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The number of family physicians 
providing maternity care con-
tinues to decline in the United 

States.1,2 Key factors motivating this 
change are thought to be inability 
to secure a job that includes mater-
nity care2,3; lifestyle concerns2; de-
creased interest by family physicians 
in providing maternity care4; medi-
cal malpractice costs5-7; and lack of 
support from hospitals, employers,8,9 

and obstetricians.10 In addition, the 
family medicine workforce is aging, 
with up to 40% of family physicians 
over age 55 years in some states,11 
which may lead to the retirement of 
many family physicians who provide 
maternity care in the next 10 years. 
Continuing to train family physi-
cians to provide maternity care is 
critical, as family physicians pro-
vide the majority of maternity care 

in US rural hospitals12 and some-
times provide all maternity care in-
cluding cesarean deliveries in rural 
communities.13-15

Access to prenatal care and de-
livery services is strongly related 
to better maternal and infant out-
comes.16,17 A broad scope of family 
medicine practice has also been as-
sociated with better health outcomes 
for patients18 and well-being of phy-
sicians.19 If the family medicine ma-
ternity care workforce continues to 
decline, the loss of access to materni-
ty services in rural and economical-
ly disadvantaged communities will 
likely worsen health disparities and 
the already unacceptably high ma-
ternal mortality rate in the United 
States.15,20  

In 2014, The Accreditation Coun-
cil for Graduate Medical Education 
(ACGME) released updated require-
ments for family medicine residency 
training.21 These updates required 
significantly less experience and 
competence in maternity care com-
pared to the 2007 requirements and 
have remained unchanged through 
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BACKGROUND AND OBJECTIVES: The number of family physicians providing 
maternity care continues to decline, jeopardizing access to needed care for un-
derserved populations. Accreditation changes in 2014 provided an opportunity 
to create family medicine residency maternity care tracks, providing compre-
hensive maternity care training only for interested residents. We examined the 
relationship between maternity care tracks and residents’ educational experi-
ences and postgraduate practice.

METHODS: We included questions on maternity care tracks in an omnibus sur-
vey of family medicine residency program directors (PDs). We divided respon-
dent programs into three categories: “Track,” “No Track Needed,” and “No Track.” 
We compared these program types by their characteristics, number of resident 
deliveries, and number of graduates practicing maternity care. 

RESULTS: The survey response rate was 40%. Of the responding PDs, 79 (32%) 
represented Track programs, 55 (22%) No Track Needed programs, and 94 
(38%) No Track programs. Residents in a track attended more deliveries than 
those not in a track (at Track programs) and those at No Track Needed and No 
Track programs. No Track Needed programs reported the highest proportion 
of graduates accepting positions providing inpatient maternity care in 2019 
(21%), followed by Track programs (17%) and No Track programs (5%; P<.001). 

CONCLUSIONS: Where universal robust maternity care education is not fea-
sible, maternity care tracks are an excellent alternative to provide maternity 
care training and produce graduates who will practice maternity care. Programs 
that cannot offer adequate experience to achieve competence in inpatient ma-
ternity care may consider instituting a maternity care track.  
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the most recent revision in 2020. 
One solution to the need for addi-
tional family physicians who pro-
vide maternity care in light of the 
changed ACGME requirements for 
family medicine training is the op-
portunity for enhanced maternity 
care training for interested resi-
dents.15,22

A recent Council of Academic 
Family Medicine Educational Re-
search Alliance (CERA) survey of 
245 program directors aimed to un-
derstand trends in family medicine 
resident maternity care experiences 
after the 2014 change in ACGME re-
quirements. This survey found that 
the majority (62%) of program direc-
tors estimate that fewer than 10% 
of their residents continue to attend 
vaginal deliveries after graduation. 
Only 11 program directors (4%) es-
timated that more than 50% of their 
graduates continue to attend vaginal 
deliveries.23

