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ABSTRACT  

 

Midwifery-led care has been positively linked to an increase in maternal satisfaction, a decrease in 

obstetric interventions and is therefore associated with a reduced cost to the health care system. In 

recent years there has been an increase in the number of midwifery-led services in Western 

Australia in the form of Midwifery Group Practice.  

 

This study was set at the Family Birth Centre of King Edward Memorial Hospital where the 

hospital’s first no-exit Midwifery Group Practice was introduced in 2013. The Midwifery Group 

Practice at the Family Birth Centre currently consists of a group of 30 midwives who follow women 

through their pregnancy regardless if their risk status changes and requires them to need obstetric 

care. If this occurs the midwife continues to support and care for the woman as she receives care in 

the main hospital, hence representing a non-exit Midwifery Group Practice.  

 

This study was conducted to add to the body of knowledge that exists in relation to the information 

that women receive about maternity services. The aim of this study was to explore the information 

and sources that women used to access the maternity services available to them. This was 

researched to determine if the women had adequate information to make an informed decision to 

access the midwifery-led services available. Currently, there is limited qualitative research 

regarding the information and experiences of women when they are presented with the options 

available to them; in particular, midwifery-led services. 

 

A qualitative interpretive research design was applied to this research to allow the women who 

participated to describe their experiences on accessing information on the maternity services 

available to them. The data was collected from the women by individual semi-structured interviews. 

The themes were categorised from the data following the undertaking of a thematic analysis.    
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The findings of this study highlighted the majority of the women felt they were not offered an 

informed choice on the midwifery-led services available to them. Three main themes emerged from 

the data analysis: Community influence which referred to a large majority of the women accessing 

information and being influenced by the community that surrounds them. It was evident that the 

women sourced most of their information on maternity services from their family and friends rather 

than health professionals. The women also voiced the type of information and where they would 

like to access it from, therefore, the theme access to information emerged from the data; and finally, 

the theme informed choice arose as the women discussed their personal meaning and expectations 

of an informed choice when choosing a maternity service.  

This study and others that have been explored throughout this thesis identify that an informed 

choice is vital for women in the enhancement of autonomy and promotion of women-centred care.   
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1. Chapter One- Introduction 
 

 

In recent decades the emphasis on informed choice and decision making has become increasingly 

prevalent in the field of maternity care.(1) The Australian professional and governing bodies of 

midwifery support and encourage a woman’s choice to informed decision making. The professional 

body for midwives, the Australia College of Midwives (ACM) respectfully supports a woman’s 

obligation to make informed choices from the information provided by health professionals on 

decisions relating to herself, her baby and her family.(2) The governing body known as the Nursing 

and Midwifery Board of Australia (NMBA) provides a framework that encourages midwives to 

promote a woman’s participation and informed decision-making for her care.(3) Furthermore, the 

Australian Government Department of Health (DOH) and the Royal Australian and New Zealand 

College of Obstetrics and Gynaecology (RANZCOG) are focused on improving and promoting an 

informed choice in maternity care through the implementation of government reforms and 

guidelines.(4, 5) The DOH pregnancy care guidelines state that women must be provided with 

evidence-based information to allow them to participate in decisions regarding their pregnancy care. 

By offering women an informed choice, it enables them to feel empowered and provides them with 

equal and effective rights to decision-making.(4)  

 

In my experience I found that women have not been fully informed of the maternity services 

available to them and have even more limited access to information on the Midwifery Group 

Practice (MGP) services. My curiosity grew to what women knew or were being told about 

maternity services whilst working as an MGP midwife at the FBC. The clients I worked with shared 

how they became aware of the FBC and the MGP model, many women stated that they only knew 

about the service when a friend or family member informed them of it. Sadly, one of my clients 

relayed the information that a health professional told her that it was illegal to birth with a service 

that was facilitated by midwives. This information came as a shock to me and my curiosity grew. I 
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wanted to know what women and their families were being told, who was telling them and what 

they were hearing in the community about the MGP services available.   

 

This study was therefore motivated by the desire to explore a question that arose as I worked as a 

midwife in an MGP; are women provided with enough information to make an informed choice to 

access midwifery-led services? 

 

Initially, the literature search revealed an abundance of the benefits to accessing midwifery-led care 

services. However, it also revealed a limitation to the qualitative research regarding the influences 

and information that women also receive on midwifery-led care services. To add to the literature 

available and further understand what factors influences women when accessing maternity services, 

formal studies were undertaken in a Master of Health Professions Education at the University of 

Western Australia (UWA).  

 

 Background 

The term Midwife means with woman and is derived from Old English mid (with) and wif 

(woman). This definition encompasses the philosophy, relationship and profession of the midwife 

as the recognised accountable professional responsible to; provide care, advice and support to 

women and their families throughout the pregnancy, labour, birth and postpartum period including 

the provision of care for the newborn and infant.(2, 6)    

 

Midwifery is a profession grounded by evidence-based maternal health care that is women-centred. 

It is a profession that is provided through respectful and professional partnerships with women and 

their families.(3) In Australia the NMBA supports the International Confederation of Midwives 

(ICM) definition of the midwife.(3, 6) They define the scope and role of the midwife as: 
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The midwife is recognised as a responsible and accountable professional who works in partnership 

with women to give the necessary support, care and advice during pregnancy, labour and the 

postpartum period, to conduct births on the midwife’s own responsibility and to provide care for 

the newborn and the infant. This care includes preventative measures, the promotion of normal 

birth, the detection of complications in mother and child, the accessing of medical care or other 

appropriate assistance and the carrying out of emergency measures.(6)(p1)     

 

In many countries worldwide midwifery-led care for the antenatal, intrapartum and postnatal period 

is sought as the leading choice of maternity care for childbearing women and their families.(7, 8) 

This is based on the premise that unnecessary intervention will be reduced as midwives support the 

philosophy that childbirth is a normal physiological process of life.(3, 6, 9) However, in Australia 

throughout the more recent decades, the medicalisation of childbirth has increased and it is more 

likely to be viewed as a high-risk event that requires medical intervention by a highly specialised 

obstetrician.(6, 10, 11) As a result this has placed great impact on the midwifery model of care and 

midwifery as a profession.(6, 12) Whilst we are fortunate to live in a country that has access to 

medical intervention for pregnancies that are classified as high risk or to those that develop 

complications there is a growing concern on the burden that increased intervention has on the low 

risk woman, her family and the healthcare system of Australia.(12) 

 

 

In Australia, the maternity care options are divided into two tiers where women and their families 

select maternity care based on their personal, cultural and medical needs from either a public or 

private sector. There is a wide range of maternity services available to childbearing women across 

both public and the private sectors.(13-15) The public options include government (Medicare) 

funded models of care such as caseload or MGP programs, shared care between midwives and 

General Practitioners (GP), standard hospital care provided by a team of doctors or midwives and 

homebirth services (only publicly funded in WA).(8, 13, 14, 16) In private hospitals and selected 
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public hospitals the women can elect their choice of private obstetrician and the care is privately 

funded by the woman’s health insurance.(13, 17)  

 

Women also have access to private midwifery care where they use their private health insurance 

(PHI) or Medicare to rebate the cost. These women either birth in a hospital of their choice or at 

home.(13) These options of care are demonstrated in Table 1 which was extracted from a 2016 

study set in Queensland, examining the decision support needs of Australian women when choosing 

a model of maternity care. The options available in Australia are consistent with those offered in 

other OECD countries including the United States of America, Canada and the United Kingdom.(8, 

14, 18)  

 

Table 1: Models of maternity care in Queensland: Sourced from Choosing a model of 

maternity care: Decision support needs of Australian Women (13) 

 

In the WA’s Mothers and Babies Report 2015, it is recorded that 97.5% of women birthed in a 

hospital, 1.8% in a Birth Centre and 0.8% at home.(19) Among these percentages 44% of women 

presented to a public hospital at the onset of labour whilst 41% presented to their intended place of 

birth at a private hospital.(19) The remainder of women presented to either a tertiary hospital or 
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birth centre. It is also reported that between 1980 and 2002 the number of women birthing in private 

hospitals has increased while those birthing in public hospitals decreased. However, since 2002 the 

percentages of those birthing in public and private hospitals have plateaued. It is evident that the 

number of women who birth in hospital nationally is on par with the figures in WA. The data 

released in the Australia’s Mother and Babies report 2017 indicates that 97% of women gave birth 

in a hospital. Of those women 74% birthed in a public hospital and 26% in a private hospital.(20) It 

is therefore evident that the number of women who chose to birth in WA with a private obstetrician 

is significantly higher to the Australian population as a whole. The overall rate of women for 

women birthing in birth centres is 2.4% in Australia which is a slightly higher rate to those birthing 

in birth centres in WA during this time period.(20)    

 

Whilst there is a range of options maternity care options in Australia, it has been recognised that 

midwifery-led care is associated with a reduction in cost to the public health system in comparison 

to standardised hospital care.(15) The literature also reveals that it is associated with less obstetric 

intervention and operative birth.(15, 21) A 2016 Cochrane review that included 17,674 low risk 

women across 15 studies concluded that women accessing midwifery-led care were more likely to 

be satisfied with their care, experience less intervention and adverse outcomes for the mother and 

their infants.(7) These women were also more likely to experience a spontaneous vaginal birth, and 

were less likely to experience intervention or complications such as instrumental vaginal birth, 

episiotomy, regional analgesia and neonatal death after 24 weeks gestation..(7)  

 

There are varying models of midwifery-led care options in Australia such as team midwifery, 

private practice midwifery care and MGP models.(20, 22, 23) These models of care can be offered 

to women in a hospital, home or birth centre settings.(20, 24) MGP models, also known as caseload 

midwifery, consist of a small team of midwives who are allocated an individual caseload of patients 

to which they become the ‘primary midwife’.(15, 21) The midwives attend to the patient’s 
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antenatal, intrapartum and postpartum care providing woman-centred care that encompasses the 

physical, social, cultural and psychological needs using a holistic approach.(7, 15, 21) WA’s first 

‘no exit’ MGP was introduced to the FBC at KEMH in July 2013.(21) The FBC has been offering a 

high standard of midwifery-led care since this time and was therefore chosen to be the setting for 

this study. The FBC has expanded since their introduction and cared for 882 women shared among 

30 midwives with varying contracted work schedules in the last financial year (2019-2020). 

 

To be eligible as a client at the FBC and in order to receive midwifery-led care, the women must be 

deemed low-risk medically and obstetrically prior to/or at their initial appointment. If a 

complication develops throughout the pregnancy the primary midwife and/or team of known 

midwives continue to follow the woman through the remainder of her pregnancy in consultation 

with the medical or obstetric team.(21) WA’s first no-exit MGP program at the FBC studied by 

Lewis et al. (2016) supports the above study findings when they compared the MGP birth outcomes 

to the WA population giving birth in 2012. It was revealed that MGP women were more likely to 

have a vaginal birth (87%), intact perineum (49%) and less likely to have a caesarean section (13%) 

or epidural/spinal analgesia (34%).(21) Despite the vast amount of literature that supports the 

benefits of midwifery-led care, it is estimated that approximately 8% of women in Australia access 

it.(23)Which brings the question to attention; if midwifery-led care services such as MGP programs 

are lowering intervention rates, improving outcomes and increasing satisfaction for women; do 

women have enough information to make an informed choice about accessing midwifery-led care? 

 

 Rationale 

An initial scan of the literature identified that much of the published research reported on the 

benefits of accessing midwifery-led care and the information women want on the maternity services 

available to them. There is limited current research discussing the information that women receive 

about the midwifery-led options that are available to them. There was a gap identified in the 
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literature around whether sufficient information is given to women about available midwifery-led 

services, in order to make an informed decision about their maternity care. 

 

This research aimed to contribute to the understanding of how women access information from 

health care professionals and in social contexts. It aimed to complement the evidence that is already 

available on the topic of informed choice for maternity services and the access to midwifery-led 

care for women. Furthermore, it was anticipated that this research may provide knowledge to the 

health experts who are educating women on the options of midwifery-led care services that are 

available.    

 

 Aim and research questions   

The aim of this study was to explore the information and sources that women use to access the 

midwifery-led services. The research questions that guided the data collection were:  

1. Where do women source information regarding midwifery-led care options?  

2. What information do women receive regarding midwifery-led care options to   

influence their decision? 

3. What factors influence women to decide on their maternity care service?  

 

The aim and research questions were used to form a discussion around educational, organisational 

or referral processes that may be implemented across the health care sector for low risk women to 

receive access to midwifery-led care. The findings of this research will contribute to improving 

educational resources to ensure that an informed choice of obstetric care is accessible to all families, 

with an aim to increase the number of women who access midwifery-led care. 

 

 



8 

 

 Organisation of the thesis  

This thesis is organised into seven chapters and are as follows:  

Chapter One: Introduction. This chapter introduces the role of the midwife, the maternity options 

available in Australia and the midwifery-led care services offered at the FBC. The rationale and 

aims for this research are presented in this chapter as well as an overview to the structure of the 

thesis.  

 

Chapter Two: Literature Review. This chapter explores the literature relevant to the study including 

the access to informed choice and the decision-making influences for women and their families. 

This chapter also explores where women access their information and the Health Belief Model that 

guides their choices to maternity care.  

 

Chapter Three: Methodology. This chapter presents the research design, methodology and approach 

to the data analysis. It explores and justifies how the research setting, data collection technique and 

sample were chosen to best describe the women’s experiences when accessing information on 

midwifery-led services. The trustworthiness of the data and ethical considerations are also discussed 

in this chapter. 

 

Chapter Four:  Findings. This chapter presents the findings from the interviews with the women. It 

captures their experiences on how and where they access information on the maternity services 

available to them. The descriptions from the women assisted in identifying the emerging themes 

that are also presented in this chapter.  

 

Chapter Five: Discussion. This chapter discusses the findings in relation to the existing research and 

this research study. There were similarities and differences between the themes identified in this 

study to those identified in the literature. The research questions were used as a guide to facilitate 
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this discussion and to ensure that the aims of the research were met. The limitations of the study 

have also been included in this chapter.  

 

Chapter Six: Conclusion. This chapter provides an overview of the thesis including the aims, 

research questions and findings. It presents the conclusions and significance of the research for 

further practice. This is followed by the researcher’s recommendations and concluding statement.  

 

 Summary  

In summary, this chapter has provided an introduction into the context of this study and the setting 

to where the research was conducted. The maternity services that are offered in Australia have been 

discussed in this chapter. The definition of the midwife and the midwifery-led services available in 

Australia have also been explored. A brief overview of the study including the rationale, aims, 

research question was included, followed by an overview of the structure of the thesis. The 

following chapter presents a review of the existing literature relating to informed choice, the access 

to information and the Health Belief Model (HBM) decision-making theory for women accessing 

maternity care.  
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2. Chapter Two- Literature Review 
 

 Introduction 

The purpose of this chapter was to explore the literature that was relevant to this research study. 

Liamputtong (2017) suggests that a literature review is a written presentation that results from a 

review of the literature relating to the research topic.(25) It provides a critical analysis of what has 

been discovered and what requires to be further addressed in the area of research. The literature 

review allows the researcher to avoid duplication of their study and provides a framework to 

contextualise the research, which leads to the development of evidence-based practice in health 

care.(25, 26) This chapter provides an overview of the databases and systematic approach that was 

used to identify the literature relevant to the research topic. These topics included informed choice, 

access to health information and the HBM in relation to accessing maternity services.        

 

 Search strategy  

A targeted literature search was conducted using the UWA OneSearch online tool to retrieve 

articles from the Wiley Online Library, ProQuest Central, PubMed and ScienceDirect databases. 

The KEMH medical library was further used to gather research from the MEDLINE, Ovid and 

Emcare databases. The search for the appropriate literature was guided by the research aim: to 

explore the information sources that women use to access the midwifery-led services available to 

them. As demonstrated in Figure 1, three concepts were identified from the research question which 

led to the key terms for the literature search. The first concept identified for exploration was 

pregnancy care options. The second concept was care providers which was followed by informed 

choice. The key terms were drafted by the researcher in consultation with a Librarian from the 

KEMH Medical Library. Following this step, the researcher and supervisors further narrowed 

search items to create the key terms identified in Table 2.   
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Figure 1: Topics guiding literature search 

 
 

 

 Table 2: Key search terms 

 CONCEPT 1 CONCEPT 2 CONCEPT 3 

KEY TERMS  
Pregnancy care options  

 

Care providers  
 

Informed choice  

SYNONYMS/ 

ALTERNATE 

TERMS 

 

 

 

 

Pregnan* 

 

Childbirth  

 

Birth* 

 

 

 

“Maternity services” 

 

“obstetric care” 

 

Midwifery group practice 

 

Midwifery 

 

“Group Practice”  

 

Midwife* 

 

“Place of birth” 

 

birthplace 

 

healthcare 

 

“maternity care” 

“Informed choice”  

 

“Informed decision”  

 

Choice 

 

Informed  

 

“decision making” 

 

“Informed choice 

healthcare” 

 

To explore the information and 
sources that women use to access 
the midwifery-led services available 

to them

Informed 
Choice

Care 
providers

Pregnancy 
care 

options

AND AND AND 

OR 
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The key terms identified for pregnancy care options included “childbirth”, “birth” and “pregnancy” 

to capture research on women in the child birthing population. Whilst the search terms for care 

providers included “maternity care”, “maternity services”, “obstetric care”, “midwife”, “midwifery 

group practice”, “midwifery”, “group practice” “birthplace”, “place of birth” and “healthcare”. The 

search terms relating to the concept of informed choice included “informed choice”, “decision 

making”, “informed decision” and “informed choice healthcare” and “choice”. These key terms 

were entered into the databases individually and in combination using the Boolean operators 

“AND” (between terms) and “OR” (within terms). An example of this search strategy from 

MEDLINE is included in Table 3 below.  

