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Abstract: JJaclzground: The loss of family physicians as obstetric providers during the last decade has had 
a significant impact on access to obstetric services, especially for rural populations. The expense of 
malpractice premiums has been cited often as a reason for physicians' discontinuation of this service. 

Methods: Seventy-six family physicians in northern California who recendy discontinued obstetrics were 
surveyed regarding their decisions related to obstetric practice. Those physicians who indicated that a 
decrease in malpractice premiums would allow them to consider resuming obstetrics were resurveyed by 
telephone the following year. This telephone survey occurred following a 25 percent decrease in malpractice 
premiums for obstetrics by the major malpractice insurance carrier for family physicians practicing 
obstetrics in the study area. 

Results: Twenty-nine of the 76 physicians in the original survey who had recendy discontinued obstetrics 
stated they would consider resuming if conditions changed. Twenty-six (90 percent) of these physicians 
indicated that malpractice premiums needed to change for them to consider resuming obstetrics. Following 
the reduction in premiums, none of these physicians reported plans to resume obstetrics or even a 
Ukelihood that they would be resuming obstetrics. 

Conclusion: This study found that family physicians who discontinued obstetrics and cited malpractice 
premiums as a barrier to resuming obstetrics are unUkely to resume when rates decline. This finding 
suggests that other issues might be equally or more important in this decision. (J Am Board Fam Pract 1992; 
5:4U-S.) 

The decline in the number of family physicians 
practicing obstetrics has been well documented in 
the literature. Although 7 S percent of the mem­
bers of the American Academy of Family Physi­
cians reported providing obstetric care at some 
time in their careers, the percentage now practic­
ing obstetrics approximates 2S percent. t •2 More­
over, mounting evidence demonstrates that fewer 
newly trained family physicians are offering ob­
stetric care in their practice, which further exac­
erbates the problem.3-5 The decrease in the num­
ber of physicians practicing obstetrics has 
produced the observation that family physicians 
who continue to deliver babies are "an endan­
gered species."6 This phenomenon is disturbing 
in light of current shortages of obstetric providers 
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in many parts of the United States; furthermore, 
its greatest impact is felt in rural areas, where 
family physicians represent two-thirds of obstet­
ric providers. 7 

Current literature suggests that the decision to 
discontinue the practice of obstetrics is complex 
and multifactorial. Although recent studies have 
reported that lifestyle issues are increasingly con­
sidered in this decision, malpractice insurance 
costs and fear of lawsuits have been and continue 
to be frequendy cited as most important.8-13 In 
response, legislation has been crafted to help sta­
bilize malpractice insurance premiums by creat­
ing tort reform in some states.7•8 Federallegisla­
tion also has allowed state Medicaid programs to 
provide coverage of otherwise uninsured women 
and to increase reimbursement for obstetric serv­
ices, further improving the financial climate for 
obstetric practice.t2 This is the case in California, 
where such changes have been implemented. 
Legislative and administrative mandates since 
1986 have led to nearly a 100 percent increase in 
physician reimbursement for obstetric care to 

Returning to Obstetric Practice 413 

 on 11 M
ay 2025 by guest. P

rotected by copyright.
http://w

w
w

.jabfm
.org/

J A
m

 B
oard F

am
 P

ract: first published as 10.3122/jabfm
.5.4.413 on 1 July 1992. D

ow
nloaded from

 

http://www.jabfm.org/


Medicaid-sponsored (Medi-Cal) patients. Ex­
panded eligibility now allows for pregnant 
women with family incomes up to 200 percent of 
the federal poverty level to be covered under 
the Medicaid program, thus expanding the cover­
age to a group of women often previously un­
sponsored for obstetric care. These reimburse­
ment issues are obviously important and must be 
evaluated in relation to the cost of malpractice 
insurance. A recent event of possibly more im­
portance, however, is the nearly 25 percent de­
cline in annual malpractice premium for family 
physicians providing obstetric care by one of 
California's largest malpractice carriers.14 

The combination of changes in reimburse­
ment and malpractice premiums has had a sub­
stantial impact on the relative cost of practicing 
obstetrics for family physicians. In 1986 the 
additional premium offered by the current pri­
mary insurance carrier for family physicians 
practicing obstetrics in northern California to 
include low-risk obstetrics was $10,752 at the 
mature rate. At that time the global fee for a 
Medi-Cal obstetric patient was $520. In 1991 
the additional premium for practicing obstetrics 
had dropped to $8500 for family physicians with 
this insurer ($6500 under a special company­
sponsored obstetric risk-management pro­
gram). In addition, the current global fee 
under Medi-Cal had risen to $1012. When 
stated in relation to reimbursement, billings 
from 20 Medi-Cal obstetric patients were 
needed to cover the malpractice premium for 
these physicians in 1986 as opposed to eight 
billings in 1991. 