Characteristics of family medi-
cine residents who intend to prac-
tice maternity care include female 
gender, MD degree (vs DO), and par-
ticipation in a loan repayment pro-
gram. Characteristics of residencies 
likely to train residents who intend 
to practice maternity care include 
geographic location in the West or 
Midwest, more months of required 
maternity care rotations, presence 
of a maternity care fellowship, fund-
ing as a teaching health center, and 
lower number of beds at the primary 
admitting hospital, as well as strong 
family medicine attending presence 
in the provision and privileging of 
maternity care.24-26 The only curric-
ulum-related factor listed is months 
of required maternity care rotations, 
in other words, increased exposure 
to maternity care. A maternity care 
track increases exposure to mater-
nity care and may allow for greater 
concentration of resources on train-
ees likely to provide maternity care 
in their future practices.26 Maternity 
care tracks may also enable highly 
interested residents to develop ad-
vanced maternity care skills. The 
updated 2014 ACGME require-
ments provided an opportunity and 

incentive for programs to create ma-
ternity care tracks. 

The purpose of our study was to 
examine the relationship between 
maternity care tracks and family 
medicine residents’ maternity care 
educational experiences and grad-
uate practice. Based on previous 
studies,15,26 we hypothesized that res-
idents at programs with maternity 
care tracks would have more mater-
nity care experience (as measured 
by the number of vaginal deliveries) 
and be more likely to practice ma-
ternity care after graduation than 
residents at programs without ma-
ternity care tracks. 

Methods
We piloted a version of the survey 
questions (Table 1) in 2018 among 
the Michigan State University Fam-
ily Medicine Residency Network pro-
gram directors27 and demonstrated 
that delivery of the survey is fea-
sible. We then included the piloted 
questions as part of a larger om-
nibus survey conducted by CERA. 
The methodology of the CERA Pro-
gram Director Survey has previously 
been described in detail.28 The CERA 
steering committee evaluated ques-
tions for consistency with the over-
all subproject aim, readability, and 
existing evidence of reliability and 
validity. The survey was pretested 
with family medicine educators who 
were not part of the target popula-
tion. Questions were modified follow-
ing pretesting for flow, timing, and 
readability. The American Academy 
of Family Physicians Institutional 
Review Board approved this project 
in April 2020. Data were collected 
from May 11, 2020 to June 2, 2020.

The sampling frame for the survey 
was all ACGME-accredited US fami-
ly medicine residency program direc-
tors, as identified by the Association 
of Family Medicine Residency Direc-
tors. Email invitations to participate 
were delivered with the survey us-
ing the online program SurveyMon-
key. Two follow-up emails were sent 
weekly after the initial email invita-
tion and a third reminder was sent 
2 days before the survey closed. 

Although there were 698 program 
directors at the time of the survey, 
three had no email address indicat-
ed and 35 had previously opted out 
or blocked SurveyMonkey surveys. 
Therefore, the survey was emailed 
to 660 individuals. The survey con-
tained a qualifying question to re-
move programs that had not had 
three graduating resident classes (34 
programs), reducing the eligible sam-
ple size to 626 program directors.

We divided respondents into three 
categories: “Track” programs, “No 
Track Needed” programs, and “No 
Track” programs. The programs of 
program directors (PDs) who an-
swered “yes” to question three, 
“Does your program offer a mater-
nity care track?” were classified as 
Track programs. The programs of 
PDs who answered “no” to question 
three and indicated that the primary 
or secondary barrier for developing a 
maternity care track was “Our grad-
uates achieve competence to provide 
inpatient maternity care without a 
maternity care track,” were classi-
fied as No Track Needed. The pro-
grams of PDs who answered no to 
question three but gave other rea-
sons when asked “What is your pro-
gram’s greatest obstacle to starting 
a maternity care track?” were classi-
fied as No Track programs. In other 
words, the programs with no mater-
nity care track were divided into two 
groups. Graduates of No Track Need-
ed programs were able to achieve 
maternity care competence without a 
maternity care track. No Track pro-
grams’ directors listed other barri-
ers to having a maternity care track, 
rather than being able to achieve 
competence without one.

We compared demographic char-
acteristics and responses among the 
groups. We examined all variables 
for relationships with two outcomes 
of interest: number of deliveries and 
percentage of 2019 graduates pro-
viding maternity care, as reported 
by the program directors. We also 
compared demographics of survey 
respondents to those of non-respon-
dents, when available, using χ2 anal-
yses.
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We used univariate statistics to 
describe the survey results. We used 
bivariate statistics to examine rela-
tionships between the number of 
births attended by residents, pres-
ence of maternity care tracks, and 
graduates choosing to provide ma-
ternity care. We used χ2 tests and 
Student t test to evaluate bivariate 
relationships, using P<.05 to deter-
mine statistical significance. Finally, 
we used hierarchical regression anal-
yses to compare Track and No Track 
programs for the outcomes of inter-
est, after controlling for other pre-
dictive variables, including known 
program director and program char-
acteristics. We excluded No Track 

Needed programs from the regres-
sion analyses.

