
FAMILY MEDICINE VOL. 53, NO. 5 • MAY 2021 331

ORIGINAL
ARTICLES

The decline in the proportion of 
family physician in the United 
States who provide maternity 

care since 2000 has been well docu-
mented, with recent data showing 
fewer than 10% of family physicians 
currently practice maternity care.1-4 
Some regions have very few family 
physicians who provide maternity 
care due in part to privileging con-
straints and malpractice rates.1,2,5 
Family physicians also report that 
lifestyle considerations and difficulty 
finding jobs that include maternity 
care prevent them from providing 
maternity care in practice.3,6,7 These 
barriers may help explain the gap 
between the percentage of family 
medicine graduates intending to 
perform vaginal deliveries (23%) and 
the percentage of practicing family 
physicians currently performing de-
liveries (fewer than 10%).8 With a 
projected shortage of 9,000 obste-
trician-gynecologists by 2030, fam-
ily physicians can help fill a critical 
need in providing maternity care in 
the United States,9,10 particularly in 
rural and underserved communi-
ties.11 High-quality maternity care 
training is an important component 
to ensure that family physicians are 
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BACKGROUND AND OBJECTIVES: Maternity care training is a standard re-
quirement for all family medicine residents, and family physicians play a criti-
cal role in the US maternity care workforce. In 2014, the Accreditation Council 
for Graduate Medical Education (ACGME) updated the required obstetrical ex-
perience during family medicine residency training from a volume-based to a 
competency-based requirement of 200 hours (2 months rotation). This study 
aimed to determine if family medicine resident maternity care training experi-
ence differed after this change in requirements. 

METHODS: A nationwide survey of family medicine program directors was con-
ducted as part of the 2019 Council of Academic Family Medicine Educational 
Research Alliance (CERA) survey, replicating a 2013 CERA survey to determine 
if there was a change in family medicine resident maternity care experience 
after the ACGME requirements update.

RESULTS: The priority programs place on residents’ continuity deliveries and 
family medicine faculty attending deliveries decreased between 2013 and 
2019. The reported number of continuity deliveries and vaginal deliveries per-
formed by residents also decreased significantly between 2013 and 2019, yet 
the program directors’ estimate of the number of graduates going on to pro-
vide obstetric deliveries or pursue a maternity care fellowship did not change 
significantly. Programs reporting more than 25% of graduates continuing to 
conduct vaginal deliveries have reported similar numbers of vaginal deliveries 
per resident as in 2013.  

CONCLUSIONS: The majority of family medicine residents are graduating 
with less delivery experience, and residency programs are placing less prior-
ity on continuity deliveries and modeling by family physician faculty following 
the 2014 ACGME Family Medicine Requirements update. This trend may have 
major implications on the comprehensive nature of our specialty and further 
widen gaps in the maternity care workforce. Further studies are needed to 
determine the impact on the competency of graduating family medicine resi-
dents in providing maternity care and for the long-term effects on the mater-
nity care workforce.
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prepared to provide maternity care 
in practice.

Maternity care training is a 
standard requirement for all fam-
ily medicine residents,12,13 yet there 
continues to be debate regarding 
how much training should be re-
quired in family medicine residen-
cy,14-18 and programs provide varying 
levels of maternity care training.19-21 
A study on Preparing the Person-
al Physician for Practice (P4) and 
length of training innovations sug-
gests that expanded training may 
impact the scope of practice of fam-
ily physicians.22 P4 graduates were 
more likely to perform vaginal de-
liveries than a national comparison 
group (19% vs 9%).22 In 2014, the 
Accreditation Council for Graduate 
Medical Education (ACGME) up-
dated the family medicine residency 
training requirements in maternity 
care, shifting from a volume-based 
to a competency-based experience, 
with the intent of providing flexibil-
ity and promoting innovation.23 Prior 
to 2014, residents were required to 
perform a minimum of 40 deliveries, 
at least 30 of which were required to 
be vaginal, and at least 10 deliver-
ies including continuity of antenatal 
and postnatal care. A previous study 
of maternity care training in fam-
ily medicine residencies found that 
in 2013, 85.6% of programs reported 
that trainees graduated with more 
than 40 vaginal deliveries.24 Rather 
than performing a minimum num-
ber of vaginal deliveries, residents 
must now have at least 200 hours 
(or 2 months) of maternity care ex-
perience with some element of con-
tinuity of antenatal/postnatal care.  