Table 3: Search strategy conducted in MEDLINE  
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Only English-language literature papers were included, as the researcher did not have the resources 

to translate papers in other languages. Articles were only reviewed from the years 2002 to 2020 

which was expanded from a 5-year search that revealed a limited number of research publications in 

the articles available. A large number of articles were retrieved when singular key terms were 

searched. To make the search more relevant to the research topic, search limits were applied to 

extract articles that contained key terms in the title, abstract and text words. After excluding papers 

following a review of the titles, abstracts and full manuscripts, 5 Australian and 21 International 

articles that related specifically to the research question were included.  

Publications were eligible for inclusion if they were peer-reviewed and focused on informed 

choices for women accessing midwifery-led care or maternity services. Articles were excluded if 

they were specifically related to rural midwifery-led services as this study was set in the 

metropolitan area. Articles were also excluded if they did not specifically discuss the informed 

choice of maternity services for example, informed choices relating to antenatal screening. 

 

Further search strategies included the use of online databases such as the Cochrane Database of 

Systematic Reviews to access research (Sandall et al., 2016) pivotal to this study. Some of the 

earlier studies were not retrieved in this manner but rather, from the references of the more recent 

studies. This search strategy was conducted twice over the two-year period under which the study 

was completed.  

 

 Informed choice of maternity care services in Australia 

In Australia, maternity care professionals and service providers are required to support women to 

make informed choices for their care. Midwives are obliged to follow the NMBA Code of conduct, 

which is a set of values and principles that set out professional behaviour, legal requirements and 

expectations. This document states that decisions made about a woman’s healthcare during her 

pregnancy is a shared responsibility between herself, her nominated support persons, the midwife 
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and additional health professionals.(27) The NMBA Midwife standards of practice also necessitates 

that midwives are to promote women to make informed choices for their care. The midwife is 

expected to promote participation in care, self-determination and informed decision-making for 

women by identifying and using evidence as to what is relevant to them.(3) Furthermore, the 

Australian Government DOH and RANZCOG state that all women should be presented with the 

benefits and potential risks of the maternity services and options that apply to her individual 

requirements.(4, 5) They support health practitioners providing the woman and her family with 

choices and a full range of information and options of maternity care. This includes the different 

models of care available locally, as well as education and screening throughout the pregnancy, birth 

and postnatal care including infant and feeding choices.(5)  

 

Throughout the literature review there  was recurring evidence to suggest that women and their 

families are not appropriately educated on the maternity options available to them by health 

providers.(8, 9, 13, 14, 17) The information was either presented poorly or in a biased manner to 

women and their families by health professionals.(8, 14, 17) Stevens et al. (2014) presented a 

retrospective study that was undertaken in Brisbane to report on the information women received 

regarding the models of maternity care offered to them at their first consultation with their GP.(14) 

It was stated that 7.7% of 5,058 women were presented with all the available maternity options in 

the region. The women’s health insurance status was a major predictor as to the type of maternity 

care offered to them, which resulted in exclusive discussions regarding private obstetric care if they 

had insurance and standard public options if they did not have insurance.(14) Follow up research 

was conducted by Stevens et al. (2016) assessing the support needs of 641 women when deciding 

on maternity models of care for their pregnancy. The most frequent preferred source of information 

was from a health professional followed closely by information from a website.(13) It has been 

suggested that informed choice is contingent to and defined by a women’s ability to engage in the 

shared decision-making with known caregivers.(28) A large percentage of the women (90.4%) in 
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Stevens et al. study were either extremely interested or interested in having access to trustworthy 

and clear information on models of care.(13) While an overwhelming 99% of women preferred to 

be involved in the decision-making process when selecting a model of maternity care.(13) In 2014, 

Thompson and Wojcieszek presented a study that examined the information that women would like 

to receive when deciding on a birth facility.(17) The women were surveyed and used a likert scale 

as well as open-ended questions to define their birth facility needs. The most widely valued 

decision-making factors about the birth facility included other women’s recommendations regarding 

the facility, freedom to choose preferred positions during labour and birth, policies regarding 

support people and access to an on-site neonatal intensive care unit.(17) There is also literature to 

suggest that emotional safety is a fundamental factor in the decision making process, as women feel 

responsible for the wellbeing and safety of their baby.(28, 29)  

 

There is current research by Travena et al. (2017) stating that Australian researchers have pioneered 

and implemented an array of tools to support shared decision making between patients and health 

practitioners in general medicine.(30) An example of this includes a questions prompt list for 

oncology patients and their families from the Cancer Council to prompt them to ask important 

questions when making decisions about their health.(30) These tools are valuable for patients to 

decide on the healthcare options and services that are available to them, especially when navigating 

the Australian healthcare system that is funded by a mix of PHI, government funded Medicare 

services and consumer out of pocket expenses.(31) It is therefore evident that comparable to the 

general healthcare services, there needs to be an emphasis on offering consumers a range of 

maternity services in order to value their right to make informed decisions.  

 

 Access to health information  

The NMBA recommend that women participate in decisions regarding their care and are provided 

with information that is evidence-based to help support this.(3) According to the current research, 
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there are multiple sources from which women gather pregnancy information including written 

material from commercial and professional entities, newspapers, the internet, word of mouth from 

family and friends, childbirth education classes and discussions with health professionals.(32-34) 

There is research in Australia and throughout the world demonstrating that pregnant women also 

use a range of digital media platforms such as websites, blogs, social media and phone applications 

to access information.(33, 35)  

 

 Health literacy and the access to information  

It is important for health professionals to take into account the level of health literacy that a woman 

possesses. According to the Australian Institute of Health and Welfare (AIHW) health literacy 

relates to an individual’s ability to access, read, understand and use healthcare information in order 

to make health decisions.(36) While there are many published definitions of health literacy, the 

consensus on its meaning is not agreed upon. Health literacy is a dynamic construct that is 

constantly evolving. Initially health literacy focused on the individual’s ability to understand and 

read health information however, the way that information is delivered by health professionals and 

organisations is also taken into consideration.(36, 37) 

 

Individual health literacy is a derived from a combination of life experiences, opportunities, 

cognitive capacity and knowledge. For community and families, it arises from shared experiences, 

societal influences, individual health literacy and history relating to health care.(37) It is recognised 

that individuals with low health literacy are more likely to experience poorer health outcomes due 

to their limited ability to access health related information.(10, 36, 38) It is important for the 

promotion of health and in the provision of optimal health outcomes that all women have access to 

understandable, actionable and relevant health information.(36, 38) A study conducted on the 

access to health information for Afghan families’ in Melbourne Australia, encouraged the use of 

alternatives to written information for women when English is not their first language.(38) The 
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study reported that the women’s knowledge of childbirth and the postnatal period increased when 

they had access to appropriate interpreters to translate verbal information. They also valued the use 

of visual tools such as the drawing of diagrams or pictures to explain procedures, tests and general 

information relating to pregnancy, childbirth and parenting.(38)  

 

In maternity care, women are expected to be provided with clear and easily understandable 

information delivered in their first language regarding the specific details of health concerns and the 

proposed healthcare.(4, 5) It is estimated that approximately half of the pregnant women living in 

Australia have less than satisfactory health literacy skills.(39) The low health literacy skills expand 

beyond the group of women that are linguistically and culturally challenged within Australia.(36, 

39) A recent study conducted by Creedy et al. (2020) researched the knowledge and skills of 

midwives and their ability to assess and promote health literacy for childbearing women. Majority 

of the midwives (77%) reported that they did not formally assess the health literacy skills of the 

women in their care.(39) A recommendation from this study is that a formal assessment of health 

literacy skills are required as health professionals may overestimate the skills of their client.(39) By 

improving the health literacy skills of women and providing them with appropriate information for 

their level of skill, women-centred care and decision-making processes will increase.(38) The 

literature suggests that this will lead to improved health outcomes.(38, 39)     

 

 Accessing information via the internet  

A systematic review was conducted by Sayakhot (2016) on the information accessed from the 

internet by pregnant women. In a review of the studies worldwide, an overwhelming majority 

(83%) had accessed the internet during their pregnancy.(33) Further studies have revealed that 

women used the internet as a source to clarify the information that they have received from health 

professionals, friends and family.(29, 40, 41) The women accessed the internet to gather 

information on their pregnancy care options, pregnancy complications, nutrition in pregnancy, fetal 
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development and medication use.(33, 40) A more recent study conducted in England by Hinton et 

al. (2018) confirms that women are using the internet to source information about where to give 

birth. The internet, friends experiences and recommendations as well as previous experiences were 

the main sources of information when making a decision regarding their preferred place of 

birth.(34) The women used the internet to access information on the facilities or maternity units 

available to them. Their searches included researching the safety of different options available to 

them by gathering information and statistics on the caesarean rates, assisted births and transfer 

rates.(34, 41)  

 

Locally in Australia, there is research to suggest that women are also seeking pregnancy related 

information via the internet. In a study conducted in Queensland, participants revealed that women 

were interested in having access to information through trustworthy and clear sources to ensure that 

they could make an informed decision on their preferred model of care.(13) The most preferred 

source for information for women was via health professionals (45.2%) whilst they the internet 

(websites) followed closely at 37.9%.(13) Further studies revealed that women regularly access the 

internet during their pregnancy due to the convivence and ease of accessibility to locate health 

information regarding pregnancy.(29, 40, 42) A study set in South Australia also discovered that 

women were more likely to access commercial websites such as http://www.babycenter.com.au 

over Government websites which is attributed to commercial sites being higher ranked on internet 

search engines such as Google.(42)         

 

 The use of brochures and pamphlets to access information  

There is pivotal research dating back to the early 2000s, stating that providing brochures and 

leaflets to women does not help promote informed choices in maternity care. In the research 

conducted by O’Cathain et al. (2002), ten leaflets that were evidenced based were provided to 

women across the antenatal period to increase their informed choices on their options at different 

http://www.babycenter.com.au/
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stages of the pregnancy.(9) This included topics such as support during labour, pain relief choices 

and the different options of maternity care. All of the leaflets were designed to provide information 

and included the benefits and risks of these available options.(9) Despite the findings that leaflets do 

not increase informed choices in maternity care, there is evidence from women accessing maternity 

services that they value written information sources on the maternity services available to them. A 

study conducted by Hinton et al. more recently in 2018, revealed that women suggested receiving a 

booklet or leaflet at their first appointment on the maternity options available to them.(34) The 

women stated that this would enable them to research these options, discuss them with their partner 

and then return to ask questions about the services available.(34)  

 

Another study in the United Kingdom (UK) assessed the quality and content of information offered 

to low-risk women by their midwives in relation to their options of birthplace. The study by 

Henshall et al. (2018) focused on the midwives’ interpretation on the delivery of information to the 

women. Of the midwives interviewed, 68% expressed that the leaflet was largely or extremely 

helpful in delivering information on the options available to the women.(43) The study further 

suggests that the midwives responded positively to the change in the delivery of information and 

that it reminded the midwives to offer the different options of birthplace throughout the 

pregnancy.(43) These suggestions and practices in the more recent research facilitate an open 

approach to the access of information for the women and therefore enhance their informed choice to 

the maternity services available.  

 

 The Health Belief Model for decision making  

It is recognised throughout the health literature that there are several determining factors that 

influence a patient’s decision on the health care needs that they require as well as the services that 

they access. This section of the literature review discusses the factors that influence women to select 

from the maternity care services available to them.  
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The health belief model (HBM) is a theorical framework that is used to explore the wide range of 

cognitive determinants to the access of health care.(44-46) The HBM was designed by US 

researchers in the 1950s, which aimed  to explain health related behaviours and improve the 

effectiveness of health education programs.(46) This model was further developed into the 1970s 

and is now widely used by health professionals and health researchers.(44, 45) The framework 

provides several concepts that predict why health care consumers will take action to prevent, screen, 

choose an intervention or access a service in relation to their health.(44, 47) The demographic 

factors that influence their decisions include gender, ethnicity, age, socio-economic status.(44, 46) 

These were known to be associated with the use of health services and preventative health 

behaviours, however these factors could not be modified through health education.(48) The HBM 

concepts therefore further expanded to include perceived susceptibility, perceived severity, 

perceived benefits, perceived barriers, cues to action, and most recently self-efficacy.(44, 46, 48) 

 

The construct of perceived susceptibility refers to an individual’s belief on the likelihood of them 

experiencing a risk, or developing a disease or condition.(44, 48) This is seen as a powerful 

motivation for people to adopt healthy behaviours. The greater the perceived risk to the individual 

the more likelihood that they are to engage in health care services to decrease the risk.(46)    

The perceived severity is the belief about the seriousness and severity of a condition and its 

sequalae.(44, 46) This is not only based on the medical knowledge and information provided to an 

individual, it also involves the beliefs they have regarding the consequences on how an illness or 

condition may impact on them in a medical and social level.(44, 48) The clinical and medical 

consequences could include their perceived risk of disability, death or injury if they were to be 

diagnosed with an illness. Whilst the social aspects would involve their perceived impact that the 

condition or illness may have on their family life, social relations and work commitments.(44)  
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The concept of perceived benefits is an individual’s opinion on the usefulness and value of a new 

behaviour to decrease the risk of developing a disease.(48) It is defined by an individual having the 

belief that positive outcomes can occur by engaging in a new health behaviour. For a new health 

behaviour to be accepted, the perceived benefits of that new behaviour must outweigh the 

consequences of continuing with the old behaviour.(46, 49)   

 

The most significant construct in relation to behaviour change are an individual’s perceived 

barriers. The perceived barriers relate to an individual’s perception of the obstacles preventing them 

to adopt a new health behaviour.(44, 46, 48) It is believed that individuals will analyse the 

psychology and financial cost to them in a nonconscious manner. The individual compares the 

expected benefits to the barriers of a new health behaviour which could include the idea that it may 

be unpleasant, time-consuming, expensive or inconvenient.(44)  

 

In addition to the modifiable variables such as demographics and the four beliefs discussed above, 

the HBM model further suggests that cues to action influence behaviour to health.(46, 47, 49, 50) 

Cues to action motivate people to change their behaviour by viewing or experiencing events, 

triggers or the experience of others.(46) These could include; receiving a letter or email from a 

health professional, illness of a friend or family member, advertising in media such as newspapers, 

online articles or magazines, or health warnings on products.(46, 48, 49) All these factors can shape 

and influence the way that an individual respond to their personal health care.        

 

Self-efficacy was added to the HBM by Rosenstock, Strecher and Becker (1988) and refers to an 

individual’s belief on their capacity to successfully perform a health behaviour.(46, 48) For a 

change in behaviour to be successful, an individual must believe that their susceptibility and 

severity are threatened; requiring behavioural change that will result in a perceived benefit or 
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valued outcome. They must feel competent (self-efficacious) to act on and overcome perceived 

barriers.(46)         

 

The HBM has been used in research to reveal the decision-making process for mode of birth, reduce 

anxiety in pregnancy and increase the rate of vaginal births in nulliparous women. A cross-sectional 

study involving 319 women was underpinned by the HBM to develop an understanding into the 

factors that influence women to decide on their preferred mode of birth.(49) A similar study of 222 

nulliparous women used the HBM and a four-part questionnaire to predict the type of birth that 

women would have.(50) Whilst these studies uncovered the predictions and influences on the 

women’s mode of birth, the literature review revealed a further study that used the HBM to increase 

the vaginal birth rate in nulliparous women.(47) The literature review did not expose any studies 

linking the HBM and the women’s choice of maternity services. However, it could be assumed that 

the decision-making processes and influences could be likened to those of the preferred mode of 

birth, to the place of birth options and will be discussed as followed.     

 

According to Khorsandi et al. (2012) the strongest predictor of preventative health behaviours is 

perceived susceptibility.(47) Throughout the literature it is documented that the perceived 

susceptibility to the risk of a particular mode of birth may influence a woman’s decision to a 

preference of either vaginal birth or caesarean section. A woman’s preference on a mode of birth 

may differ from the mode that she previously experienced if she had a negative outcome or birth 

trauma. By opting for a change in her mode of birth she may believe that this could decrease her 

risk at further trauma or a negative outcome.(49) This perceived susceptibility to risk or illness 

could also be seen as an influence to the place where she gives birth or the model of maternity care 

that she opts for. For example; if a woman has a positive birth experience in an obstetric model of 

care, she may decide to change her model of care to midwifery-led service for her next birth as she 

would perceive her susceptibility to risk or complications as a low.(49, 51)  
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It was revealed in the literature review that the perceived barriers to a vaginal birth included fear 

and insufficient education. Khorsandi et al. (2012) states that it is not clear on how much education 

women received regarding childbirth which may lead to an increase in fear.(47) Research conducted 

by Dadipoor (2017) also reported that fear was also a key factor in the perceived barriers to natural 

childbirth.(50) Khorsandi et al. used the HBM and self-efficacy theory to provide an experimental 

group of women with education regarding normal vaginal birth. The results showed that the positive 

attitudes and beliefs relating to normal vaginal birth were significantly increased in the 

experimental group compared to those in the controlled group.(47) A study conducted in the 

Netherlands revealed that women experiencing a lower incidence of fear of childbirth are more 

likely to give birth at home and those with a perceived higher fear of childbirth are more likely to 

give birth in hospital.(52) The fear of childbirth therefore impacts their preference of birthplace 

which in the HBM links the perceived barriers to the cues of action for women.(49, 50) Advice 

offered by health professionals such as doctors and midwives may influence the woman’s 

preference to a certain mode of birth. It has also been revealed that the stories and obstetric 

outcomes offered by family and friends experiences will also influence the mode of birth that 

women will select.(47, 49) A study conducted in Australia stated that fear of birth effects both 

nulliparous and multiparous women typically relating to previous experiences, limited confidence 

and control over their birth experience and other women’s negative stories.(10) They suggested that 

these factors therefore impact the model of care and health services that women access as their 

learned response is to seek care from medical experts who offer technological birth experiences to 

minimise risk.(10)     

 

 Summary  

This chapter has examined the existing research relevant to this current study. This includes an 

exploration of the informed choices of women accessing maternity options available. The 

preferences of access to health information on maternity services is discussed in this chapter as well 
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as the variety of options that are available to the women in current times. The HBM in relation to 

decision making processes were discussed in this chapter. There is evidence suggesting that women 

are not appropriately informed on their choices of the maternity services available which has led to 

the exploration of the information that women receive throughout this study. It is evident 

throughout the existing literature that there is little research conducted on the qualitative aspect as to 

the information, experiences and factors that inhibit or inspire women to access midwifery-led care. 
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3. Chapter Three- Methodology 
 

 Introduction  

This chapter describes the research questions and methodology used to analyse and collect the data 

in order to achieve the aims of the study. The general principle, philosophy and history of 

qualitative and phenomenological research will be discussed. It will be explained how they were 

incorporated into the study in order to assist with the data collection and analysis. The data 

collection methods for selecting the appropriate research participants who were interviewed using a 

semi-structured interview technique have been included. The ethical considerations are presented in 

this chapter including the trustworthiness of the research study.   