Results
Of the eligible respondents, 247 
program directors returned usable 
surveys (40% response rate). Nine-
teen of these respondents did not 
answer any of the maternity care 
track questions. Of the 228 who did, 
there were 79 (32%) Track PDs, 55 
(22%) No Track Needed PDs, and 94 
(37%) No Track PDs (Table 2). There 
were significant differences by re-
gion, with the largest proportion of 
No Track Needed programs in the 
West and Midwest regions and the 
largest number of Track programs 
in the South region (P=.002). Track 

programs and No Track Needed pro-
grams were more likely to be larger, 
and few programs in small commu-
nities had tracks (P<.05, Table 2). 
No Track programs were less likely 
to have directors with DO degrees 
(P=.006). Survey respondents did not 
significantly differ from nonrespon-
dents in geographic region. However, 
MDs (vs DOs) were slightly overrep-
resented among survey respondents 
(80.2% of respondents vs 72.2% of 
nonrespondents, P=.028).

Within the 79 Track programs, 
graduating residents participating 
in the track were reported to have 
had more total deliveries (76, Table 
3) than those not in the track (38, 
P<.001). Both graduates in a Track 

Table 1: Maternity Track Survey Questions

1. How many residents graduated from your program in 2019?
2. Among the residents who graduated from your program in 2019, how many accepted positions providing inpatient 

maternity care?
3. Does your program offer a maternity care track for residents with a special interest in providing inpatient maternity 

care after graduation?

For those who answered “no,” to Question 3 these five questions followed:
1. Do you have plans to start a maternity care track? (yes/no)

2. What is your program’s greatest obstacle to starting a maternity care track?

a. Our graduates achieve competence to provide inpatient maternity care without a maternity care 
track.

b. Residents are not interested in maternity care.

c. Family medicine faculty are not interested in maternity care.

d. The obstetrics department is not supportive of family medicine maternity care training.

e. Hospital administration is not supportive of family medicine maternity care training.

f. Volume of pregnant patients would not support a maternity care track.

g. Hospital does not provide inpatient maternity care.

3. What is your program’s second greatest obstacle to starting a maternity care track? (same choices as above)

4. At your program, how many continuity vaginal deliveries does an average resident conduct during their resi-
dency? (number field) 

5. At your program, how many total vaginal deliveries does an average resident conduct during their residency? 
(number field)

For those who answered “yes” to Question 3, these four questions followed:
1.     At your program, how many continuity deliveries does an average maternity care track resident conduct during       
their residency?

2.     At your program, how many total vaginal deliveries does an average maternity care track resident conduct dur-
ing their residency?

3.     At your program, how many continuity deliveries does an average resident not in a maternity care track conduct 
during their residency?

4.     At your program, how many total vaginal deliveries does an average resident not in a maternity care track con-
duct during their residency?
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Table 2: Demographic Characteristics of Three Types of Residency Programs 

  Track, n (%)
No Track 

Needed, n (%) No Track, n (%) P Value

Total Programs 79 (32) 55 (22) 94 (38)  

Region       .002

West 17 (22) 18 (33) 12 (13)  

Midwest 16 (20) 17 (31) 20 (21)  

South 37 (47) 13 (24) 36 (38)  

Northeast 9 (11) 7 (13) 26 (28)  

Program Type       .297

University based 14 (18) 12 (13) 8 (15)  

Community based, university affiliated 47 (59) 53 (56) 35 (63)  

Community based, nonaffiliated 13 (16) 27 (29) 9 (16)  

Military 3 (4) 0 (0) 2 (4)  

Other 2 (3) 2 (2) 2 (4)  
Community Size       .008

Less than 30,000 3 (4) 6 (11) 14 (15)  

30,000 to 149,000 32 (41) 16 (29) 44 (47)  

