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To compare obstetrical practices and outcome, hospital charts
were audited of 50 patients cared for by each of three physician
groups: family medicine residents (FM), private obstetrician-
gynecologists (OB), and private general practitioners (GP).
The FM patient group was at highest perinatal risk on the basis
of maternal age, marital status, socioeconomic status, and
obstetrical history. FM patients had fewest total inductions,
elective inductions, early surgical rupture of membranes, and
augmented labors after conduction anesthesia. Mean duration
of total labor and all stages of labor were equal for the three
groups except FM multiparas, who had shorter total labors
than GP multiparas. FM patients had the least anesthesia, the
least analgesia, and the fewest conduction anesthetic blocks.
Rates were equal among the three groups for cesarean section,
episiotomy, and use of forceps. FM mothers had equal rates of
perinatal complications and FM infants had equal Apgar
scores compared to the other groups. These data differ from
previously published studies. Documentation of quality and
character of FM obstetrical care with the resulting favorable
comparison to that of obstetricians and general practitioners
has important implications for the fields of family medicine and
maternal-child health care.

The practice of family medicine includes com-
prehensive care of family, mother, and newborn
infant in continuity through the natural process of
pregnancy and childbirth. Understanding of cur-
rent trends in the development of the field of fam-
ily medicine and in the evolution of its role in
maternal-infant health-care services requires ob-

Frem the Department of Family Medicine, University of
Washington School of Medicine, Providence Family Medi-
cd Center, Seattle, Washington. Requests for reprints
should be addressed to Dr. Richard H. Layton, Providence
ramily Medical Center, 1715 E, Cherry Street, Seattle, WA

L&N K/\Ir— H'ce's now in the practice of family medicine in
, Montana.

THE JOURNAL OF FAMILY PRACTICE, VOL. 6, NO. 6, 1978

jective information on the quality and character
of obstetric care provided by the family physician.
The present study attempts to document the na-
ture of obstetrical care in one family medicine pro-
gram in an inner-city urban hospital setting, and
thereby stimulate discussion and study of the role
of obstetrics in family practice and the com-
plementary role of family medicine in obstetrical
care.

Method

The hospital records of 150 obstetric patients
admitted to Providence Medical Center, Seattle,
January through December of 1976, were re-
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OBSTETRICAL CARE AND OUTCOME

Table 1. Demographic Data

Family
Medicine

Maternal Age (Years)

Mean = Standard deviation 21.4 4.0
Marital Status (Number)

Never married 29

Married ever 21
Financial Status (Number)

Public assistance 39

Private insurance 1
Parity (Number)

Primipara 30

Multipara 20

viewed from three groups: 50 of the 79 patients
delivered by family medicine residents, 50 of the
413 patients delivered by private obstetrician-
gynecologists, and 50 of the 88 patients delivered
by private general practitioners. Using hospital
medical record indexes, all obstetrical patients de-
livered during the study period were grouped ac-
cording to specialty of attending physician and 50
patients were randomly selected from each group
for inclusion in the study.

The 15 family medicine (FM) residents all
worked at Providence Family Medical Center, a
family practice residency training program which
supplies comprehensive care including prenatal,
obstetrical, and pediatric care to families in Seat-
tle’s inner-city community. Residents deliver the
patients they follow for prenatal care, and de-
liveries are attended by family medicine faculty
physicians or selected private general practice
staff  physicians.  The five  obstetrician-
gynecologists (OB) were male and all except one
were certified by the American Board of
Obstetricians-Gynecologists. The seven general
practitioners (GP) included two females and none
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General
Obstetrics Practice Difference
FM-0OB FM-GP
286 + 6.1 257 £ 59 t =691 t =421
P < 0.001 P < 0001
4 9 X2 = 1742
46 41 df =2
P < 0.001
8 13 =80
42 37 df =2
P < 0.001
13 24 X2 = 12.03
37 26 df =2
P < 0.005

were certified by the American Board of Family
Practice. All private physicians in both groups hed
at least 20 years of practice experience.

Data were abstracted from each patient record
to document the patient’s demographic profile,
selected process factors to assess obstetrical
care, and measures of maternal and infant out-
come. Comparisons were made between the three
physician groups to document the obstetrical care
they provided and to evaluate the resulting out-
come. With N = 50 for each patient group, results
reported in number of patients can be doubled to
conveniently find group percentages.

