
 

GPs in Maternity 
 

 
Why? 
The first and most important reason for advocating a greater role for GPs in maternity to 
exist is as a way for GPs* working in the maternity space to connect and work 
collaboratively on ways to improve the health outcomes for women and their unborn child.   
Without this as a core tenet, there is no point to GPs in Maternity.  
 
*both as a general GP with or without a DRANZCOG or CWH or as a GPO with an Advanced 
DRANZCOG. 
 
The secondary reasons behind the creation of GPs in Maternity are as follows: 
 GPs in Maternity recognises the move to “not medicalise birth” and acknowledges 
that we do not want to see a return to sterile labour ward environments where women 
were given an enema, shaved, expected to lie down throughout their labour and use of 
stirrups was routine.  We do not, however, want to see medicine removed from maternity 
care. 
 GPs in Maternity recognises the push from some of our midwifery and obstetric 
colleagues to remove from GPs the role of primary maternity carers, unless it suits them e.g. 
as providers of referrals to pathology and radiology (hence saving state health departments 
funds) or in rural and remote locations.   
 GPs in Maternity declares that it is time to draw a line in the sand, to stop the 
erosion of the holistic, long term, intergenerational continuity of community-based model 
of care that general practice can offer.   
 GPs in Maternity declares that it is time to push for significant, strong, remunerated 
GP representation on state and national committees (e.g. Maternity Services Review in Qld 
and the National Maternity Framework) so that our patients can continue to benefit from 
care that is familiar, family-centred, cost-effective, and close to home. 
  
In an increasingly complicated maternity environment, where the average age of mothers is 
increasing, as is their weight and medical co-morbidities, including mental health concerns, 
now is not the time to abandon the medical model.   
Pregnancy and childbirth are a natural part of a woman’s life journey, however it is one of  
the riskiest choices a young woman can make.   
In my ideal model of care (MOC), a woman has personal care provided by a small team of 
familiar health professionals who safety-net her and her child in ways we hope she never 
needs to know. 
It starts, as all health journeys do, with the socio-economic determinants of health 
including: 
 Money 
 Education 
 Housing 
 Aboriginal and Torres Strait Islander status 
 Refugee status 



 

All these factors significantly influence important factors such as diet, smoking, 
alcohol/other drug use, activity levels and hence weight, contraception/planned pregnancy 
which directly and indirectly impact upon antenatal, intrapartum and postnatal outcomes.   
 
Now is not the time to abandon the medical model. 
Now is the time to advocate for the socio-economic determinants of health.   
Now is the time for us to find our voice and to advocate/speak for those who have no voice. 
 
Beyond this however, we need to draw a line in the sand, prepare to stand our 
ground/defend our current position and to retake some ground. 
GPs can: 
 Do preconception counselling (indeed, for most women the only easy access to 
preconception care is from GPs) 
 Manage antenatal care in uncomplicated women 
 Manage antenatal care in complicated women in a team/modified MOC 
 Help to prevent and manage the tsunami of GDM/mental health/chronic disease 
 Manage the postnatal/neonatal/contraception/pregnancy planning cycle of care 
over decades and across the generations.   
GPOs can: 
 Manage all of the above as well as the intrapartum component of most woman’s 
care. 
 
To maximise outcomes we need: 
 A strong, well-educated, equipped and resourced maternity workforce 
 Improved communication and coordination 
 GP hands on pregnant tummies 
 GPO options in the city 
 DRANZCOG options e.g. antenatal clinic workforce or GPSI roles 
 Continuity options for all primary maternity carers (PMC) 
Suitable Primary Maternity Carers include 
 Registered Midwives 
 GPs 
 GPOs 
 Obstetricians 
Suitable Primary Maternity Carers do not include 
 Registered Nurses 
 Doulas  
Suitable Intrapartum PMC include 
 RM 
 GPO 
 Obstetrician 
 
Advantages to a GP-led MOC include value for money (lower costs due to out of hospital 
care = lower overheads), continuity of care measured in years rather than months, and a 
broad scope of practice. 
 
We do need a strong GP workforce and some GPs need additional training/skills. 



 

Options include developing/encouraging/supporting a GPSI model with GPs who have, as a 
minimum, completed a program such as the Alignment (South-East Qld) or the RACGP ALM.  
GPs with a CWH, DRANZCOG or Advanced DRANZCOG clearly also have additional 
training/skills, but will still need to be familiar with their local service. 
 
We will need to be aware of the politics, the medico-politics and the aspects of maternity 
care that form part of the gender wars.  
 
If we are going to turn the tide, we will need consumer support.  
We will also need medical support e.g. GPs working in maternity 
      RACGP FSI (which I chair…) 
      ACRRM 
      RANZCOG (I have just barely started a 
conversation, but will take this further)   

AMA Women in Medicine 
RDAs 
GPDU 

      Anyone else who will join us and engage in our 
objectives. (?PHNs) 
 
We must be respectful 
We must build good relationships 
We must be strategic 
We must not lose any more ground 
We must regain ground 
 
We need GPs on committees, in significant numbers, GPs with a fighting spirit but a 
strategic mind and a clear understanding of the environment in which they are operating.  
Do we need to start a fighting fund? 
Can we lever off the PHNs, looking for opportunities e.g. through mental health and 
domestic violence funding to argue for the importance of strategically positioning well-
educated and connected GPs.  
 
We need research to track our progress (or lack thereof) and the consequences, be they 
positive or negative, of this.  (I have some we are working on at present, positive outcomes)  
 
We need to own our own stuff – if we have gaps in our knowledge, skills and 
communication, we need to close them.    
We need to reclaim our own professionalism. 
 
We need to consider new models e.g.   

RMs working in general practice and the ways this could be funded.  
  

GPO complementing obstetrician roles and helping with O & G training by looking 
after the obstetric side of things, freeing up trainees for the gynaecology work. 
 



 

At present, midwives are leading the conversation on continuity of care.   Although they 
may not recognise it, they are natural partners with GPs.  Just as not every woman will need 
an obstetrician, but every woman needs a midwife and a GP; not every child will need a 
paediatrician, but every child will need a GP.  We need to embed the importance of 
relationships with familiar and trusted health care professionals and to encourage 
continuity of care over years, where possible.   
We need to include/be mindful of the broader team e.g. lactation consultants, child health 
nurses, allied health professionals such as physiotherapists, dietitians, psychologists and 
pharmacists. 
 
GPs in Maternity supports the Return of the Generalist! 
We need to get ourselves organised, push past the skeptics and build a better MOC!  One 
that considers all aspects of a woman’s journey, not just the short one that is the perinatal 
period.  
One that has a woman safety-netted in ways we hope she never realises. 
One that respects her autonomy. 
One that advocates and educates. 
We will need to power up! 
We will need support of a hive! 
We will need to recharge! 
We will need to tag-team! 
 
If we don’t do it, who will? 
If not us, then who? 
 
This is not about a cheaper workforce (GP or GPO) replacing a more expensive one 
(obstetricians) this is about workforce capacity building, safety and outcomes. 
This is not about a more expensive workforce (GP or GPO) replacing a cheaper one 
(midwives) this is about engaging the team and recognising the increasing complexity of 
maternity care and working to ensure right person/right time/right place.  The efficiency 
gains will offset the potential costs, however may be actually cheaper due to the need to 
consider the on-costs for hospital based care. 
 
So, what are the problems?  There will be some common ones around the nation and some 
site-specific ones. 
GPs in Maternity (and others) need to come up with solutions. Let’s work together to make 
maternity care better.   
 
Planning for the best health outcomes for our nation begins well before conception…. 
 
 
Wendy Burton 
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