150,000 to 499,999 22 (28) 22 (40) 15 (16)  

More than 500,000 22 (28) 11 (20) 21 (22)  
Total Residents in 2019       .005

<19 22 (28) 15 (27) 46 (49)  

19-31 40 (51) 28 (51) 40 (43)  

>31 15 (22) 12 (22) 7 (8)  

Percent of Residents Who Are US Graduates       .068

0%-24% 59 (75) 49 (52) 39 (68)  

25%-49% 8 (10) 14 (15) 6 (11)  

50%-74% 9 (11) 17 (18) 7 (12)  

75%-100% 3 (4) 14 (15) 5 (9)  

Program Director Degree - MD (vs DO) 69 (88) 47 (85) 66 (70) .006

Median years in current program director position (range) 5 (.1 to 48) 4 (0 to 29) 4.5 (.3 to 32) .591
Median PD years in any program director position (range) 6 (0 to 48) 5 (0 to 29) 6 (.3 to 32) .629

Program Director Gender       .308

Female 32 (41) 31 (56) 39 (42)  

Male 46 (58) 24 (44) 52 (57)  

Other 1 (1) 0 (0) 1 (1)  
Program Director Race       .569

American Indian or Alaska Native 0 (0) 3 (5) 2 (2)  

Asian 3 (4) 1 (2) 6 (6)  
Black or African American 3 (4) 4 (7) 5 (5)  
Native Hawaiian or Pacific Islander 0 (0) 0 (0) 1 (1)  
White 71 (90) 45 (82) 76 (82)  
Choose not to disclose 2 (3) 2 (4) 3 (3)  

Program Director Ethnicity       .672

Hispanic/Latino 5 (6) 4 (8) 4 (4)  

Non-Hispanic/Latino 72 (94) 48 (92) 87 (96)  
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and graduates of No Track Need-
ed programs completed residency 
with more reported vaginal deliver-
ies than graduates of No Track pro-
grams (76, 62, and 26, respectively, 
P<.001). The average numbers of 
continuity deliveries for each type of 
program followed the same pattern; 
residents in a track had the most 
(18), followed by No Track Needed 
(10) programs, and then by No Track 
(7) programs.

In regression analysis, graduates 
participating in tracks completed 
more deliveries than graduates of 
No Track programs, even after con-
trolling for other predictive variables 
(percentage of non-US graduates, 
PD time in role and years serving 
as PD, number of residents in 2019, 
and proportion of faculty providing 
maternity care; r2 change=0.201, 
P<.001). Directors of No Track Need-
ed programs reported the highest 
proportion of graduates accepting po-
sitions providing inpatient maternity 
care in the class of 2019 (21%), fol-
lowed by directors of Track programs 
(17%) and directors of No Track pro-
grams (5%, P<.001). In regression 
analysis, Track program graduates 
were more likely to accept mater-
nity care positions than No Track 
graduates, after controlling for oth-
er predictive variables (percentage of 
non-US graduates, number of resi-
dents in 2019, proportion of faculty 
providing maternity care, region, and 
program director race). However, the 

effect was small (r2 change=0.031, 
P=.048).

The highest percentage of fac-
ulty providing maternity care was 
associated with No Track Needed 
programs (51%), followed by Track 
programs (35%) and No Track pro-
grams (16%, P<.001).

Of all programs that do not have 
a track, including both No Track and 
No Track Needed programs (n=149), 
the most common barrier reported 
was that their graduates achieve 
competence to provide inpatient 
maternity care without a track (ie, 
they are No Track Needed). Other 
common barriers to development of 
a maternity care track included res-
idents not being interested in ma-
ternity care, unsupportive obstetric 
departments, and inadequate volume 
of pregnant patients (Figure 1.)

Discussion
Of all respondents to this survey of 
US family medicine residency pro-
gram directors, only 22% indicated 
that their “graduates achieve com-
petence to provide inpatient mater-
nity care without a maternity care 
track.” About one-third (32%) of all 
respondents employed a maternity 
care track to provide maternity care 
education for a portion of their grad-
uates. Residents graduating from 
a No Track Needed program were 
more likely to accept a position pro-
viding inpatient maternity care af-
ter graduation than graduates of a 
No Track program, suggesting that 

promoting robust maternity care ed-
ucation for all residents may be ide-
al and a maternity care track is not 
required to promote future practice 
in some residencies. However, grad-
uates of a residency program with 
a maternity care track were much 
more likely than graduates of a No 
Track program, and only slightly less 
likely than graduates of a No Track 
Needed program, to accept a position 
providing inpatient maternity care. 

