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3.01
Hueston WJ.  Impact of a family physician-staffed maternity center on obstetric services in a rural region.  J Fam Pract 1990; 32(1):76-80.

ABSTRACT:  In the past few years rural hospitals have found obstetric care increasingly difficult to provide.  A trend toward family physicians abandoning the practice of obstetrics has been a major obstacle for these hospitals.  Malpractice cost and pressures, professional isolation, and inadequate training have all been cited as reasons that family physicians in rural areas have stopped delivering babies.  Faced with a large number of women giving birth without prenatal care, a hospital in eastern Kentucky began a regional primary care obstetric unit to assure that obstetric care would be available to all patients who needed it. 

The hospital chose to staff the maternity center with family physicians so it could offer a family-centered obstetric program and newborn care.  Since the opening of the maternity center in 1985, hospital deliveries have increased over 30%, while the percentage of patients who give birth without prenatal care has fallen from 3.0% to 0.7%.  This report describes the factors behind the creation of the maternity center, its effect on the hospital, and its effect on the family physicians who serve on its staff.  

COMMENT:  Note that the hospital specifically chose family physicians for this OB service because those family physicians could provide additional pediatric, newborn, and adult care. 

This was critical to survival of the hospital and the health care system in the rural hospital.

3.02
Allen DI, Kamradt JM.  Relationship of infant mortality to the availability of obstetrical care in Indiana.  J Fam Pract 1991; 33(6):609-613.

BACKGROUND.  Projects that are currently under way in Indiana to improve access to obstetrical care have not addressed the availability of these services in nonmetropolitan areas.  This study was designed to identify all physicians who were providing obstetrical services in every county throughout the state to determine if there is a correlation between the availability of these services and the infant mortality rate in nonmetropolitan counties.

METHODS.  A state-wide physician profile maintained by the Indiana Academy of Family Physicians was cross-referenced with a telephone survey of all hospitals in the state to identify those physicians providing obstetrical services within each county in Indiana.  The number of physicians in each county was then compared with the number of births per year by mothers from that county to determine whether nonmetropolitan counties had sufficient physicians to provide obstetrical services.  Finally, these findings were compared with the most recent infant mortality rate for each nonmetropolitan county.

RESULTS.  A total of 610 family physicians, 311 obstetricians, and 75 general practitioners were providing obstetrical care in Indiana.  There were 10 counties that did not have a physician who delivered babies practicing in that county.  Thirty-two counties had more women who needed obstetrical care than the current number of physicians could serve. There was a negative correlation between physician availability and infant mortality in Indiana's nonmetropolitan counties (r = -.38; P < .02).

CONCLUSIONS.  Access to care for pregnant patients is a major problem in rural Indiana and hampers Indiana's ability to reduce its current infant mortality rate.

COMMENT:  This study provides one more point of estimate of average OB loads.  For family physicians, the average load was 50 per year, for obstetricians the average was 200 deliveries per year.  The study noted there was a significant shortage of physicians providing obstetrical care in over 45% of Indiana counties.  Over all, this study implied that 14.4% of Indiana's infant mortality in nonmetropolitan counties was explained by a lack of physician availability.

3.03
Nesbitt TS, Connell FA, Hart LG, Rosenblatt RA.  Access to obstetrical care in rural areas: Effect on birth outcomes.  Am J Public Health 1990; 80:814-818.

3.04
Foster DC, Guzick DS, Pulliam RP.  The impact of prenatal care on fetal and neonatal death rates for uninsured patients:  a "natural experiment" in West Virginia.  Obstetrics & Gynecology 1992; 79:49-5.


COMMENTS from Family Practice Update: Closing of rural OB/GYN program demonstrates dramatic impacts of prenatal care on infant survival, and of malpractice liability on obstetric practices.

A multi-county program in rural West Virginia to deliver prenatal care to a population of uninsured patients (or those receiving only Maternal and Childrens' Health Program services) improved infant survival rates dramatically and significantly.  After the project was terminated, a casualty of obstetric malpractice liability premium costs, infant mortality rates rose again to levels approximating the pre-project levels.