These changes in premium and reimbursement 
levels could increase the number of obstetric pro­
viders in three ways: (1) They should help to stem 
the attrition of providers currently practicing ob­
stetrics, as cost issues are frequently cited as a key 
reason for discontinuing obstetrics. The number 
of physicians currently practicing, however, is in­
adequate to meet the obstetric care needs in many 
areas; therefore, a net increase in providers is 
necessary. (2) The changes might encourage phy­
sicians in training to practice obstetrics after resi­
dency. Although the changes are essential for ad­
dressing access to obstetric care in the long term, 
the relatively small number of graduates each year 
would produce only a minor impact in the short 
term. (3) Finally, the changes could induce back 
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into obstetric practice a considerable proportion 
of the thousands of physicians who have discon­
tinued delivering babies. Theoretically, this last 
factor would have a more substantial impact than 
the first two. 

Studies in Texas (American Academy of Family 
Physicians Obstetrical Task Force, personal com­
munication, 1989) and Washington State have 
indicated that a striking number of physicians 
report they would resume obstetrics if malprac­
tice insurance premium costs decreased. IS The 
recent decrease in malpractice premiums in Cali­
fornia created an opportunity to study the effect 
of these changes on the attitudes regarding ob­
stetric practice of family physicians who had re­
cently discontinued obstetric care. Specifically, 
this study was designed to assess whether family 
physicians who cited rising malpractice rates and 
reimbursement issues as factors in discontinu­
ing obstetric care - and declared an interest in 
resuming obstetrics if a reduction in malprac­
tice insurance premiums occur - would, when 
faced with this opportunity, plan to return to 
obstetrics. 

Methods 
In 1990 all 748 family physicians listed with the 
California Academy of Family Physicians (CAFP) 
and 10 additional family physicians from the 26 
inland northern California counties (identified 
through other means) were mailed a postcard 
questionnaire asking whether they were currently 
practicing obstetrics or had stopped obstetrics in 
the previous 4 years, had discontinued obstetrics 
more than 4 years ago, or had never practiced 
obstetricsll (Figure 1). The status of 658 (78 per­
cent) of these physicians was determined (648 
through postcard survey, 10 nop-CAFP-listed 
physicians identified through 'telephone contact). 
A more detailed second survey instrument was 
mailed to the 97 respondents who reported that 
they had stopped obstetrics care within the last 4 
years. Data were obtained on age, years in prac­
tice, practice type, proportion of practice covered 
by Medicaid, and the number of deliveries per­
formed during and since their training. These 
physicians were also asked to specify reasons why 
they discontinued obstetrics and whether they 
would consider resuming obstetrics if certain fac­
tors changed. Those who said they would were 
asked to characterize the factors that would need 

 on 11 M
ay 2025 by guest. P

rotected by copyright.
http://w

w
w

.jabfm
.org/

J A
m

 B
oard F

am
 P

ract: first published as 10.3122/jabfm
.5.4.413 on 1 July 1992. D

ow
nloaded from

 

http://www.jabfm.org/


758 
Family Physicians In Study Area 

I 
I I I I 

85 (13%) 87(13%) 472(112%) 84(12%) 

Stili practicing Quit within Quit> 4 years Nonrespondant 
obatetrtca 4 years of ago or n.ver to poslcard 

poslcard survey practiced lurvey 
obslelrtca 

I I 
711(78%) 21 (22%) 

Responded 10 Old nol 
follow·up survey respond 

I 

I I I 
29(38%) 41 (54%) 8(8%) 

Would consider Would nol Old nol respond 
resuming obstelrics consider resuming loquesllon 

under cartaln obslelrtca regarding 
circumstances resuming obalelrics 

I 
I I 

211(90%) 3 (10%) 

Would consider resuming Malpractice premiums 
obslelrtca If malpractice nol a factor In 

Insurance rates resuming obslelrtca 
decreased 

I 
I I I 
2(7%) 21 (81%) 3 (12%) 

Already resumed Partlclpaled In Nol available for 
obslelrics telephone survey lelephone survey 

Figure 1. Flow chart of the study population. 

to change for them to consider resuming their 
obstetric practice. 

