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1.01
Frank P., Eisinger S.  Adverse perinatal outcomes: Is physician specialty a risk factor?  J Fam Pract 1987; 24(2):152-6.

ABSTRACT:  An investigation was conducted in a community hospital to determine whether physician specialty (obstetrics vs. family medicine) is a risk factor for adverse perinatal outcomes.  Over a three-year period there were 6,856 deliveries, of which 713 (10.4 percent) were attended by family physicians.  The charts of a weighted random sample of 117 cases with adverse outcomes and 468 controls were reviewed to determine potential risk factors, including prenatal risk status, race, insurance, and specialty of the attending physician.  The risk ratio for family physician as attending was 0.99 (95 percent confidence interval, 0.69 to 1.42) after multivariate adjustment for the other risk factors.  Only high prenatal risk status was found to be an independent predictor (risk ratio 1.75, 95 percent confidence interval, 1.23 to 2.49).  A chart review of a random sample of 146 patients (73 each of family physicians and obstetricians) revealed no difference in the proportion of high-risk patients in each specialty.  It is concluded that in the setting studied, specialty is not a risk factor for adverse perinatal outcomes, and that this finding is not confounded by the patient's prenatal risk status.

1.02
Rosenberg EE, Klein M.  Is maternity care different in family practice?  A pilot matched pair study.  J Fam Pract 1987; 25(3):237-42.

ABSTRACT:  In this pilot study, 81 patients booked for delivery by family physicians were matched to patients booked for delivery by obstetricians.  Patients in both groups were at low obstetric risk.  They were matched by age, parity, blood pressure, gestational age at delivery, and socioeconomic status.  Patients booked with family physicians experienced fewer artificial rupture of membranes, inductions of labor, episiotomies, and forceps deliveries than those booked with obstetricians.  These patients also spent a shorter time in hospitals in spite of longer second stages of labor.  Infant outcomes were equivalent in the two groups.  A simple method of audit of maternity care that permits comparisons of the care provided by family physicians and obstetricians for obstetrically similar patients is described. This methodology employs matching within a given institution and facilitates the multicentered studies required to obtain the large populations needed to compare the process and outcome of infant and maternal care provided by these two types of physicians.

1.03
Marsh GN, Channing DM.  Audit of 26 years of obstetrics in general practice [see comments].  BMJ 1989; 298(6680):1077-80.

ABSTRACT:  To assess the feasibility and quality of general practitioner obstetrics, an audit of 1223 consecutive obstetric deliveries over 26 years was carried out with standard clinical records.  The perinatal mortality of 9.0 per 1000 births was significantly better than the national average of about 19.0 per 1000 for the overall period.

1.04
Kriebel SH, Pitts JD.  Obstetric outcomes in a rural family practice:  an eight-year experience. J Fam Pract 1988; 27(4):377-84.

ABSTRACT:  A retrospective audit of all labor and delivery patient charts at Forks Community Hospital from 1975 to 1983 was undertaken; 1,052 charts were abstracted with 36 factors of morbidity, mortality, and intervention examined.  The results, when compared with similar studies in the literature, provide evidence of good performance.  In addition, a relatively high-risk obstetric population was served with favorable outcomes.  Family physicians and rural hospitals can provide high-quality obstetrical services.

1.05
Chaska BW, Mellstrom MS, Grambsch PM, Nesse RE.  Influence of site of obstetric care and delivery on pregnancy management and outcome.  J Am Bd of Fam Pract 1988; 1(3):152-63.

ABSTRACT:  A retrospective cohort study of 863 pregnancies cared for by family physicians at three sites--rural-rural (RR), rural-urban (RU), and urban-urban (UU)--was designed to test the hypothesis that ready on-site access to perinatal subspecialists would improve pregnancy outcome.  No differences in delivery type, length of gestation, birth weight, or nursery care were found.  An Apgar score of less than 7 at 1 minute or less than 8 at 5 minutes was 2.17 and 2.31 times more likely at RU and 2.48 and 2.60 times more likely at UU, respectively, than at RR.  The overall Cesarean section rate was 7.9 percent.  Neonatal and perinatal mortality rates were 3.5 and 4.6 per 1,000 live births.  There is no evidence that on-site perinatal subspecialists improve perinatal outcome when care is provided by board-certified family physicians.  Small obstetric centers provide quality perinatal care with outcome dependent on physician's skill rather than on technology.