While many factors impact trends 
in residency education, this study 
sought to identify if there was a 
change in the maternity care train-
ing experience in family medicine 
residency programs following the up-
dated 2014 ACGME requirements. 
To understand if these requirement 
changes impacted the family phy-
sician workforce’s contribution to 
maternity care, we also explored 
whether the change in requirements 
affected the number of graduates 

who go on to conduct routine vagi-
nal deliveries and/or pursue fellow-
ships in maternity care.

Methods
The national survey of family med-
icine residency program directors  
conducted by the Council of Academ-
ic Family Medicine Educational Re-
search Alliance (CERA) provided the 
opportunity to replicate an earlier 
CERA survey about maternity care 
training24 to assess the potential im-
pact of the 2014 requirement chang-
es (see Appendix at https://journals.
stfm.org/media/3850/fashner-appen-
dix-cera-ob-comparison.pdf for the 
list of maternity care training ques-
tions). 

The 2019 CERA steering com-
mittee evaluated questions for con-
sistency with the overall subproject 
aim, readability, and existing evi-
dence of reliability and validity. Pre-
testing was done on family medicine 
educators who were not part of the 
target population. The American 
Academy of Family Physicians In-
stitutional Review Board approved 
this project in May 2019. The Lee 
Health Institutional Review Com-
mittee, the Florida State University 
Institutional Review Board, and the 
Healthcare Corporation of America 
Institutional Review Board also ap-
proved this project.

For the 2019 CERA program di-
rectors survey, all ACGME-accred-
ited US family medicine residency 
program directors, as identified by 
the Association of Family Medicine 
Residency Directors (AFMRD), were 
eligible to participate. Email invita-
tions including a link to the online 
SurveyMonkey survey were deliv-
ered to all program directors. Sev-
en follow-up emails to encourage 
nonrespondents to participate were 
sent after the initial email invitation. 
There were 655 program directors at 
the time of the 2019 survey; 39 had 
previously opted out or blocked Sur-
veyMonkey surveys. Therefore, the 
survey was emailed to 616 individu-
als. The overall survey response rate 
was 42.4% (261/616). Data were col-
lected from May 2019 to July 2019.

The 2013 CERA survey protocol 
applied the same sampling and re-
cruitment approach as 2019, except 
the survey invitations were sent out 
a total of three times. Data were col-
lected from August 2013 to Septem-
ber 2013 and achieved a response 
rate of 56% (251/441).24

We analyzed data from the 251 
surveys in 2013 and compared it 
to the 261 surveys completed in 
2019 (both the 2013 and 2019 sur-
veys contained unanswered items 
from the demographic or maternity 
care training questions). Descriptive 
analyses included three general pro-
gram demographics questions (type 
of program, region, and community 
size) and eight maternity care-spe-
cific questions (six regarding curricu-
lar characteristics and two outcome 
measures). The outcome variables 
included the program directors’ self-
reported estimations for the percent 
of graduates in the last 5 years who 
conduct routine vaginal deliveries in 
practice and the number of gradu-
ates who enter a maternity care fel-
lowship (see Appendix for survey 
questions). We hypothesized that 
the number of deliveries per resident 
would be fewer in 2019 than in 2013. 
Since we believed deliveries would 
be lower, we also expected that the 
number of residents continuing de-
liveries after graduation would de-
crease over the same time period. 
We used χ2 tests to determine sta-
tistically significant differences be-
tween the categorical variables. We 
combined categories as in the 2013 
study24 for some of the analyses. We 
completed statistical analysis using 
STATA 14.25  

Results
Comparison of the 2013 and 2019 
surveys found that the demograph-
ic program characteristics reported 
by the program director respondents 
were similar in terms of type of pro-
gram, region, and community size 
(Table 1).

We found no significant differenc-
es between 2013 and 2019 in the 
program directors’ estimate of the 
independence expected of residents 
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on maternity care rotation or in 
whether a fellowship in maternity 
care was offered at the program (Ta-
ble 2). However, as we hypothesized, 
the program directors’ estimation of 
the volume of both continuity and 
vaginal deliveries performed by res-
idents significantly declined (each 
P<.001). In 2013, program directors 
estimated that 86.5% of programs’ 
trainees completed 10 or more con-
tinuity deliveries and 86.5% complet-
ed more than 40 vaginal deliveries; 
in 2019, this had dropped to 41.0% 
and 57.5%, respectively. The propor-
tion of deliveries attended by a fam-
ily physician and the priority given 
to continuity deliveries as rated by 
the program directors also decreased.  

