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Family Medicine and Obstetrics: Let’s Stop
Pretending
Richard A. Young, MD, and R. Levi Sundermeyer, MD

It is time to stop pretending that delivering babies
is one of the core activities of family medicine.

At no time in the history of American family
medicine have the majority of the members of the
American Academy of Family Physicians (AAFP)
delivered babies. A study in 1982 found that ap-
proximately 44% of family physicians delivered ba-
bies1, another study reported 43% in 19862, an-
other 26% in 19933, and the most recent data from
the AAFP states the current number is 17.1%.4

The way forward from these trends should not be
to continue business as usual.

Barreto et al5 found that 13% of 2016 family
medicine residency graduates deliver babies. Al-
most half the respondents were not interested at all
in obstetrics practice (889/2018). Of those left who
did not deliver babies, 60% mentioned lack of
availability of jobs where family physicians in prac-
tice deliver babies as the reason and 60% men-
tioned lifestyle considerations, followed by mal-
practice costs and privileging challenges.

These realities have implications for family
medicine residency education and the basket of
services provided by its graduates.

Reforming Education
Recent experiments in family medicine residency
education—the P4 project6,7 and the Accreditation
Council for Graduate Medical Education Length
of Training Pilot (ACGME LoT)8—have allowed
for experimentation in the length and content of

family medicine residencies. Our study of our early
P4 graduates who completed a year of extra train-
ing in maternity care found they were much more
likely to provide maternity care services, plus they
were more likely to provide a wide basket of other
services including caring for hospitalized adults and
children, and performing hospital-based proce-
dures.9 We have heard similar anecdotes from
other programs offering extra training, and there is
a literature on the effect of traditional obstetric
fellowships on the provision of maternity care in
practice, which found that roughly half of their
graduates work in rural areas, at least for part of
their early career, and roughly half become resi-
dency faculty.10,11

Our profession has had a considerable lively dis-
cussion of the role of maternity care in residency
education, its requirements, and its impact on grad-
uates’ provision of these services.10–15 Residency
characteristics associated with a higher likelihood
of its graduates delivering babies included family
medicine maternity care preceptors, 80� deliveries
during residency, and greater autonomy in mater-
nity care decision making.16 Cesarean sections may
be a particularly important component of extended
training options, as previous research reported an
association between C-section training and its pro-
vision in rural practice.11,17 We agree that all family
physicians should know the basics of vaginal deliv-
eries for at least 3 reasons: a positive experience in
residency might convince the learner to consider
maternity care on graduation; patients will ask
questions about maternity care concerns even if the
physician does not provide the service; and the
physician might be called on to deliver a baby in an
emergency. But for family medicine to continue to
market itself as a comprehensive provider of ma-
ternity care services is misleading and undermines
the public’s perception of our specialty.18 Did our
specialty ever really think that 40 vaginal deliveries
was adequate to prepare a graduate to provide
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high-quality maternity care, especially if approxi-
mately one third of US deliveries are by cesarean
section?

Rural Health
The American College of Obstetricians and Gy-
necologists (OB/GYN) recognized that most ru-
ral counties have no OB/GYNs, who vastly pre-
fer to practice in urban settings.19 A survey of
family medicine and OB/GYN residents con-
firmed that family medicine residents were more
likely to provide maternity care services to rural
areas20 and other studies have found that family
physicians provide a disproportionate share of
rural deliveries.9,21

Greater travel distance to maternity care services
is associated with worse perinatal outcomes.22 But
rural hospitals are closing, especially labor and de-
livery units, a trend that has recently been reported
in the lay press.23 It comes as no surprise that the
decreasing percentage of family physicians provid-
ing prenatal and intrapartum care in rural areas has
contributed to an increased number of rural com-
munities with no local access to maternity care.24

Rural areas that lack local obstetric services are
associated with less adequate prenatal care, higher
rates of preterm delivery, infant mortality, and
complications during delivery.25 In rural counties
not adjacent to urban areas that lost obstetric ser-
vices, increases were reported in out-of-hospital
and preterm births and births in hospitals without
obstetric units the following year.26

It is inconceivable that in our lifetimes family
physicians will provide the majority of deliveries in
urban America. Where might family physicians still
deliver some urban babies? They can and should in
family medicine residencies, a few remaining
friendly oases in the Pacific Northwest, and a few
independent inner city organizations serving vul-
nerable populations through Federally Qualified
Health Centers or in some cases faith-based non-
governmental organizations.