Between January 1984 and December 1986, a private group practice contracted with the State of West Virginia to provide prenatal services over a three-county region and intrapartum care at a level 2 hospital.  Before (January 1984) and after (December 1986) the operating life of the project, the uninsured lacked prenatal care.

Between January 1984 and December 1986, i.e., during the life of the program, the hospital-wide fetal death rate declined from 11.8 per 1,000 live births to 7.2.  During the operation ofthe program, the rate for the uninsured/MCH patients declined from 35.4 to 7.0.  The rate for the privately-insured patients declined from 10.0 to 3.1.  Both off the latter two declines wer statistically significant.

3.05
Carroll JC, Reid AJ, Ruderman J, Murray MA.  The influence of the high-risk care

environment on the practice of low-risk obstetrics.  Fam Med 1991; 23(3):184-188.

ABSTRACT:  This retrospective chart review compared the intervention rates in 2,365 low-risk obstetric patients at three urban teaching hospitals, two of which were high-risk, perinatal referral centers.  The third cared for mostly low-risk patients.  The hypothesis was that rates of intervention in low-risk pregnancies would be higher in the high-risk care environment. Family physicians at the perinatal referral centers performed significantly more artificial rupture of membranes, epidural blocks, augmentations of labor, and episiotomies on their low-risk patients than did those at the low-risk hospital.

This trend was also found for obstetricians but did not reach statistical significance.  Thus, the conclusion was drawn that caring for low-risk patients in a high-risk care environment is associated with a higher intervention rate by family physicians.  Factors that may contribute to this finding are discussed.

3.06
Lomas J, Enkin M, Anderson GM, Hannah WJ, Vayda E, Singer J.  Opinion leaders vs audit and feedback to implement practice guidelines.  Delivery after previous Cesarean section. JAMA 1991; 265:2202-2207.

ABSTRACT:  A randomized controlled trial with 76 physicians in 16 community hospitals evaluated audit and feedback and local opinion leader education as methods of encouraging compliance with a guideline for the management of women with a previous Cesarean section. The guideline recommended clinical actions to increase trial of labor and vaginal birth rates. Charts for all 3552 cases in the study groups were audited.  After 24 months the trial of labor and vaginal birth rates in the audit and feedback group were no different from those in the control group, but rates were 46% and 85% higher, respectively, among physicians educated by an opinion leader.  Duration of hospital stay was lower in the opinion leader education group than in the other two groups.  The overall Cesarean section rate was reduced only in the opinion leader education group.  There were no adverse clinical outcomes attributable to the interventions.  The use of opinion leaders improved the quality of care.
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Perkin RL.  Progress notes.  Obstetrics anyone?  Can Fam Phys September 1985; Vol. 31,pg. 1561.

3.08
Perkin RL.  Progress notes.  If it ain't broke, why fix it?  Part I.  Can Fam Phys October 1987; Vol. 33, pg. 2185-2186.

3.09
Reynolds JL.  Who should be doing obstetrics in the 1990s?  Can Fam Phys 1988; Vol. 34, pg. 1937-1940.

3.10
Reynolds JL, Klein M.  A monograph in:  The College of Family Physicians of  Canada.  The Family Physician as Primary Health Care Provider.  Family practice obstetrics:  requiem or renaissance.  Mississauga, Ontario, Canada 1993, p. 51-60.

3.11
Reynolds JL.  Family practice obstetrics:  the future is bright.  Can Fam Phys 1991; Vol. 37, pg. 1819-1820.

COMMENT:  Dr. Perkin is the Executive Director for the Canadian College of Family Physicians and Dr. Reynolds is a member of the Obstetrics Interest Group for the Canadian College.  These publications span six years in which the Canadian College thoughtfully addressed the question of family physicians providing obstetrical care.  Their conclusions lend external validity to those reached by the American Academy of Family Physicians Task Force on Obstetrics.  

