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The past eight years have seen sig
nificant changes to the way ma

ternity care in New Zealand is deliv
ered: the basics of obstetrics and mid
wifery have not altered significantly 
but the politics have. 

There is no mistake in suggesting that 
funding has been a significant force in 
shaping maternity care; changes to 
Section 51 both past and pending have 
brought more to focus the similarities 
and differences in public and private 
maternity care. Which direction 
should New Zealand take? 

It would be unrealistic to tackle this 
subject without a brief historical per
spective. Prior to the 1960s there ex
isted not only base hospitals for pro
vision of secondary and primary ma
ternity care but also private maternity 
homes that were run by midwives, 
doctors or organisations. Gradually 
these private facilities closed with the 
promise that all maternity care would 
be funded by the government and 
that practitioners would have equal 
access to the facilities. Specialist ob
stetricians retained the right to charge 
a fee to the patient while GPs and 
midwives could not. GPs retained 
access to public maternity units and 
midwives by and large were em
ployed by the hospitals. There were 
always' exceptions in certain locales 
but this was essentially the scenario. 
There were midwives who worked 
outside of hospitals providing 
homebirth options but, as I under
stand it, they were not able to access 
significant public funding. 

The situation changed in 1990 with the 
Nurses Amendment Act which allowed 
midwives to practise in their ov.,r:n right 
and claim on Section 51. 

Further changes to Section 51 saw pri
mary maternity funding as a source 
of conflict between providers of ma
ternity care. There were also several 
conflicts over philosophy of care. 

The definition of public and private 
took on a new slant. There was 'pri
vate' care provided by: 

1. Specialist Obstetricians charging a 
fee in addition to the public fund
ing for both private and secondary 
obstetrics. 

2. General Practitioners in private 
practice receiving public funding 
for primary obstetrics. 

3. Midwives and private practice re
ceiving public funds for primary 
obstetrics. 

Public funding was provided by: 

1. Hospital-based specialists in public 
hospital employ providing second
ary care. 

2. Midwives in hospital employ pro-
viding pri~ary and secondary care. 

As times change we see change in de
livery and maternity-care. Private 
birthing facilities are making a come
back. Provider groups are competing 
with established hospitals for funding. 
Practitioners who are fed up with the 
current situation are choosing to leave 
maternity prp.ctice. Those who remain 
are quickly classified as private or 
public and with this comes the differ
ent perspective of what sort of care is 
given or received. 

The terms themselves engender cer
tain feelings in us all. There is com
petition between codes. There is a 
perspective that only the rich access 
private care. Public practitioners are 
righteous and private practitioners 
are greedy. (Interestingly enough, to 
try and distance themselves from the 
monetary issue, those who are in pri
vate enterprise but fully funded from 
the public purse have referred to 
themselves as 'Independent'.) There 
are those who feel that private care is 
better than public and vice versa. 
There are many more differences and 
comparisons that could be high
lighted. The simple truth, however, 
is that none are true all the time and 
that all are true some of the time. 
What really is the important consid
eration of private vs public care is in 
fact the care. 

The motivation of the caregiver is the 
factor in the quality of maternity care. 

There are well motivated and poorly 
motivated people on both sides of the 
fence. Some private/independent 
practitioners are 'in it for the money', 
no question. However, is that any dif
ferent from the public employee who 
gives bad service while still receiving 
a salary? Continuity of care has often 
been a reason for people 'going pri
vate'. Women want to know their 
caregiver rather than take potluck 
with who's on call. All motivated 
caregivers, both midwife and doctor, 
would like to give perfect continuity 
of care. The experienced practitioners 
know there is an unrealistic expecta
tion, even in private practice. None of 
us have been able to sustain twenty
four hours a day seven days a week, 
365 days a year on call and many of 
those who have tried have been sub
ject to burnout. However, both public 
and private can look at organising 
their delivery systems to do the best 
they can to deliver a continuity of care 
within a collaborative practice of doc
tors and midwives. After all, isn't that 
what women and their families want? 
They want our best. 

There will always be personality fac
tors. The poor practitioner with cha
risma will always have a significant 
following. People will always' go pub
lic' because they feel that it is their 
right and other people will always' go 
private' because of the trappings and 
the feeling that if you pay for your care 
you will get better care. 

Some of the public/private split has 
occurred because practitioners have 
felt that they could not give their best 
in the public environment and so have 
created an environment of their own. 
Some have found it neces$ary to sup~ 
plernent the public system income. 
Some public providers have encour
aged their practitioners to reduce the 
hours they work in the public system 
and work privately so that the public 
payroll for that institution will be less. 

Competence is another issue; for eco
nomic reasons, the brain drain exists 
in any public industry. 



A private sector. of any public indus
try will survive' o·n1y if it is economi
cally viable. Even people who are 
committed to the delivery of a public 
maternity service will leave if they feel 
frustrated in their attempts to provide 
good quality care. 

So where does this leave us with the 
question of private and public mater
nity care? My feeling is that there 
sho~ld be no, difference in the qual
ity of care given in public vs private. 
This does not mean that services will 
be the same. This means that the 
qualities that make us professionals 
and make us responsible maternity 
caregivers will not change with re-

gard to who pays the bills. The key is 
to get good quality people who are 
sensitive, caring and competent to fill 
the roles of midwives and doctors. 

The people to fill these roles come 
from a programme of good role 
model-type teaching. Role model 
teaching has to be as much a part of 
our health care delivery as does the 
delivery of the life-saving procedures 
that we ar!,! trained for. There is no 
reason that this role model-type 
teaching can't occur in both the pri
vate and public sector. 

On a personal note, I have worked on 
both sides of the fence. I have trained 
in a private teaching hospital and 
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have worked in the public sector, then 
become a fulltime private practitioner 
and am now back into public sector 
practice. My motivation has been and 
still is to equip myself with the 
knowledge and skills to be compe
tent, and to use those skills in a car
ing and sensitive way to effect a high 
standard of maternity care. 

We must remember that no matter 
how noble we wish to appear, we still 
earn a living through our profession. 
If the patient pays directly we call it 
private, if the patient pays indirectly 
through taxation we call it public. 