But rural America is different. It makes no sense
for OB/GYNs to deliver the majority of those ba-
bies both for reasons of professional life and the
business model. There are simply not enough cases
in many rural communities to feed the OB/GYNs
enough business to thrive with capable OB/GYN
partners in those communities. Family physicians
can be kept busy when they are not providing

maternity care by addressing all the other patient
concerns not limited by symptom, disease, gender,
or age; OB/GYNs cannot. A recent survey of rural
hospital executives found the more isolated and
smaller volume hospitals are much more reliant on
family physicians to deliver babies, but they are still
present in the larger rural hospitals.9 We know that
maternal or child outcomes are similar between
family physicians and OB/GYNs performing cesar-
ean sections27,28, so that issue is moot.

The Way Forward
Everyone who cares about the wellbeing of moth-
ers and their babies from vulnerable populations (in
this case, mostly rural, but some urban) should
advocate for 2 things. First, after recognizing that
only a subset of family physicians are adequately
trained and capable of providing comprehensive
maternity care services in these isolated and/or un-
derserved environments, to advocate that their res-
idency education be better supported so that more
of them can provide these services in practice,
which will often require extra training time. The
OB/GYN world has even commented on the neg-
ative impact of the duty hour rules on preparing
physicians in their residencies for practice after
graduation.29

Think of extra maternity care training as like a
merit badge in scouting. All family physicians pos-
sess key characteristics—a broad base of knowledge
and skills to manage over 1600 symptoms and di-
agnoses30 possessed by physicians who make med-
ical care decisions guided by a deep knowledge of
the whole patient combined with a comfort with
uncertainty31—but only a few have had the extra
training to competently, confidently, and indepen-
dently graduate from the training environment to
deliver maternity care services. The ACGME LoT
experiment may shed further light on the educa-
tional specifics required to achieve this outcome.8

Extra training opportunities in 4-year residencies
should be funded consistent with standard graduate
medical education funding as 1 option (or better
yet, better) and traditional obstetrics fellowships
should also be an option.

The second advocacy need is for family medi-
cine graduates to have sustainable rural health care
systems to work in, both in payment for physician
services and to rural hospitals. All physicians thrive
when they have competent and trusted colleagues
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to work with, which makes the 3:00 am deliveries
that much more tolerable. This may be especially
important for rural women family physicians.32

Unfortunately, the realities of health care financing
often do not support this physician or hospital
infrastructure. Closed rural obstetric units were
smaller units in lower-income communities24,33,
but an additional family physician per 10,000 in the
community was associated with a 38% decrease in
the odds of unit closure.24 The lack of family phy-
sicians delivering babies is especially a problem of
the Eastern United States.9 The markedly higher
medical malpractice costs in many Eastern states
without tort reform probably has a large role in this
finding.34 Decreasing malpractice costs is a key
component of both expanding maternity care train-
ing opportunities in residencies and encouraging
young family physicians to deliver babies in prac-
tice.35 Funding of Medicaid and nonfee-for-service
payment mechanisms (rural health clinics, e.g.)
should also be improved.

Addressing recent graduates’ concerns that they do
not see family physicians delivering babies in the “real
world” can only be addressed with an enhanced res-
idency experience in maternity care and a viable prac-
tice to work in after they graduate. Just as in other
issues of health care disparities, being born in rural or
urban underserved America should not be a reason
for babies and their mothers to have worse out-
comes.36 More well-trained and supported family
physicians delivering babies, and the rural hospitals
they work in, are the best solution to this problem.

To see this article online, please go to: http://jabfm.org/content/
31/3/328.full.
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