Overall, the outcomes of interest 
(proportion of graduates who were 
reported to have gone on to conduct 
routine vaginal deliveries in the last 
5 years and the reported number of 
graduates who did a maternity care 
fellowship in the last 5 years) did 
not change significantly between 
2013 and 2019 (Table 3). A subse-
quent analysis to investigate this 
unexpected outcome revealed that 
programs reporting more than 25% 
of graduates continuing to conduct 
routine deliveries reported no sig-
nificant change in volume of vaginal 

deliveries per resident, while pro-
grams reporting fewer than 25% 
of graduates continuing to conduct 
routine deliveries reported a signif-
icant decrease in vaginal delivery 
volume per resident (Table 4). How-
ever, the proportion of program direc-
tors responding with a large number 
of graduates who continue to con-
duct routine vaginal deliveries (more 
than 25%) decreased from 19.2% (48 
of 251) in 2013 to 14.2% (37 of 261) 
in 2019.

Discussion
Training family physicians ade-
quately in maternity care is impor-
tant for the specialty to retain its full 
scope and comprehensive nature, as 
well as ensure access to maternity 
care amidst a growing obstetrician-
gynecologist shortage. While the re-
ported proportion of graduates who 
go on to routinely conduct deliveries 
or pursue a maternity care fellow-
ship has not changed from 2013 to 
2019, residency programs are plac-
ing less priority on resident involve-
ment in continuity deliveries and in 
most programs, residents are gradu-
ating with less delivery experience. 
This trend could have major impli-
cations on the maternity care work-
force and whether family medicine 

continues to include delivery care as 
a core part of our identity.  

While this study did not ask 
what changes residency programs 
implemented in their program poli-
cies and expectations following the 
updated 2014 ACGME maternity 
care requirements, it appears that 
many programs have relaxed inter-
nal expectations regarding continu-
ity delivery attendance and delivery 
volumes. Programs may find it chal-
lenging to support higher maternity 
care training volume for the same 
reasons fewer family physicians in-
clude maternity care in their prac-
tice.1-3,5-7 With fewer graduates 
practicing maternity care, programs 
have difficulty finding family medi-
cine faculty actively providing ma-
ternity care in order to have them 
supervise residents. Some programs 
must balance resident bandwidth 
for covering all service obligations 
(ambulatory clinic, inpatient med-
icine, inpatient pediatrics and ma-
ternity care). In these programs, we 
may see relaxed internal maternity 
care training requirements because 
the burden of higher expectations 
was too great. Mentoring residents 
to consider a career as an academic 
family physician with maternity care 
and identifying advocacy efforts that 

Table 1: Comparison of Program Directors’ Responses for Demographic Program 
Characteristics in the 2013 (N=251) and 2019 (N=261) Surveys

Variable Categories 2013 
n (%)

2019  
n (%) P Value

Type of program

Community, not university affiliated
Community, university affiliated
University
Military
Other
Missing

40 (16.0)
166 (66.0)
34 (13.6)
8 (3.2)
3 (1.2)

0

42 (16.1)
156 (59.8)
51 (19.5)
4 (1.5)
8 (3.1)

0

.127

Region

Northeast
Midwest
South
West
Missing

51 (20.3)
69 (27.5)
79 (31.5)
50 (19.9)
2 (0.7)

48 (18.4)
78 (29.9)
78 (29.9)
57 (21.8)

0

.573

Community size

Less than 30,000
30,000 to 74,999
75,000 to 149,000
150,000 to 499,999
500,000 to 1 million
More than 1 million
Missing

17 (6.8)
43 (17.1)
48 (19.1)
66 (26.3)
33 (13.2)
42 (16.7)
2 (0.7)

33 (12.6)
56 (21.5)
47 (18.0)
56 (21.5)
37 (14.2)
32 (12.3)

0

.087
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Table 2: Comparison of Program Directors’ Responses for Curricular 
Characteristics in the 2013 (N=251) and 2019 (N=261) Surveys

Variable Categories 2013 
n (%)

