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ABSTRACT: Maternity care access in the United States is in crisis. The American Congress of Obstetrics and Gynecology projects that by 2030 there will be
a nationwide shortage of 9,000 obstetrician-gynecologists (OB/GYNs). Midwives
and OB/GYNs have been called upon to address this crisis, yet in underserved
areas, family physicians are often providing a majority of this care. Family medicine maternity care, a natural fit for the discipline, has been on sharp decline
in recent years for many reasons including difficulties cultivating interdisciplinary relationships, navigating privileging, developing and maintaining adequate
volume/competency, and preventing burnout. In 2016 and 2017, workshops
were held among family medicine educators with resultant recommendations
for essential strategies to support family physician maternity care providers.
This article summarizes these strategies, provides guidance, and highlights the
role family physicians have in addressing maternity care access for the underserved as well as presenting innovative ideas to train and retain rural family
physician maternity care providers.
(Fam Med. 2018;50(9):662-71.)
doi: 10.22454/FamMed.2018.325322

Introduction

Since its inception in 1969, family
medicine (FM) training in the United States has always included maternity care. Family physicians (FPs)
who choose to provide maternity
care in their practices are rewarded
with a family-centered care model,
offering continuity of care to women and their families before, during,
and after the birth of their children.
In many places, particularly in rural
and urban underserved areas, FPs
provide primary care for patients
with chronic diseases, substance
use, mental health issues, and interpersonal violence, and are exceptionally well suited to provide these
services to the mother-child dyad.
The unique FM approach to care of
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patients, families, and communities
offers a comprehensive alternative to
the care provided by midwives or obstetrician-gynecologists (OB/GYNs).
The American Congress of Obstetrics and Gynecology (ACOG)
projects that by 2030 there will be
a nationwide shortage of 9,000 OB/
GYNs.1 Additionally, there has been
a trend of OB/GYNs moving to predominantly urban or less impoverished settings in the last decade.2
Many recent articles cite a need to
strengthen the certified nurse midwife (CNM) workforce through collaboration between ACOG and the
Association of Certified Nurse Midwives (ACNM), but little is mentioned about the role of FPs in filling
these gaps.1,34 Despite the ongoing

need for maternity care providers,
the percentage of FP maternity
care providers continues to decline
in the United States and Canada.5-10
A recent review of American Board
of Family Medicine Examination
questionnaires (for which response
is mandatory for registrants) from
2003 to 2016 indicated a decline in
FPs providing low volume of obstetrics services from 10% to 5% percent.
The number of FPs providing highvolume obstetrics services remained
steady until 2009, but declined by
50% from 2% to 1% after 2009.11
There is also a trend in declining
numbers of FPs caring for children
and women in general.12
Despite these trends, FPs often
still provide the majority of maternity care in rural areas of the US.13
The American Academy of Family
Physicians (AAFP) and ACOG both
acknowledge that FPs sometimes
provide all of the obstetric care in rural communities. The ACOG encourages OB/GYNs to partner with FPs
to ensure adequate training and consultation in rural areas.14 The AAFP
has similarly stated it will assist FPs
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who have training and demonstrated
competency in obtaining and maintaining privileges in maternal/child
care.15 Without the FP workforce,
the loss of access to maternity services in these economically disadvantaged communities will likely widen
the health disparities in the United
States.
Supporting FP maternity care providers aligns with the goals of both
professional organizations and of FM
as a comprehensive specialty that
strives to meet individual community needs. In 2016 and 2017 workshops were held at the Society of
Teachers of Family Medicine (STFM)
Annual Spring Conference to identify barriers for FP maternity care
providers and share best practices.
Drawing from these workshop discussions, this article describes strategies to overcome these challenges
by cultivating interdisciplinary relationships, navigating privileging,
developing and maintaining clinical
volume/competency, and preventing
burnout, as well as addressing the
unique considerations for rural FPs.

