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Fertility matters

death and disease in the neonatal period, it can 
serious chronic illness in later life. Fetal growth restr
factor for cardiovascular and respiratory disease, 
type 2 diabetes, osteoporosis and affective disorders
or adult life.3 Many Indigenous babies start life 
grammed for an early death from one or more of the
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ABSTRACT

• Closing the gap in life expectancy between Indigenous and 
non-Indigenous Australians needs to start in the womb.

• Rates of perinatal mortality, preterm birth and low birthweight 
are two to three times greater among the babies of 
Indigenous women than among those of non-Indigenous 
women; low birthweight predisposes infants to greater risks 
of chronic illness in later life.

• Indigenous women in Australia tend to present for antenatal 
care later in pregnancy than do non-Indigenous women.

• There are many barriers for Indigenous women seeking to 
access antenatal care — geographical, social, cultural, 
financial and in some cases a lack of service provision. Many 
of these problems are being addressed within the public 
health system and by Indigenous community-controlled 
health services. However, more needs to be done.

• While antenatal care cannot solve all medical and social 
problems, commencing such care as early as possible in 
pregnancy has the potential to improve maternal health and 
hence pregnancy outcomes.

• Changes in the way the government Baby Bonus is paid to 
new mothers could act as an incentive not only to service 
providers but also to women themselves to initiate antenatal 
care in the first trimester of pregnancy. Such a system has 
been well established for many years in France.

• Any changes to the Baby Bonus scheme should provide 
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incentives and not be punitive in nature.

For editorial comment, see page 232
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 e are ever to “close the gap” in life expectancy between

igenous and non-Indigenous Australians, we must start in
 womb. Perinatal mortality rates for the babies of Indigenous

women are more than twice those of non-Indigenous babies.1 Rates
of preterm birth for Indigenous women are double those of non-
Indigenous women, and low birthweight, due to preterm birth,
intrauterine growth restriction, or both, is two to three times more
likely in Indigenous babies than in non-Indigenous babies.1,2

Low birthweight not only predisposes infants to greater risks of
also portend

iction is a risk
hypertension,
 in adolescent
already pro-

se conditions.
Higher rates of cigarette smoking, adolescent pregnancy and

grand multiparity have been noted in Indigenous women.1,2 Fetal
alcohol syndrome is reported much more commonly in the infants
of Indigenous than non-Indigenous mothers, and is a lifelong
disability with significant implications for the individual, the
family and the society in which the affected child lives.4,5 Anaemia,
undernutrition, renal disease, many types of infection, diabetes,
rheumatic heart disease and hypertension are all common prob-
lems among Indigenous women. All these problems are linked
directly or indirectly to social disadvantage over many generations,
and all have the potential to increase the risks of pregnancy not
only for women but also their children.6

Although around 98% of Indigenous women give birth in
hospital, they tend to present later in pregnancy than do non-
Indigenous women and, hence, they have fewer antenatal visits.7,8

Antenatal care can never completely compensate for the impact
of chronic disease or social disadvantage, nor can it guarantee a
healthy normal child, but it does offer health professionals the
chance to detect and offer treatment for certain conditions.9-11

Appropriate antenatal care is, in fact, the perfect model of primary
care — primary care for the fetus, giving the best possible start to
extrauterine life. Maternal anaemia, diabetes and hypertension can
be detected and managed; urinary tract infections, sexually trans-
mitted and other infections can be diagnosed and treated; risk
factors for preterm birth can be identified and arrangements for
appropriate birth settings made. Advice can be given about ceasing
or decreasing cigarette and alcohol consumption and about healthy
eating during pregnancy. There is some evidence to show that
digital photos of the fetus in the first trimester from a simple two-
dimensional ultrasound scan can help mothers identify with their
developing fetus and decrease alcohol and cigarette consumption.12

There are no national Australian guidelines for the timing and
content of antenatal visits, but most non-Indigenous women
present for antenatal care within the first trimester of pregnancy
(and many attend general practitioners for prenatal checks to
ensure the best possible health before attempting conception).
Women in rural areas, women presenting to public hospital
antenatal clinics, and Indigenous women are less likely to present
for care in the first trimester than are women in urban areas and
those with private health insurance.1,10 Yet it is the former groups

who are most likely to be socially disadvantaged, most likely to
have complicated pregnancies and poorer outcomes, and most
likely to benefit from earlier booking for antenatal care. Although
antenatal care is important for all Australian women, it is vital that
Indigenous women in particular, in both rural and urban areas,
have improved access to good antenatal care if their health and
that of their children is to improve.