2019  
n (%) P Value

Proportion of family medicine attendings at 
deliveries

0%
1%-20%
21%-40%
41%-60%
61%-80%

>80%
Missing

29 (11.6)
51 (20.3)
48 (19.1)
29 (11.6)
20 (8.0)
70 (27.9)
4 (1.6)

46 (17.6)
64 (24.5)
42 (16.1)
31 (11.9)
17 (6.5)
46 (17.6)
15 (5.7)

.009

Continuity deliveries per resident

0-9
10-20
>20

Missing

29 (11.6)
191 (76.1)
26 (10.4)
5 (2.0)

138 (52.9)
100 (38.3)

7 (2.7)
16 (6.1)

.001

Vaginal deliveries per resident

<40
41-60
61-80
81-100
>100

Missing

31 (12.4)
132 (52.6)
41 (16.3)
26 (10.4)
16 (6.4)
5 (2.0)

111 (42.5)
74 (28.4)
34 (13.0)
15 (8.0)
10 (5.1)
17 (6.5)

.001

Independence expected on rotation

Low
(0 to 4)

Medium 
(5 to 7)

High 
(8 to 10)
Missing

32 (12.7)

151 (60.2)

63 (25.1)

5 (2.0)

43 (16.5)

137 (52.5)

69 (26.4)

12 (4.6)

.28

Priority given to continuity deliveries 

Not extremely 
important 

(0 to 9)
Extremely important 

(10)
Missing

126 (50.2)

120 (47.8)

5 (2.0)

193 (73.9)

55 (21.0)

13 (5.0)

.001

OB fellowship at institution
Yes
No

Missing

33 (13.1)
214 (85.3)

4 (1.6)

31 (11.9)
218 (83.5)
12 (4.6)

.142

Table 3: Comparison of Program Directors’ Responses for Outcomes of 
Interest in the 2013 (N=251) and 2019 (N=261) Surveys 

Variable Categories 2013 
n (%)

2019 
n (%) P Value

Proportion of graduates who continue to conduct 
routine vaginal deliveries in the last 5 years

<10%
11%-25%
26%-50%
51%-75%

>75%
Missing

137 (54.6)
57 (22.7)
34 (13.6)
11 (4.4)
3 (1.2)
9 (3.6)

152 (58.2)
56 (21.5)
26 (10.0)
7 (2.7)
4 (1.5)
16 (6.1)

.460

Number of graduate who do maternal care/obstetric 
fellowship in the last 5 years

0
1
2
3

4 or more
Missing

149 (59.4)
50 (19.9)
24 (9.6)
6 (2.4)
13 (5.2)
9 (3.6)

149 (57.5)
37 (14.3)
31 (12.0)
12 (4.6)
16 (6.2)
14 (5.4)

.296
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will support residency programs’ 
maternity care training could allow 
programs facing these challenges to 
increase training volume.

While the updated ACGME re-
quirements specify a need for 
competency-based goals for all edu-
cational areas, competency in ma-
ternity care is not explicitly defined. 
More research is needed to evalu-
ate how programs define and eval-
uate for competency. It is plausible 
that programs with historically few-
er graduates practicing maternity 
care require competency for only a 
basic level of maternity care, while 
programs with more graduates 
practicing maternity care define 
competency at an advanced level. 
A three-tiered system of materni-
ty care training requirements has 
been proposed by the Council of Ac-
ademic Family Medicine to achieve 

competency in increasing complex-
ity of maternity care: ambulatory, 
comprehensive, and advanced ma-
ternity care.17 A residency program 
may offer one or multiple training 
tiers based on the training experi-
ence available at their site. If such 
a system were adopted by all fam-
ily medicine residency programs, 
the transparency in maternity care 
training may offer a better guide for 
students motivated to include com-
prehensive maternity care in their 
future practice. Because this study 
does not have paired data from 2013 
and 2019 surveys, we were unable to 
determine directly if programs with 
less graduates continuing maternity 
care decreased the maternity care 
experience in their program.  