STFM Workshops

Workshops at the STFM Annual
Spring Conference in 2016 and 2017
involved medical students, FM residents, and practicing FPs discussing barriers to providing maternity
care and sharing best practices in
addressing these challenges. The
2016 preconference workshop, “Optimizing Interdisciplinary Maternity
Care in FM Residencies: Expanding
Your Teaching Toolkit,” included over
30 participants affiliated with FM
residency programs in 15 states, the
majority of whom were residency faculty. The goal of the workshop was
to showcase best practices in innovative FM maternity care curricula at FM residency programs. The
workshop focused on how interdisciplinary collaboration can address
maternity care challenges such as
skyrocketing intervention rates, persistent health disparities, and maintaining competency and engagement
with maternity care among FM residents and faculty. There were 20
FAMILY MEDICINE

presenters, primarily FP faculty (but
also one OB/GYN, two CNMs, and
one RN), affiliated with Boston University, Medical College of Wisconsin, University of California at Davis,
University of California at San Francisco, University of Massachusetts,
University of North Carolina, and
University of Wisconsin. Four breakout sessions included discussions
about collaborating with obstetric,
pediatric, and nursing departments;
bolstering outpatient maternity care
to address disparities and improve
access to care; teaching about normal
birth; and common issues for maternity care training (addressing privileging, volume, and competency).
At the 2017 STFM Annual Spring
Conference, based on the challenges
identified at the 2016 preconference,
another 1-hour seminar entitled
“Sticking With It: Mentoring Maternal Child Health Providers for the
Long Haul” drew approximately 40
participants. Six FP facilitators chose
preselected topics as a framework
for discussion in the seminar; these
included maintenance of volume, interdisciplinary relationships, privileging, and other barriers (which
included maintaining interest and
dealing with burnout and financial
issues). Participants discussed potential solutions, shared resources
such as local hospitals’ privileging
documents, highlighted concerns
about retraining pathways after time
away from maternity care practice,
and linked up to support one another through mentor and mentee
relationships. Participants also reviewed the important role of FPs in
addressing preconception care, rural and racial disparities, and public
health and community collaboration.

Cultivating Interdisciplinary
Relationships

The STFM workshop attendees identified instances of conflictual or obstructive relationships between FPs
and specialist physicians in maternity care who often do not have a
full understanding of FM training or
skills. Participants recommended collaboration through interdisciplinary

relationships as a key component in
FM maternity care practice as a way
of developing respect and trust between providers.16 These relationships include, but are not limited to,
relationships with labor and postpartum nurses, midwives, OB/GYNs,
pediatric clinicians, anesthesiology
clinicians, social workers, researchers, and policy makers in community health.
Workshop participants recommended that FPs work to improve
these relationships by fulfilling local clinical needs in critical patient
care arenas. Many hospitals employ
OB/GYNs as laborists for varying degrees of labor unit coverage, but also
hire CNMs, physician assistants or
nurse practitioners to staff labor/triage units, provide circumcision services, round on newborns, or provide
other aspects of maternity and newborn care. FPs can easily fill many
of these roles. By offering to help fill
long- or short-term gaps in provider
coverage, FPs can weave themselves
into the permanent fabric of a maternal-child health unit. FPs can also
build interdisciplinary relationships
by leading or teaching in specific maternity or team-building courses as
detailed in Table 1.17-25, 59

Navigating Privileging

Another recurring theme in the
STFM workshops was privileging
difficulties. FPs may struggle to get
privileges approved by hospital credentialing committees because there
is not a consistent national standard
set of FP maternity care privileges,
and requirements to obtain privileges at any individual hospital are often dependent on local or regional
needs and not based on an individual provider’s experience. Institutional requirements vary. Some may
require completion of a FM residency with specific obstetrics curricula
and adequate volume without defining a number, while others may require high procedural numbers and
fellowship training in order to apply
for even basic maternity privileges.
Workshop attendees recommended
FPs involved in writing privileging
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Table 1: Examples of Successful Interdisciplinary Programs
Project

Collaborators

References

All involved in direct
patient care

Safe Mother Initiative

OB/GYNs,
multidisciplinary
clinical staff, and
hospitals

10-year, $500 million
initiative to implement
standard approaches
for handling obstetric
emergencies

Improved maternal
mortality and
morbidity

Physicians, residents,
nurse midwives,
registered nurses and
other members of the
maternity care team

Teach maternity care
team skills to effectively
manage obstetric
emergencies

Improved patient
safety and positively
impact maternal
morbidity and
mortality

Nursing leadership,
physicians, nurse
midwives

Implementation
of evidence-based
hospital practices for
breastfeeding promotion
and support

Improved
breastfeeding
initiation and duration

Nursing leadership,
family physicians,
pediatricians,
midwives, obstetricians,
community partners