 

 Research aims and questions  

The aim of this study was to explore the information and sources that women used to access the 

midwifery-led services available to them. This study aimed to provide insight into how the 

information that women receive influenced the decision-making processes to attend the MGP 

service at the FBC. The aim and research questions were used to form a discussion around 

educational, organisational or referral processes that may be implemented across the health care 

sector for low risk women to receive access to midwifery-led care. It was anticipated that this 

research may provide knowledge to the health experts who are educating women on the options of 

midwifery-led care services that are available.  

The following research questions were used to accomplish the aims of the research: 

1. Where do women source information regarding midwifery-led care options?  

2. What information do women receive regarding midwifery-led care options to   

            influence their decision? 

3. What factors influence women to decide on their maternity care service?  
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 Qualitative research 

A qualitative research design was chosen for this research study as this method can assist health 

professionals to inquire into the human experiences-as-lived by health care consumers. The health 

professional can study participants experiences in relation to health, healing, illness or the 

development of effective care delivery and environments.(53, 54) Qualitative research involves an 

interpretive and naturalistic approach to seek information on a chosen subject matter. The 

researcher studies people within their natural setting to reveal an in-depth understanding and a rich 

description of the phenomenon chosen which allows them to develop a comprehensive 

understanding and raised awareness of the topic to create change or purposeful action.(53, 55, 56)  

 

Qualitative research is based on philosophical assumptions that the researcher makes. However, the 

reality that exists at an ontological level is that the reality resides within the realm of the participant, 

it is therefore presented subjectively and in multiple views of reality.(54, 57) The epistemological 

position is that knowledge is gained through minimising the distance between the participant and 

the researcher to better understand the lived experience of the participant.(57-59) The researcher 

therefore becomes the instrument in the study through their active involvement in the generation of 

data.(53, 54, 58)  

 

Qualitative research involves exploring phenomena that cannot be measured, rather it is observed 

through means such as language.(53, 54, 56) This is a valuable source of data as words and 

language are fundamental tools for validating and creating the meaning of human experiences. The 

power in this form of inquiry is the immense ability to expose human experience to description.(53) 

Qualitative research data is therefore usually collected through narratives, text data or stories as told 

by the participants to the researcher.(53, 60, 61) Data is generated by the researcher asking 

questions to participants in a focus group or individual interviews, recording notes, taking 

photographs, making observations or participating in an event and reflecting upon it.(58, 62) This 
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research study used qualitative methods to collect the data in order to reveal the “why” and “how” 

rather than “who” is accessing information relating to midwifery-led care models.  

 

There are many qualitative research designs that can be used to assist in the research process from 

the conceptualisation of the research question, to the generation and analysis of the data to assist in 

the interpretation stage followed by the dissemination of results.(53) The most common qualitative 

designs include ethnography, grounded theory, narrative enquiry, and phenomenology among 

others.(53, 56, 63, 64) The researcher must consider which is the most appropriate design to 

conduct the investigation as each approach has a different level of complexity and purpose in 

addressing the research question.(65, 66) The research design of phenomenology was chosen for the 

research study as it allows the researcher to learn from the from the experience of the participants as 

it focuses on the study of individuals, lived experiences in the world.(56, 63, 64) This is discussed 

in the following chapter.   

 

 An overall view of phenomenology  

The philosophical term phenomenology was first documented in the 18th century by Johann 

Heinrich Lambert (1974).(64) Derived from the Greek words “phainoemn” meaning appearance 

and “logos” meaning reason, phenomenology was well documented in philosophical texts where it 

emerged and evolved further into the 19th century.(56, 64) Whilst explored and written about by 

many philosophers, it is agreed that the philosophical underpinnings of phenomenology were 

developed by German Mathematician Edmund Husserl as an alternative to the positivist 

paradigm.(56, 63, 67) Husserl emphasised that phenomenology study is based on the understanding 

of the world view from an individual who is viewing the world.(56, 63, 64) It is concerned with 

how individuals interpret and make sense of a phenomenon from a first-person perspective; when 

they belong to a group who are sharing a similar life experience.(55, 63, 65, 67) It is acknowledged 

that there are many ‘truths’ to a phenomenon and therefore the focus is on uncovering every 
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individuals’ experiences, perceptions, and the intuitive sense of what they are feeling and thinking 

in the world.(64) This offers a unique viewpoint of the world from an individual rather than 

attempting to come to an objective ‘truth’ or consensus on the phenomenon viewed. This is where 

phenomenology differs to the positivist perspective which emphasises that knowledge comes 

through objective observation.(67)  

 

Phenomenology is used widely in health research as the phenomena of health and health care 

services are only understood, experienced and enacted by patients as individuals.(68) It offers 

health professionals an insight into the realm of the recipients in relation to their care, the services 

offered to them and a way to reflect on their practice in the healthcare industry.(69) Phenomenology 

offers an understanding into the multidimensional and complex needs of those individuals accessing 

health care in order to optimise the quality of health care services and their overall health 

outcomes.(60, 63, 67) A phenomenological research methodology was chosen in this research 

study, with the aim of understanding the lived experiences and perspectives of participants as to 

where they accessed information on midwifery-led care models.(66) This type of research 

methodology allowed the researcher to view multiple and individual perspectives from participants 

who shared the same experience.  

 

 Hermeneutic phenomenology 

Hermeneutic phenomenology, also described as interpretive phenomenology, was developed by 

philosopher Martin Heidegger. Heidegger, a student taught and mentored by Husserl challenged 

numerous aspects of descriptive phenomenology compelling him to develop interpretive 

hermeneutic phenomenology.(58, 66, 68, 70) The hermeneutic phenomenological approach not only 

endeavours to describe the phenomena in question but also aims to interpret the findings.(70, 71) 

Heidegger’s focus was on human experience and how this impacted on the relationship between the 

individual and his or her lifeworld. He believed that an individual’s experience of a phenomena was 
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not separate from the world of the individual’s culture, lived experiences or personal history.(70) 

Heidegger’s term lifeworld denotes that human individual realities are influenced by the world that 

they live in, regardless if they are consciously aware of their understanding. He stated that an 

individual cannot step out of their lifeworld and experience a phenomenon without referring to his 

or her experiences and background understanding.(64, 70, 71) This allows hermeneutic 

phenomenology to move away from Husserl’s descriptive stance that focuses on remaining neutral 

and detached from the individual’s perception, experiences and thinking about the world.(70, 72) 

Hermeneutic phenomenology critically questions a participants’ ability to bracket off the way they 

identify the essence of a phenomenon which is the contrary to descriptive phenomenology.(70-72)    

 

Hermeneutic phenomenology was chosen as the framework for this study as it allowed the women 

to describe their experiences, interactions and relations by sharing their lived experience in the 

context of everyday life.(73) This understanding greatly assisted with the interpretation of the 

women’s stories. Hermeneutic phenomenology focuses on the analysis of text to find meaning and 

interpretation in a phenomenon.(25, 72) This was therefore viewed as an appropriate design for this 

study as the researcher engaged with the women through their narratives and analysed written data 

from their interviews. As pregnancy and childbirth is a unique and personal experience for women 

and their families, this framework was viewed as the most appropriate for this study.  

 

Hermeneutic phenomenology is widely used by midwifery scholars to provide them with a deeper 

understanding of women’s experiences.(74) As the researcher is a midwife where the midwifery-led 

care services are accessed, she has a respectable understanding of the phenomenology in question. 

In this study the researcher used their knowledge and presuppositions to make an enquiry of a 

meaningful undertaking.(25) This is known as qualitative insider research and is viewed as an 

insightful and advantageous methodology.(75) The researcher has a deeper and background 

understanding on the researched topic as they are involved in the community where the research is 
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carried out.(76) They have both historical and present access to information on the organisation and 

the practices that are undertaken there.(75) The researcher often gains access to the participants 

more easily and can spend less time on data collection or analysis as they have understanding to 

topic in question.(76) This understanding greatly assists with the interpretation of the women’s 

stories. The insider researcher, however, must remain aware of her position and work within the 

ethical boundaries of the study to reduce bias and subjectivity.(75, 76) To ensure this was upheld a 

reflexive journal was kept by the researcher allowing her to reflect on personal views and opinions. 

The researcher made every effort to remain objective throughout the study to reduce bias. This is a 

process known as reflexivity and is achieved by remaining transparent and consciously aware of 

one’s self throughout the study.(77)    

  

 Data Collection Methods  

 Identifying the appropriate participants 

The women invited to participate in the study were selected using a purposive sampling method. 

This was chosen intentionally allowing the researcher to recruit those who had experienced the 

phenomenon and were willing to discuss it.(56) Purposive sampling is widely used in qualitative 

research to select a small group of participants who share behaviours, experiences, perceptions or 

context relevant to the study’s aim.(56, 78) The research topic and questions were used to gain 

insight to whom the most appropriate participants for the study. 

The inclusion criteria included women who were accepted for care at the FBC and were therefore 

deemed low risk at their first appointment. In addition, the cohort only included those who were 

multiparous women who received care within the private maternity sector or a standard public 

hospital for their first or previous pregnancies. 

For participants to be involved in the study they had to meet the following criteria (see Figure 2);  

• Be deemed a low risk pregnancy and accepted to the FBC for pregnancy care 

• Be multiparous women in their second or subsequent pregnancies having received 
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pregnancy care elsewhere prior to attending the FBC for this pregnancy which may include:   

➢ public hospitals with standardised care (not MGP care) 

➢ private hospital under the care of an obstetrician 

➢ shared care with a General Practitioner and hospital combined  

Figure 2: Participant inclusion criteria 

 

The MGP at the FBC accepts both primiparous and multiparous women who are considered low 

risk at their first booking appointment. However, only multiparous women were invited to 

participate in the study. This specific group of women was chosen to draw a comparison of the 

information that they were provided with regarding the midwifery-led options available to them. 

This would allow the researcher to explore the information that they received across all of their 

pregnancies and what factors prevented them from attending the FBC prior to this pregnancy. 

Therefore, women who were in their first pregnancy or who had attended a midwifery-led service 

prior to attending the FBC were excluded from the study. The study was gender specific targeting 

pregnant women aged between eighteen to forty-four years as ages. The minimum age criteria of 

eighteen was chosen as this is recognised in Australia as the age of majority and forty-four is the 

maximum age accepted at the FBC.(79)    
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 Study sample  

The sample size in a qualitative study tends to be smaller from those in quantitative research. The 

sample size differs between the two as quantitative research attempts to make statistical 

comparisons on the data; whereas qualitative data sampling focuses on reaching repetition or that 

the new data collected fits into the codes or categories that have already been created.(78, 80, 81) It 

is therefore important to question whether the sample size provides data that will allow the 

researcher to address the aims or questions of the study thoroughly. Rather than focusing on the 

number of participants in qualitative research, the focus of the sample size relies on flexibility and 

the depth of the data that is collected.(78, 81) This will assist in obtaining an understanding of the 

phenomenon in question, leading the researcher to a new understanding of the experience.(81)    

 

The aim for the population sample of women to participate in this study was between 15 and 20. 

However, as recruitment ensued the total number of women interviewed was 12; the first interview 

was used as a pilot interview and the remaining 11 were analysed for the generation of themes. This 

is consistent with the published literature, that suggests qualitative phenomenological research 

sample size should consist of 5 to 25 participants.(81) There were barriers identified to the 

recruitment of women such as time constraints to the researcher’s studies and enforced social 

distancing due to the COVID-19 pandemic. These barriers have been further discussed in the 

limitations section of this document. It is for this reason that data saturation was not was not 

focused on at the cessation of interviews. Whilst there was repetition identified in this research 

study, data saturation was not considered to be fulfilled.(82) This is also due to the notion that we 

cannot be confident that any new data would arise if further interviews were conducted.(83) As 

research is unique to each group or person, it is thought that there is always new information to 

explore.(82, 83)  
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 Recruitment of participants 

Upon acceptance as a low risk client to the FBC, the women and their families are invited to attend 

an orientation tour of the centre. This session provides the women and their families with 

information on the care, inclusion/exclusion criteria for birthing at the birth centre, a schedule of 

appointments and further detail as to how an MGP is conducted. The research midwife attended 

these sessions to discuss the research and identify appropriate candidates. The sessions are provided 

to the women and their families who have previously not received care at the FBC. The Participant 

Information Form (PIF) (Appendix C) and Participant Consent Form (PCF) (Appendix F) were 

provided to the women who were interested in the research and who met the criteria. The PIF was 

also accessible in the waiting room of the FBC to capture those women who did not attend the 

session. 

 

The COVID-19 pandemic social distancing measures forced the suspension of large group tours 

which resulted in the recruitment strategy being amended. During individual FBC orientation 

interviews the attending midwife informed potential participants about the study. The PIF was 

emailed to the midwives whom work at the FBC and they alerted the CPI of any potential 

participants who had previously received private maternity care or standard public hospital care. 

The research midwife then scheduled a time to discuss the research and provide the PIF to the 

women at their scheduled antenatal appointments.   

 

 Semi structured interviews  

Individual semi-structured interviews were conducted with the women who wished to be involved 

in the research. Semi-structured interviews are widely used in qualitative health research data 

collection, due to the efficient and direct nature in which data can be collected. The semi-structured 

design can be used as a single instrument for data collection, the interview can be organised ahead 

of time and can be conducted with individuals or in group settings.(54, 84) Semi-structured 
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interviews require prior knowledge of the research topic as the questions are determined and related 

to the phenomena in question.(85) This method is therefore appropriate for a hermeneutic 

phenomenology design where the researcher had prior understanding and knowledge was acquired.     

 

 The interview process 

Individual interviews were conducted for this research study to support the comfort and privacy of 

the participants. The literature suggests that individual interviews can provide more insight into a 

participant’s feelings, personal thoughts and views.(65, 86) When selecting the interview setting the 

aim was to ensure that participants felt comfortable to share their experiences with the researcher. 

Initially, the interviews were approved to be conducted in a face-to-face setting in a known 

environment in a private meeting room at the FBC. However, following the first face-to-face 

interview, the global pandemic COVID-19 enforced social isolation, physical distancing and 

restrictions among healthcare workers interaction with patients.  

 

The Australian Government DOH introduced temporary Medicare items to increase the use of 

Telehealth to assist health practitioners to deliver medical advice and education by phone or video 

conference.(87) For this reason, the researcher sought approval from the Women and Newborn 

Health Service (WNHS) Ethics Committee to allow phone interviews and video conference calls to 

ensue. In hindsight, this allowed the participants to have a more personalised approach to select 

their preferred interview mode and thus permitting them to be interviewed from the comfort of their 

own homes. The literature suggests that interviewing participants in their own home or in a quiet 

space, free from distraction will allow them to feel safe to converse about topics that may reveal 

personal information or opinions.(62, 65, 84) The most common option selected was telephone 

interview, however the video conference platform Zoom was also used as a remote option. 
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The interviewer took the time to introduce herself and thank the participant for taking the time to be 

involved in the research study. The aim at the beginning of the interview was to create a calm and 

welcoming environment that was conducive for conversation to take place. The participants were 

asked if they had any questions surrounding the interview process or information that they had read 

via the PIF. It was confirmed that they had signed the consent form to participate and the 

interviewer also sought verbal permission prior to the audio recording of the interviews.(56, 63) 

This form of introduction allowed the interviewer and participant to become familiar with one 

another’s non-verbal cues, accents and mannerisms while building a rapport. It was important for 

the interviewer to build a rapport with the participant to establish a trusting and comfortable 

environment for the participant to answer the questions open and honestly.(84)   

 

The interviewer commenced the interview by seeking a series of brief demographic details to 

confirm that the participant met the inclusion criteria. This included the participant’s age, the 

hospital or service they attended for their previous pregnancy/pregnancies, the type of birth that 

they had and their country of birth. Following this, the interviewer then took the time to conduct the 

interviews using a semi-structured interview technique. These questions were designed to be open-

ended and flexible such as “When you spoke to your GP can you describe the conversation you had 

in terms of where to have the baby?” and “What had you heard about midwifery-led care before 

either of the pregnancies?”. These semi-structured questions allowed the interviewer to be a co-

creator of the data with the interviewee to ensure that bias or contamination was kept at bay.(88)  

 

 Managing the data  

 Data analysis  

The aim of the data analysis was to organise, reduce and order the data collected throughout the 

interview process. This allows the researcher to make sense of the data that they have collected.(89) 

The qualitative data analysis software package NVivo was used to store, sort and classify the 
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research data.(78, 90) Data analysis commenced while the interviews were being conducted, as this 

is a time-consuming process and requires movement between creating themes, immersion in the 

data, coding and categorising.(66, 91) 

 

The data obtained through the semi-structured interviews was analysed for common themes by 

thematic analysis. As interpretive phenomenological data analysis involves searching for 

experiential themes and then explores patterns across the sample, thematic analysis was thought to 

be an appropriate method of data analysis.(92) Thematic analysis is a method commonly used in 

qualitative data analysis that involves searching, analysing and reporting on themes found within 

the data.(25, 93) The researcher identified the common experiences of the participants and with the 

assistance of the research supervisors, themes were developed. The six steps adapted in the thematic 

analysis were those proposed by Braun and Clarke (as seen in Figure 3) which are described as 

followed.(25, 94)      

 

Phase one of the data analysis process involved the researcher familiarising herself with the data 

through immersion and transcription methods.(78) The audio recordings were re-listened to, to get 

an overall insight of the information that was offered. All the interviews were transcribed and re-

checked for accuracy by the researcher. The interview transcripts were read in full in order to 

develop a sense of their overall meaning and content. The data was re-read and divided into 

meaningful units that were rendered by the words from the participants.(78) Once the researcher 

became familiar with the content derived from the interviews and transcriptions, phase two 

commenced with the data being organised for each of the participants into data sets. The data sets 

were integrated and thematised into codes of expressions or words that are similar in context using 

the NVivo software.(89, 95) The research questions and objectives were taken in taken into 

consideration and guided the process of coding. In phase three of the data analysis, the codes were 

then collated to look for potential themes and data was gathered throughout the interviews that 
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related to each of the themes. As each of the participants data was analysed and set it into codes, it 

became evident that recurrent codes began to emerge, and new codes were incorporated when new 

ideas and themes arose. The data was revised against the themes that were developed and ongoing 

analysis of the themes continued which led to phase four of the data analysis; the generation of 

defining and naming of the broader themes.(73, 78, 90) All of the coded data was checked and 

rechecked by the researcher and supervisors to ensure that the coded data generated themes relevant 

to the influences and informed decision making process for women accessing maternity services.  