1.06
Klein M.  Do family physicians 'prevent' Cesarean sections?  A Canadian exploration.  Fam Med 1988; 20(6):431-6.

ABSTRACT:  In Canada the rate of births attended by family physicians has declined in parallel with a rise in Cesarean births.  This reciprocal association has been most marked in those provinces with a relative abundance of obstetricians, a falling birth rate, and large metropolitan areas.  Yet, the perinatal mortality rate, with one exception, is virtually the same in all provinces, both where the obstetricians provide most maternity care and where the family physicians play the dominant role.  Thus, societal, environmental, and interprofessional issues have more to do with the rising number of Cesarean sections and the decline of family physician-attended births than any objective measurement of quality of care.  There is evidence that low-technology, high-continuity approaches for women at no anticipated risk are as safe or safer than the universal application of highly interventive care for all.  This paper presents an attempt to determine if the decline in family physician-attended births in Canada is related to the rise in the Cesarean section rate.

1.07
Tilyard MW, William S, Seddon RJ, Oakley ME, Murdoch CJ.  Is outcome for general practitioner obstetricians influenced by workload and locality?  New Zealand Medical Journal 1988; 101(844):207-9.

ABSTRACT:  No association was found between the number of deliveries undertaken by general practitioners both urban and rural and maternal and neonatal morbidity.  The proportion of women and neonates who had a score which indicated a less favourable outcome for maternal and neonatal morbidity, was higher for urban practitioners than for rural practitioners.

1.08
Koning JH.  The obstetrical experience of 20 years in one family practice.  J Fam Pract 1982; 14(1):163-6.

ABSTRACT:  These data support the long term ability of one family physician in the metropolitan Los Angeles area (Riverside) to provide a substantial volume of high quality OB care.  The reporting period is approximately 1960-1980.

1.09
Klein M, Lloyd I, Redman C, Bull M, Turnbull AC.  A comparison of low-risk pregnant women booked for delivery in two systems of care:  Shared-care (consultant) and integrated general practice unit.  I. Obstetrical procedures and neonatal outcome.  British Journal of Obstetrics & Gynaecology 1983; 90(2):118-22.

ABSTRACT:  Samples of records of comparable low-risk pregnant women booked for delivery in an integrated general practice unit (GPU) and a consultant (or shared-care) system were derived from a computer tape of all 5005 births which occurred at the John Radcliffe Hospital in 1978.  Induction of labour, epidural analgesia and forceps delivery were all less frequently carried out in women booked for delivery in the GPU.  Infants of multiparous women were more often intubated in the shared-care system (3%) than in the GPU (0%); rates in infants of nulliparous women were similar (approx. 7%) in the two systems.  These data suggest that short-term outcomes are as good for GPU-booked low-risk women and their infants as for comparable women booked in consultant or shared-care.

1.10
Birch JA.  Medical audit.  General practitioner obstetrics in a small rural hospital.  New Zealand Medical Journal 1981; 93(678):126-9.

ABSTRACT:  A study is made of the outcome of 298 pregnancies supervised by the general practitioners in the Hokianga special area medical service over the six years from January 1974 to December 1979.  Of the 87.9 percent delivered at the obstetric unit at Hokianga Hospital, 90 percent were normal deliveries which is a higher than usual proportion.  The transfer rates for women in labour and for neonates were acceptably low.  The perinatal mortality rate for this period was 10 per 1000 live births which compares well with the 1976 rate for Northland of 17.3 per 1000.  It is concluded that, in addition to having a high patient acceptance, general practice obstetrics can provide a very high standard of care.  Some o the reasons for this are discussed.

1.11
Mengel MB, Phillips WR.  The quality of obstetric care in family practice:  Are family physicians as safe as obstetricians?  J Fam Pract 1987; 24(2):159-64.

ABSTRACT:  A literature review on the quality of obstetric care in family practice was conducted to determine whether family physicians are as competent in providing obstetric care as obstetricians.  Three types of studies were reviewed:  case series, historical cohorts, and population-based studies.  No conclusion on the quality of obstetric care in family practice can be drawn from the available studies because of research design limitations.  Available evidence suggests, however, that family physicians are as safe as obstetricians when delivering babies, particularly when they concentrate their efforts on providing personal prenatal care, refer high-risk pregnant women appropriately, and practice less technologically-oriented care on women who deliver normal-weight babies.  In addition, no evidence emerged that family physicians provided significantly poorer obstetric care than obstetricians.  In fact, the results from population-based studies suggest that family physicians may be safer than obstetricians in delivering normal-weight infants because of their hypothesized less use of technological interventions in that low-risk group of patients.  Further studies, especially prospective randomized trials in which the outcomes are assessed in a blinded fashion and case mix is rigorously controlled, are needed to provide a definitive answer.  As practical, ethical, and economical constraints are likely to preclude such studies, the case-control design may provide a reasonable alternative.

1.12
Kurata JH, et al:  Perinatal outcomes in obstetric and family medicine services in a county hospital.  J Am Bd Fam Pract 1989; 2:82-6.

