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Abstract
Recruitment, retention, and distribution of the primary care 
physician workforce remains one of the nation’s more complex 
and persistent problems.  Obstetrics and gynecology has be-
come particularly prone to workforce challenges in relationship 
to concerns surrounding professional liability, lifestyle, declin-
ing medical student interest, reductions in the numbers of OB-
Gyn residency programs, and increasing sub-specialization by 
graduating residents.  These trends are associated with inad-
equate access to maternal and reproductive care, especially in 
underserved communities.  This is particularly concerning giv-
en the persistent disparities in maternal and child health (MCH) 
outcomes.  Addressing these concerns will require an emphasis 
on innovative models for the provision of primary care services 
in general and maternity care in particular.  The MCH model for 
Family Medicine OB Fellowship programs has been designed 
to provide advanced training in Obstetrics for family physicians 
using a family medicine approach to primary care for women 
and their children.

Introduction
Recruitment, retention, and distribution of the primary care 
physician workforce remains a complex and persistent problem 
and is especially significant among urban underserved and rural 
communities.  Specifically, the field of obstetrics and gynecol-
ogy has increasingly become prone to a shortage in its work-
force.  Reasons frequently cited by obstetricians for stopping or 
excluding maternity care from their practice include pressures 
surrounding professional liability and the impact on lifestyle.  
There is also an apparent decline in medical student interest to 
join the field and a decrease in the number of OB/Gyn residency 
programs.1  Of those who do choose an OB residency, there 
is an increasing trend to sub-specialize, which for most means 
excluding primary and maternity care from their practice.  The 

decline in the number of physicians practicing obstetrics has a 
direct impact on the availability of adequate maternal and re-
productive care for women.  This is most evident among pa-
tients who are uninsured or underinsured and also for those in 
rural settings, regardless of their reimbursement status.

To address the growing concerns surrounding the provision of 
adequate care for women and children, particularly in the con-
text of persistent disparities in maternal and child health (MCH) 
outcomes, alternative models for the provision of these services 
are called for.  Adequately trained family physicians routinely 
provide the full spectrum of maternity care for women and are 
also the provider of primary care for their children and family.

The MCH model, as described here, is a Family Medicine OB 
Fellowship program designed to provide advanced obstetrics 
training in the context of family and community medicine.  This 
model is particularly adept at recognizing and responding to the 
health-related conditions and circumstances prevalent in under-
served urban and rural communities.  The roughly 30 fellow-
ship programs that are organized around the traditional family 
medicine OB training model have a track record of success.  
The MCH model described here is a variation on this theme, 
and one that appears to offer specific, additional benefits in ad-
dressing both the shortages in our health professions workforce 
and disparities in MCH outcomes.

Decline in Primary Care Physicians
Fewer individuals are choosing medicine as a career and, of 
those who do select health professions, even fewer are choos-
ing primary care.  Between 1998 and 2002, students matching 
into a residency program in family medicine declined substan-
tially from 16.0% to 10.4%.2  There are not enough primary 
care doctors to meet the current needs,3 let alone the numbers 
needed to provide access for the almost 50 million among us 
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who, it thankfully appears, may soon be joining the ranks of 
the “insured.”   Market forces surrounding income and liability 
strongly encourage physicians to choose a specialty career over 
primary care and to then establish practices in areas that are 
already served. 4  Meanwhile, those who are in primary care are 
becoming less willing or able to meet the needs in underserved 
communities.  Governmental efforts to “redistribute” the pri-
mary care workforce in response to these market and lifestyle 
choices have relied largely upon loan repayment and, in a less 
direct way, enhanced funding to health centers and hospitals 
that serve the safety net. 5  Despite these programs and incen-
tives the primary care shortage appears to be getting worse. 6

Like other primary care specialties, family medicine has at-
tracted too few U.S. medical school graduates to meet the cur-
rent healthcare needs.7  Factors reported as having influence on 
these trends include compensation, lifestyle, and perceptions 
related to prestige.8  Moreover, many of those who choose to 
specialize in family medicine either feel unprepared or are just 
not willing to provide routine maternity care, let alone the type 
of comprehensive perinatal care that is required if we are to ad-
dress disparities in MCH outcomes.  Many training programs 
struggle to provide adequate maternity care training, offering 
just two months of focused labor and delivery training, which 
is often limited due to a lack of adequate faculty supervision.9  
This experience is generally under the supervision of OB/Gyn 
physicians and occurs in an environment that is often described 
as antagonistic, or even “hostile,” for the trainees.  Family phy-
sicians who train under these circumstances rarely choose to 
include maternity care in their practices, and those who do are 
necessarily confined to the care of low-risk women.10