Barriers to antenatal care for Indigenous women exist at many
levels — socioeconomic constraints, educational and family fac-
tors, geographical distance from services, a lack of affordable
transport, the infrequency (or absence) of local clinics, and the
provision of culturally inappropriate services may all play a role.6,8

Many of these problems have been addressed by individual service
providers within the mainstream public hospital sector, often
through allowing a greater role for midwives and Indigenous
health workers in antenatal clinics, and the provision of antenatal
care through services controlled by Aboriginal communities. How-
ever, major inequalities in outcomes persist. Although further
improvements to existing services and access to these services are
clearly necessary, additional measures may also be appropriate.

Across Australia, the Baby Bonus has, until recently, been
payable to all families after the birth of a child. This payment, in
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the words of the Australian Government’s Family Assistance Office,
“recognises the extra costs incurred at the time of a new birth or
adoption of a baby”.13 On 1 January 2009, changes were made to
the Baby Bonus scheme. The payment is now restricted to families
with a combined income of $75 000 or less in the 6 months
following the birth of the child, and the lump sum has been
replaced by 13 fortnightly instalments.14 In making these changes,
the Australian Government recognised the need to try to make the
payment a genuine health bonus for babies themselves — esp-
ecially the babies of less well-off parents. To date, there have been
no restrictions on how parents spend the bonus; the government
has, we believe appropriately, assumed that parents are the best
people to make such decisions for their children.

In France, generous maternity benefits have been available to
new mothers for many years, but the system differs significantly
from the current Australian model.15 Benefits are always paid in
instalments, and the first instalment depends on the woman
registering for antenatal care with an approved doctor or midwife
by the 14th week of pregnancy. Women who register later than this
are still paid maternity benefits but a lesser amount than that given
to women who made an antenatal visit in the first trimester.

This system appears to work well in France: data show that
about 96% of women giving birth in France are registered by 14
weeks of pregnancy, and among the remaining 4% are probably a
number not eligible for French benefits.16 After the birth, mothers
can receive further payments when the child is brought for routine
medical checkups and for immunisations.

Other schemes in which direct financial incentives have been
provided to improve health outcomes have had mixed results. For
example, where a direct cash payment is connected to a health
measure, such as giving up cigarette smoking, the results tend to
be temporary.17 However, the French maternity benefits scheme
does appear to be very successful in encouraging women to
present early for antenatal care.16

In Australia, there are already some financial incentives for
health care — the most obvious example is the benefit paid for
childhood immunisations. Should we consider a similar scheme to
encourage early presentation for antenatal care?

The idea of deducting some of the Baby Bonus from women who
do not present early in pregnancy seems punitive — we need a
carrot not a stick — but perhaps we could consider either a
modest increase in the payment for women who present in the first
trimester (for a full booking visit), or an earlier payment of the first
instalment so that part of the bonus payment could be accessed by
women booking in the first 3 months of pregnancy. A positive early
engagement with the primary health care system would not only
allow earlier detection of the health problems already mentioned
but also give the opportunity to improve the woman’s general
health and to address risk factors, such as diet, from early
pregnancy onwards. Early and positive contact might also help
establish an effective ongoing collaboration between the woman
and her antenatal care provider. Payment of the Baby Bonus from
the first trimester may also assist women in remote areas with
transport costs and allow them to access care.

Redefining how the Baby Bonus is paid would send a clear
message both to service providers and to women themselves. For
healthy women in good social circumstances antenatal care is
important, but it is nevertheless something they are often able to
manage well themselves. However, for women with poorer overall
health, often in disadvantaged social circumstances (and not only

Indigenous women), early attendance for antenatal care has the
potential to turn a moderate or poor pregnancy outcome into a
healthier baby of greater birthweight with better prospects in life.

Starting with care in the womb means that by 2020 we could
have a cohort of Indigenous children with realistic expectations of
a longer, healthier life than we have today.
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