FPs have been
extensively involved in
implementation and
research related to this
model of care

Reductions in
prematurity and low
birth weight (LBW),
improved patient
satisfaction and
breastfeeding rates

National network of
family health centers
and family medicine
educators collaborating
with March of Dimes
and other community
partners

Model of screening
maternal health at wellchild visits for children
<2 years old: specifically
depression, smoking,
contraception use and
folic acid

Improved screening,
potential impact on
prematurity, LBW,
other perinatal
outcomes

Baby-Friendly Hospital
Initiative

Group prenatal care

The Interventions to
Minimize Preterm and
Low birth weight Infants
using Continuous quality
Improvement Techniques
(IMPLICIT) Network and
interconception care (ICC)
model

documents refer to the AAFP-ACOG
joint statement of cooperative practice and hospital privileges.26 The
joint statement emphasizes that providers should be granted privileges
commensurate with their training
and experience and not their specialty. Since allowing another specialty
to have control over FP privileging can lead to unrealistic requirements, STFM workshop participants
also strongly advised that FPs with
maternity care skills have representation on hospital credentialing
committees and participate in writing their department’s maternity
privileging requirements.
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Evidence-based set of
teamwork tools

Outcomes

Agency for Healthcare
Research and Quality’s
(AHRQ) Team Strategies
and Tools to Enhance
Performance and Patient
Safety (Team STEPPS)

Advanced Life Support in
Obstetrics (ALSO)
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Initiatives

When writing new privileges,
workshop attendees suggested that
FPs consult other local institutions
to make sure privileges include all
desired options of maternity care
that an FP may provide, even if not
desired by an individual provider.
Adding additional procedures later
(such as external cephalic version,
when only cesarean section was initially requested, for example) may
prove difficult and unintentionally
limit the scope of practice for future
FPs at that institution.
To facilitate privileging, workshop attendees recommended FPs
keep logs of procedures performed
as well as outcomes data to support

Improved
communication and
teamwork skills
among health care
professionals

17

18

19, 20, 21, 59

22

23, 24

25

their privileging application. FM faculty from several programs recommended including a provision for
proctoring new providers to ensure
baseline and ongoing quality practice
patterns.27 Of the privileging documents reviewed during the STFM
workshops, no institution required
fellowship training to attend normal vaginal deliveries, and faculty
experts in the workshops agreed that
proficient FM residency training and
competency in maternity care is sufficient to obtain normal vaginal delivery hospital privileges (Table 2).28
The AAFP has recently updated their privileging section for
members to include “Medical Staff
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Table 2: Sample of Privileging Requirements in the United States28
Setting

Vaginal Delivery Privileges

C-Section
Privileges

Reentry

Additional Requirements
ABFM board certified OR
within 2 years of residency
graduation

Academic
University (AZ)

15 deliveries within 24
months, 3 proctored
deliveries

Not defined

15 proctored deliveries

Academic
University (MI)

80 during residency

Not defined

Re-training course and
1-4 weeks of supervised
call

Academic
University (MS)

“Completion of residency” no
number defined

Not defined

“Sufficient volume of
patients during the
past 24 months”

Academic
University (MN)

“Completion of residency” no
number defined

Not defined

24 deliveries or
primary management
of labor

Community
Hospital (OH)

24 deliveries in past 24
months

Not defined

Not defined

Completion of residency
with 3 or more months of
obstetrics

Academic
University (NM)

Completion of residency in
past 12 months

Fellowship
training

30 deliveries in past 24
months

ALSO Certification

Community
Hospital (CA)

Completion of residency, 6
proctored deliveries

Not defined

Not defined

Academic
Community
Hospital (CA)

Completion of residency

Not defined

40 deliveries in past 3
years

Academic
University (OH)

20 deliveries within 24
months

Not defined

20 deliveries within 24
months

ALSO certification

Academic
Community
Hospital (CA)

15 deliveries within 24
months, 3 proctored

100 as
primary
surgeon

Not defined

Residency completion with
3 months of obstetrics

Academic
University (OR)

