesarean birth 48 31 2.06 (2.01‐2.12)

Vaginal birth 
with forceps or 
vacuum

12 12 1.04 (1.00‐1.08)

Unassisted vagi-
nal birth

39 57 0.49 (0.48‐0.51)

T A B L E  4  Likelihood of different 
delivery types in private and public 
hospitals, Queensland, Australia, 2012‐2016

Out‐of‐pocket fees, mean ± SD

Total Pregnancy Birth Year 1

Cesarean birth

Public birth $716 (±1419) $460 (±1247) $30 (±97) $226 (±458)

Private birth $3010 (±2988) $2214 (±2372) $389 (±1558) $408 (±622)

Vaginal birth with instruments

Public birth $700 (±1265) $433 (±1069) $30 (±97) $236 (±458)

Private birth $2876 (±2525) $2140 (±2094) $323 (±1106) $413 (±568)

Vaginal birth without instruments

Public birth $556 (±1044) $329 (±857) $25 (±86) $202 (±436)

Private birth $2560 (±2284) $1919 (±1881) $283 (±1013) $358 (±581)

T A B L E  5  Total out‐of‐pocket fees for 
services accessed by mothers and children 
from conception to 12 mo postpartum, 
by delivery type, Queensland, Australia, 
2012‐2016
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incentives to push mothers into private care, which has con-
siderably higher out‐of‐pocket expenses for mothers.

Despite the established incentives for private health in-
surance and thus the use of private health care, within 
Australia, the fees charged by private practitioners of care are 
not regulated. Practitioners are free to set their own charges. 
Meanwhile, the rebate that is paid back to patients reimburs-
ing them for the cost of care is based on a schedule of fees 
set by Medicare. There can thus be large gaps between rebate 
amounts and practitioner charges. This is the case for all areas 
of health service use covered under Medicare and so does 
not exclusively effect mothers accessing private hospitals. 
However, for mothers who do give birth in private hospitals 
the largest area of expenditure is for obstetric specialist fees, 
with obstetric specialist fees being considerably higher, per 
service, than any other area of care covered under Medicare.13

In addition to the lack of regulation of fees which affects 
the cost of single occasions of service, the current fee‐for‐
service model of funding used by the Australian health care 
system could be encouraging the provision of high volumes 
of care and the provision of types of care that are funded at 
higher rates. Under fee‐for‐service models, practitioners are 
funded for each service they deliver; thus, the more services 
that are provided, the more funding is received.31 Supplier‐
induced demand, although difficult to measure, has been as-
sociated with fee‐for‐service funding models.32,33 This study 
has shown that those who give birth privately generally ac-
cess more services than those mothers who give birth in pub-
lic hospitals.

Despite the higher costs, mothers may still choose to 
give birth in private hospitals. Previous studies have found 
that mothers who gave birth in private facilities were more 
likely to feel in control over birth events,34 which aligns 
with the discourse of higher levels of choice in private 
care.35 However, little other evidence is available that doc-
uments mother's reasons for choosing public or private 
birth facilities. Indeed, the results of this and other stud-
ies36 have demonstrated the considerably higher likelihood 
of having a cesarean that women who give birth in private 
facilities have, compared with those who give birth in pub-
lic facilities. For women who specifically wish to have a 
natural birth, this may be a disincentive to choose private 
care. There has been a sustained decline in the proportion 
of Australian mothers who are giving birth in private facil-
ities, with more women choosing to give birth in public fa-
cilities.17,18 This decline has been documented since at least 
2002. Further research is required to identify whether this 
has been due to the sustained increase in out‐of‐pocket fees 
for private care, or for other reasons such as birth outcomes.

Australia has a universal health care system; however, it 
also has strong policies to encourage women to take out pri-
vate health insurance and thus give birth in private facilities 
as opposed to public ones. The out‐of‐pocket fees incurred 

by mothers who give birth in private facilities are consider-
ably higher than those for mothers who give birth in public 
facilities. The strong incentives from government to birth 
privately, combined with unregulated practitioner fees and 
fee‐for‐service funding models, may be leaving Australian 
mothers vulnerable to high out‐of‐pocket expenses. When 
implementing a universal health care system, care should be 
taken that having a public‐private hybrid system does not un-
dermine the intention of universal care.
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