Figure 3: Thematic analysis flow chart (78)(p376) 

 

 Research trustworthiness 
 

 Trustworthiness and rigour  

Trustworthiness or rigour in a research study refers to the quality, truthfulness and confidence of the 

researcher’s findings that have been interpreted through the chosen research methods and analysis 

of the data.(55, 96) Ensuring trustworthiness in qualitative research has been debated in the 

literature and arguably relies on more than the quality criteria of validity, reliability and 

generalisability that is used in quantitative research.(97-99) Whilst these are not appropriate to 
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judge the quality of qualitative research, it is recommended that researchers employ guidelines and 

procedures to ensure that their research is worthy of consideration.(96, 97, 100) The proposed 

standards for trustworthiness of qualitative research were refined by Lincoln and Guba (1985) to 

include; transferability, credibility, dependability and confirmability.(55, 96, 97) These criteria have 

been used within this research study to ensure that an accurate representation of the women’s 

experiences have been presented in order to demonstrate trustworthiness of the data.  

 Credibility  

The credibility of the data relates to the confidence in the truth of the research findings. It 

establishes whether the research findings are correct interpretations that are drawn from the 

participants original views and the data collected.(97, 100) Within this research study the credibility 

was established by incorporating peer debriefing.(96, 99) Peer debriefing involves seeking support 

and guidance from other professionals such as members of academic staff.(98) Contact was 

maintained throughout all stages of the research study with the chosen supervisor’s. Their feedback 

and guidance were taken into consideration in each phase of the research project. Throughout the 

analysis phase, the researcher met with the supervisors to discuss and review the raw data to ensure 

that the themes were consistent with the findings. This allowed for deeper insight to the data, 

validation of the findings and improved the quality of the inquiry by reducing bias.(98, 99) 

 

 Dependability  

Dependability refers to the consistency and stability of the research procedures over time.(96, 101) 

Dependability has been maintained in this research study through means of consistency in the 

research methods and data collection process.(96, 99) The lead researcher was the sole interviewer 

and the same data collection worksheet was used as a guide to assist the researcher in the semi-

structured interviews with the women.(99) The semi-structured questions were reviewed and 

revised in a pilot interview, which allowed for restructure and rewording of any closed-ended 

questions that were used. The researcher critiqued the pilot interview with the supervisors which 
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allowed for an improvement to the interview technique via tested preliminary work.(99) To add to a 

high level of rigour within the study, an audit trail was created on how consensus was achieved 

between the researcher and two supervisors during multiple meetings throughout the research 

project.(96, 101) 

 

 Confirmability  

The confirmability conceptualises the extent to which the research could be replicated or confirmed 

by others.(96, 102) It is conceptualised by the researcher remaining neutral throughout the research 

study to avoid bias.(99) In this research study a reflexive journal was used to reflect on events such 

as the amendments to data collection during the COVID-19 pandemic. It is reported that reflexive 

journals allow researchers to personally reflect, interpret and plan their research to reduce bias and 

potential assumptions.(98, 99)  

 

 Transferability  

The transferability relates to the extent to which other researchers may use the findings of the 

research study in other research settings.(96) Transferability has been addressed to allow for 

replication of this study within a differing context in the future. The transferability has been 

supported by providing a detailed description of the location and context of the study as well as the 

details of the women that have participated. The researcher has also included suggestions for future 

research. Transparency of the methods, data collection and analysis has therefore been upheld 

throughout the study.(99)  

 

 Ethics Approval  

Ethics approval was sought from the WNHS Ethics Committee and the at the UWA. The WNHS 

Ethics committee granted approval for the research to be conducted at the KEMH FBC, project 
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registration number RGS0000003242. Further approval was granted by the UWA Human Research 

Ethics Committee (HREC), approval number RA/4/20/5790.   

 

Ethically it was important that all participants were fully informed prior to the commencement of 

the interviews.(62, 63, 84) In order to achieve this, the PIF was provided to the women at first 

contact (Appendix C, E) which outlined ethical considerations including the aim of the study, 

individual requirements to participate, the data collection process, privacy information including 

confidentiality and anonymity and contact information.(55) They were also provided with a consent 

form (Appendix F) which sought permission for the participant to be audio recorded throughout the 

interview. Participants were reminded that participation was voluntary and that they had the right to 

withdraw at any time throughout the study without explanation.(55, 62, 63) 

 

To comply with the UWA data management requirements, Australian Research Council (ARC) and 

National Health and Medical Research Council (NHMRC) guidelines the following steps will be 

adhered to in relation to storage of data:(103, 104) 

1) All hard copy data collected throughout the research period will be stored within a locked 

cupboard in the researcher’s office and will be accessible only to the researcher and 

researcher’s supervisors. 

2) Audio-recordings will be electronically stored in a secure server at UWA and password 

protected for the life of the project.  

3) Transcriptions of interviews will be saved in PDF format and will be password protected and 

stored on the UWA Institutional Research Data Store. 

4) Interview transcripts will be coded to allow the researcher to reference back to these in analysis 

of the data however participants will be referred to as Participant 1, Participant 2 etc. to ensure 

confidentiality and anonymity of the participants. Coded data will only be accessible to the 

researcher and researcher’s supervisors. 
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5) During the life of the project the audio recording and transcripts will be stored separate to the 

consent forms.  

6) All data, both hard and electronic versions, will be copied, backed up, password protected and 

retained for a minimum of 7 years following the completion of the research or publication 

(whichever is later) in a locked cabinet and/or secure UWA server. 

7) The location of the data will be recorded and retained by the UWA and the researcher.  

 

 Summary  

This chapter has provided a description into the methodological approach used within this research 

study. It has provided an overview, the justification and the application of a qualitative approach 

and hermeneutic phenomenology framework in relation to this research study.  It has described the 

criteria for the women participating in the study including the inclusion criteria, sample size and 

recruitment process. The methods taken to collect the data have been explained, followed by a 

description of how thematic analysis was used to analyse the data. The following chapter will 

present the themes that emerged from the thematic analysis of the data generated from this research 

study.  
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4. Chapter Four- Findings 
 

 Introduction 

The aim of this study was to explore the information and sources that women use to access the 

midwifery-led services available to them. This chapter explores the information that women 

received regarding midwifery-led care services and other maternity services from health 

professionals and from those in their wider community. This includes the information and influence 

that they received from external individuals such as their GP, family members, friends, other 

mothers, partners and midwives in a social setting. The findings also explore the internal factors 

expressed by the women that have an influence on the maternity care that they select, including 

their perception to barriers such as fear surrounding childbirth outcomes.   

 

The three main themes that emerged from the data analysis were labelled as, community influence, 

access to information and informed choice. These themes are explored in this chapter and are 

explained through the women’s reflections and stories provided through their direct quotations.  

 

The women shared rich descriptions on how they were influenced by the community when they 

were deciding on the maternity options available to them. The women experienced a varying range 

of positive, welcomed, contrary and negative information from the people who they interact with on 

a social or community level. The information that the women shared with the researcher led to the 

formation of the theme community influence. The subthemes that formed from the similarities of the 

women’s experiences and descriptions relating to the way that the community influenced them 

includes; Family and friends, partner’s influence, following a socio-cultural trend, fear of birth 

outcomes and midwives encouraging women to “call the midwife”.   

 

The women shared their experiences to access to information on maternity care services. They 

found limited advertising on midwifery-led services and majority of the women found out about the 
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service through the word of mouth from friends or the community around them. They were able to 

articulate what they would like to see regarding advertising of these services through pamphlets, 

websites or social media outlets. This resulted in three subthemes word of mouth, where is 

midwifery-led care advertised? and what women want.  

 

The women voiced their frustration when discussing the lack of information and described what an 

informed choice means to them. There was a small portion of the women who felt they had an 

informed choice and would not have accessed the FBC for their first baby if they were presented 

with all the information on the services available to them. Some of the women felt that they were 

deterred from attending the FBC for their first baby when requesting information on it from their 

GP. They were instead commonly offered services within their local catchment area. These 

experiences and insight from the women led to six subthemes including descriptions of informed 

choice, no informed choice, had informed choice, are GPs aware of the service, not for first baby 

and catchment area.   

 

It was recognised during the analysis phase that there was a slight intersection in the relationships 

between some of the subthemes during analysis. An example of this is when the women described 

the influence that their family and friends had on them in a community and cultural setting. They 

also described how the information and words offered from their family and friends influenced 

them to attend the maternity services that they did. Therefore, the most appropriate theme to the 

context being discussed was chosen to display their descriptions.       

 

 Participant profile 

 Demographics  

Of the 11 participants that were included in the data analysis phase all of them were women aged 

between 24 to 34 years of age. An overwhelming majority of the women were born in Australia (8 
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out of 11) with the other 3 participants were born overseas in the United Kingdom, Canada or New 

Zealand as represented in Figure 4. The participants country of birth was taken into consideration to 

identify if socio-cultural influences impact their preference to maternity services accessed. As the 

inclusion criteria of the study required women to be multiparous in parity, data was collected 

regarding the number of times that they had given birth prior to attending the FBC for this 

pregnancy. Eight of the women were pregnant with baby number two and the remaining three were 

expecting baby number three. The maternity services accessed, and information provided to them 

was discussed in the interviews and a comparison was made for first to subsequent pregnancies. 

Eight of the women attended a private maternity hospital, whilst four of the women accessed public 

maternity care prior to attending the FBC (see Table 2).  

 

Figure 4: Representation of women by country of birth 
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Table 4: Previous care provider and current number baby for the participant 

Participant #  1 2 3 4 5 6 7 8 9 10 11 Total 

Baby Number 2 x x 

 

x 

  

x x x x x 8 

Baby Number 3  

  

x 

 

x x 

     

3 

Public Hospital Care 

     

x 

 

x 

 

x x 4 

Private Hospital Care x x x x x 

 

x 

 

x 

  

7 

 

 Community influence 
 

Emerging from the societal and cultural guidance that the women received when deciding on their 

maternity care options the theme- community influence was identified.  

A community is described as “A group of individuals who share common interest and 

characteristics.”(105)(p2) Often the people whom we consider to be our community reside within 

the same geographical location as us and therefore share heritage and common cultural. However, it 

is also recognised that our community extends beyond our geographical location to include people 

that we are bonded with through ethnic or religious groups, or share common perspectives and 

social connections with.(105, 106) There is evidence to suggest that the community in which we 

socialise with will have a significant influence on our emotions, behaviours, relationships, ideas and 

health.(106)     

  

The community as described by the women include their family, friends, other mothers and health 

care professionals. The women provided rich descriptions on how their community influenced them 

when selecting a maternity care provider. They also provided insight into how culture in WA and a 

fear of birth outcomes influenced them when deciding on a maternity service. The women’s 

descriptions on how their community influenced them includes were grouped to form the 

subthemes; Family and friends, partner’s influence, following a cultural trend, fear of birth 

outcomes and midwives encouraging women to “call the midwife”(as represented in Figure 5).   
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Figure 5: Community influence on women when selecting a maternity service 

 

 Family and friends- “I trusted my friend’s word”   

The women commonly spoke about their friends and family’s input, recommendations and 

experiences in relation to how they influenced them when accessing maternity care. The women 

described how their similar approach to healthcare needs and lifestyle contributed to their friends 

being an influence on their decision-making process. They described how trusting their friend’s 

judgements helped them when deciding on care providers and place of birth.  

 

It was evident that the women’s family and friends’ recommendations were the most influential 

factor externally to the women when accessing midwifery-led care services. The women described 

how their similar approach to healthcare needs and lifestyle contribute to their friends being an 

influence on their decisions to access midwifery-led services.     
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One of the women shared that a friend was the biggest influence on her when attending the FBC for 

her second pregnancy. She explained that they had similarities in their previous birth experiences 

and current birth preferences.  

 

“She spoke so highly about it and she was in the same situation as me. She had the first birth 

private and then exactly the same as us. Same hospital the first time and then the birthing centre the 

second time and she said she much preferred the second one, second experience. However, very 

similar in what we want out of our birth. When he gave me that pamphlet and I started looking into 

it and then it was a no brainer for me ‘cause you know midwives do all the hard work anyway. I like 

the idea of having midwife led birth.” Participant #1  

 

Another one of the women shared that a friend who she did not have much contact with informed 

her of the services available at the FBC.  

 

“A friend; I didn't really see her and hadn't really had much contact with her, but I did see her 

towards the end of my pregnancy, and she was pregnant at the same time as well. She was about six 

weeks ahead of me and she was telling me how she was going to the Family Birth Centre.” 

Participant #6 

 

Another woman shared how her friends influenced her decision to attend the FBC for this 

pregnancy after deciding that she would like access to a different service from her previous 

pregnancies.  

 

“It was friends actually. It was a planned pregnancy now and obviously it's been a while since my 

older two, so quite a lot has changed for me and maybe not, but I definitely knew that I wanted 

some things to be different.” Participant #5 
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The same woman also shared that her friends were an influence on her attending the private 

maternity service for her previous pregnancies. She offered an insight into the trust that she placed 

on her friend’s guidance and recommendations.  

 

“When I had my older two a number of my girlfriends were having kids all at the same time. And 

so, one of my friend’s had said to me if you've got private health cover you should contact this 

doctor. That was the only information I went on and I didn't even look him up myself. I just trusted 

my friend’s word because she had, I think she couldn't get in with him but a friend of hers had and 

she wished that he could have had delivered her baby. He came recommended so I just went on that 

actually.” Participant #5 

 

One of the women also shared how she did not feel the need to deviate from her friend’s choice of 

maternity services. Knowing that they had positive experiences influenced this decision.   

 

“I think just the experience of my friends. I had known people that had given birth there and been to 

visit them and you know people that had very positive experiences, see any real reason to deviate 

from that.” Participant #2 

 

Other women discussed how their extended family members experiences and knowledge were more 

influential on their choices towards maternity care providers. One of the women described how this 

assisted her. 

  

“Then in terms of where to go it was [my partner’s sister], my sister in law. One of her good friends 

works for a private obstetrician and he works out of [Private Hospital]. So not really knowing one 
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from another I just took that contact and it was really close to where I was working at the time, so it 

was really handy.” Participant #4  

 

“Basically, just them explaining to me that, that's where they had their baby. They've had a great 

experience there, yeah, that they were happy and comfortable there. [My husband’s] sister just had 

a baby there a month ago so she basically that they've had a great experience.” Participant #8  

 

It became evident through the conversations and descriptions that the women’s family and friends’ 

recommendations were the most influential external factor to them. During the conversations they 

expressed how positive experiences and recommendations meant they opted to follow suit. In a 

field where they admit to not having the knowledge of who or where to attend for their maternity 

care, the information from their friends assisted when deciding on their care providers.  

 

 Partners influence- “I’m comfortable with whatever you want to do”   

In contrast to the experiences and advice offered by their friends and extended family members, the 

women expressed that majority of their partners did not largely influence or persuade them when 

selecting a maternity care service. It was evident through conversation with the women that their 

partners were happy to leave the decisions up to them.  

 

“He was pretty happy. What I wanted really, sort of left the choice up to me. He was obviously a 

little bit more looking at the finances that would end up quite expensive but because we'd already 

paid for the insurance that would have offset a bit of it anyway.” Participant #4  

 

Although her partner is comfortable with her decision to attend the FBC, one of the women 

described how she has positively explained the service to him. She discussed how she explained to 

him the level of support that she will require in the labour and his acceptance of this.  
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“I've talked about it a lot more this time. He's been like, I'm comfortable with whatever you want to 

do. It's a lot more about what you're going to be happy with, what you're going to enjoy. He was 

psyched when I said this too. I was like you’re going to save a buttload of money doing it this way, 

this time. I was like this is going to be quite different to last time. I want you to be more involved, 

like more present with it. It's about keeping me calm and relaxed. Even in that sense it's already 

been very different. He's been very supportive basically, because he knows it's what I want.” 

Participant #7 

 

One of the women shared how her partner was comfortable to support her in the decisions that she 

made around her maternity care. She explained that social factors impacted his input. He was born 

in another country and therefore is not familiar with the process or care options available in 

Australia.   