Competence and adequate
volume within past 24
months

Not defined

Not defined

Bylaws,” “Steps for Hospital Credentialing and Privileging,” and “Avoiding a Hospital Privilege Dispute.”
This webpage resource contains a
checklist for FPs to determine if
they should pursue legal action in
the event of a privileging dispute.
There are precedents, including one
in California where the doctor was
still denied privileges after an appeal
(Eric Runte, Plaintiffs-appellants v
Sonora Community Hospital, Donovan Tee,; Hillside Obstetrics and Gynecology, Medical Group, Inc, Louis
Erich, Sonora Medical Group, Inc,
Defendants-appellees, 236 F.3d 1148
[9th Cir. 2001]) and another where
a doctor and health care system
were able to resolve their privileging conflict through mediation with
FAMILY MEDICINE

the assistance of the Texas Medical
Association (Dr Jeff Alling and Wise
Regional Health System).29
The related issue of obtaining
privileges for maternity care after
a lapse in practice can be very challenging. Each hospital has its own
policy regarding reentry, and many
hospitals do not have provisions in
the standard credentialing documents. There are no uniform guidelines on this topic; the requirements
vary widely even among major academic centers. Workshop presenters
recommended FPs seeking reentry
into maternity care consider contacting the STFM Family-Centered
Maternity Care Collaborative or the
“Famdel” listserv to help locate local

Completion of residency

and national mentors for assistance
through this process.1

Developing and Maintaining
Clinical Volume/Competency

For FP maternity care providers,
achieving adequate delivery volume
is a concern that starts in residency
training and continues throughout
their careers. In the United States,
FM residency programs vary greatly
in how much emphasis is placed on
maternity care. Some programs expect graduates to attend as many as
200 deliveries in residency while at
others, residents interested in maternity care struggle to attend 40.
Historically, the minimum residency
requirement was attending 40 deliveries; however, in 2014, numerical
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requirements were removed by the
Accreditation Council on Graduate
Medical Education because many
programs struggled to meet this
benchmark.30
In FM residency programs, obtaining volume varies regionally
and makes national requirements
for maternity care difficult to standardize. A recent survey found that
programs where trainees received
supervision by FM faculty preceptors, attended 80 or more deliveries
during residency, and had decisionmaking autonomy on OB rotations
were more likely to continue to provide maternity care after residency.5
In 2014, a work group assembled
from STFM educators proposed a
competency-based assessment system for maternity care procedures

including suggestions for minimum
procedural numbers to assess competency during training.31 While this
system is still in a trial stage, there
is discussion that this system could
provide clarification of FM competency and perhaps assist FPs to maintain scope of practice in maternity
care in the future (Table 3).31
FM residents interested in providing maternity care after residency
may find it difficult if their residency
does not have appropriate resources
to support such interest. At low-volume programs, workshop attendees
suggested that residents augment
their core rotations with additional
maternity care experience by taking extra obstetrics call from other
residents who are less interested, or
using elective time to increase their

clinical experience. It was also recommended that FM residencies support interested FM residents from
low-volume sites by establishing
mentorship with FM faculty for interested trainees, collaborating with
local maternity care providers or OB/
GYN training programs to create
innovative education opportunities,
and by working to support national
efforts through STFM to maintain a
national database of maternity care
elective sites. In an effort to support FM residencies that lack solid
maternity care training, workshop
attendees also suggested that FM
residencies with strengths in maternity care offer to host residents from
other sites.
Once in practice, FPs may struggle to maintain a sufficient volume

Table 3: Proposed Obstetrics Training Guideline31
Competency
(Minimum Number Before
Assessment)

Cesarean primary surgeon

Basic Maternity
Care

Comprehensive Maternity Care

Advanced Maternity Care

Basic Maternity
Care and
Spontaneous
Delivery

Comprehensive Maternity Care
Including Vaginal Delivery

Advanced Maternity Care
With Cesarean Delivery

No

No

Yes

Skills and Procedures (Minimum Number for Competency Assessment)
Prenatal encounters (includes
prenatal visits, continuity visits,
antepartum, triage, and emergency
evaluations)

150

150

250 (including at least 100
high-risk encounters)

Outpatient postpartum care/
intrapartum care/continuity cases

10/10/3 (no
continuity
delivery required)

10/40/10(pre/postnatal and
delivery required)

10/80/10 (pre/postnatal and
delivery required)