The number of family physi-
cians practicing maternity care has 
been declining over the past several 

decades, and graduates have report-
ed their intention to provide mater-
nity care at higher rates than they 
report doing so in practice.8,26,27 De-
spite the decline in deliveries being 
performed by residents as reported 
by the program directors in this sur-
vey, the number of family medicine 
graduates in the last 5 years who 
went on to conduct routine vaginal 
deliveries in practice remained un-
changed over the same time period. 
Medical students with a strong in-
terest in providing maternity care 
may self-select into residency pro-
grams with high volume materni-
ty care experience. Indeed, there 
are lists circulating on the internet 
to guide medical students in find-
ing residency programs with strong 
maternity care training.28 Our find-
ing that the reported percentage of 
graduates entering a maternity care 

Table 4: Comparison of Program Directors’ Responses for Vaginal Deliveries Between Programs 
That Graduate a Small Number of Residents Who Continue Deliveries (0%-25%) and Programs 

That Graduate a Large Number of Residents Who Continue Deliveries (>25%)

4A: Comparison of Reported Total Vaginal Deliveries in 2013 and 2019 for Programs 
Reporting a Small Number of Graduates Who Continue Deliveries (≤25%)

Programs With 0%-25% of Graduates Continuing Deliveries (N=402)

Total Vaginal Deliveries 2013 (N=194) 
n (%)

2019 (N=208) 
n (%) P Value

≤40 31 (16) 111 (53.4)

.001

41-60 124 (64) 65 (31.3)

61-80 25 (12.9) 19 (9.1)

81-100 13 (6.7) 9 (4.3)

>100 1 (0.52) 2 (0.96)

Missing 0 2 (0.96)

4B: Comparison of Reported Total Vaginal Deliveries in 2013 and 2019 for Programs 
Reporting a Large Number of Graduates Who Continue Deliveries (> 25%)

Programs >25% of Graduates Continuing OB(N=85)

Total Vaginal Deliveries 2013 (N=48) 
n (%)

2019 (N=37) 
n (%) P Value

≤40 0 0

.509

41-60 7 (14.6) 8 (21.6)

61-80 15(31.2) 15 (40.5)

81-100 12(25.0) 6 (16.2)

>100 14 (29.2) 8 (21.6)

Missing 0 0

Twenty-five respondents did not answer the item on percentage of graduates who continue OB.
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fellowship did not change between 
the two survey years may indicate 
that residents believe their training 
is adequate, or the majority of those 
intending to continue maternity 
care in practice pursue fellowships. 
This raises the additional question 
of whether residents pursue fellow-
ships in maternal care because they 
feel they did not receive sufficient 
training experience for the level of 
maternity care they wish to provide 
or to meet privileging requirements 
for future jobs. While previous stud-
ies identified privileging constraints 
as a barrier to practicing maternity 
care in family medicine,5 training 
volume requirements for obstetrical 
privileges are quite variable by in-
stitution. 

Limitations
A limitation of this study includes 
sampling issues. Not all programs 
responded to the survey (less than 
60% response rate) and different pro-
grams may have responded in 2013 
compared with 2019. Although we 
can report general trends, we cannot 
determine if certain programs main-
tained high volume training between 
those years. Another limitation is 
that this data is based entirely on 
program director recall which may 
be unreliable in some areas (propor-
tion of family medicine attendings at 
delivery, percent of graduates con-
tinuing to perform deliveries, etc). In 
addition, turnover in program direc-
tor positions might impact the qual-
ity of the responses and constrain 
our ability to make comparisons over 
time. The other limitation of this sur-
vey type is that we do not capture 
resident maternity care experience 
directly, rather relying on the percep-
tion of the program director.   

Conclusion
Family medicine is a comprehen-
sive specialty founded on continuity 
of care.29 The family medicine mater-
nity care model is valued by patients 
and their families,30 and protecting 
this option for patients while filling 
a growing gap in the maternity care 
workforce is an important strategy 

for our nation’s health. The findings 
in this study suggest family medi-
cine residency training is losing em-
phasis on continuity maternity care, 
the modeling of maternity care by 
family physician attendings, and 
that many residents are graduating 
with less delivery experience. These 
graduates with less delivery expe-
rience may find it more difficulty 
to secure privileges for obstetrics,7 
even if they would like to provide 
maternity care. Our findings raise 
important questions to determine 
the best way forward for materni-
ty care training in family medicine: 
whether more family medicine ma-
ternity care fellowships are needed 
and/or if programs require addition-
al advocacy and support for mater-
nity care training. Institutionalizing 
the three-tiered scope of maternity 
care practice17 in the standardized 
competency assessments in family 
medicine training may be one way 
to substantiate advocacy efforts for 
universal family medicine obstetrics 
core privileges and remove barriers 
for competently trained family phy-
sicians who wish to provide family-
oriented maternity care. 
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