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these authors did, the groups may still differ in unknown
andpossibly unmeasured characteristics that influence the
outcomes. In addition, one cannot control for events
external to the trial that might change with time, such as
heightened awareness of preventive services in the general
public or a depressed economy during one ofthe periods
but not the other.

Outcomes measured. The authors compared the historical
control and environmental patient education groups with
respect to the rates of cholesterol testing, Papanicolaou
smears, tetanus boosters, and mammaograms among those
eligible for these services. A service was considered to have
been performed if it was ordered any time during the
4-month study periods.

Results. Rates of ordering the four preventive services
were not significantly different during the control and
intervention periods, ie, environmental patient education
did not appear to work. In trials with negative results, in
which no difference is found between groups, “power
calculations” are essential to inform the reader of the
chances of a type Il error. This type oferror occurs when
the study fails to detect a difference in the sample that
actually exists in the population as a whole. This report
includes power calculations both before and after data
analysis, allowing more precise interpretation of the neg-
dive results.

Recommendationsfor clinical practice. The authors are to
beapplauded for challenging standard assumptions about
prevention and patient education. They evaluated envi-
ronmental patient education in two ways: by barring staff
from discussing the patient education materials in the
waiting area, and by measuring changes in physician be-
havior rather than other less direct outcomes. Because of
the stringent outcome criterion, the negative results are
not surprising. Moreover, in real life, medical assistants
could be encouraged to chat with patients about preven-
tive services while checking them in.

Whilewe cannot be entirely confident of this study’sneg-
diveresults because ofthe nonrandomized historical con-
trol group, don’t toss those patient education pamphlets
yet. The entire office system may need to be involved to
achieve effective preventive services. Prevention cannot
thrive by video alone!

John M. Hickner, MD
Escanaba, Michigan
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Clinical question. Do practice patterns and neonatal out-
comes differfor women with low-risk pregnancies based on
whether they obtained maternity care from family physi-
cians or obstetriciansP

Background. Studies comparing management of labor
and delivery by family physicians and obstetricians have
produced conflicting results. Small sample sizes and use of
single hospital sites have limited previous comparisons.
While studies showing no differences have been con-
ducted in the United Kingdom and Canada, these results
may not apply to the medical environment in the United
States. The current study is the first large multicenter
comparison of differences in the management oflabor and
delivery provided by obstetricians and family physicians in
the United States.

Population studied. The study included a retrospective
random sample of 7367 women giving birth at five par-
ticipating hospitals in Morehead, Kentucky; Greenville,
North Carolina; Sioux Falls, South Dakota; Grand Rap-
ids, Michigan; and Schenectady, New York, during 1990
and 1991. Women were cared for by 178 family physi-
cians and 181 obstetricians. Those considered to be at
increased risk according to explicit criteria were excluded,
for a final sample of 2000 women managed in labor by
family physicians and 2865 managed by obstetricians.

Study design and validity. This is a retrospective, cross-
sectional study design. The greatest concern about the
study’s validity is uncertainty about the comparability of
the patients managed by each group ofspecialists. Ideally,
the best design involves randomization of patients to re-
ceive care from either a family physician or obstetrician.
When that is not possible, an attempt is made to develop
equivalent groups in the design phase, in the analysis
phase, or in both. The authors made a considerable effort
to develop comparable groups for this study. In the de-
sign phase ofthe study, they set clear inclusion and exclu-
sion criteria and categorized patients according to the
speciality of the physician who initially supervised labor
care. In the analysis, the authors adjusted for differences in
the study groups by using Mantel-Haenszel summary chi-
squares and logistic regression. They controlled for refer-
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ral bias by re-examining cesarean section delivery rates on
the basis of the specialty of the physician with whom
prenatal care was begun. Despite all these adjustments,
the equivalence of patients cared for by the family physi-
cians vs those cared for by the obstetricians remains un-
certain. Patient self-selection of specialty care could still
explain any observed differences.

Even if the patient groups cared for by family physicians
and obstetricians were truly equivalent, it is possible that
the hospitals selected are not representative of all hospi-
tals. This would affect the “external validity” or general-
izability of the findings. The investigators were wise to
choose a variety of geographic settings, including rural,
suburban, and urban, which increases the external valid-
ity. However, each of the participating hospitals had a
family practice residency program, which is not typical of
most hospitals in the United States.

Outcomes measured. Neonatal outcomes, such as Apgar
scores, and procedures related to management of labor
and delivery were among the outcomes measured. We are
not told what specific variables of interest were defined
before the chart audits were performed, nor are we told
how many variables were studied. Because the study does
not appear to be hypothesis-driven and because no statis-
tical adjustment was made for multiple comparisons, the
findings require confirmation in subsequent studies.

Results. Women managed by family physicians were less
likely to have their labors induced than those managed by
obstetricians (8.6% vs 10.4%, respectively), receive oxyto-
cin augmentation (14.9% vs 17.8%), have epidural anes-
thesia (5.4% vs 17.0%), have episotomy (53.7% vs 74.5%),
or undergo cesarean section (9.3% vs 16.0%). There were
no differences in neonatal complication rates. However,
serious adverse neonatal events, such as death and sei-
zures, are quite rare among patients with low-risk preg-
nancies, and this study did not include a sufficient number
of patients to detect a small but clinically significant dif-
ference in these outcomes.

Recommendations for clinical practice. Despite these
limitations, Hueston and his colleagues have produced
the best data to date describing variations in the man-
agement of labor and delivery between family physi-
cians and obstetricians in the United States. The “low-
er tech” approach of family physicians as compared
with obstetricians is consistent with other specialty
comparisons. It is hoped that their work will pave the
way for an even larger definitive study of obstetric and
neonatal outcomes of pregnancies managed by obste-
tricians, family physicians, and nurse midwives.

John M. Hickner, MD
Escanaba, Michigan

402

Public Health or Public Relations?

It's often difficult to understand what some medical
organizations and health agencies actually do for public
health, especially on issues like teenage tobacco and alcohol
use. More often than not, their actions don't match the
headlines they receive from their glossy press kits.

One organization really does care—DOC (Doctors
Ought to Care) was founded in 1977 by a family physician
challenge the growing use and promotion of tobacco and
alcohol products among adolescents. The mission of the
organization remains unchanged: to educate the public,
especially young people, in humorous and refreshing ways
about the major preventable causes of poor health and high
medical costs.

Since its inception, DOC has sought to tap the highest
possible level of commitment from every health professional
to combat the promotion of lethal lifestyles in the mass
media. A far cry from pamphlets and preaching about the
"dangers" of adverse health behavior, DOC focuses on
changing attitudes that have been molded by misleading
advertising.

Through a multi-layered approach to health promotion,
DOC encourages action on the importance of prevention, not
just in the clinic, but also in the school classroom and the
community at large.
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