The second survey instrument was adminis­
tered approximately 1 year before the changes in 
malpractice insurance rates described earlier. 
Physicians in this survey who indicated that de­
creasing malpractice insurance rates would per­
mit them to consider resuming obstetrics were 
mailed a letter outlining the recent changes in 
decreased malpractice insurance. The informa­
tion about increased Medi-Cal reimbursement 
for obstetrics also was included. 

One to 2 weeks after the letter was mailed, each 
of the 26 physicians in this group was telephoned 
by a physician member of the research team. A 
brief questionnaire was administered containing 
closed- and open-ended questions. The respond­
ents were asked whether they were previously 
aware of the recent changes in malpractice insur­
ance premiums and were reminded that a major 
carrier in northern California was prepared to 
offer a substantial reduction in those premiums to 
family physicians practicing obstetrics. They were 
informed that the premium offered represented 

approximately a 25 percent decrease from the cost 
of the premium when they had discontinued 
obstetrics. 

All respondents were also questioned regarding 
their knowledge of the recent increases in reim­
bursementfor Medi-Cal-covered deliveries. After 
it was clear that the respondents had accurate 
information on malpractice insurance premiums 
and reimbursement, they were asked to estimate 
the probability that they would resume obstetric 
care in their practice in the next 12 months. They 
were given the following five-point scale: 1 = 
definitely not restarting obstetrics; 2 = unlikely to 
be restarting obstetrics; 3 = will consider restart­
ing obstetrics; 4 = likely will restart obstetrics; 5 = 
definitely restarting obstetrics. 

Results 
One hundred ninety-two (25 percent) of the 758 
family physicians in the 26 inland counties 
were practicing obstetrics 4 years before the 
study began (Figure 1). Of these physicians, 97 
(51 percent) had discontinued obstetrics in the 
previous 4 years. This number was nearly identi­
cal to the number of physicians who reported 
that they were continuing to practice obstetrics 
(95), although only 67 of those family physicians 
who have continued obstetrics were practicing 
outside the military or as faculty in residency­
training programs. Thus, in effect, more than 
one-half of the family physicians practicing ob­
stetrics in these northern California inland coun­
ties had discontinued obstetrics in the previous 
4 years. 

Seventy-six (78 percent) of the 97 family physi­
cians who had discontinued obstetrics responded 
to the follow-up survey questionnaire. In Table 1 

Table 1. Comparison of Pamlly Pb)'lldans Who Have Continued 
Obstetrics with Those Who Recendy Discontinued Oblltetrlcs. 

Discontinued Continued 
n=76 n=63 

Characteristics Mean(:!: SE) Mean(:!: SE) 

Age (years) 44 (:!: 1.26) 41 (:!: 0.76) 

Years in practice 13 (:!: 1.26) 10 (:!: 0.88) 

Deliveries during training 181 (:!: 21.79) 218 (:!: 19.77) 

Percent of Medicaid in total 17 27 
practice 

Percent practicing in city 54 24 
> 50,000 
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::::..-

physicians who discontinued obstetrics in the 4 
years previous to the survey are compared with 
those who continued obstetrics in private prac­
tice. The characteristics of physicians who con­
tinued to practice obstetrics are not substantially 
different from physicians who have discontinued 
obstetrics. 

