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Case Scenario
I work in an office where there are a lot of 
obstetric patients, and I feel privileged as a 
family physician to be able to perform deliv-
eries. But I also have a full-spectrum prac-
tice and a private life. Many of my patients 
are on the teaching service for a nearby 
residency program. The residents take care of 
my patients and call me around the time of 
delivery. Sometimes I am there well ahead of 
time, sometimes I make it just in time, and at 
other times I arrive after the delivery. I want 
to be a good role model for the residents, 
and I notice that they are often in and out of 
the room for their patients’ deliveries. What 
is the appropriate amount of time to spend 
with my patients who are in labor? How do I 
discuss this with my patients?

Commentary
This scenario raises several key questions that 
are important not only to patient care, but 
also to physicians’ quality of life and satisfac-
tion with practice. First, what are the critical 
roles for the family physician during prenatal 
care, labor, and birth? Second, what is the evi-
dence for supportive care during childbirth? 
Lastly, how does a busy family physician 
integrate obstetric care, which is by nature 
unpredictable, into practice and daily life? 

Physicians are typically trained to be 
most concerned about and prepared for 
the moment of birth, but the majority of 
supportive care and decision making that 
affect birth outcomes occur much earlier. 
The hours of labor and birth are only a small 
part of the care of pregnant women and 
their families. Prenatal care includes health 
education, empowerment, and connections 
with physicians and the hospital system in 
preparation for birth. The relationship that 
develops during the course of prenatal care 

forms a foundation of trust that the physi-
cian and patient will draw on during the 
birthing process. 

During labor and delivery, four key com-
ponents have been consistently identified as 
contributing to maternal satisfaction: per-
sonal expectations, support from caregivers, 
the quality of the physician-patient relation-
ship, and patient involvement in decision 
making. These factors seem to be more 
predictive of women’s satisfaction levels 	
than the experience of pain or pain relief.1

Women who report satisfaction with their 
labor and birth express having a sense of 
control and having their expectations met.2 
The family physician can guide the conver-
sation during prenatal visits about expec-
tations under ideal circumstances versus 
what may happen if complications arise. 
Various tools, such as birth plans and case 
scenarios, can facilitate the conversation 
about physician availability and the realities 
of a busy hospital labor and delivery unit. It 
is important for physicians to be aware of 
their practice style and communicate their 
own approach to labor management. This 
allows women and their families to evaluate 
whether this approach is likely to meet their 
needs.3 It also increases patients’ sense of 
control over the birth experience, and helps 
the family physician not feel that he or she is 
disappointing the patient. 

There is little specific evidence on the 
effects of the physician’s presence during 
labor and birth. However, there is clear 
evidence of positive outcomes associated 
with companionship during labor. In a 
retrospective study of women in Finland 
who had midwifery care, women with an 
attentive, empathetic, and calm midwife 
reported more positive childbirth experi-
ences.4 A multi-site Cochrane review that 
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included more than 13,000 women found 
that those who had continuous support 
during labor had shorter labors, fewer inter-
ventions, a reduced incidence of assisted 
or surgical deliveries, and higher levels of 
satisfaction.5 In this systematic review, the 
effects were more pronounced when the 
support was provided by nonhospital staff 
female companions. The positive impact of 
labor support continues after childbirth, 
with studies documenting lower rates of 
postpartum depression, higher newborn 
Apgar scores, and increased rates of exclu-
sive breastfeeding.6 

Being unaccompanied during labor and 
birth is associated with a risk of adverse 
outcomes. Women who are alone during 
labor and birth have a higher incidence 
of epidural use and cesarean delivery, and 
lower satisfaction postpartum.7 Although 
the physician acting as the main source of 
labor support may not be necessary or even 
desirable for some women, this evidence 
reinforces the need for the physician to 
ensure that appropriate support is available, 
because even intrapartum nurses may spend 
only about 10 percent of their time in this 
role.8 Expectations for physician presence 
during labor should be communicated with 
patients in advance.

So, does it make sense for family physi-
cians to spend time with laboring women 
when there are competing demands? With 
little evidence available on the outcomes 
of physician presence, expert opinion and 
local standards need to be considered. 
Recent strategies to improve patient safety, 
reduce medical errors and liability, and 
improve the functioning and communi-
cation of the entire health care team are 
increasing expectations for the in-house 
presence of physicians.9 Most hospitals have 
at least general guidelines for when the 
primary physician must be in-house, as 
well as obstetric and anesthesia back-up. 
If guidelines are not established, these are 
important discussions for the medical staff 
to improve communication and decrease 
the potential for conflict and liability when 
responsibility is unclear.

When a woman in labor has a designated 
support person, the tools to cope with the 

challenges she might face, and the ability 
to express her needs, the physician’s role 
may be minimal. However, the patient must 
be cared for by competent and responsive 
nurses and other physicians, including resi-
dent physicians. If support persons are not 
available, if there is not a well-developed 
relationship between the patient and physi-
cian, or if the resident physician needs men-
toring and support, it is important for the 
primary physician to be more involved. This 
will likely mean more time at the bedside 
during labor. These are the situations where 
an investment of the physician’s time and 
energy can make the most difference, paying 
off in better outcomes and improved satis-
faction for women, their families, and even 
the physician. Family physicians practicing 
maternity care should explicitly recognize 
the situations where their presence is most 
important, and commit themselves to being 
present for these women, either by providing 
primary support or by mentoring resident 
physicians in this role.
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