 

“He would just very much support me with whatever I decide to do. He grew up in New Zealand, so 

he moved over here when he was 19. He's sort of, I suppose he was the same, didn't really have any 

family, many friends to really know much about what you sort of do.” Participant #6  

 

Although the partners were happy to leave the decision-making process to the women, it was 

expressed that they had some concern about what happens if an emergency was to occur while 

birthing in the FBC. Fear from partners meant that they were more focused on the practicalities and 

processes when attending the FBC.   

 

“I obviously discussed it with him, but he didn't have any strong opinions. I think for the same 

reasons that he just thought what I had come up with made a lot of sense. He certainly wasn't 

against the idea. I suppose one of the things that we did talk about is if something goes wrong 
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during the birth process we're further away from the main hospital than what we would be if I was 

giving birth somewhere else if I needed that emergency care.” Participant #2  

 

“He is a first-time dad so really I'm leading the way on all that. He’s happy with that because he 

has no idea what is going on. I guess he did voice some concerns only about only as questions but 

just wanted to know is it like a house or what if something goes wrong? Ultimately, he just wanted 

me to be comfortable with it.” Participant #5  

 

One of the women discussed how her partner was not completely comfortable with her attending 

the FBC as he would prefer for her to labour with epidural analgesia. She discussed how he 

remained supportive of her choice to attempt the labour without the epidural as it is important to 

her.  

 

“He would much prefer me to go to Fiona Stanley. Because with [my first baby] with the gas, I had 

completely no idea what was happening to me and what I was actually doing. I didn't realise I was 

very, very vocal, obviously this was prior to the epidural. I think he would prefer a more calm birth 

versus what he saw with me with [my first baby]. He would much prefer me to just have the 

epidural straight away, so he's not particularly 100% comfortable that I'm going to the birthing 

centre. He's just supportive in the sense that, that's something that I want to do, to be able to not 

have the epidural.” Participant #8  

 

Throughout the women’s descriptions it was evident that their partners were comfortable in leaving 

the maternity care decisions up to them. They expressed concern about the process if an emergency 

was to arise which may indicate that they were fearful of their partner or baby’s outcome if a 

complication was to occur. The descriptions that the women supplied indicated that their partners 

played more of a passive role in the decision making. All the partners were men which may also 
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indicate that they view maternity care as a women’s business in which this deters them from having 

a vast opinion on the subject.    

 

 Following a socio-cultural trend- “there was a certain culture in my community that 

 you see an obstetrician”  

 

The socio-cultural influences relating to the preferred maternity care services were discussed by the 

women. The trend in choosing private maternity care with an obstetrician was the leading option for 

women in their first pregnancy. The women discussed how this option is culturally more widely 

accepted in comparison to midwifery-led models.  

 

One of the participant’s compared the difference in the maternity services that her friends in New 

Zealand opted for versus those to her friends in WA. This revealed to the researcher that the women 

follow their current community socio-cultural trends despite this being the opposite to what they 

know in their home country. 

   

“If I was in New Zealand it would have been midwife led care because I actually don't know anyone 

in New Zealand who has used an obstetrician. Then when I got here all of my friends give birth at 

St John God Subiaco.” Participant #9 

 

The women described their opinions on why they believe the private obstetric model is more widely 

accepted socially. Two of the participants linked this to continuity of care and a higher cost of the 

service which they believe indicated to people that the more we pay for a service the better it will 

be.   
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“I think that the widely accepted model of care is that you have an obstetrician, often male and then 

midwives and I really just didn't even know that you could do it without the obstetrician and now 

that I'm in the midwifery system I'm really enjoying that. It has felt right all along.” Participant #5  

 

“There's kind of that mentality from people it's like you're going to get better care if you go through 

a private obstetrician. You're going to have the same person at every one of your appointments. 

That's obviously going to be better because I think that was just the general vibe I got from a few 

people. I know when I spoke to my GP, she was like kind of a newish GP and she was like "I’m new, 

and I don't even know many people, but these are the names I've heard" and it was the second name 

I called on the list and to be honest, I wasn't even really conscious or aware of the other options. It 

was more based on people being like because that private is more expensive it must be better. I 

definitely got that feeling whereas kind of as time has gone on and I've talked to more people and 

done things I'm like- no, that's really not necessarily true in the least bit.” Participant #7 

 

Another woman described her interpretation of how socio-cultural influences relating to maternity 

care is developed on a subconscious level from the community in which they surround themselves 

by.    

 

“It is sort of something that is subconscious in a way you sort of pick stuff up from other people 

without really realising that you do. I suppose there probably was definitely for my first anyway 

that there was a certain culture in my community that you see an obstetrician and private is 

preferable.” Participant #4 

 

The descriptions provided by the women displayed the cultural and social influences that they 

experience. The women discussed their interpretations of what is widely accepted when it comes to 

birthing in Western Australia. It was evident that culturally they view the private maternity service 
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as the more widely acceptable choice. One of the women linked this to continuity of care and a 

higher cost of the service which would indicate that you are getting a better service.    

 

 Fear of birth outcomes– “you never know what's going to happen” 

It was evident throughout the conversations that fear of birth outcomes was a motivator for women 

deciding on their preferred maternity service. Fear is described as “A fundamental and universal 

emotion that has been adaptive in ensuring our survival as a species- it serves as an alarm system 

that enables us to perceive and react to danger in an instant, without a conscious 

thought.”(107)(p13)  

 

The women discussed their fear of birth outcomes and how hearing stories of women experiencing 

complications led to this. They described this as being the motivation to access private maternity 

care, birthing in a hospital setting and having access to pain relief. They explained that they were 

entering into an unknown territory that could involve risks and therefore this was their way of 

protecting themselves and their baby.  

 

“I had a few friends who had very complicated births, so they were very glad to have been at the 

hospitals they were at which were private. They were treated really well, or you know they got the 

treatment that they needed for those complicated birth.” Participant #4  

 

One of the women described her motivation and influence to attend an obstetrician that was 

recommended to her by word of mouth. She states that after hearing of people having 

complications, she also wanted to attend the obstetrician for her first birth as she was entering into 

an unknown territory.  
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 “I think I probably always for my first one, it would be in the back of my mind to go to a good 

obstetrician that had been recommended by word of mouth. I think that just gives you that peace of 

mind because you never know what's going to happen. You don't know how you're going to go- you 

know some people have complications.” Participant #3  

 

Another one of the women described her motivation for accessing ‘hospital’ based care due to fear. 

She explained how her fear led her to choosing an option of care that would encompass all options 

to make her feel safe.   

 

“I guess I know certainly my first and maybe even my second, I wanted to be in a hospital just in 

case. I would say that I had more fear then. I was younger as well and less sure of myself. I guess 

just less faith that things would be okay generally. I wanted to be somewhere where every option is 

available to me, so I'll be safe no mattered what happens.” Participant #5  

 

One of the women discussed how the ‘horror stories’ and women talking about the pain associated 

with childbirth made her reluctant to go to the FBC for her first pregnancy.  

 

“I think being a first-time birth I don't think I would have because you hear so much like about the 

pain and women are just like you have to get the epidural or just kind of hear horror stories. I think 

I would have been a bit more afraid knowing I didn't have the epidural available to you if it got to 

the point where I needed it and I think I just sort of been a bit more reluctant to go the family 

birthing centre.” Participant #11  

 

It was recognised that previous positive birth experiences and increased confidence levels 

contributed to women accessing the FBC for their subsequent pregnancies. One of the women 

described how her requirement for minimal pain relief, and previous experience made her feel 
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confident to attend the FBC.  

 

“This time it was really around like I'd done it before, so I didn't have the same concerns around 

wanting pain relief like an epidural. I didn’t need it the first time, so I assume I won't want it this 

time. It also really appealed to me to be able to be discharged within like a four to six-hour time 

period, so that I could take the baby home and be with my family.” Participant #2  

 

Another woman described that her quick birth and positive birthing experience with just the 

midwives in her previous pregnancy gave her the confidence to attend the FBC for this pregnancy. 

Her previous experiences demonstrate that she has a high self-efficacy in her abilities to birth at the 

FBC.  

 

“Because I had such good birth to be able to like no fault of the obstetrician at all, but he just 

wasn't there at all for the birth. It was just the midwife that delivered both babies because they just 

came so quickly and because everything went well just with the midwife, I thought, oh well maybe I 

can just do a midwife only service at the birthing centre. It was combination of their 

recommendations and the previous experiences.” Participant #3  

 

Two other women shared their experiences and minimal pain relief requirements in their previous 

birth experiences which gave them the confidence to attend the FBC for this pregnancy.  

 

“Then last time I had a natural birth without the drugs so I was like I would probably like to try to 

do that again without any epidural.” Participant #4 
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“With my older two I didn't have any pain relief. I knew that I could give birth naturally and 

without pain relief and that would be something that I would want to do again. Complication free, 

just really normal natural experiences, as good as they could be.” Participant #5   

 

The fear of birth outcomes was a common influence on women when deciding on their place of 

birth or care providers. The women described entering an unknown territory, especially when 

having their first baby. They were unsure how their birthing experience would go and how much 

pain relief that they would require. They expressed that these reasons along with hearing negative 

stories and the complications that can occur, contributed to their decision to birth in a hospital rather 

than the FBC.  The women who had previously positive experiences expressed their increased 

confidence in their birthing abilities and less need for pain relief. This provided them with a high 

self-efficacy to attend the FBC for this current pregnancy.  

 

 Midwives encouraging women to “call the midwife”- “she told me all about the 

 birthing centre” 

Midwives in a social or community setting played part in providing women and their families with 

information regarding the midwifery-led services available at the FBC. The women described how 

they met the midwives in the community in the same geographical settings as themselves or their 

family. They explained how this led to conversations and clarification about the midwifery-led 

services available to them.  

 

One of the women recalls her conversation with a midwife that she met at the park whilst walking 

her dog. When asked about who her biggest influence was for attending the birth centre, she 

explained that the midwife was. It was through her conversations with the midwife she developed 

confidence to attend the MGP at the FBC.    
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“That was actually through friends I've met at a dog park. One of the midwives there. We've had 

quite a few chats about it and she told me what she does. When she told me all about the birthing 

centre and another friend that we met at the park, she ended up going there. I have to say hands 

down it was [the midwife]. She said this is our model of care and she spoke very, very passionately 

about it. I was like wow! This sounds so different, sounds so much better. There was this little thing 

in the back of my head when I first did fall with this pregnancy that I was like, you did end up 

getting an epidural last time and you were like I know I don't want to do that. There was probably 

like two weeks of hesitation of like well you want to make sure you're really sure with that. But the 

more [the midwife] spoke about it and it being your second pregnancy you are a lot more 

confident.” Participant #7 

 

Another participant shared her experience on how she came to find about the midwifery-led service 

at the FBC when her mother attended a yoga retreat with one of the midwives in Bali. She was 

under the impression that she was only eligible to birth within her local catchment area until this 

was clarified by the midwife. 

 

“My mum was on a yoga retreat in Bali with a midwife at the Family Birth Centre and they were 

chatting and mum had said how I had two kids and [the midwife] had said "Oh, why didn't she 

come with me." Mum said, "She just sort of thought she had to go to Joondalup because that's 

where her house fed into the area of being a public patient.” She said, "oh no, we definitely could 

have seen her." That got me thinking I actually can go there if I have another baby.” Participant #6 

 

Another woman discussed how she came to find out about the FBC through a midwife that she met 

in a social setting in her mother’s group. She discusses that this midwife was not practicing at the 

FBC but was a client herself.   
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“I already knew about the family centre because in my mothers’ group, there's a midwife in the mix. 

I think she worked at Osborne Park, but she knew a lot about the program at the family birth 

centre.” Participant #11    

 

The women provided descriptions on how midwives in a social or community setting offered them 

information on the midwifery-led care services available. Midwives working or those involved in 

the service from a client perspective were able to offer information on the service to the women 

firsthand. The midwives were able to provide information on the model of care, the catchment area 

that the FBC accepts and to assist women in building confidence to attend the service.  

 

 Access to Information  

The National Safety and Quality Health Service (NSQHS) of Australia have a set of standards that 

health professionals are to incorporate into their practice. These standards aim to improve the 

quality of health service provision and are to protect the public from harm. The NSQHS Action 2.10 

titled ‘Communication that supports effective partnerships’, focuses on the information that patients 

receive from health professionals.(108)  

Action 2.10 states:    

“The health service organisation supports clinicians to communicate with patients, carers, families 

and consumers about health and health care so that: 

a. Information is provided in a way that meets the needs of patients, carers, families and 

consumers 

b. Information provided is easy to understand and use 

c. The clinical needs of patients are addressed while they are in the health service organisation 

d. Information needs for ongoing care are provided on discharge”(108)(p1)  

The intent of the standard is to ensure that all patients receive information that is easy to understand, 

and appropriate to their needs to ensure the best health outcomes.  
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Most of the women accessed information by means of “word of mouth”. They had conversations 

with friends, women in their mothers’ group, their GP and family members. The subtheme word of 

mouth was created to explore their statements. They discussed that there is limited information 

advertised on midwifery-led services such as pamphlets, websites and social media outlets. The 

subtheme Where is midwifery-led options advertised? to explore where the women have seen the 

service advertised. This led to the subtheme what women want to explore the expectations of the 

women in relation to receiving information. The theme and subthemes relating to the access of 

information are visually displayed in Figure 6 below.      

 

Figure 6: Where women access information on MGP services 

 

 

 Word of mouth – “It was word of mouth” 

One of the most common and effective ways that women sought information from their family or 

peers was through informal discussions or ‘word of mouth’. Word of mouth was defined by Arndt 

(1967) as an “oral, person-to-person communication between a receiver and a communicator whom 

the receiver perceives as noncommercial, concerning a brand, a product, or a service”(109)( p434) 
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Word of mouth from friends, family or health care professionals outside of the health care setting 

was the most common way that women heard about the midwifery-led care services available to 

them.  

 

It was evident that the women’s family and friends’ recommendations were the most influential 

factor externally to the women when accessing midwifery-led care services. The women describe 

how their similar approach to healthcare needs and lifestyle contribute to their friends being an 

influence on their decisions to access midwifery-led services.     

 

One of the women shared that a friend was her biggest influence in attending the FBC for her 

second pregnancy. She explained that her she had similarities in their previous births and current 

birth preferences.  

 

“She spoke so highly about it and she was in the same situation as me. She had the first birth 

private and then exactly the same as us, same hospital the first time and then the birthing centre the 

second time and she said she much preferred the second one, second experience, however very 

similar in what we want out our birth. When he gave me that pamphlet and I started looking into it 

and then it was a no brainer for me cause you know midwives do all the hard work anyway, I like 

the idea of having midwife led birth.” Participant #1  

 

Another woman described how she trusted her friend’s judgements on the information that she gave 

her regarding the FBC service. She states that “it was word of mouth” from a friend whom which 

she shares common interests and lifestyle practices with.   

 

“It was actually my pregnant friend who said she had just got in at the Family Birth Centre and she 

felt so lucky to have gotten in because she was at the time 36 weeks. She felt like all of her prayers 



62 

 

had been answered. And I was like, what is this place you're talking about? I just knew that her and 

I had some things in common in terms of diet and lifestyle. Just approaches that I thought, whatever 

she's doing, I'm interested to know. So, she was the one that said it to me. Then my other friend had 

her last baby there she hadn't had, this baby there because he was breech. It was word of mouth.” 

Participant #5 

 

Another woman believes that word of mouth is how information is shared over other forms of 

advertising of services.  

 

“I guess for first time mums, depending on the person they're not necessarily going to go and look 

for it in the most. I feel like it's probably more a word of mouth thing just because that's how things 

travel though.” Participant #10 

 

One of the women shared that she heard about the FBC through her friends and a family member. 

She explains that they all shared positive experiences with her.   

 

“One of my cousins went through the birthing centre at King Edward and she had a really good 

experience, they had a waterbirth […] Then I had heard about the birthing clinic through other 

friends. They all had positive experiences. I'm not huge on a hospital scene either and probably the 

worst part of my last birth was when they tried to put the cannula in my hand. I just sort of thought 

it might be just a nice experience to try, sort of more of a midwife driven program.” Participant #4 

 

The women shared how they came to find out about midwifery-led care at the FBC through the 

conversations they had with other women in their local Mothers’ group. One of the women revealed 

how a friend attended the FBC which lead to the group discussing it.     
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“Then another friend of my mothers’ group went to the family birthing centre, probably from the 

other lady’s recommendation. So, then it kind of just got spoken about in our mothers’ group. I just 

kind of heard a lot of good things about it. And then when I saw my GP I mentioned about going 

there, she highly recommended it too and just told me things about it and then just kind of went 

from there. I didn't really, I didn't have any desire to go to Joondalup. I kind of wanted to have a 

different experience this time.” Participant #11  

 

Later in the conversation this same woman shared that her mothers’ group friends’ experiences and 

knowledge on the service were her biggest influence on her to attend the FBC.   

 

“Probably my mothers’ group friends, she was obviously already on maternity leave. She wasn't 

even working at the time, but just her knowledge and experience probably was the biggest influence 

on me to go there and my other friends experience that went with them.” Participant #11  

 

Another woman also discussed that the connections that she made at her local mothers’ group also 

had influence on her to attend the FBC. She stated that they spoke about the FBC and shared their 

stories with her which encouraged her to look further into the service.   

 

“It was a lot of the women in the local mothers’ group at the child health centre had spoken about 

the family birth centre, so I thought I would have a look into it… There's a few of them that spoke 

really highly of it. One of the ladies is very much about informed pregnancy and birth. And so, it 

was really good to hear her story and I guess it sort of encouraged me to have a bit more of a look 

into what was out there.” Participant #10 
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 Where is midwifery-led options advertised? - “To be honest, nowhere really”  

Throughout the conversations that the researcher had with the women, they shared that there was a 

lack of information and choice provided when discussing their options of maternity care with health 

professionals. The researcher therefore found validity in asking the women where they had seen 

midwifery-led care services advertised to explore if this was a means that they used to gather 

information. It was evident through the comments they supplied that they had seen limited 

advertising of midwifery-led services.  