Meanwhile, the field of Obstetrics and Gynecology is facing 
its own challenges in responding to the trends and shortage in 
the workforce.  Obstetrics and Gynecology is considered to be 
a primary care specialty based on the primary care reproductive 
health services that OB/Gyn physicians routinely provide for 
women.  OB/Gyn training programs do include experience in 
general primary care for women.11,12  Most would agree, how-
ever, that the scope of practice in OB/Gyn is not comprehensive 
to the primary care needs of women.  This point is emphasized 
not to detract from the important services provided by OB/Gyn 
physicians, but rather to illustrate that as a specialty they are not 
routinely prepared to, on their own, meet the comprehensive pri-
mary care needs for women.  Meeting these needs will, therefore, 
require primary care providers in addition to those in OB/Gyn.

Trends in the practice patterns and career choices of Ob/Gyn 
physicians show that many have either stopped delivering ba-
bies or plan to stop in the near future.  Several factors are asso-
ciated with this persistent decline in the obstetrician workforce.  
The wane in career satisfaction experienced by some OB/Gyn 
physicians can lead to early retirement.  Professional liability 
was most frequently cited as the major factor influencing career 
dissatisfaction among practicing OB/Gyn physicians.13  It ap-
pears as though the aging of the current physician workforce 
has exacerbated the decline in practicing obstetricians-gynecol-
ogists.  As of 2007, over 50% of current OB/Gyn physicians 

are over 50 years of age.14  The percentage of physicians prac-
ticing obstetrics has been shown to significantly decrease with 
age from 96% among physicians under age 35 to 34% among 
those aged 65 and over, thus contributing to the decline of these 
services. 15  Of the OB/Gyn physicians who remain in practice, 
many have chosen to forego obstetrics from their practice due 
to its negative impact on lifestyle.  A study by the University of 
Washington revealed that physicians practicing obstetrics were 
working more total professional hours, had more weekly outpa-
tient visits, attended a greater number of deliveries per year, and 
spent a higher proportion of total hours in direct patient care 
than physicians who chose to stop obstetric practice.16

In addition, there has been a decrease in the number of OB/
Gyn residency programs from 272 programs in 1995 to 252 
in 2005.1  Graduates from OB/Gyn residency programs are 
increasingly choosing to sub-specialize in areas such as endo-
crinology, oncology, and urology, thereby excluding maternity 
care from their practice.  Between 1999 and 2002, this increase 
in the trend to sub-specialize in obstetrics and gynecology co-
exists with a 20% decline in medical student interest in primary 
care obstetrics.2

Inadequate Access to Primary Care
The challenges surrounding recruitment, retention, and distri-
bution of the primary care physician workforce are especially 
significant among urban underserved and rural communities.  
Along with the roughly 50 million Americans who are under or 
un-insured, there is an estimated 80 million among us who are 
considered “medically disenfranchised,” a term that has been 
applied to those who lack adequate access to a primary care 
physician.  The scope of the problem is also apparent when one 
considers that more than 75% of the counties in America are 
now considered to be either complete or partial health profes-
sional shortage areas (HPSAs).17

A review of the literature over the past two decades shows a 
consistent and positive relationship between more primary 
care physicians and improved health outcomes. 18,19  The much 
needed attention currently placed on expanding insurance cov-
erage to many more people appears to presume that the lack 
of coverage is the only barrier.  However, the lack of access to 
comprehensive primary care has been linked to the persistent 
disparities in health outcomes for underserved populations.20