Vaginal deliveries/perineal repairs

20-40**/0

40-80**/5

80/10

3rd/4th-degree laceration repairs

0

0

5

Instrumented vaginal deliveries

0

5*

5

Cesarean assist/primary surgeon

0/0

5/0

5/70-100**

Not applicable
(N/A)

N/A

40-60**/30-40**

Intraoperative/postpartum tubal
ligation

N/A

N/A

3/10

Dilation and curettage (uterine
evacuation)

N/A

N/A

10

Primary/repeat cesarean

* The volume of deliveries and the overall low operative vaginal delivery rate may prohibit some residents from meeting this benchmark, and in
this case alternative training with simulation models is encouraged.
** Range provided shows the minimum number to evaluate for the competency, and the upper number is the highest number expected to achieve
the competency.

666

OCTOBER 2018 • VOL. 50, NO. 9

FAMILY MEDICINE

SPECIAL ARTICLE

of maternity patients to maintain
competency. Creating maternity care
volume in low-volume sites can be
difficult, but some FP practices have
successfully improved volume by tailoring their practices to the needs
of the community through partnerships with community and public
health organizations. During the
STFM workshops, attendees presented and discussed known models of
FM clinics that collaborate with community agencies and specialize in
teen pregnancy, opiate and multiple
drug addiction, HIV/AIDS patients,
and prenatal group visits tailored to
underserved women. For example,
some FPs prescribe buprenorphine
and take referrals from OB/GYNs
for prenatal management of women
with addiction. FPs in some practices
also care for babies of these mothers
in the critical neonatal withdrawal
period, providing continuity as “dyad
specialists.” FP maternity care providers can provide close follow-up
for patients with gestational diabetes, preeclampsia, obesity, and other
high-risk conditions which may improve the overall care of women and
the outcome of future pregnancies.
Workshop attendees also showcased group prenatal care as a
unique and important model of care
that is associated with improved patient satisfaction, reduction in health
disparities, and positive maternal-fetal outcomes.32 FPs with experience
in group care in other realms such as
diabetes or chronic pain groups can
market these skills to maternity populations, and there are examples of
FP practices that have had success
with the type of models that were
reported at the workshops. Group
prenatal care may also be a way to
recruit new FP maternity care providers, as a recent survey of FM residency program directors found that
group prenatal visits were associated
with residents being twice as likely
to provide maternity care and participate in obstetrics fellowships after graduation.24
Ensuring that patients and insurance providers are aware that FPs
provide maternity care by including
FAMILY MEDICINE

them in provider listings and implementing proper marketing might
also improve patient volume.33,34 Another novel idea to increase volume
that has been previously successful
is to offer free pregnancy tests and
then provide prenatal care for those
who choose to continue their pregnancy.35 Workshop attendees recommended acting as a referral source
to provide vaginal birth after cesarean services, collaborating with midwifery practices, and partnering with
rural hospitals to accept transfers as
possible ways to generate obstetrical volume.
Rural FP maternity care providers face unique challenges. They
may be called upon to provide care
to high-risk patients who have no
other options for care, and to perform operative deliveries in settings
where obstetrical volume is low.36 In
one recent survey, 55% of the rural
hospitals had FPs on staff attending deliveries, and 32% had FPs performing cesarean deliveries.9 The
ACOG’s position statement on practice considerations for rural and lowvolume obstetrics states that support
of health care providers in these
settings is a shared responsibility
among community, government, payers, and health care facilities.37 Table
4 lists innovations that have been
used to recruit, train, and support
those who choose to practice in rural settings.36, 38-49 Nearly all of these
programs require funding and collaboration with stakeholders such
as communities or the government
in order to be successful in addressing maternal health disparities in
rural populations.

Preventing Burnout

One result of the many obstacles
FP maternity care providers may
encounter is burnout, defined here
as being at high risk for leaving maternity care practice. One model of
FM maternity care is for an individual physician to provide all the
prenatal and delivery care with a
commitment to come to the delivery
as a model of continuity of care for
the woman and her family. However,