 

One of the women described the minimal advertising that she had seen on the FBC and that this 

needs to be improved. Like the women above, she agreed that most women find out about the FBC 

through word of mouth conversations.  

 

“To be honest, nowhere really. Like apart from Google searching on the internet, I haven't really 

seen the family birthing centre kind of advertise themselves out there and I think that that probably 

needs to be a little bit more improved. It happens that it's more word of mouth. I don't feel like I've 

really seen it much out there in social media. I know they've got a Facebook page now but 

beforehand I never really started pop up. Even going to my child health nurse appointments, I don't 

recall anything being advertised about that.” Participant #11 

 

One woman discussed that she has seen pamphlets on midwifery-led care at KEMH but views this 

as contradictory as women are already accessing care to the hospital.   

 

“I don't watch TV, so I wouldn't have seen anything on TV, radio, so nothing on the radio. 

Honestly, I’ve probably only seen pamphlets at King Eddies (King Edward Memorial Hospital), it's 

kind of the only place that I've seen them. It kind of makes me think well, if people are already here 

then they're already here.” Participant” #9  
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One of the women stated that she has seen very limited advertising on the midwifery-led care 

services available. She went on to describe how she was unsure where she would find information 

on the service available at the FBC.  

 

“Next to none I want to say. I don’t even know where I would really come into contact with it. I 

think I was at the Family Birth Centre when the midwives told me that there was another Family 

Birth Centre somewhere else, but I haven’t heard of it either.” Participant #5  

 

There were two women interviewed that identified themselves as health care professionals. They 

explained where they accessed information on the maternity services available. One of the women 

was a physiotherapist and discussed that due to her insight into the health care system she always 

felt educated in her choices. She believed information is easily accessible to women on the internet.  

 

“I used to be a physio actually as well so maybe I've got a bit more insight into the health system 

than maybe other people do as well. So, I’m definitely educated in my choices. 

I really believe that access to information is so readily available with the internet. I guess for 

people who don't really know what to look for it comes down to I suppose they're first point of 

contact with the health profession which is probably their GP, so I guess it comes down to the GP 

giving them the information and all the different options.” Participant #4  

 

The other health professional that was interviewed identified herself as a nurse. She was able to 

access information on the HealthyWA website relating to the services available to her. She, 

however, did not feel as though there is enough information accessible on the services available for 

the general public.   
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“That healthyWA website with all the catchments in there, that was good. Anyway, and then like 

that leading into reading into the birthing centre and then on the website. So that was all fine for 

me to research through. I feel like there should be more. I think there needs to be more to be quite 

honest and maybe like a pamphlet of what your options are. To explain catchment areas and 

because it's so different from when my older cousins had kids, when they did go public.” 

Participant #8  

 

 What women want- “The most powerful thing is a GP telling them”  

Regardless if the women had decided on their place of birth or maternity care provider, nearly all 

the women requested more access to information on the services available to them. Majority of the 

women would have preferred a pamphlet to be handed to them with their options listed whilst others 

would have preferred to be directed to a website or social media outlet. Several of the women stated 

that they would like the information provided to them by their GP in the form of a conversation. 

  

The women highlighted their preference to receive information in a verbal manner when discussing 

their options with their GP. They also request the information be available in paper or pamphlet 

form to take away with them to research further. 

  

“The most powerful thing is a GP telling them and then they can hand them a pamphlet. You're not 

trying to get the people who already know, you're trying to get the people who've never considered 

midwifery-led care because it's not cultural thing here. A pamphlet that kind of should at the very 

least just opens their eyes to it.” Participant #9 

 

“A verbal conversation but it would be helpful to have something in some written form just to 

remind me because I know that I walk out I remember talking about something, but I can't 



67 

 

remember exactly. Whether it’s a piece of paper or whether it's a link to go have a look into more 

information or anything like that I guess would be quite helpful.” Participant #10 

 

Several of the other women agreed that pamphlets or handouts would be their preferred source of 

information. They explained that they would only expect a brief explanation of the services 

available to assist them in continuing their research in their own time.   

 

“Just in a little printout. Just a sheet or pamphlet- something that doesn't have too much detail in it, 

just the important points about it and direction to where you can find more information about it.” 

Participant #6 

 

“I just feel like there should be just a bit more information. Like the pamphlets or something that 

can be handed out to you about your options. I think a lot of what I did was let us just goggling and 

researching and obviously first hearing about it through friends. Just a brief explanation of the 

websites that can lead you to where you can find out more and stuff I reckon would be nice.” 

Participant #8 

 

“I like pamphlets and brochures, that's my preferred choice of information to be given. A booklet of 

the different options of care, but something like that, that says one of the first choices to make is it a 

doctor led delivery or midwives. I didn't know that that was a decision that I was making myself.” 

Participant #5  

 

One of the women would also prefer separate pamphlets on all of the options available to her. She 

explained in the interview how she would prefer three different pamphlets to explain her options of 

midwifery-led care, private maternity care and homebirth.  

 



68 

 

“I would say have three pamphlets on this is what a private setting obstetrician looks like and this 

is a rough estimate of your fee’s, but I think it’s hard because they don't know your level of private 

health insurance. I think at the end of the day, I don't know how many thousands of dollars we spent 

still. Not that it’s about the money but it's like, is it really worth it? Not really if your still at the end 

of the day in hospital. And then this is the family birthing centre which you can if you've got private 

health insurance you can still use it and it helps them. If you've got private health insurance 

because they will get some money. Or what are your options on home birthing, but both my doctors 

I knew would never give information on home birthing because both of them wouldn't be 

comfortable with recommending a home birth which is fine. I get it in their professional opinion 

they don't think it's safe or whatever their reasons are, but it still really is an option that people do 

have if they want it.” Participant #1  

 

Other women would have preferred to access the information online or through mixed approaches 

such as advertising on social media. One of them discussed below how it would be beneficial to see 

maternity services advertised in multiple health clinics.  

 

“For me it would either be an online resource- would be easy or if it's even if it's just like a flyer.” 

Participant #2  

 

“I mean maybe more advertising on social media, pamphlets, leaflets, perhaps at the GP clinics or 

the nursing clinics where you can just see a brochure on it. I mean, there might be stuff like that, 

but I haven't really noticed it. More promoting the place, I think would be good. I honestly had 

never heard of it before my mothers’ group girls told me about it.” Participant #11  
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 Informed Choice 

“An informed choice or decision is the individual's reasoned choice based on relevant information 

about advantages and disadvantages of current treatment options and all the possible courses of 

action (including taking no action)”(1)(p124)  

 

The women offered descriptions of what an informed choice means to them and how a majority 

received little to no choice when it came to select their maternity services. They offered insight and 

voiced their frustration when discussing the lack of information, they received on midwifery-led 

services. This is how the subthemes- descriptions of informed choice and no informed choice were 

developed. 

 

There was a small portion of the women who felt they had an informed choice and would not have 

accessed the FBC for their first baby if they were presented with all the information on the services 

available to them. To display the women’s descriptions around this topic the subtheme had an 

informed choice was developed.  

 

The women provided an insight into the knowledge they believe GPs have regarding MGP services. 

This revealed that many GPs knew about the service but did not offer it until the woman stated that 

they were attending the FBC. The subtheme Are GPs aware of the service emerged from the 

information that they women shared on the conversations they had with their GPs.  

 

The women described that being offered local public hospital services within their catchment area 

occurred commonly and that they were deterred from having their first baby at the FBC when they 

asked about the service offered. The subthemes not for first baby and catchment area were therefore 

developed from the women’s descriptions on these topics. The theme and subthemes for informed 

choice are visually displayed in Figure 7.    
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Figure 7: Women’s interpretations and influences on informed choice 

 

 

 Descriptions of informed choice- “having knowledge of all the options” 

The women offered their description of an informed choice to the researcher. It was evident that the 

they had a broad understanding of an informed choice in a health care setting as demonstrated 

below:   

The women were able to identify that an informed choice involves providing a woman with 

multiple options and the details of maternity care services available. 

 

“I guess to me informed choice is having knowledge of all the options or a broad range of options 

and then enough information about it to be able to make an informed choice.” Participant #10  
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It was further identified by one of the women that they should be presented with their options and 

then allocated time to process the information. She states that this would provide to them with time 

to research and to decide on the option that best suits.   

 

“Informed choice to me would be that you would go to your GP and they would say “do you have 

public health; do you have private health? If you're a public patient, you have a couple of options, 

you could go to Joondalup health campus and you can go there as a public patient. And there's also 

the option of having midwifery-led care which is at the Family Birth Centre. You can have a bit of a 

look into both of those and let me know what you would like to go ahead with and we can put the 

application for you and then you've been informed about those two options and you can go off and 

do your own research and decide where you think is best for you”.”  Participant #6  

 

Another one of the women similarly recognised that the same amount of time should be offered 

when discussing each option of maternity care available to avoid bias towards one option.  

 

“What you would hope would happen at the GP is like having all of this information thoroughly 

laid out in front of you and not having any personal bias on it. That's obviously a tricky thing to do 

because everyone does have a bias with things like that. I feel like informed choice would be if there 

was the same amount of time spoken about each type of care when you went into the GP that time.” 

Participant #7  

 

While another one of the women believes that the ownness and decision-making process goes 

beyond the role of the health professional and the final decision should be made by the woman and 

her family. She believed that women should do their own research and discuss their options with 

family and friends prior to making an informed decision.   
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“I think women have to go with weighing up their options and I do a lot of reading and talk to 

people and you know, get the GP's opinion but also get health professionals that you know and trust 

opinion too, and get your friends and family involved […] And then just making an informed 

decision.” Participant #3 

 

 No informed choice- “doesn't really sound like an informed choice” 

When the women spent time recalling and understanding their own descriptions of informed choice 

in the health care setting, several of them were led to the realisation that they had not been offered a 

choice in the maternity care services available to them:  

 

When I interviewed one of the women it was evident that she was only realising for the first time 

that she was not provided with an informed choice surrounding the maternity care services available 

to her. I heard it in her voice, she paused for a moment and then slowly stated:  

 

“I don't know that I was given an informed choice actually.” Participant #5 

 

She then went on to discuss that researching her options was something that she took into her own 

hands. 

 

“It was kind of something that I feel like I took into my own hands. Not knowing much, I did the 

research myself. I think more could be done. I guess the first point of call for any pregnant woman 

is the GP. I mean it's so much responsibility as you see your GP for so many things. I thought the 

options were have your baby in a hospital or have your baby at home. Those were the only two 

options which doesn't really sound like an informed choice.” Participant #5 
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Several of the women agreed that they did not have an informed choice and full understanding of 

the options available to them when it came to choose their maternity service.  

 

“I have to say, I probably didn't really have an informed choice…” Participant #7 

 

“…to make an informed choice. I don't feel like that's necessarily something that I had with the first 

one.” Participant #10 

 

One of the women has since become aware of the other maternity services offered in relation to 

midwifery-led care such as homebirth and hiring a private midwife, she states that these options 

were not discussed with her.   

 

“Where there's other options that I didn't even know about. Having a midwife, like a private 

midwife at a home setting, which is not something I would do anyway, but that is an option that no 

one discussed with me. I guess they try to lean against it. So yeah not fully informed either, in either 

circumstances.” Participant #1 

 

Another one of the women was made to feel as though she did not have any option beside attending 

the local hospital to which she “feeds” into. She described how she was made to feel as though she 

did not have any other choice to for her maternity care.  

 

“You kind of feel like you don't have any other option. You can’t just make your choice on them 

saying that's where you feed into and that's where you go. You sort of don't think you have any 

other options and you don't really have a choice to make.” Participant #6 
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 Not for first baby- “wasn't the best idea for your first baby” 

It was identified that none of the women were offered midwifery-led care at the FBC in their first 

pregnancy. The women shared that if they requested information on the service available at the FBC 

they were encouraged to attend a hospital setting as it was unknown what level of care or pain relief 

options that they would require. They recall the conversation that they had with their GP when they 

enquired about the midwifery-led care service available at the FBC.  

 

“So, it was something that I brought out to her and then her kind of suggestion was that maybe it 

wasn't the best idea for your first baby because obviously not having the epidural available. So, I 

ended up just going with Bentley because that's was my catchment area.” Participant #8 

 

“It did seem a little bit dismissive the first time and I really liked my GP, but it was definitely felt 

like well that's an option but like it's just an option. I think it would be nice for a lot of people to 

know there's quite different models of care.” Participant #7 

 

 Catchment area- “just based on our catchment” 

Some of the women stated that their catchment area played a vital role in where they were referred 

to for their maternity care. As these women did not have PHI, the public hospital in their local 

catchment area was presented as the only option to them as they recall in their conversations with 

their GP below. It is also evident that women were not offered midwifery-led care services despite 

there being a no catchment zone for clients attending the FBC MGP. This does not provide the 

women with an informed choice of the maternity services available to them.  

 

“From what I remember, I think it would have just been your local hospital knowing I didn't have 

private maternity. I did put private maternity on my health care, but we fell pregnant soon and it 

wouldn't have been in the time of the 12 months, so I had to cancel the private. I'm pretty sure the 
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only real options I was told of was - your nearest local catchment hospital. I didn't, I didn't get told 

about anything else. I think that was pretty much it”. Participant #11  

 

“It was more because obviously everything has got to do with catchment, and I was going to go 

public. We don't have private cover[...] So, I ended up just going with Bentley because that's was 

my catchment area.” Participant #8  

 

“I knew that I was definitely going public and they pretty much looked at where I live, what area I 

fed into and just said ‘you're going to Joondalup hospital that's where you feed into for being a 

public patient’. That's pretty much what I thought the only option once I guess.” Participant #6 

 

One of the participants was originally from rural WA and describes how she was unsure of the 

options available to her. It is evident in this conversation that she was only presented with the 

option of the public hospital within her local catchment area.   

 

“I wasn't originally from Perth and I don't really know what services there are around, but he (GP) 

just said that we just fell into a catchment that was it…Mainly he just sort of spoke about what 

catchment we fell in which was Joondalup, we could have a look into some other things, but it was 

mainly just based on our catchment.” Participant#10  

 

 Had an informed choice- “I was definitely educated in my choices” 

Despite the women identifying that they were not provided with an informed choice of the services 

available to them in the above statements, it was also evident that a portion of them would not have 

chosen to attend to the FBC in their first or subsequent pregnancies prior to attending for this 

pregnancy.  Several of the women who attended private hospitals for their first birth described their 

motivating factors for selecting that option of care for their first birth. It is evident that when 
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entering an unknown territory of having their first baby they wanted access to a longer stay and the 

reassurance that their partners could stay with them.  

 

“I had the private health insurance with the maternity cover, so you have to book that well over a 

year in advance. So, I guess that had always been the plan. I think it's just more about when you're 

having your first you just want to have the best experience possible and you know, the private 

system offered that my husband could stay with me in like the double bed for three nights and bring 

me three meals a day and just having that kind of care. I think I have more confidence going into 

my next birthing experience.” Participant #3 

 

One of the women discussed that her attraction to the attending a private hospital for the first baby 

included having a longer stay in hospital and access to a health professional on demand.  

 

“I think I was aware of the birth centre but being sent home after four hours with the first baby and 

having no idea what I was not the most comfortable feeling. Not having done it before wanted to be 

able to have access to an epidural if I thought I needed it which, you know, I didn't need. I think for 

those reasons that's what attracted me to the private healthcare. You know, I'd had a friend who'd 

have good experience and spent a lot of time there because baby was premmie and so they spent 

quite a lot of time at hospital with staff. So when it was our turn, it appealed to me that my partner 

could stay and yeah we kind of get that level of support to be able to stay for a few days and people 

were showing you how to change nappies, because I've actually never done that before.” 

Participant #2  

 

Despite most of the participants stating that they were not presented with an informed choice, one 

of the women expressed that she felt that she was fully informed by health care providers. She 

described her experience as a health care professional and having the knowledge on where to access 
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information.  

 

“I would describe it as what your options are and being able to then make an educated choice on 

which option. I would definitely say I had that for sure. I used to be a physio actually as well so 

maybe I've got a bit more insight into the health system than maybe other people do as welI. So, I 

was definitely educated in my choices.” Participant #4 

 

 Are GPs aware of the service? – “I wonder why she didn't mention it” 

As described by the women above, they felt as though they were not offered a choice of the services 

available to them and midwifery-led services were the least likely to be offered. The researcher 

therefore explored the conversations with the women to gather whether health care professionals are 

aware of the midwifery-led services available. It became apparent that several GPs were aware of 

the midwifery-led services when the women requested information or stated that they will be 

attending the FBC.  

 

One of the women recalled the conversation she had with her GP when she told her that she was 

going to the FBC. It is evident that the GP was aware of this service but did not offer it.  

 

“She was a bit surprised. Then she said, "oh that's the one attached to King Edward in Subiaco?" 

So, she did know about it but never thought to mention it. It would be nice if they said you've got 

two options being the public patient, you can go to the hospital or you can have the option of 

midwifery-led care.” Participant #6 

 

Other women also recalled the conversation with their GP which revealed that the GP was aware of 

the service offered at the FBC. Both GPs responded in a positive manner which prompted one of the 
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participants to wonder why the service was not offered to her. She concluded that her geographical 

location may have played a role in the services that were offered to her. 

 

“This time around when I mentioned it to my GP he was like, “yeah, that's a really good thing”.” 

Participant #10 

 

“When I said to her I'm going to do the family birthing unit. She said, "Oh, that's wonderful". She 

was really excited about it […] in my head I actually was a little bit like I wonder why she didn't 

mention it. She is a Western suburbs GP, so I don't know how much she's pushing the family 

birthing unit.” Participant #9 

 

One of the women described how she was offered both the public and private options of maternity 

care and that she will have her appointments attended to by a different midwife at each one. She 

concluded that her GP may not be aware of the MGP service offered at the FBC or other hospitals 

as she is now being seen at each of her antenatal appointments by the same midwife.  