Maternal and Child Health
According to the World Health Organization, maternal and 
child health outcomes are among the most fundamental indica-
tors used to assess the health status and health care infrastruc-
ture for communities and populations around the world.  Bet-
ter outcomes are associated with access to safe and effective 
health care and the availability of qualified health professionals.  
The literature consistently demonstrates a positive relationship 
between better maternal and child health outcomes and more 
primary care.21
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The current approach generally places the care of women in the 
hands of clinicians who specialize in reproductive health and 
who are not prepared to provide the level of comprehensive 
primary care needed to meet the larger health needs.12  Mean-
while, in many instances the level of pre-natal care provided in 
primary care settings is declining. 22  More than any other aspect 
of primary care, maternity care is increasingly being viewed 
as unnecessary among the otherwise comprehensive scope of 
Family Medicine.  Factors associated with this phenomenon 
that are pertinent to the rationale for an MCH Fellowship pro-
gram include:  limitations and obstacles in the training envi-
ronment for Family Physicians, including the absence of role 
models in many settings; the lack of consensus among Family 
Medicine leaders regarding the role of Maternity  Care in Fam-
ily Medicine; and finally, the fallout from the emerging crisis in 
perinatal risk management and medical malpractice.

The increasing availability of specialists in Maternal-Fetal medi-
cine has helped to meet the pregnancy-related medical needs for 
women in many urban settings.  However, access to this care 
is not proportionate to population or disparity-based needs, nor 
does it completely replace the need for primary care.  Certified 
nurse midwives (CNMW) are providing an increased role in ma-
ternity care for a growing number of women, though again, not in 
a way that is comprehensive to primary care.  In addition, though 
CNMWs have many skills, they still routinely rely on physicians 
at times for medical treatment and operative procedures.

An appropriate health profession response to address the work-
force needs in a way that will also truly impact the persistent 
health disparities is long overdue.  Improving both access and 
outcomes will not only require more providers, but also some-
thing more than our current approach to care.  Those who are 
most vulnerable need a patient-centered, evidenced-based, and 
comprehensive approach that is dynamic and responsive to 
public health goals.

Description of MCH model in  
Family Medicine

The specialty of Family Medicine has been applied success-
fully to address the needs of underserved urban and rural com-
munities and is a viable alternative to the multi-specialty pri-
mary care model (Internal Medicine, Pediatrics and OB/Gyn).  
Adequately trained family physicians routinely provide the full 
spectrum of maternity care for women, while also providing 
primary care for their children and families.  The advantages of 
having one provider who can care for the entire family across 
the life cycle has been well established.23  Standards for what 
constitutes “adequate training” in maternity care have been 
well defined for family physicians in the area of routine obstet-
rics (AAFP and ACOG joint statement on curriculum).  Com-
petency with regard to the adequacy of this training is subse-
quently validated and confirmed by board certification in family 
medicine after successful completion of an accredited family 
medicine residency program.  However, until now there has not 
been a similar, standardized path to define, verify, and confirm 

the adequacy of training and competency for the many fam-
ily physicians that have completed advanced training in family 
medicine obstetrics, either through one of the family medicine 
obstetric fellowship programs or their equivalency.

We also feel that it is important to clearly acknowledge that 
family medicine residency programs already prepare physi-
cians to provide primary care across the life cycle, including 
all the areas mentioned here.  Completion of a residency pro-
gram and subsequent board certification in family medicine are 
all that is needed to practice family medicine, including in the 
areas of OB and pediatrics.  Therefore, neither advanced train-
ing nor the related new board certification in family medicine 
obstetrics is intended to be, and should not be construed as, a 
necessary or required component of assessing competency or 
defining routine privileges for family physicians.  Rather, fel-
lowship programs and the new family medicine OB boards are 
in recognition of the advanced training, skill, and competencies 
necessary to provide an additional level of care and, in particu-
lar, that are required for more complicated pregnancies and op-
erative deliveries.

The MCH Fellowship was developed specifically in response 
to workforce challenges in maternity care.  The MCH model 
represents a subset of family medicine OB fellowship programs 
that uniquely includes a clinical service and training focus on 
neonatal care and pediatrics in addition to obstetrics.  It should 
be noted that the lead author’s first exposure to the MCH train-
ing model came in 1990 through an innovative proposal by fac-
ulty at the Brown University Department of Family Medicine 
to combine obstetric and pediatric rotations for medical stu-
dents in conjunction with a family medicine residency program 
(please see Acknowledgements).  Though the proposal was not 
approved as an alternative rotation for students at that time, it 
did result in a parallel redesign of the family medicine residen-
cy inpatient service and, subsequently, the design and imple-
mentation of what appears to be the first MCH version of OB 
family medicine fellowships.  After completing the program at 
Brown in 1992, the lead author worked with others to replicate 
the model in a health center (PCC Community Wellness) and 
its affiliated hospital and family medicine residency program 
in Chicago.  Both of these MCH fellowship programs are still 
actively involved in training.