Graduates of maternity care 
tracks also perform more total deliv-
eries and more continuity deliveries 
(ie, have more maternity care experi-
ence), compared to graduates of any 
of the other types of programs (No 
Track Needed or No Track). Their 
delivery numbers, as reported by 
program directors, are in the range 
recommended for training in compre-
hensive maternity care.29 This sug-
gests that where universal robust 
maternity care education is not fea-
sible, maternity care tracks are an 
excellent alternative to increase the 
percentage of graduates who practice 
maternity care. 

The maternity care track model 
may be one method to increase the 
maternity care physician workforce 
and increase access to quality ma-
ternity care. Programs that cannot 
offer adequate experience to achieve 
inpatient maternity care competence 
should consider instituting a mater-
nity care track. 

Findings from this study may 
have important policy implications 

Table 3: Comparison of Maternity Care Characteristics of Three Types of Residency Programs

 

 

Track (n=79)
No Track Needed 

(n=55)
No Track 
(n=94) P ValueResidents in 

the Track
Residents NOT 

in the Track

Average deliveries by graduation 76 (SD 29; range 
30-160)

38 (SD 19; 
range 3-116)

62 (SD 28; range 
10-146)

26 (SD 15; 
range 0-75) <.001

Average continuity deliveries by 
graduation

18 (SD 17; range 
1-130)

8 (SD 8; range 
1-60)

10 (SD 5; range 
0-20)

7 (SD 7; range 
0-40) <.001

Percent of graduates accepting positions 
including inpatient maternity care 17 (SD 20; range 0-100) 21 (SD 22; range 

0-85.7)
5 (SD 10; 

range 0-50) <.001

Number of programs sharing hospital 
with Ob-Gyn Residency (%) 32 (41) 14 (25) 38 (40) .125

Percent of family medicine faculty who 
provide maternity care 35 (SD 29) 51 (SD 30) 16 (SD 22) <.001
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for family medicine residency edu-
cation in the United States. If resi-
dency accreditation required either 
demonstration of adequate mater-
nity care volume for all residents, 
or establishing a maternity care 
track for interested residents, it is 
possible that more family physician 
graduates would be qualified to per-
form inpatient maternity care. To 
achieve optimal maternity care ed-
ucation for family medicine residents 
and to appropriately evaluate such 
education, the essential curricular 
requirements, clinical experiences, 
and competencies for maternity care 
tracks should be defined.

This study is the first to system-
atically evaluate the maternity care 
track model in family medicine res-
idencies. Limitations of this study 
include the use of a survey method. 
Although the response rate is ade-
quate (40%) and a higher response 
rate would be unlikely to reduce 
nonresponse bias,30 the majority of 
program directors did not respond. 
However, nonrespondents were com-
parable to respondents in geographic 
distribution. A second weakness is 
that program directors may not have 
had accurate information available 
to them about the questions asked 
or may have recalled the information 

incorrectly. Ideally, the actual clinical 
experiences of residents and the ac-
tual practices of graduates would be 
measured. Although we have dem-
onstrated an association, causality 
should not be inferred; it is possible 
that residents interested in mater-
nity care self-select for either Track 
or No Track Needed programs. Fi-
nally, due to the constricted length 
of the CERA survey, we did not que-
ry directors of programs with tracks 
about postgraduation practices of 
residents participating in the track, 
compared to those residents not in 
a track.

Despite these limitations, our find-
ings support the usefulness of mater-
nity care tracks for programs that 
cannot provide robust maternity care 
education for all residents. We hope 
that findings from this study will en-
courage programs in which not all 
residents achieve competence to per-
form inpatient maternity care to con-
sider development of maternity care 
tracks, and that future research will 
aid in the development of robust ed-
ucational experiences to promote a 
well-prepared workforce.

PRESENTATIONS: The content of this project 
was presented at the STFM Annual Spring 
Conference (virtual) in May 2021.
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