Results
Patient Population

The demographic profile of patients from te
three physician groups is shown in Table 1 Family
medicine patients were significantly younger
(median age 20 years) than either OB patients
(median age 27 years) or GP patients (median ag
25 years). Significantly larger proportions of tre
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OBSTETRICAL CARE AND OUTCOME

Table 2. Characteristics of Labor

Number of Patients Family General
Medicine Obstetrics Practice Difference
FM-0OB FM-GP
Induction of Labor
Spontaneous labor 47 36 37 X2=9.25
Induced labor 3 14 13 df = 2
Induced with indication 3 3 4 P < 0.01
Induced without indication 0 10 9 P = 0.036* P = 0.062*
Rupture of Membranes
Spontaneous rupture 35 32 34 NS** N S**
Surgical rupture 15 18 16
Early surgical 1 7 6 P = 0.037* P = 0.05*
Late surgical 14 1 10
Augmentation of Labor
After conduction anesthesia 1 6 5 P = 0.033* P= 0.197*
Other indication 3 0 2

*Fisher-Yates Exact Test for Fourfold Tablesl
**X2 df =2, a = 0.05

FM patients were never married and on public as-
sistance than in either the OB or the GP groups.
More FM patients were primiparas than in the OB

group.

Labor

No differences were found between the three
patient groups in the number of weeks gestation at
delivery or in mean admission hematocrit level (37
percent for all three groups).

Induction of labor was performed significantly
less frequently in FM patients than in either OB or
GP patients (Table 2). Premature rupture of mem-
branes was the indication for all FM inductions
while the OB group had significantly more induc-
tions without any stated indication; a similar dif-
ference of borderline significance existed between
FM and GP patients. There were no differences
between the groups in proportion of patients with
spontaneous rupture of membranes. Among those
patients with surgical rupture of membranes, how-

THE JOURNAL OF FAMILY PRACTICE, VOL. 6, NO. 6, 1978

ever, significantly fewer patients in the FM group
than either the OB or the GP group had early sur-
gical rupture of membranes (rupture at cervical
dilation less than 4 cm and station less than zero).

Although no significant group differences were
found in total frequency of oxitoxin augmentation
of labor, significantly more OB patients than FM
patients required augmentation for arrest of labor
after conduction anesthesia. Comparison of mean
duration of total labor or of each stage of labor
(Table 3) failed to reveal any differences between
patient groups, even when compared within
primipara and multipara categories. The one ex-
ception was significantly shorter mean duration of
total labor among multiparas in the FM group than
the GP group.

Anesthesia

Significantly more FM patients had no anes-
thesia or only local or pudendal block anesthesia
than either OB or GP patients (Table 4). Signifi-
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OBSTETRICAL CARE AND OUTCOME

Table 3. Length of Labor

Mean + Standard Deviation Family General Difference*
Medicine Obstetrics Practice FM-OB FM-GP
Total Labor (Hours)
All patients 95 + 6.9 71 * 41 107 £ 79 NS NS
Primiparas 130+ 70 81 £ 47 13.0+ 84 NS NS
Multiparas 50+ 31 6.8 £ 3.7 88 £ 6.9 NS P < 002
Stage | (Hours)
Primiparas 119 + 6.7 74 x 47 119 + 81 NS NS
Multiparas 46 = 31 6.2 = 143 79 £ 6.7 NS NS
Stage Il (Minutes)
Primiparas 60.4 + 36.7 36.9 + 20.0 631 + 27.6 NS NS
Multiparas 20.9 + 10.0 27.2 = 157 241 + 134 NS NS
Stage Il (Minutes)
All patients 46 £ 37 38 + 33 36 £ 20 NS NS

* f-test, a = 0.05

cantly fewer FM patients had conduction anes-
thesia than did OB or GP patients, the difference
being due to fewer caudal blocks performed in the
FM group with no difference in the rate of spinal
blocks between the three groups. No FM patient
had general anesthesia.

Analgesia

Significantly more FM patients received no
analgesic than did the other two patient groups
(Table 5). Among those patients who received any
analgesic there was no difference between the
three patient groups in the number of medication
doses given. Among total patient groups, how-
ever, FM patients were given significantly fewer
doses of analgesic than were GP patients.

Delivery

Between the three patient groups there were no
differences in frequency of cesarean section or
episiotomy (Table 6). The FM group had lower
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frequency of use of low, mid, and total forceps,
but these differences failed to achieve statistical
significance. The FM group had significantly
fewer cases of persistant posterior fetal position
than the GP group.