COMMENT:  "Overall, the results suggest that, regardless of physician specialty, obstetric and family medicine patients had similar outcomes."

1.13
Reid AJ, Carroll, Ruderman J, Murray MA:  Differences in intrapartum obstetric care provided to women at low risk by family physicians and obstetricians.  Canadian Medical Association Journal 1989; 140:625-33.

ABSTRACT:  "To determine differences in practice style and to examine maternal and neonatal outcomes, we reviewed the hospital charts of 1,115 women admitted by family physicians and 1,250 admitted by obstetricians who gave birth at one of three teaching hospitals in Toronto between April 1985 and March 1986...  The rates of interventions, including artificial rupture of the membranes, induction, augmentation, low forceps plus vacuum extraction, episiotomy, and epidural anesthesia were all higher in the obstetrician group.  The mean birth rate and the Cesarean section were the same in the two groups.  Differences in labor and delivery outcomes between the two groups, including a higher rate of spontaneous vaginal delivery for the family physicians, reflected a more "expectant" practice by family doctors.  However, there were no significant differences in the rates of maternal or neonatal complications."

1.14
Krikke EH, Bell NR:  Relation of family physician or specialist care to obstetric interventions and outcomes in patients at low risk:  a western Canadian cohort study.  Canadian Medical Association Journal 1989; 140:637.

ABRIDGED ABSTRACT:  "To determine the relation of family physician or specialist care to intrapartum interventions and outcomes, we carried out a historical core study of 1,456 obstetric patients at low risk admitted between November 15, 1984 and March 15, 1986 to a western Canadian teaching hospital...  The findings support the continued involvement of family physicians in the provision of obstetric care."

1.15
McCraken FM, Madeley RJ, McCraken JS:  A comparative study between the use of analgesia/anesthesia and of episiotomy in women delivered under consultant supervision or general practitioner care.  J Public Health 1989; 103:245.

EXCERPT FROM ABSTRACT:  "This study supports the view that women delivered under the care of their own general practitioner in a hospital obstetric unit fair no worse than similar women delivered under consultant supervision.  The former group have the advantage of continuity of care from their general practitioner."

1.16
Rosenthal TC, Holden DM, Woodward W.  Primary care obstetrics in rural Western New York.  NY State J Med 1990; 90:537-540.

ABSTRACT:  Obstetric care in rural communities is in crisis due to the shortage of practitioners and the pressures of regulatory agencies on small obstetric units.  We reviewed the records of 297 pregnant women presenting to the offices of 12 family physicians in rural areas of Western New York State.  Local deliveries were done in rural hospitals that reported fewer than 500 deliveries per year.  Family physicians obtained consultation in 36% of the pregnancies.  Of these, care responsibility was transferred to an obstetrician 50% of the time (18% of all pregnancies).  Two percent of the cases were transferred to a regional referral center.  There was one perinatal death and one intrauterine fetal death in this series.  Of the 222 deliveries by family physicians, oxytocin was used in 23%, narcotic analgesia was used in 15.3%, and outlet assist in 8.1%.  Labors were somewhat longer than standard labor curves, and the overall Cesarean section rate was 13.5%.  We conclude that obstetric care by rural family physicians utilizing small rural Western New York hospitals is consistent with standards of care elsewhere when practiced in the context of an organized referral network.

1.17
Abyad A, Homsi R.  A comparison of pregnancy care delivered by family physicians versus obstetricians in Lebanon.  Fam Med 1993; 25:465-70.

BACKGROUND:  The provision of prenatal and intrapartum care is an important issue in family practice.  Physician specialty as a risk factor for adverse perinatal outcome is of interest to both educators and patients.  The purpose of this study is to compare perinatal care provided by family practice and obstetrics residents for low-risk women in Lebanon.

METHODS:  A study of 400 matched pairs of low-risk pregnant women was conducted at the American University of Beirut Medical Center to compare outcomes of perinatal care

provided by family physicians and obstetricians.  The medical records of women admitted for delivery at the American University of Beirut Medical Center between October 1, 1986, and  October 1, 1990, were reviewed.

RESULTS:  Obstetricians used oxytocin induction significantly more frequently than family physicians (43% versus 7%, P<.01).  A similar significant difference was also noted for artificial rupture of membranes.  There were similar episiotomy rates (63%), with a greater number of lacerations reported among women cared for by obstetricians (28% versus 15%, P<.05).  The use of forceps was similar in both groups.  Vacuum extraction was not used by family physicians.  Neonatal outcomes were comparable, although meconium-stained amniotic fluid was more common in the obstetrics group (21% versus 6%, P<.05).  During the postpartum period, significantly more women breast-fed (62% versus 45%, P<.01) and used oral contraceptives in the family practice group.  