We describe here those aspects of the MCH Fellowship pro-
gram that focus on perinatal workforce and outcomes as they 
have been developed at PCC.  A brief overview of the curricu-
lum is presented here to illustrate how the program is generally 
organized, mostly as it relates to inpatient care.  Fellows are ac-
tively involved in a variety of MCH outpatient clinical services 
but which are outside the intended scope of this presentation.  
However, for those who may be interested, a more in-depth de-
scription of several aspects of the curriculum can be found in a 
companion paper in this issue of ACJM.
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Developing Skill and Competency: 
The Clinical Curriculum

Obstetrics
According to the AAFP fellowship directory there are 32 OB 
fellowship programs designed to advance training in pregnancy 
care for family physicians.  The length of fellowship training 
varies in these programs from three months to two years.  Core 
procedural skills taught in the fellowships include cesarean 
delivery, postpartum tubal ligation, and dilation and curettage. 
Studies have found that graduates of such training programs are 
successful in obtaining cesarean delivery privileges and provid-
ing care to high-risk pregnancy patients in their practice.24

With appropriate training obtained in a three-year family medi-
cine residency (particularly one that emphasizes maternity 
care) and then further developed during fellowship training, 
the family medicine obstetrician is prepared to provide a lev-
el of maternity care consistent with that provided by an Ob/
Gyn.  Family medicine obstetrics is uniquely practiced as a 
part of comprehensive primary care, though clearly without the 
breadth in operative and clinical gynecology that is offered by 
specialists in Ob/gyn.  As is true with all family medicine OB 
fellowship programs, the MCH model is focused on develop-
ing core competencies in prenatal care, labor and delivery, and 
operative obstetrics.  These essential skills are augmented in 
the MCH fellowship by deliberately emphasizing the scope and 
breadth that define family medicine and, in this instance, espe-
cially those in maternal and child health.

The Newborn
Care of the newborn is an essential component in family medi-
cine and, of course, MCH.  The potential to encounter a sick or 
unstable infant, though uncommon, is present at every delivery 
and requires a predictable set of skills that must be developed 
and maintained.  This is true for residents, fellows, and attend-
ing physicians alike.  The tendency to avoid training and expe-
rience in high risk, low frequency occurrences, such as neonatal 
resuscitation, have been described elsewhere and must be dis-
couraged and then replaced by developing a culture of compe-
tence that motivates those in training to see, do, and learn in a 
supervised setting.

For instance, neo-natal resuscitation (NRP) training and regu-
larly held mock codes can be included in the duties and role of 
the fellows as part of the clinical and administrative process that 
already exists, or needs to be developed, at the hosting hospital.  
Interested faculty members and supervising community physi-
cians should be encouraged and rewarded for taking a lead role.  
A similar, formal approach of active fellow participation can be 
followed for most any of the clinical scenarios encountered in 
the nursery, where the use of guidelines, care paths, and proto-
cols can be enhanced.  Goals for skill development by the fel-
lows should be clearly stated, tracked, and documented as a re-
quirement for progression within the program.  Clarification of 

roles and expectations should be established and monitored for 
all those who work directly with the fellows and clinical team, 
with respect to training, evaluation, clinical supervision, and 
documentation.  There are mutual benefits to formally include 
many staff members as a part of the expanded “faculty.”

Though considerable attention to caring for the sick or potential-
ly unstable neonate is warranted, there is also a need to encour-
age competency and emphasis on transitioning the neonate to 
home and the community.  High priority MCH clinical scenarios 
and public health concerns deserve equal focus and should in-
clude skill development in areas such as risk factor surveillance, 
developmental screening, early intervention, and parenting.

Pediatrics
The MCH clinical teaching service naturally includes the infants 
we deliver, but also the entire spectrum of hospitalized children 
associated with our clinic and training programs.  This includes 
newborns in special care, those who remain hospitalized after 
their mother is discharged (boarders), and also patients on the 
general pediatric ward.  Fellows are understandably encouraged 
to prioritize their educational and clinical experiences in pedi-
atrics on identified needs and goals.  In addition to the standard 
clinical competencies for pediatrics, the curriculum also em-
phasizes community-based care, parenting support, and efforts 
to improve outcomes.