In response to a question about reasons for 
discontinuing obstetrics, most physicians cited 
more than one factor. Fifty-three of the 76 (71 
percent) respondents who discontinued obstetrics 
indicated that the cost of malpractice insurance 
was a major reason for discontinuing practicing 
obstetrics. Thirty-three (44 percent) cited fear of 
lawsuits, and 22 (29 percent) cited insufficient 
reimbursement as reasons for discontinuing ob­
stetrics. Seventeen, or nearly 25 percent of these 
physicians, indicated that lifestyle issues were a 
factor in their decision. No other single factor 
was cited by more than 15 percent of the physi­
cians as their reason for discontinuing obstetrics. 
Twenty-nine (38 percent) of the physicians re­
ported that they would consider restarting obstet­
rics under certain circumstances. In Table 2 those 
who stated they would consider restarting obstet­
rics are compared with those who stated they 
would not. Twenty-six of the 29 (90 percent) 
stated that a decrease in malpractice premium 
rates would be necessary for them to consider 
resuming the practice of obstetrics. (Twenty-four 

Table 1. Physic'-""0 Statecl1hey Would Coasider l\t5Iar1I.DI 
0b&tetriaI1'etIU8 TIto&e ""0 Would Not. 

Characteristics 

Age (years) 
Deliveries during 

training 
Deliveries after 

training 
Percent of Medicaid 

in total practice 
Percent obstetric 

practice Medicaid 
when doing 
obstetrics 

Insurer(%) 
NorCa1* 
Doctors 
Other 
None 
No Response 

Would Restart 
n.29 

Mean(± SE) 

42 (± 1.58) 
151 (± 14.29) 

458 (± 119.67) 

17 (± 2.60) 

34(± 6.31) 

55 
21 
14 
3 
7 

Would Not Restart 
n=41 

Mean(± SE) 

46 (± 1.88) 
210(± 37.97) 

559 (± 118.75) 

18 (± 3.59) 

26 (± 5.00) 

51 
15 
24 
7 
2 

*Offers incentives for family physicians doing obstetrics. 
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of these 26 physicians also had cited malpractice 
insurance costs as a major reason for discontinu-
ing obstetrics). . 

Of these 26 physicians who in 1990 indicated 
they would consider resuming obstetric care if 
malpractice insurance rates were decreased, 2 had 
restarted obstetrics (unrelated to this change) in 
different practice settings, and 3 were unavailable 
or declined to be interviewed. Of the 21 remain­
ing physicians, more than one-half (57 percent) 
were aware of the decrease in malpractice insur­
ance premiums, and two-thirds (67 percent) were 
aware of the increase in reimbursement. When 
asked whether discontinuing obstetrics had an 
impact on the level of satisfaction in their prac­
tice, 9 reported a negative impact (less satisfac­
tion), 8 no impact, and 3 a positive impact (more 
satisfaction). 

Despite indicating interest in resuming obstet­
rics 18 months earlier should premiums be de­
creased, none of these 21 physicians indicated he 
or she would definitely restart obstetrics. Nor was 
there any physician who reported a reasonable 
likelihood of restarting. Ten physicians stated 
they would definitely not restart obstetrics, 7 said 
it was unlikely, and 4 responded they would con­
sider it (Table 3). No physician requested further 
assistance in resuming obstetrics. 

In response to an open-ended question, a wide 
variety of answers were given as to what barriers 
still exist for these physicians to resume obstetrics. 
Several respondents said their current practice 
situations were not conducive to obstetric prac­
tice, such as being in large multispecialty groups 
in which family physicians do not routinely in­
clude obstetrics in their practices. Also mentioned 
were practice time commitment in other areas, 
low need for obstetrics in current practice popu­
lation, being too busy, and the interference of 
obstetrics in other aspects of practice. In spite of 
the decreased malpractice costs, insurance premi­
ums continued to be perceived as a barrier to 
several respondents. The lack of "support" (from 
other family physicians, medical staffs, obstetri­
cians, and even from the physicians' own families) 
was identified as a major barrier by a number of 
the respondents. Interestingly, 2 physicians re­
ported concerns over potential transmission of 
human immunodeficiency virus and 1 identified 
inability to speak the language of a large segment 
of the obstetric population in his region as deter-
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1lIble 3. Current Interest In Resuming Obstetrics after • Malpradic:e 
Rate Decrease by Family PbysldllllS (0.21) Who Previously Slated 
an Interest In Doing So if Malprattice Rates Decreased. 

Physician Response 

Definitely planning not to restart obstetrics 

Unlikely to be reswting obstetrics 

Will consider restarting obstetrics 

Likely restarting obstetrics 

Definitely restarting obstetrics 

Number 

10 

7 

4 

o 
o 

rents. Surprisingly, inadequate reimbursement 
was identified infrequently as a barrier by the 
study group. 