CONCLUSIONS:  When caring for low-risk pregnant women, family physicians appear to provide comparable care with less intervention than obstetricians.

1.18
Hueston WJ, Rudy M.  Differences in labor and delivery experience in family physician- and obstetrician-supervised teaching services.  Fam Med 1995; 27:182-7.

BACKGROUND:  Other studies have shown that family physicians' pregnancy management styles are different from obstetricians' styles.  This study examiines whether these difference also exist in teaching services supervised by family physicians and obstetricans.

METHODS:  A retrospective study was done of deliveries performed by residents at five teaching hospitals in five states.  A total of 4,558 women were admitted to teaching services supervised by either family physicians (n=1,754) or obstetricians (n=2,804).  Medical records for women whose labor and delivery were supervised by family physicians and obstetricians were reviewed and compared for demographics, pregnancy history, delivery management, and outcome variables.

RESULTS:  Women admitted to teaching services supervised by family physicians were more likely to be younger and have no insurance, compared with those on services supervised by obstetricians.  Even after adjustment for pregnancy risk, obstetrician-supervised teaching services had an increased incidence of preterm labor, more frequent use of epidural anesthesia, and higher episiotomy and cesarean section rates than family practice teaching services.

CONCLUSIONS:  The demographic and clinical characteristics of family practice and obstetric teaching services differ.  Patients on the service supervised by family physicians were more representative of the maternity practice of practicing family physicians.

COMMENT:  This study, along with evidence that family practice residents are more likely to perform deliveries in the future if they train in services where significant numbers of faculty perform obstetrics, implies that family practice residency programs should develop strong obstetric care training services within family practice, rather than relying on obstetric teaching services to provide this training for residents.

1.19
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):345-51.

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 final sample analyzed included 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), or 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 episiotomy 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 during labor or an episiotomy 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.

1.20
Deutchman ME, Sills D, Connor PD. J Am Bd Fam Pract 1995. Perinatal Outcomes

Comparison Between Family Physicians and Obstetricians.  J Am Board Fam Pract 1995; 8:440-7.

BACKGROUND:  This retrospective study compared obstetrician and family physician patient population demographics, obstetrical outcomes, delivery methods, and medical risk factors.

METHODS: Obstetricians and family practice physician-faculty and residents provided delivery services at an urban community hospital.  A retrospective case study of all deliveries by obstetrician-gynecologists and family physicians in a 20-month period was analyzed with descriptive statistics, Chi square analysis, logistic regression and power analysis.  A modified risk score analysis was completed on all patients to assess comparability between the obstetrician and family physician patients.

RESULTS:  Risk score analysis of the two patient populations demonstrated no difference in high risk patients (p = 0.102).  Family physicians' patients had lower incidence of cesarean

section, use of forceps, diagnosis of cephalopelvic disproportion, and low birth weight babies.  They had higher incidence of spontaneous vaginal delivery, vaginal birth after previous cesarean section, and vacuum extraction use.  The overall cesarean section rate for family physicians was 15.4 percent, compared to 26.5 percent for obstetricians.

CONCLUSIONS:  These findings support the high quality outcomes of perinatal care provided by family physicians.  They also provide evidence for training and privileging family physicians to perform their own cesarean sections.

1.21
Boss DJ, Timbrook RE, Fort Wayne Medical Education Research Group. Clinical Obstetric Outcomes Related to Continuity in Prenatal Care. J Am Board Fam Pract Nov-Dec 2001; 14(6):418-423.

BACKGROUND:  Continuity of care has long been considered a benefit to patients of family physicians, but quantifying these benefits has been problematic. Previous studies focused on patient preferences and relationship issues, whereas evidence regarding clinical endpoints has been lacking. This study reports difference in obstetric and neonatal outcomes related to continuity in prenatal care.

METHODS: using an historical prospective design, data were collected on 494 maternal-fetal dyads in two groups. One (named GAP, n= 40) received a high degree of continuity in their prenatal care, one (named NHC, n- 454) received relatively little. Analyses were performed to determine not only the outcome differences between the groups, but also to what factor(s) these differences were attributable.

RESULTS: The continuity in prenatal care group had better outcomes in neonatal morbidity, birth weight, maternal weight gain, and both Apgar scores. None of these differences was directly attributable to continuity. Rather, continuity in prenatal care was associated with the observed increase in the number of prenatal visits, which in turn was shown to be a significant factor in the greater birth weights and maternal weight gain. None of the factors examine appears to explain the difference in neonatal morbidity.

CONCLUSIONS: Women who receive prenatal care from a single physician are likely to receive more prenatal care, which is correlated with greater maternal weight gains and greater fetal birth weights.
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