In family medicine we have the unique pleasure of first meeting 
a pediatric patient prior to birth in the context of a therapeutic 
relationship with its parent(s) and, ideally, future family.  This 
affords the earliest possible opportunity for risk assessment and 
early intervention.   Recognizing the profound social implica-
tions associated with perinatal disparities in underserved popu-
lations encourages us to take a robust approach to developmen-
tal screening and parenting along the entire pediatric continuum 
of care.

Mother Baby Care
Caring for mothers and their newborns has been described as 
one of the most enjoyable aspects of family medicine.  How-
ever, family medicine trainees often rotate through Obstetrics/
Gynecology when caring for the mother and through pediatrics 
when caring for the child.  While this model has obvious ad-
vantages for other specialties, it essentially undermines one of 
the strengths in family medicine.  The MCH model has been 
designed to foster continuity of care for both the mother and 
child.  Newborns are admitted in the delivery room by the same 
physicians who attended labor and the birth.

Postpartum care for the mother is concurrent with that of the 
newborn.  This approach affords many opportunities to coordi-
nate care for mother and child, and combined follow-up visits 
are the norm.  There are many evidence-based reasons to in-
crease the frequency and expand the content of postpartum and 
neonatal care that are described elsewhere.  Suffice it to say that 
the historical approach to a single, routine visit focused solely 
on gynecology at four to six weeks post-delivery is far from ad-
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equate.  We have found the use of specific chart tools for each of 
a few separate visits helps facilitate screening on psychosocial 
and medical concerns such as those during the early postpartum 
and newborn period.

Developing Skill and Competency: 
The Academic Curriculum 

In addition to the clinical competencies addressed above, the 
list of competencies for MCH has grown to include a number of 
skills in non-procedural areas including evidence-based medi-
cine, practice guidelines, performance improvement, quality 
assurance, and peer review.  Thus, the MCH model incorpo-
rates the use of various routine and enhanced activities includ-
ing indicator-based chart reviews, clinical case conferences, 
episodic and ongoing peer review, and interdisciplinary quality 
improvement committees as a means to address these “non-
bedside” aspects of training.  In addition, the completion of a 
scholarly project focused on translation or applied research is 
a core requirement of the MCH academic curriculum.  An in-
depth description of the academic curriculum included in the 
MCH model is the focus of a companion article included in this 
issue of the American Journal of Clinical Medicine.

Verification of Competency through Board 
Certification
In 2009 the American Board of Physician Specialties began of-
fering a path to board certification in family medicine obstetrics 
as a means to verify training and competency for family physi-
cians completing additional training in obstetrics.  Eligibility for 
board certification in family medicine obstetrics requires suc-
cessful completion of a recognized OB fellowship, such as the 
MCH program described herein, or the equivalency in training 
and practice experience.  The latter eligibility component is in 
recognition of the fact that there is not yet a process to standard-
ize or confirm accreditation of family medicine OB fellowship 
programs.  The MCH training model as described herein satis-
fies the eligibility requirements for board certification in family 
medicine obstetrics and does so with an emphasis on a compre-
hensive, family medicine approach to women and children.

Conclusion
Workforce trends surrounding issues of liability, lifestyle, stu-
dent and resident interest in obstetrics, and the role of train-
ing programs are significant factors in the challenges facing 
the provision of maternal care, especially in urban underserved 
and rural communities.  Meanwhile, outcomes for maternal and 
child health indicators show persistent disparities, with differ-
ences most pronounced in these same underserved communi-
ties.  Family physicians are uniquely able to help address the 
needs in both workforce and outcomes, though are hindered by 
a variety of barriers including training.  The MCH model for 
Family Medicine OB Fellowship training has been designed 
specifically to address the needs by providing advanced train-

ing in obstetrics for family physicians, with a family and com-
munity medicine approach.  Though continued innovation in 
program development and training along these lines should be 
encouraged, much can be gained by a process to standardize and 
externally validate both the training programs and their gradu-
ates.  The new board certification in family medicine obstetrics 
offers a path for this validation and is solely focused on addi-
tional, advanced training and skill beyond that already provided 
for by accredited family medicine residency training programs 
and subsequent board certification in family medicine.
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