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EDITORIAL

We have been debating the role of 
maternity care in family medicine 
since the earliest days of our special-

ty.1-5 Arguments are made. Compromises are 
reached. Rarely have we taken time to exam-
ine the consequences of our choices. In 2014, 
the Accreditation Council for Graduate Medi-
cal Education (ACGME) updated the family 
medicine program requirements by removing 
minimum total and continuity delivery tar-
gets. Prior to this change, family medicine 
residents were required to perform a mini-
mum of 40 vaginal deliveries before gradua-
tion with at least 10 of them taking place with 
continuity patients.6,7 This target was hard for 
many programs to reach and not all graduates 
used the skills resulting from their training, 
so the requirement was removed. In this is-
sue of Family Medicine, Julia Fashner, MD, 
MPH, and colleagues report some of the re-
sults arising from this decision.8 Family med-
icine residents now deliver fewer babies, and 
their programs make maternity care less of a 
priority. Of greater concern, the percentage of 
family physicians in practice providing mater-
nity care has declined as well.3,6 Some might 
question whether these two things are related, 
but isn’t that always the case when examining 
outcomes evidence? The sole note of optimism 
in this paper is that programs with strong ma-
ternity care priorities at baseline are largely 
unaffected. But what does it mean that a mi-
nority of our programs now shoulder the re-
sponsibility? 

Family physicians’ maternity care skills 
are critical to the health of rural and under-
served communities.9-12 Family-centered ma-
ternity care is protective against burnout13-15 

and maintains youth in our practices.16 More 
importantly, maternity care is deeply inter-
woven with primary care for women. Because 
reproductive health concerns are a common 
entry point for women in primary care, car-
ing for women means caring for their repro-
ductive health.17 Even internists agree that 
common women’s health concerns should not 
be referred routinely to obstetricians.18 Many 
would also agree that pregnancy diagnosis and 
prenatal care are also part of primary care 
for women. But does it make sense to provide 
women’s health and prenatal care when we 
do not perform deliveries? Why would women 
choose to receive prenatal care from someone 
who will be absent from their deliveries? So 
we agree as a specialty that we don’t want to 
withdraw entirely from women’s care, but we 
cannot agree on which services should be in-
cluded in our basic scope of care. While we de-
bate the issue, family physicians who provide 
maternity care have become an endangered 
species.3 If we don’t protect this practice, soon 
it won’t remain available to our specialty. Is 
this really what we want to happen? Is this 
who we want to be? 

With another revision process currently un-
derway for ACGME family medicine program 
requirements,19 we will once again choose the 
core content of our residency programs. Shall 
we recommit to the ideal of universally train-
ing full-scope family physicians? Or is that na-
ïve and unrealistic? If we blame our declining 
numbers of maternity care providers on the 
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2014 change, we might also credit it for al-
lowing substantial growth in the number of 
approved residencies. How many of our over 
700 residencies would lose accreditation if we 
returned to the previous standard? Perhaps we 
should accept that only a minority of us will 
provide maternity care and move maternity 
care training into fellowships, allowing us to 
focus the training on those who will actually 
use it. Using a fellowship model would also 
allow programs that don’t need family phy-
sicians to practice maternity care locally to 
focus curricula elsewhere. Negotiating mater-
nity privileges and expanding obstetric patient 
volume takes energy and resources; depend-
ing on maternity care fellowships instead is 
an appealing solution. But is it the right so-
lution? We have resisted narrowing our core 
scope for good reason.2,19-21 Some family physi-
cians already focus their practices narrowly on 
maternal-child health. Perhaps this is a con-
sequence of entering fellowships directly after 
residency because maternity fellowships do not 
routinely allow fellows to maintain and build 
on nonmaternity care skills, making it harder 
to return to the full scope later. 

Let’s consider other options. We could decide 
to train every resident to perform basic mater-
nity care and accept that some residencies will 
close as a result. Conversely, we could decide 
that maternity care does not belong in the core 
residency, only in maternity care fellowships, 
and deal with the consequences. But the same 
communities that depend on us for maternity 
care also depend on us for hospital care and 
ER coverage, so another option is to move ma-
ternity care training into comprehensive rural 
medicine fellowships. We could always con-
tinue our current tiered training model, but 
Fashner and colleagues have shown us that 
this model has not worked very well. 

Perhaps this is a time to consider creative, 
bold solutions instead of the same tired tac-
tics we’ve used for 50 years. We could expand 
to a 4-year residency model to increase the 
supply of physicians ready to practice com-
prehensive family medicine including mater-
nity care upon graduation.23 We could require 
a period of apprenticeship in full-scope prac-
tices including maternity care for 1-3 years 
after residency, but before board certification. 
Graduates would then decide after this ap-
prenticeship what their scope of practice will 
be. Finally, we could change our focus to con-
tinuity care with families. Family physicians 
do family-centered maternity care, which has 

unique strengths adapting with the life cycle of 
women and their families. We care for women 
for years after their deliveries; family-centered 
maternity care is part of our continuity rela-
tionships with families. We also care for the ba-
bies as they grow up, and for their fathers and 
grandparents. Perhaps we might create resi-
dency tracks focusing on young and aging fam-
ilies? Those choosing to focus on young families 
would learn to care for children, maternity 
care, and acute complaints while those focus-
ing on aging families could focus on chronic 
conditions and geriatrics. Practices could re-
cruit from both pools, and physicians could 
learn from one another, adapting their prac-
tices as they progress through their careers. 

Before we make these decisions, a criti-
cal question must be considered: what mod-
el of family medicine will appeal to current 
and future medical students? Perhaps poten-
tial family physicians choose other specialties 
not because the idea of full-scope family med-
icine is unappealing, but because the reality of 
adult, ambulatory primary care practice is.24-

26 Recent data suggest that many residency 
graduates desire to continue maternity care, 
but cannot find a supportive practice.27-29 Are 
we really sending a message to students that 
it is achievable to be broadly competent, to 
care for patients from cradle to grave, and to 
do so in a practice that is fulfilling, not defeat-
ing? Bridging this gap is crucial—not everyone 
can work in the rare settings where maternity 
care is currently an option. So it needs to be 
possible everywhere. Expanding opportunities 
for family physicians to practice maternity care 
is likely to be a virtuous cycle, allowing us to 
rescue this endangered species from the brink.

In any case, inaction, timidity, and delay 
are self-defeating. While avoiding hard choic-
es might seem like a good idea in the short 
run, indecisive compromise led us to where 
we are today. The events of the past year, in-
cluding managing the COVID-19 pandemic, 
combating systemic racism, and addressing 
climate change evoke this lesson: denial is a 
poor strategy. Medical students and the public 
should see our choices as bold, forward-think-
ing, and focused on the public interest. Our 
nation will never have the primary care work-
force it needs if we don’t make this work re-
warding for those who do it. There is probably 
more than one way to achieve this goal. The 
enemy is equivocation and internal dissention. 
It’s time to get on with it.
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