Discussion 
Many family physicians cite the cost of profes­
sionalliability premiums as the precipitating rea­
son for stopping the practice of obstetrics. The 
principal finding of this study indicates that family 
physicians are unlikely to reverse their decision 
not to practice obstetrics even when the reported 
precipitating factor in that decision is corrected. 
This finding is particularly important because the 
family physicians in this study had recently dis­
continued obstetrics and stated that they would 
consider resuming obstetrics if lower malpractice 
premiums were available. 

It could be argued that the premium reduction 
in this study was not sufficient to induce a major 
change in practice by these physicians. It should 
be stressed, however, that the cost of malpractice 
insurance relative to reimbursement from the 
largest single payer (Medi-Cal) is less than one­
half of what it was when these physicians discon­
tinued obstetrics. The relatively few physicians 
involved in the study can also be considered a 
weakness. Nevertheless, the study included a high 
proportion of family physicians from a large area 
of the state, and the fact that no physician in the 
study indicated even a reasonable likelihood of 
resuming strengthens these results. Further, it is 
noteworthy that fewer than 100 family physicians 
of 758 in the study area were still practicing ob­
stetrics and that of those who recently dis­
continued, fewer than 30 even stated they would 
consider resuming obstetrics. Training in obstet­
rics is mandatory for family physicians; it is inte­
gral to the care of families, and societal need is 
high. Nonetheless, it continues to fade from 
family physicians' practices at an alarming rate. 

The small sample size in this study further under­
scores the magnitude of the problem of the 
vanishing numbers of family physician obstetric 
providers. 

Although these findings confuse the traditional 
thinking to some degree, it is still clear that medi­
cal malpractice issues continue to exert a pro­
found influence on practice patterns and access to 
care. It should be kept in mind that the physicians 
in this study overwhelmingly cited premium costs 
as a major reason for their discontinuing obstet­
rics. Rosenblatt16 has observed that provider con­
cern over obstetrical liability " .•. is perhaps the 
most perverse and pervasive issue shaping obstet­
rical practice . . • ." Constructing strategies in 
response to these concerns is an essential compo­
nent in shaping policies to reverse the shortage of 
obstetric providers. As our study demonstrates, 
however, addressing malpractice issues alone will 
not be enough. 

In the past, some of the most powerful disin­
centives to practicing obstetrics were economic in 
nature. High overhead (primarily related to insur­
ance costs) to provide this service and a relatively 
low number of deliveries, many of which were 
poorly reimbursed, created this unfavorable eco­
nomic situation. This condition, however, is 
changing. A study of those family physicians who 
have continued obstetrics in the same geographic 
area of this study reports that they now make a 
substantial income beyond the costs of malprac­
tice premiums from their obstetric practices. I I As 
"economic disincentives become less important, 
additional research should be done to define other 
correctable disincentives to the practice of obstet­
rics beyond malpractice insurance premiums and 
reimbursement. 

Although our study failed to define a specific 
additional factor that would induce physicians to 
return to obstetrics, a major theme did emerge in 
relation to this issue. That theme was a lack of 
expectation and support for the practice of obstet­
rics for these family physicians by other physi­
cians, hospital personnel, and even the families of 
the family physicians. This begs the question: Is 
obstetrics still truly part of family practice? Fur­
ther, is the malpractice issue simply a socially 
acceptable reason to discontinue when other fac­
tors are really the driving force? 

The impact of family physicians' exodus from 
obstetrics is particularly acute in rural areas, 
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where family physicians account for two-thirds of 
obstetric providers.7 Although the proportion of 
family physicians practicing obstetrics in rural 
areas is greater than in urban areas, the decrease 
has still resulted in large geographic areas left 
without any obstetric services. Mounting evi­
dence suggests that locally available obstetric care 
is necessary in rural areas to assure optimal birth 
outcomes.17-19 Lack of access to perinatal services 
in other areas of the United States, particularly to 
the poor, is at a crisis and is undoubtedly contrib­
uting to this country's poor perinatal statistics. H 
we hope to address these problems, it is critical 
that we determine accurately the disincentives to 
providing obstetric care, address them rationally, 
and begin to change the emerging "culture," 
which promotes the belief that obstetrics is no 
longer a part of family practice. 
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