3.12
Larimore WL.  Should Florida's family physicians resurrect prenatal care in their practices? Florida Fam Phys 1993; 43(1):21-23.

SYNOPSIS:  Data describes the maldistribution of OB-capable physicians for rural counties in Florida.  In addition to geographic barriers, financial barriers are described.  The paper proposes that the state chapter of the AAFP should develop and maintain a network which supports prenatal and/or maternity care by family physicians in Florida.  Family physicians who chose not to do deliveries could be a part of a network providing high quality accessible prenatal care to rural and underserved communities.

3.13
Larimore WL, Griffin ZR.  Family practice maternity care in central Florida:  increased income, satisfaction, and practice diversity.  Florida Fam Phys 1993; 43(1):25-27.

SYNOPSIS:  Self reports of psychological satisfaction were dramatically higher among OB-capable family physicians than among the non-OB group.  These data demonstrate that both groups perceive a similar work load (in hours worked per year).  Once malpractice insurance is paid, the OB-capable group reports a positive $56,000 take-home, after-tax net income greater than the non-OB group.  These data suggest that broadly trained OB-capable family physicians are more likely to be psychologically and financially secure such that they can sustain OB-capable family practice in rural and underserved communities.

3.14
American College of Obstetrics and Gynecology.  "ACOG Task Force Unveils Report on Preventive Care," ACOG Newsletter, April 1993; 37(4):1-11.

SYNOPSIS:  "Is OB-GYN a primary care specialty?  No, we are the specialty of OB-GYN which delivers health care services to women; included in those services is the profession of primary care."

For many legislators, the definition of primary care is constantly being manipulated in order to obtain maximal public funding.  Currently, the federal government does not define OB-GYN as primary care.  Some obstetricians are working hard to obbtain status as primary care. This is also true for other groups such as emergency medicine, nurse clinicians, and others. 

As pointed out in references 4.12 and 3.13, up to 30% of obstetricians no longer deliver infants.  Obstetrics itself creates non-OB subspecialties such as GYN oncology, reproductive endocrinology, and others.  This reference documents the policy statement directly from ACOG.

3.15
Larimore WL, Reynolds JL.  Family Practice Maternity Care in America: Ruminations on Reproducing an Endangered Species--Family Physicians Who Deliver Babies.  J Am Board Fam Pract 1994; 7(6):478-488.

BACKGROUND:  The majority of family physicians do not deliver babies.  One reason might be the family physician's intrinsic comfort with person- or ppatient-centered care compare with the common obstetric approach of disease or physician-centered maternity care.  Another reason might be the uncritical intrusion of technology into maternity care.  In addition, family physicians often are made to feel unwelcome in many maternity care systems.

METHODS:  The medical literature from 1984 to 1994 was searched for the topics of obstetrics, maternity care, family-centered birthing, and family practice education.  Reasons to argue whether family physicians should provide maternity care were selected, and articles were chosen that described the self-reported reasons students, residents, or physicians give whether to provide maternity care.

RESULTS AND CONCLUSIONS:  There is no scientifically supportable reason for excluding family physicians from maternity care in any setting, and the current maternity care system, in many locations, creates an attitude of taught helplessness among family physicians.  In addition, family practice educators must for a variety of reasons be the primary role models and teachers of family-centered birthing for family practice learners.

Family-centered birthing provides excellent outcomes.  Birthing is both foundational and intrinsic to family practice.  Conversely, without family physicians maternity care in America might not be able to reach its full potential.

3.16
Larimore WL.  Family-centered Birthing:  History, Philosophy, and Need.  Fam Med February 1995; 27(2):132-138.

3.17
Hueston WJ, Applegate JA, Mansfield CJ, King DE, McClaflin RR.  Practice variations between family physicians and obstetricians in the management of low-risk pregnancies.  JFP 1995; 40:4:345-351.