 

“Basically, she was like you can go public or you can go private. Then didn't really say much it was 

mainly just that same thing as if you go public, our public system is very good, but you'll see 

different midwives each time and some people don't like that. If you go private, you'll see the same 

person every time and people seem to like that. I think I was like that sounds like the good one we'll 

do that. Which is interesting because I'm doing midwifery-led care here and I'm seeing the same 

midwife every time. So, didn't mention that, didn't know that part of it. But maybe she hadn't been 

informed of that either”. Participant #4  

 

During a conversation with one of the women, she stated that her GP provided her with information 

including a brochure on the FBC without her prompting for this information. In her statement below 
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it is evident that she was asked if she had PHI which may indicate that he was planning to offer 

more than one service available to her.    

 

“When I was pregnant with this pregnancy, I went to a new GP because I stopped seeing the old 

GP and he again asked if I had private health insurance and I said no. And then he gave me a flyer 

on King Edward Birth Centre, and I'd heard about it through my friend as well who birthed her 

child there. When he gave me that pamphlet and I started looking into it and then it was a no 

brainer for me ‘cause you know midwives do all the hard work anyway. I like the idea of having 

midwife-led birth[...]He provided me that without my request, I didn't ask him for anything. I didn’t 

ask if he had any information on the birthing centre, he just handed me the pamphlet and he said 

that might be a good option for you.” Participant #1  

 

Throughout the conversations with the women it was evident that majority of them felt that they 

were not offered an informed choice on the maternity services available to them. These women and 

even those who felt that they had an informed choice voiced the information and conversations they 

would like to receive from health care professionals. The women were most likely to be offered the 

local hospital within their catchment area if they did not have PHI. Those who had PHI felt they had 

an informed choice regarding their services. They chose the private system to support their pain 

relief requirements and have a longer hospital stay.     

 

 Summary  

This chapter has discussed the themes that emerged from the eleven interviews that were included 

in the data analysis phase. Three main themes emerged from the thematic analysis: including 

community influence, access to information and informed choice. These themes and their subthemes 

are visually represented in figure 8. It is evident that there is some intersection of the subthemes 

represented by the dashed lines. Of the three main themes: Community influence referred to a large 
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majority of the women accessing information and being influenced by the community that 

surrounds them. The theme access to information emerged from the data as it became evident that 

the women sourced most of their information on the maternity services available from their family 

and friends rather than health professionals. This theme also supported the information that women 

provided on where and what information they would like to receive on their maternity options. The 

final theme informed choice arose as the women discussed their personal meaning and expectations 

of an informed choice when choosing a maternity service. It has been highlighted throughout the 

findings of this study that majority of the women felt they were not offered an informed choice on 

the midwifery-led services available to them. This finding and the themes will be further discussed 

in the next chapter in relation to the existing literature.   

Figure 8: A visual display of the themes, subthemes and relationships between them
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5. Chapter Five- Discussion 
 

 Introduction  

This study explored the information sources and needs of women accessing the MGP program at 

the FBC. The focus of the study was to explore if women received enough information to make 

informed choice to access services; in particular, those that are midwifery-led. The women 

interviewed in the research study were current clients of the MGP service at the FBC. They had 

accessed care for previous pregnancies at other hospitals prior to attending the FBC for this 

pregnancy. These women provided a unique insight into the information that they received from 

friends, family, health care professionals and online services regarding their options to maternity 

services. The women volunteered their time and were not offered any monetary remuneration. Their 

participation suggests that this research study and the topic of having an informed choice to 

accessing midwifery-led care (and other maternity services) is extremely important to this group of 

women. The women’s descriptions regarding where they sought information to maternity services 

including how they came to access the FBC for this pregnancy led to the findings and themes that 

were discussed in the previous chapter. These themes offer an insight into the influence that the 

community has on the women when they seek information on the maternity services available to 

them. The findings also demonstrated where women access information on the maternity services 

available to them as well as the information sources they further wish to have access to. It was 

evident in the discussions with the women that majority felt they were not provided with an 

informed choice of the midwifery-led services available to them. This chapter compares the 

findings in this research study to those in existing published research. The three research questions; 

Where do women source information regarding midwifery-led care options; What information do 

women receive regarding midwifery-led care options to influence their decision and; What factors 

influences women to decide on their maternity care service, have been used as subheadings to assist 

with the comparisons between research.             
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 Where do women source information regarding midwifery-led care options?  

 Word of mouth  

The women in this study described the way they accessed information as well as their expectations 

and needs when searching for evidence on the midwifery-led services available to them. There is an 

abundance of research regarding the means and preferences that women use when accessing 

information on maternity, pregnancy and birth.  It was revealed in this research and other research 

throughout the world that women gather their information regarding maternity care options from 

friends, family, the internet, health professionals, brochures and leaflets.(14, 32, 34, 39, 40) Sanders 

et al. (2018) states that the wide variety of information sources can create a safe and unconstrainted 

space for women to shape their decisions, explore their options and take control over how they wish 

to be informed.(40) There is however concern that women may also be misinformed and find it 

difficult to sift through information to uncover relevant facts when information is sourced from the 

internet, friends or family.(33, 40)       

   

Throughout the discussions with the women it was discovered that they accessed most of their 

information on the MGP at the FBC by word of mouth from family, friends, other mothers and 

health professionals in a social setting. There is a wealth of research suggesting that women seek 

their information and advice on maternity services from the word of mouth of friends and family. 

The research suggests that friends and families experiences and descriptions of the maternity 

services that they attended assist the women with their decision making process.(24, 29, 34, 40, 

110) This is further acknowledged by the research conducted in the general heath sector revealing 

that word of mouth has a great impact on the health behaviours of individuals. It provides a source 

of information to patients from other consumers that have already accessed the health services in 

question, which can add authenticity to the information being offered.(109, 111)    

A study conducted by Hinton et al. (2018) suggests that women viewed their friends as a reliable 

source of information over women in other public forums who may have a hidden agenda.(34) It is 
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suggested that friends and family can validate what health professionals have said while also 

offering a comprehensive picture or specifics about the different care options available.(29, 34)  

 

A study on the access of midwifery-led care for women with a low-socioeconomic status indicated 

that word of mouth from friends and family was the most common influence for the women to 

attend the service.(112) There was a small portion of women who were discouraged from attending 

the service due to them being misinformed, whilst other women felt comfortable to attend based on 

the positive information that their peers offered.(112) This demonstrates the impact that word of 

mouth and personal referrals have on women regardless of social or economic status that they hold.  

 

The study previously mentioned by Hinton et al. further suggests that family and friends place great 

influence on the women’s access to midwifery-led care.(34) One of the women in the study states 

“All of my friends have given birth either in labour wards or in midwife-led centres and that feels 

right for me.”(34)(p7) The research suggests that women are more likely to be influenced by family 

and friends when deciding on their birthplace due to the highly personal and private information 

that they share between one another.(29, 40, 112) A study involving first time mothers in the UK 

found that they referred to their friends and family recommendations and personal stories when 

considering birthplace options. One participant described how her friends positive experiences at a 

birth centre influenced her to access this model of care for herself, she stated: “A couple of my 

friends have already had their babies at the birth centre and all of them have had a good experience 

whereas some other people [...] have been to other hospitals. It’s been a variety of comments and 

feedbacks”(113)(p1941) This is a finding consistent with this current study as the women offered 

descriptions to the influence that their friends had on them to access the FBC. They related this due 

to their shared values and expectations when it came to their birthing experiences.  
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There is previous research conducted at the FBC by Lewis et al. (2016) providing an overview of 

the services, the women’s satisfaction and the birth outcomes for those attending the MGP program. 

The research revealed that an overwhelming majority of the women (98%) would recommend this 

service to family and friends.(21) It is suggested that people with perceived good health outcomes 

and experiences are more likely to share these positive experiences with their peers.(111, 114) 

Whilst this information exists, it has been further identified that some women do not view family 

and friends as a major influences or sources of information to the maternity care that they choose. 

This is particularly relevant for women accessing midwifery-led care at freestanding midwifery 

units or through homebirth models.(51) They identify themselves and their previous experiences as 

the largest influence them accessing these forms of midwifery-led care. The women describe 

attending to their own research rather than relying on the information provided to them by family 

and friends.(29, 34, 51) The research suggests that this may be due to the negative responses that 

the women receive from family, friends and health care professions when accessing these 

services.(114, 115) Despite this being the case, this current research and multiple other sources 

support that word of mouth largely influences women accessing models of midwifery-led care.(34, 

112, 113)  

 

 Internet searches  

A small number of the women reported seeing the FBC services advertised on the social media 

platform Facebook. However, the use of the internet was not reported by the women as a major 

form access to information on the midwifery-led services or other maternity services available to 

them.  

 

Majority of the women reported seeing little to no advertising of the MGP service offered at the 

FBC. It was however identified in the research study that two of the participants were health care 

professionals and they found the information on maternity services easy to access via an e-health 
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internet search. A study conducted by Ahmad et al. (2018) found that there is an increase in the 

number of nurses accessing literature, journal articles and health data bases to improve care and the 

information provided to patients. The study suggested that nurses with a high self-epistemic 

authority have more confidence in retrieving health information from credible sites.(116) It was 

recognised that this is a consistent finding with one of the health professionals interviewed in this 

research study stated that she retrieved information on the FBC from a credible government 

website- www.HealthyWA.wa.gov.au.(117) Whilst this health professional found the information 

on a credible website, a study conducted in South Australia revealed that half of the women 

interviewed accessed commercial websites over government websites.(42) Another study suggests 

that commercial internet sites are preferable to women as they provide a basic and quick overview 

of the information rather than a lengthy or scientific based overview.(41) The women however, 

have strikingly revealed that they place a low level of trust in these websites and online information 

and preferred printed material or interpersonal discussions with healthcare professionals.(32, 42, 

115) This differs to a research study conducted by Bjelke et al. (2016) in Sweden which states that 

women found accessing general pregnancy information on the internet to be a positive 

experience.(118) The women used the internet complementary to the information that was offered 

by health professionals.(29, 40, 118)  

 

The existing research reports that internet searches are frequently used by pregnant women due to 

the ease of accessibility and convenience.(33, 40, 42) The women are able to access an abundance 

of information from the internet in an immediate manner within the privacy of their own homes.(40, 

41) Whilst this current research study confirmed that only a small number of women are using the 

internet to source information about where to give birth, it is evident that the preference of 

information sources resides with the word of mouth communication. This finding is consistent with 

research previously discussed in this chapter revealing that word of mouth from friends, family and 

http://www.healthywa.wa.gov.au/
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health professionals was considered a more reliable source of information when deciding on a 

preferred place of birth.(14, 34)      

 

 General Practitioner 

It was recognised in this current research study that the women were least likely to receive 

information on their option of midwifery-led care from their GP. Of the 11 women whose 

interviews were included in the research data, one of the women stated that she received an 

information brochure from her GP regarding the FBC. The pamphlet was provided to her without 

request following during a discussion on her maternity options with her GP. A large majority of the 

women attended their GP having decided on their place of birth prior to their appointment. Despite 

this being the case, almost all the women stated they would have valued a discussion regarding the 

midwifery-led services available to them with a health care professional.  

 

Further research supports that women are interested in having access to trustworthy and clear 

information on models of care from their health care provider.(13, 113) Studies from the UK 

support this evidence with women stating that they would like more information on their place of 

birth options from their midwife or other health professionals.(34, 43) In these studies, the women 

stated that they would have liked to receive more information and in more detail about all of the 

options available to them.(34, 43). This is consistent with the information that the women in this 

current research study have offered in their discussions.  

 

The women also reported that they would like to be provided with a handout or pamphlet regarding 

their care options. They recognised that the time with their GP is limited and that this would assist 

them to research further into their options following their appointment. By providing women with 

patient decision aids such as brochures or pamphlets it enhances their decision making process as it 

allows them to take it away to research, mull over, discuss with others about and then return to the 
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health professional at a later date to discuss their options.(34, 119, 120) Other studies however 

suggest that sources of written information may increase understanding and knowledge but will 

have varying impact depending on their health literacy skills.(32, 37, 105, 121, 122) There are 

further studies suggesting that are large portion of written material has been found to be of poor 

quality and that women prefer to use more accessible forms to research information such as internet 

sites to seek information, rather than searching through the multiple leaflets that they are provided 

with.(32-34)    

 

 Where women would like to see MGP advertised 

Throughout the discussions with the women it was concluded that some felt there was not enough 

advertising of midwifery-led services. Whilst majority of the women in this study reported that they 

did not see the MGP at the FBC advertised, they provided insight into their preferences for how 

they would like to receive information and view advertising on these services. The women reported 

that they would like access to information on midwifery-led care services as well as the other 

maternity services available such as homebirth models, private and public care in the form of 

written materials such as brochures. One of the women discussed how she would like to see more 

advertising of the FBC and MGP services on social media platforms, pamphlets and leaflets in high 

traffic areas such as GP and nursing clinics. These findings and the recommendations from the 

women would allow an increase in the knowledge of the role of the midwife and the midwifery-led 

care services available in WA.  

 

It has been recognised through research conducted in South Australia that more advertising of 

midwifery-led services and the role of the midwife needs to be shared with the community. A 

public opinion e-survey was completed by 1657 participants, of these participant’s it was revealed 

that nearly half of them believed that a woman during her pregnancy and postnatally.(123) It was 

identified that there was a lack of knowledge surrounding the role, skills and expertise of the 
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midwife, despite only 21.9% of women believing that a doctor had to be present at a woman’s 

birth.(123) This research has since generated awareness campaign to highlight the important role 

that midwives have undertaken in pregnancy care.(123-125) It is evident throughout the 

conversations and descriptions of poor advertising of midwifery-led care that the women have 

stated in this research study; that WA could follow suit producing a public awareness campaign 

highlighting the midwifery-led care services available.          

 

 What information do women receive regarding midwifery-led care options to   

influence their decision? 

 Length of stay  

The women in this current study reported that they received information on the postnatal length of 

stay which influenced them to attend the FBC for MGP care in their current pregnancy. The women 

were informed about the length of stay at the FBC in comparison to the other services available to 

them. The FBC adapts an early discharge program where women are expected to be discharged four 

to six hours after birth providing that they are ‘fit for discharge’.(79, 126) There is research to 

suggest that there is an international movement to shortened the postpartum length of stay, is driven 

by decreasing the costs associated with an extended stay, to de-medicalise birth and increase 

hospital bed availability.(126-128) In the previous research conducted by Lewis et al. (2016) at the 

FBC, one of the women stated that she felt well supported following an early discharge from the 

FBC and that the midwives made her feel valued and supported beyond the birth experience.(21) 

The women in this current study described their motivation for an early discharge was their 

increased confidence from previous experiences and wanting to be at home with their family or 

young children. Other studies support that women who are more likely to be discharged earlier are 

more likely to be born to multiparous women as they are found to have an increased confidence in 

their parenting abilities.(128-130) Another study supports that women with young families who are 
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discharged home from hospital early, feel a sense of security as the whole family can be together 

and provide each other support right from the start.(129)  

 

Whilst the early discharge attracted some women to the service in their current pregnancy, it 

deterred others in their previous pregnancies and was an influence for them not attending the FBC 

for midwifery-led care prior to their current pregnancy. The women reported feeling more 

comfortable with a longer hospital stay for their first baby and that this attracted them to the private 

maternity system. In Australia, the median length of a postnatal hospital stay in a private hospital is 

four days, which is 2 days longer in comparison to the public system.(131) The women in this 

current study reported that they felt more comfortable staying longer post the birth of their first 

baby as they would be provided with support on early parenting skills such as changing nappies. 

Interestingly, the research however suggests, that women with shorter postnatal stays have higher 

odds of parenting confidence. A retrospective study involving 3,724 women in Queensland revealed 

that the women who stayed less than 24 hours post birth had higher confidence in their parenting 

abilities, and those who stayed 3 nights or longer had the lowest odds of parenting confidence.(130) 

It has further been demonstrated in the research that early discharge following adequate antenatal 

care and sufficient postnatal follow-up, leads to an increase in maternal satisfaction and increase 

confidence.(128, 130, 131) This is particularly the case in midwifery-led services where women 

receive support postnatally from a known midwife in their own home settings.(21, 128, 132)  

 

 Pain relief options 

The women in this current study shared their found knowledge of the pain relief options provided at 

the FBC, in comparison to the other maternity services available to them. One of the women in the 

study reported that her GP advised her against attending the MGP service at the FBC as epidural 

analgesia is not offered. Whilst epidural analgesia is not offered at the FBC, alternative pain relief 

options such as analgesic injections, nitrous oxide and immersion in water for pain relief are 
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available to the women.(79) It is also reported that women who attend midwifery-led services are 

less likely to use epidural analgesia and other pharmacological pain relief.(7, 21, 133) Other women 

in the study reported that the minimal pain relief options and no access to the epidural analgesia was 

an influence on them attending public or private maternity care for their previous pregnancies. 