this may not be feasible for every FP
wanting to provide maternity care
when they do not have the support
needed to balance work, family, and
personal responsibilities. Workshop
attendees recommended identifying
alternative patient coverage strategies to make providing maternity
care more feasible. These models
could include call sharing with other
FPs, CNMs, and/or OB/GYNs within
the practice, hospital system, birth
center, or community. In-house call
coverage or laborist models of care
provide an alternative to the traditional call coverage models. In addition, setting reasonable limits in
patient volume and/or complexity
may help FPs maintain balance and
not become overburdened.
Ensuring that FPs are adequately compensated for their efforts either monetarily or with time off can
also help reduce the risk of burnout.
Workshop participants discussed
practice models that ensure that
those attending deliveries are released from outpatient clinical care
after an overnight shift or receive vacation or administrative time as reimbursement for after-hours work
as potential ways to temper burnout risk. Workshop attendees also
reported that FPs providing intrapartum care and deliveries generally received higher pay for providing
these services, but they also often require higher malpractice insurance
premiums than those who do not attend births.50 It was recommended
that FPs negotiating new contracts
ensure their base salary and productivity incentives are sufficient to
compensate their insurance expense
in addition to the after-hours work
necessary to provide maternity care.
Burnout can present itself with
decreased fulfillment in one’s work.
Qualitative studies identify the emotional aspects of providing intrapartum care as being influential in the
decision of whether to practice obstetrics. A bad outcome associated
with a birth may carry a larger burden of emotional stress for some providers and include feelings of guilt or
inadequacy or fear of litigation. On
VOL. 50, NO. 9 • OCTOBER 2018
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Table 4: Innovations in Training and Retention of Rural Family Physician Maternity Care Providers
Innovation

Outcomes

References

38, 39

Preparing the Personal
Physician for Practice (P4)
program 2007-2012

Educational redesign at 14
residency programs in the US
that varied structure, content,
length, and location of training

No difference in scope of care compared
with those without P4, and higher rates
inpatient and nursing home care as well
as vaginal deliveries (19.3% versus 9.3%)

Comprehensive medical
school rural programs

Offers priority of admission
to students likely to practice
primary care in rural areas
and provides mentoring, and a
required rural curriculum

60.0% chose primary care, with most
practicing family medicine (50.4%)

Places residents in a rural
location for more than 50%
of their training with focused
rural, obstetric, pediatric and
emergency training

2008-2015 more than 35% were
practicing in rural areas during most
of that time, about twice the proportion
of family medicine residency graduates
overall; Rural practice choices were also
persistent over time

Offers family medicine
physicians additional training in
obstetric care

In a survey of 165 graduates, 44% of
fellowship graduates practice in rural
areas, 88% are based in community
hospitals, and 49% are faculty in family
medicine residency programs with 66%
reporting having obtained cesarean
delivery privileges.

36

Offers family medicine
physicians training for rural
practice, including significant
training in routine and operative
obstetrics

75% of rural fellowship graduates
practiced in rural communities <25,000,
nearly all obtain high-risk obstetrics
privileges, and 75%-94% obtain cesarean
privileges.

43

Provides monetary incentive
for service in underserved
communities

Participants are significantly more likely
to practice in underserved areas beyond
contractual period. 40% of physicians
were practicing in either the county of
their original assignment or a separate
rural community 8-16 years later.

Rural training track
residency programs

Family medicine obstetric
fellowships

Rural fellowships

National Health Service
Corps

40

Title VII Funding of the
Public Health Service Act

Provides funding support to
schools for training primary care
clinicians

Students from schools with this
funding are more likely to practice in
underserved areas.

Telemedicine compact

Provides a coordinated
telemedicine team that works
with rural hospitals to stabilize
patients, arranged transport, and
prepare the tertiary care hospital

Improving patient care and retaining,
recruiting and supporting practitioners
in rural settings

Teamwork training in a
simulation setting to improve
knowledge, practical skills,
communication, and performance
in acute obstetric situations

Implementation of team behaviors to
reduce medical errors and improve
patient safety

Team-based training and
simulation
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41, 42