BACKGROUND:  Studies suggest that family physicians and other generalist physicians practice differently than specialists.  This study was performed to determine whether practice patterns and outcomes differ for women with low-risk pregnancies who obtain maternity care from family physicians as compared with those who are cared for by obstetricians.

METHODS:  A retrospective chart review was performed at five sites across the United States.  Women who presented for elective repeat cesarean section or who had any one of 14 high-risk conditions were excluded from the analysis.  The ffinal sample analyzed include 4865 women.  Family physicians managed the labor of 2000 of these women, and obstetricians managed 2865.

RESULTS:  During intrapartum care, women managed by family physicians were less likely to have their labor induced (8.6% vs 10.4%, P=.03), receive oxytocin augmentation (14.9% vs 17.8%, P=.006), or receive epidural anesthesia (5.4% vs 17.0%, P<.001) as compared with those managed by obstetricians.  Delivery outcomes showed that patients of family physicians were less likely to have an episiotomy during vaginal delivery (53.7% vs 74.5%, P<.001) and a lower frequency of cesarean section deliveries (9.3% vs 16.0%, P<.001), especially for cephalopelvic disproportion.  When adjusted for potential confounders, rates for cesarean section and eipsiotomy for obstetricians were still significantly higher than those of family physicians.  For neonatal outcomes (low 1-minute Apgar score, neonatal intensive care unit admission, birth trauma, or neonatal infection), no significant differences were found between the care delivered by obstetricians and family physicians.

CONCLUSIONS:  Women obtaining maternity care from family physicians were less likely to receive epidural anesthesia dudring labor or an eipsiotomy after vaginal births, and had a lower rate of cesarean section delivery rates, primarily because of a decreased frequency in the diagnosis of cephalopelvic disproportion.  Differences between outcomes persisted after adjustment for potential confounders such as parity, previous cesarean delivery, and use of epidural anesthesia during labor.  No differences between the two physician groups with respect to neonatal outcomes were found.

3.18
Larimore WL, Davis A.  Relation of infant mortality to the availability of maternity care in rural Florida.  JABFP 1995; 8:392-9.

BACKGROUND:  This cross-sectional study was designed to explore the impact of the availability of maternity care services on the infant mortality rates in nonmetropolitan (rural) counties in Florida. 

METHODS:  We evaluated the sufficiency of physicians providing maternity care in each rural county.  We then constructed a mathematical model to compare physician availability with the infant mortality rates for each county, while controlling for socioeconomic variables.

RESULTS:  Thirty-one family physicians and 974 obstetrician-gynecologists were delivering babies in Florida in 1991.  Forty-seven counties were lacking in maternity care services; 45 of these counties had family physicians who practiced in the county but did not provide maternity care services.  There was a negative correlation in rural counties between availability of maternity care services and infant mortality (R = -0.42, R2 = 0.176, P = 0.012), implying that 17.6 percent of the variation in rural Florida's infant mortality was explained by a ranking in physician availability.  Multivariate analysis revealed that increasing infant death rates can be predicted by decreasing physician availability (P = 0.003).  A multiplicative risk model developed for this study demonstrated that the loss of 1 family physician delivering babies would predict the increase of infant mortality by 2.3 percent, and the loss of 1 obstetrician-gynecologist increased infant mortality by 9.6 percent.

CONCLUSIONS:  Access to maternity care for women in rural Florida is a problem that could be hampering Florida's ability to reduce its infant mortality rate.  Family physicians appear to be the most geographically distributed health care providers in Florida; therefore, strategies should be developed to recruit Florida's rural family physicians into maternity care.

3.19
Forti EM, Martin KE, Jones RL, Herman JM.  Factors influencing retention of rural Pennsylvania family physicians.  J Am Board Fam Pract 1995; 8:469-74.
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Nesbitt TS.  Preventing infant mortality and maternal morbidity (editorial).  J Am Board Fam Pract 1995; 8(6):494-6.
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