While some women selected their maternity service based on this information, it was evident that 

others did not receive an informed choice on the options available to them, rather it was assumed by 

their health care professional that the FBC was not suitable for their first birth. Throughout the 

literature it is evident that women have reported a lack of informed choice on the services available 

to them for their pregnancy care. A study conducted by O’Brien et al. found that even when women 

wished to defer the decision-making to the maternity care professionals, they still wanted to be 

informed of their options.(28) Another study discussing women’s thoughts on informed choice in 

birth revealed that as long as they had partial control over their decisions, they preferred and trusted 

that the health professionals to take charge of their care.(1) Other women however in both studies 

mentioned were conscious of the decisions that they had to make and wanted to be involved in the 

process of deciding on the option that best suited them.(1, 13, 28) Those who want to be involved in 

the decision making and were found not to be, often resulted in the women reporting a diminished 

sense of autonomy and powerlessness when they lacked participation in the decisions that need to 

be made.(28)  

 

There are many government statements, initiatives and literature that encourages the active 

involvement of patients in their health care to make informed choices. According to the research by 

Patel et al. (2012) individuals need to be well informed, not be coerced and be ‘competent’ enough 

to agree to medical treatment in order for consent to medical treatment to be valid.(134) In Australia 

there are a set of standards that have been implemented by the NSQHS to ensure that patients, 

clinicians and carers can stay informed, supported and organised to deliver high-quality and safe 

care. The NSQHS Action 2.6 in the standards relating to partnering with patients in their own care 
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is set with the intention that all patients be involved in the planning and decisions of current and 

future care.(135) The action further states: ” The health service organisation has processes for 

clinicians to partner with patients and/or their substitute decision maker to plan, communicate, set 

goals and make decisions about their current and future care”.(135) In this research study several 

the women voiced that they did not have an option when it came to decide on where they would 

birth their baby. This is viewed as suboptimal as women simply have the right to the information 

that supports them to make informed choices.(1, 13, 14, 28)      

 

Upon reflection as to why women are not offered an informed choice, a review of the women’s 

perceptions and search into the literature was conducted. A foreseeable reason for women not being 

offered maternity services could be due to the unhurried introduction of MGP into mainstream 

hospitals of WA. The Community Midwifery Program (CMP) midwifery-led model of care was 

introduced to W.A women in 1996 offering homebirth and ‘domino’ birth where the women attend 

the FBC or other tertiary hospitals.(16) However, despite this, the first MGP was not implemented 

into a hospital-based program in WA at the KEMH FBC until 2013.(21) The Ryde Hospital and 

Wollongong Hospital in NSW implemented a MGP in the year of 2004.(136, 137) The Women’s 

and Children’s Hospital in Adelaide, South Australia also reported the commencement of an MGP 

to offer midwifery-led care services in 2004.(138) Since the introduction of the MGP at the FBC, 

there has now been a flow on effect with MGP services offered in multiple metropolitan and 

regional hospitals in WA.(22)  

 

There is research within Australia to suggest that due to the recent changes and implementation of 

maternity reforms relating to an increase in midwifery-led care that the awareness of these model’s 

may be poor amongst GPs.(5, 14, 17) Research from Stevens et al. indicated that GPs have reported 

difficulty maintaining knowledge on the current maternity services available.(14) This was a 

thought from one of the women participating in this research study, when she discussed that her GP 
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mentioned continuity of care with an obstetrician but not continuity of care with a midwife. She 

went on to presume that the GP possibly hadn’t been informed of midwifery-led services available. 

However when discussing the GPs awareness further with other women in this study, it became 

apparent that other GPs were aware of the midwifery-led services available in WA and responded 

positively when the women informed them that they would be attending the FBC for their current 

pregnancy. This led to some of the women wondering why their GP had not mentioned this service 

to them. It is suggested in the literature that GPs may also be offering maternity services based on 

the benefits and risks that they have acquired in their personal experiences, medical training or 

practice.(14) There is also the notion that like other health professional groups, GPs could be 

promoting the services that their peers or themselves provide due to their vested interest.(14) Again, 

in this research study the women recognised that despite professionals not viewing a service as 

‘safe’ it should still be presented as an option to them.     

“I get it in their professional opinion. I don't think it's safe or whatever their reasons are, but it still 

really is an option that people do how they want it.” Participant #2  

 

 What factors influences women to decide on their maternity care service?  

Whilst the women did not overtly state their ultimate process for deciding on their choice of 

maternity service, it became evident that socio-cultural influences, self-efficacy and a fear of birth 

were major influences to processing their decision on what maternity service that they decided on. 

Following a socio-cultural trend was identified in this current research when the women were 

deciding on the maternity care options for their pregnancies. One of the women discussed that she 

chose the private model of care when she relocated from New Zealand which she states 

predominantly offers midwifery-led care services. This demonstrates that women will follow the 

trends of the community and socio-cultural trends around them.(51, 115) WA has a high uptake of 

women accessing private maternity care in comparison to the rest of the states in Australia.(19, 24) 

Of the women interviewed for the study, more than half (64%) of them received care at a private 
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maternity hospital prior to attending the FBC for their current pregnancy. In a report titled 

Australia’s Mother and Babies 2015- in brief, 27% of women in Australia birthed in a private 

hospital.(139) A report in the same year titled Western Australia’s Mothers and Babies 2015 

revealed that a much higher number (41.1%) of Western Australian women birthed at a private 

hospital.(19)  

 

Australia has a hybrid health care system that functions within two parallel arenas offering patients 

a private sector as well a public sector.(14, 131, 140) This has contributed to many challenges in the 

health care system for the patients and government navigating and funding the system. With the 

election of the Howard Liberal-Coalition Government in 1996, major changes were introduced the 

following year in a bid to increase the number of Australian’s purchasing PHI.(131, 140) It was 

argued that the private system would take pressure off the public one and those who could afford to 

access the private system were encouraged to do so, leaving the public system available to those 

who needed it.(140) In more recent times, Australian’s earning over a certain income without PHI 

are subjected to tax penalties, making it even more of incentive to purchase health insurance.(14, 

24, 140) 

 

Despite the extra cost associated with the purchase of PHI, the uptake of women birthing in the 

private system following the introduction of the government reforms increased from 25.4% (in 

2000) to 29% (in 2011).(131) It could be argued that with the incentives and encouragement that the 

Australian population have been subjected when purchasing PHI that it may be engrained in us to 

attend a private hospital by default over other maternity services.(14) One of the women discussed 

in her interview that there is an unconscious societal thought that paying for a more expensive 

service will equal access to improved maternity services. This is prevalent throughout the world 

were high-income communities are known to access better health care and low-income 

communities find it difficult to take measures that promote good health.(105) One study conducted 
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in Australia supports the notion that the PHI scheme favours those living in metropolitan areas and 

individuals in the more affluent segment of the population, therefore making it an inequitable 

system.(131)  

 

Regardless of the health insurance status of the women in this study, it was recognised that their 

self-efficacy contributed to them deciding on their place of birth. The women identified that their 

past birth experiences, level of confidence and beliefs in coping abilities assisted them to process 

their options to decide on the maternity care that best suited them. The women interestingly 

discussed the minimal input that their partners provided to their decisions and the concept of their 

partners increased fears relating to childbirth. The evidence from the discussions with the women 

strongly suggests that their partners were supportive of their choices of their preferred place of birth 

but did not have any strong opinions on where the women should attend. This is supported by a 

recent a qualitative study conducted on the influencing factors, perceived safety and expectation of 

the midwives for first-time mothers. This study and others emphasise that the women preferred the 

decision-making of birthplace to be a personal choice rather than one that is made together with 

their family or partner.(51, 113) The partners did voice concerns in relation to safety and access to 

the hospital if a complication was to occur in the FBC. This is also consistent with other studies 

conducted, finding that men wanted to genuinely support their partners but were also fearful of 

seeing her in pain as it made them experience feelings of frustration and powerlessness.(141-143)      

 

The fear of childbirth is not a new concept and is a topic that has been researched extensively 

throughout the world.(24, 142-144) Fear of childbirth outcomes was a key finding in this research 

study as described by the women throughout their interviews. While not all the women used the 

word ‘fear’ when describing their apprehensions to childbirth, it was evident through their 

descriptions that this was the emotion that best fit their descriptions. The women who revealed a 

fear of childbirth outcomes voiced concerns regarding entering an unknown territory for their first 
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pregnancy, labour and parenting experience, hearing birth stories from others who experienced 

complications and a fear of pain requiring access to epidural analgesia. The women who had an 

increased fear of birth outcomes were more likely to access private or public hospital maternity care 

for their previous pregnancies prior to attending the FBC for their current pregnancy. This is 

consistent with the findings from a study conducted with 760 Western Australian students. Of the 

participants interviewed 21.8% stated that they prefer to birth with an obstetrician as they viewed 

them as birth experts and therefore be the safest option.(24) Further studies revealed that women 

with fear or concerns for safety were more likely to birth in hospital or with obstetricians over 

midwifery-led care, especially for their first baby.(51, 113)  

 

The primary sources of their fear were contextualised in relation to this current study and the ones 

published to include; fear of the unknown for new mothers, the fear of pain relating to childbirth 

(10, 24, 142, 144, 145) and internalising other mothers birth stories.(1, 10, 110, 142, 146) The 

women discussed that hearing horror stories and the complications that their friends had in their 

childbirth experiences had influence on them when deciding on the options for their place of birth. 

The literature states that negative impressions of birth are prevalent in the community and one 

common aspect relating to this is due to family and friends sharing their negative experiences.(10, 

110, 146) A study conducted in the UK revealed that 92 of the 276 participants had negative 

impressions of birth and 70% (of the 92) had witnessed or heard negative experiences and stories 

from friends or family members.(146) This study revealed that there were no significant increases 

in the preference to caesarean or technological birth when being subjected to negative impressions 

of birth.(146) This however differs to many other research studies suggesting that there is an 

increased prerequisite for the medicalisation of birth for those experiencing a higher level of fear 

including the preference towards caesarean sections, technological birth and obstetrician 

presence.(10, 24, 142, 144)  
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These studies among others looks at the influences and self-efficacy of the birthing population. 

Women who have a perceived lower fear of birth or pain perception are thought to have a higher 

self-efficacy recorded in previous research studies than those with a higher fear.(24, 47, 147) 

Women in this current study discussed that due to their previous positive birth experiences and low 

pain relief requirements that they felt confident to attend the FBC for this current pregnancy. One 

study on the self-efficacy of pregnant women revealed that those with a reported high self-efficacy 

experienced an increase in their satisfaction with their birth experience with the support of 

midwives and physicians.(126) This is relevant to the current study as the women reported to be 

satisfied with their previous positive birth experiences, allowing them to have the confidence to 

attend the FBC for this current pregnancy. This is further recognised by research conducted by Yuill 

et al. (2020) revealing that a women’s internal history, the trust that she puts in herself and her body 

will reflect on her choice of maternity service.(29)  

 

Ultimately, it has been decided in this current research study that there is not one clear process to 

which women decide on their preferred place of birth; rather it relies on aligning birth philosophy 

and desired outcomes with confidence. Some of the women needed to alleviate their own birth 

fears, increase their confidence in their birthing and parenting or develop trust in the system and in 

themselves prior to attending the midwifery-led service.  

 

 Limitations  

Whilst this research will contribute to the body of knowledge that already exists within this topic, 

there are limitations within this study that must be acknowledged. The data was analysed by a 

thematic analysis which is an interpretive process that can be open to bias. Direct quotations were 

used from the women to develop the themes and to control the bias associated with the 

interpretation of their discussions.  
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A further limitation recognised for the research study was the small sample size. The small sample 

of women interviewed was due to a purposive sampling technique; limiting the selection of 

participants to only those attending the MGP services at the FBC. This limited the cohort of women 

that could be recruited to the study. As previously mentioned, the COVID-19 pandemic also 

effected the recruitment of women as all face to face information sessions for new clients to the 

FBC were cancelled.  

 

As this study was conducted as a part of a masters qualification there were time restrictions which 

the researcher was required to adhere to. This impacted the recruitment of participants as the 

researcher was required to move on to the next stages of data analysis and explore the findings to 

complete the thesis in a timely manner.   

 

Another limitation of the research study is that all the women were multiparous in order to compare 

the information that they received across different pregnancies. It was recognised that multiparous 

women may have a higher self-efficacy to access midwifery-led services for this current pregnancy 

following positive birth experiences for their previous pregnancies.  

  

The researcher is an employee at the FBC where the MGP service is offered. The women 

participating in the study were aware of this and this may have impacted the information that they 

offered to share. The researcher did not interview any of the women under her care to reduce bias 

and it was explained the confidentiality of the women would be protected throughout the research 

process.    

 

 Summary  

This chapter provided an insight into the similarities and opposing findings of this current study in 

comparison to the existing literature published throughout the world. The three research questions 
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were used as headings to guide the comparisons between research. This study identified the 

community that surrounds the women has an impact on the maternity care service that they 

ultimately chose. This is consistent with the existing research, similarly, revealing that friends and 

family are the most influential sources of information regarding the services available.  Studies 

from the UK and Australia supported the findings in this current research study regarding the 

preferred means on the access of information relating to maternity care services. The women in the 

current research study and studies from the existing literature state that women would prefer 

conversations with health professionals and to receive brochures or pamphlets on their options of 

maternity care to research following their initial appointment. It was recognised that most women 

would prefer to be informed of their options regardless if they had decided on an option prior. One 

study revealed that some women prefer the health professional to make the decision for them, this 

finding differs to the descriptions and information offered in this current research. The limitations 

of this study were also included in this chapter. The next chapter offers a conclusion to this research 

study, the significance for current practice and the recommendations for future practice.  
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6. Chapter Six- Conclusion  
 

 Introduction 

This chapter presents a summary and offers conclusions from the findings of this research study. 

Additionally, the recommendations for health professional education and practice has been 

included. This is followed by the recommendations for future research and the concluding statement 

for this thesis.    

 

 Overview of thesis  

This qualitative interpretive phenomenological study aimed to provide an insight into the 

experiences that women have when they are accessing information regarding the MGP services 

available to them at the FBC.  It intended to expand on the research that already exists in relation to 

how and what information women would like to receive when accessing midwifery-led services. 

The data was collected from the women through individual interviews with the researcher. The 

research questions guiding this study aimed to provide a qualitative view on the women’s 

experiences when they access MGP services. These questions included;  

1. Where do women source information regarding midwifery-led care options?  

2. What information do women receive regarding midwifery-led care options to   

influence their decision? 

3. What factors influences women to decide on their maternity care service?  

 

Three main themes emerged from the thematic analysis: including community influence, access to 

information and informed choice. Of the three main themes: Community influence referred to a 

large majority of the women accessing information and being influenced by the community that 

surrounds them including friends, family and other mothers. The theme access to information 

emerged from the data to focus on the information that women wished to receive on the services 

available to them as well as where they access their information from. It became evident that the 
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women sourced most of their information on the maternity services available from their family and 

friends rather than health professionals. The final theme informed choice focused on the personal 

meaning and expectations of an informed choice when choosing a maternity service. It has been 

highlighted throughout the findings of this study that majority of the women felt they were not 

offered an informed choice on the midwifery-led services available to them.  

 

 Recommendations for educational and health professional practice  

Whilst there are many positive experiences that were shared by family, friends and the wider 

community to the women in the study regarding the MGP program, this study also demonstrates the 

significant deficit of informed choice to the maternity services being offered to women. This study 

identified that none of the women were offered the MGP service for their first pregnancy and only a 

small number reported it being offered it in subsequent pregnancies. As informed choice is the basic 

right of any patient in a healthcare setting, a recommendation to come from this study would be that 

all women are offered an informed choice of their maternity services; including those that are 

midwifery-led. The findings from this research can be used by health care professionals and 

integrated into health education programs for health care professionals such as GPs who are the first 

point of contact for women accessing professional healthcare advice and recommendations when 

they are pregnant.    

  

A further recommendation to evolve from this research due to the insight provided by the women, 

would be to increase the health promotional material displayed publicly on the role and services that 

midwives offer. This research study could be used as a valuable reference point used by midwifery 

and health agencies to create a visual and/or written material to educate the community on the 

services that midwives offer. The advertising of midwifery services on posters, billboard, and 

brochures should be displayed in areas that attract pregnant women such as GP offices and Child 

Health Centres. This would contribute to the normalisation of maternity care with a known midwife, 



101 

 

further it would educate women on the role of the midwife and midwifery-led services offered 

locally to the women in WA.   

 

It would be valuable to use this study to provide education to high school students on the role of the 

midwife. WA high school’s offer career days and information sessions to senior students when they 

are deciding on future employment and university studies. This study could be used to educate 

students on the role of the midwife and increase the number of students to study midwifery at 

university.  

 

 Further research  

The goal of the research was to develop an understanding of the information that women receive 

regarding their access to midwifery-led services at the FBC. The findings of this study have 

emphasised the importance of offering women an informed choice to maternity services. It has 

provided an insight into the importance on health professionals to educate women on not just the 

midwifery-led services but all the maternity services available to them. This research will be 

valuable to the current practices that health professionals adapt when educating women on their 

option to the midwifery-led services available in WA and Australia. However, despite these 

findings and the positive implications that, there would be benefits to exploring this topic from the 

view differing population samples. Replication of this study to include a larger sample size to 

include a population sample of primiparous and multiparous women would be beneficial to 

compare the information that they are receiving in relation to their parity.  

 

Further a study on the knowledge of GPs and health professionals providing who are providing 

health information on the midwifery-led services available would be beneficial to explore their 

knowledge of these services. This would allow for further implementation of education programs 
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and an expansion on the knowledge of the health professionals who are providing information to the 

women whom seek their guidance.   

 

 Concluding statement  

To conclude, the findings in this thesis have offered a beneficial illustration on the information that 

women receive on the maternity care services and in particular; the shortfall of information being 

offered to women on the midwifery-led services available. The findings from this research highlight 

the limitation of information that women receive to make an informed choice on the access to not 

only the midwifery-led care services but to all maternity care services. It has also highlighted the 

community influence and socio-cultural aspects on women when accessing maternity care and the 

need to normalise care with a known midwife through MGP services. This thesis has provided an 

insight into the positive experiences and conversations that women have with other women to 

influence them to attend the MGP program at FBC.   

 

This thesis is a step to addressing a gap in the literature relating to the qualitative research on the 

information that women receive, where they access information and what information they would 

like to receive on MGP services in WA. It is hoped that the findings from this research can 

contribute to positive change in WA and the rest of Australia; increasing the number of women who 

are informed about the midwifery-led services within their community and in turn increase the 

number of women who access these services.  
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