44, 45

46

47

48, 49

FAMILY MEDICINE

SPECIAL ARTICLE

the other hand, the extreme joy of
participating in births and the continuity of care that doing so offers is
an emotion that often sustains FP
maternity care providers in their
work. There was a strong opinion
among workshop attendees that intentionally creating specific professional support around bad outcomes
while celebrating the unique joys
of providing intrapartum care and
sharing this support with learners
may help to support FP maternity
care providers to continue to practice
while inspiring a new generation.51,52
Workshop participants encouraged FP maternity care providers
to be actively involved in mentoring
learners to combat burnout by, for
example, offering free attendance to
ALSO courses for medical and nursing students, and/or getting learners
involved in group prenatal care.
As the FP maternity care provider workforce shrinks, FP maternity care providers may feel isolated
and unsupported as they deal with
these aforementioned challenges.
Workshop presenters all agreed that
FP maternity care providers may be
more successful if they identify mentors to assist in developing an individualized action plan (see Appendix
A at http://www.stfm.org/Portals/49/
Documents/FMAppendix/GoldsteinAppendix-A-FM2018.pdf), utilizing
the solutions outlined above to overcome personal and local barriers.28 In

addition to local mentorship, online
communities and listservs are available to support new or returning FP
maternity care providers and provide mentorship and guidance utilizing individual perspectives from
other areas of the United States and
Canada.*†
FP maternity care provider scarcity is multifaceted. While malpractice
concerns are often cited as a reason
that FPs do not provide maternity
care, there is very limited evidence
of this in recent literature. One study
in Michigan showed no impact of
malpractice burden, but did show a
trend in rural FPs being four times
more likely to withdraw from obstetric care than their urban counterparts.54 Intangible lifestyle issues,
problems with interprofessional relationships, competency concerns, privileging, and lack of mentorship and
support in problem solving all likely
contribute to burnout or a trend in
lack of interest early in one’s career.55

Conclusion

This article provides recommendations to address many of the challenges facing FP maternity care
providers and highlights how FPs
are particularly suited to fill needs
of individual communities (Table 5).
With the decline in the number of
FP maternity care providers, there
is a need to support those who still
choose to practice, particularly when

the ACOG projects such a large
shortage of obstetric providers by
2030.1
FPs fill an important niche, addressing racial and socioeconomic
disparities through public health
collaboration and community engagement. Further research on FM
patient-oriented outcomes is necessary to emphasize that FPs continue
to provide safe, cost-effective, highquality maternity care in the 21st
century. While some literature exists,
it is limited.56-58 Additional research
will likely validate the role FM has
in stabilizing the nation’s declining
access to maternity services while
providing cost-effective care and improving health outcomes for rural
and urban underserved populations.
The provision of high-quality
and safe maternity care to rural
and underserved communities is a
shared public health responsibility.
All stakeholders, including specialty
professional societies (ACOG, AAFP,
and ACNM), must collaborate to address workforce shortages including
supporting the continued provision
of maternity care within family medicine. Family physicians providing
maternity care need to encourage
all levels of national and educational leadership to promote these efforts
as a vital component of the specialty.

Table 5: Suggested Solutions to Common Issues for Family Physician Maternity Care Providers
Cultivating Interdisciplinary Relationships
•
•
•
•
•
•
•

Serve on interdisciplinary committees
Share work spaces, triage, rounding, and call
Collaborate on journal club and case reviews
Develop guidelines and collaborative agreements
Share tools and training
Seek mediation if needed
Partner with community

Preventing Burnout
•
•
•
•
•
•
•
•

Navigating Privileging
•
•
•
•

Keep credentialing in family medicine department
Find out local standard of care
Use available online resources for guidance
Consult mentors

FAMILY MEDICINE

Remember personal/professional goals
Retain scope in areas of interest
Keep newborns
Maintain work-life balance
Learn to say no and set limits
Find mentors to help problem solve
Consider different practice models
Arrange to have day off after night call
Developing and Maintaining Clinical Volume/Competency

•
•
•
•
•
•

Seek opportunities for extra experience for residents
Seek simulation training
Offer free pregnancy tests
Identify community needs and collaborate to fill them
Act as a consultant
Market to patients and insurers
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Footnotes

To subscribe to famdel, simply
send an email message to listserv@
lsv.uky.edu. Leave the subject line
blank. In the body text type “subscribe FAMDEL (your full name).”
To receive the digest in which messages are grouped together and
sent once a day send the following
e-mail message to listserv@lsv.uky.
edu: “subscribe famdel (Your name
without brackets) set famdel mail digest.” Current subscribers can post
messages by emailing famdel@lsv.
uky.edu (include a descriptive subject line).
†
To join STFM CONNECT go to
https://connect.stfm.org/home, for
STFM members only. To join the
Family-Centered Maternity Care
collaborative update your connections by going to the “My Connections” section of your STFM profile
and modify your selections.
*
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