Maternal Complications

The frequency of all complications—
hemorrhage, fever, preecclampsia, hypotension,
spinal headache—was equal for the FM and CB
groups and lower than for the GP group, but the
difference was not statistically significant (Table
7).
) No difference was found in the frequency of dl
perineal lacerations between the three groups.
Among patients with lacerations, however, te
FM group had more fourth degree lacerations
than the OB or GP groups. These fourth degree
lacerations in the FM group were significantly as-
sociated with primipara births (x2=4.69, df=b
P<0.05) and with the use of forceps (x2=508,
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OBSTETRICAL CARE AND OUTCOME

Table 4. Anesthesia

Number of Patients Family

Medicine Obstetrics

Conduction Anesthesia

Caudal block 1
Spinal block 25
Total conduction 26
Pudendal, local or none 24
General anesthesia 0

* X2 df = 2,a =0.05
** QNS for significance test

Table 5. Analgesia

Family
Medicine
Number of Patients
Receiving no analgesic 13
Receiving any analgesia 37
Doses of Analgesic
(Mean + Standard Deviation)
All patients 19 =18
Patients receiving
any analgesic 26 £16

* f-test, a = 0.05

df=I, P<0.025) but not associated with infant
birth weight, fetal position, or type of anesthesia.
Length of postpartum hospital stay was equal for
al three patient groups with a mean stay of 3.4

days.
Infant Outcome

Apgar scores at one minute and five minutes
were highest for the FM patients, but the differ-
ences between the groups were not statistically
significant (Table 8). No significant differences
were found between groups in infant birth weight.
Orefetal death occurred in the GP group. Roughly
half of each patient group chose to breast feed
their infants.

Discussion
The points documented by this audit, of
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General
Practice Difference*
25 24 P < 0.001
19 20 N.S.
44 44 P < 0.001
4 3 P < 0.001
2 3 e
General
Obstetrics  Practice Difference
X2 = 10.94
8 1 df = 2
42 49 P < .01
FM-OB* FM-GP*
18 + 14 25+ 14 NS P < 0.05
22 +13 25x14 NS NS

similarities and differences in the obstetrical care
provided by family medicine residents, private
obstetrician-gynecologists, and private general
practitioners, illustrate the quality and character
of the family medicine approach to patient care in
continuity through pregnancy and childbirth.

In each area examined, process and outcome
measures documented the obstetrical care pro-
vided by family medicine residents to compare
favorably to that of private OB and GP physicians
despite the fact that the family medicine patient
population was at significantly higher perinatal
risk on the basis of age, marital status, socioeco-
nomic class, and obstetrical history. Compared to
their OB and GP colleagues, FM residents attained
a record of equal length of labor, equal infant
Apgar scores, equal rates of maternal complica-
tions, and equal lengths of postpartum hospital
stay.

The features of FM obstetrical care that stood
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Table 6. Delivery

Number of Patients Family
Medicine
Cesarean Section 5
Fetal Position
Occiput anterior 44
Occiput posterior 4
Breech 2
Forceps
Low forceps 21
Mid forceps 1
Episiotomy 43

* X2-df = 2,a = 0.05

in contrast to the care provided by obstetrician-
gynecologists and general practitioners charac-
terized FM care as a more “natural” birth pro-
cess. Family medicine patients were less fre-
quently subjected to elective induction of labor,
early surgical rupture of membranes, or oxytoxin
augmentation of labor after anesthetic block. They
received less analgesia and less anesthesia. De-
spite this relative lack of intervention, patients had
no longer total labors and no increase in incidence
of prolonged labor in any stage. In fact, FM resi-
dents tended to deliver multiparous women in
shorter total time than did the general practition-
ers. The greater use of conduction anesthesia in
the OB and GP patient groups was perhaps re-
sponsible for their higher incidence of persistent
posterior fetal position.

Although there was no difference in rates of
episiotomies and lacerations, the finding that a
higher proportion of fourth-degree lacerations oc-
curred in family medicine resident deliveries with
the use of low forceps, suggests increased training
and experience in this procedure may further im-
prove resident skill.

This study was limited in size and scope and
thereby in the generalizations that can be made
from these observed associations. Larger studies
are currently underway to further assess the
suggestive findings and investigate larger patient
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General
Obstetrics Practice  Difference*
6 3 NS
FM-GP
40 35 X2 = 577
8 13 df =1
2 2 P < 0.025
26 28 NS
4 4
46 41 NS

populations and other patient care settings.

The audit previously published by Ely, Ueland,
and Gordon of the University of Washington3
comparing FM obstetrical care to that of a univer-
sity obstetrics-gynecology department provides
interesting confirmations and contrasts to the data
presented here. Both studies found essentially ro
differences between the FM group and the compari-
son physician groups in incidence of prolonged
second stage of labor or Apgar scores. Both
studies documented less use of conduction anes-
thesia.

Unlike the present study, however, with its de-
scription of a high-risk patient population under
the care of the FM residents, the University of
Washington study compared a high-risk referral
OB patient group to a relatively low-risk middle
class FM patient population. Within this favorable
patient population the University of washington
FM residents achieved a shorter length of postpar-
tum hospital stay than their obstetrician-
gynecologist counterparts, but they also recorded
significantly longer first stages of labor in ru-
liparas and significantly higher incidence of me-
ternal complications. In the present study FM
physicians equaled the record of both the
obstetrician-gynecologists and the general prac-
titioners on these measures.

Caetano’s study of birth certificates4 suggests
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Table 7. Maternal Complications

Number of Patients Family
Medicine  Obstetrics

Lacerations

Fourth degree 9 1

Third

degree 1 3

Second
Complications

Any complication 7 6

No complication 43 44

General
Practice Difference
FM-OB FM-GP
1
P = 0.04* P = 0.0005*
9
14
NS** NS**
36

* Fisher-Yates Exact Test for Fourfold Tables1l

**x2 df = 1, a = 0.05.

general physicians may diagnose and report com-
plications of pregnancy and childbirth more accu-
rately than obstetricians. That factor may operate
equally in both the present study and that reported
from the University of Washington, relatively in-
flating the complication rates for both groups of
FM residents in comparison to the OB physician
groups.

The documentation provided by this audit and
similar studies provides a basis for the evaluation
ofthe role of obstetrics in a comprehensive family
practice and the role of family medicine in
maternal-infant health care. Such evaluation
comes at a time critical to the continuing growth
and formulation of family medicine as a discipline
organizing medical knowledge and health-care
services, and critical to the development of policy
and patterns of the nation’s obstetrical care serv-
iCes.

Obstetrics is an integral part of family medicine.
Mehl, Bruce, and Renner5compared family prac-
tices similar except in their inclusion or exclusion
of obstetrics. They showed that including obstetri-
ca care in a family medicine practice was as-
sociated with improved physician satisfaction with
the practice, increased proportion of care pro-
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vided in continuity and to entire families, larger
numbers of pediatric patients, and increases in
practice time devoted to problems in the areas of
gynecology, orthopedics, minor surgery, and
psychosocial problems, especially as treated in the
context of the family.

The American Academy of Family Physicians
(AAFP) has included prenatal and obstetrical care
in the core curriculum for competency-based train-
ing in family practice residency training pro-
grams.6 University departments of family med-
icine and of obstetrics and gynecology have ser-
iously examined their roles in providing physi-
cian education in obstetrics.7 Planning by a joint
committee of the AAFP and American College of
Obstetrics and Gynecology (ACOG) for achieve-
ment of these core training requirements has es-
tablished family medicine as the training ground
for the other “primary care” specialties and sup-
ported the qualification of appropriately trained
family physicians to take major responsibility for
surgical complications of obstetrics.68 The related
AAFP/ACOG policy that hospital privileges for
such responsibilities should be based on docu-
mented training and proven competence rather
than arbitrary specialty divisions provides a strong
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Table 8. Infant Outcome

Family
Medicine
Apgar Score
1-Minute Score:
Mean 8.67
Range 4-10
5-Minute Score:
Mean 9.65
Range 8-10
Infant Weight
Mean 71b 8oz
Range 4 1b 10 oz
10lb 50z

* Mann-Whitney U, a = 0.05
** f-test, a = 0.05

foundation for guarantee of the family physician’s
role in continuing patient care in the arena of com-
peting specialists.9

Consideration of the role family medicine can
best play in the evolution of maternal-infant
health-care services must take into account these
objective assessments of quality and character of
family medicine obstetric care. The countercur-
rents of the continuing debate,such as pressure
towards regionalization of obstetric and neonatal
care, increased physician specialization, growth of
interest in family-centered maternity care, and al-
ternative approaches to childbirth, act in concert
to pull family medicine towards the center balance
point of the controversy. That point can add
another solid cornerstone to the foundation of
family medicine as it stands amid the patients,
practitioners, and politics of American health
care.
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General
Obstetrics Practice Difference
8.34 8.39 NS*
2-10 0-10
9.50 9.38 NS*
4-10 0-10
71b 30z 61b 14 0z NS**
41b 30z 3Ilb 50z
9lb 100z 91lb 60z
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