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Specialists’ View on Segregating Obstetrics and Gynecology
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A b s t r ac t
Background: Presently care to all women is given under the single umbrella of obstetrics and gynecology. Obstetrics is a very demanding field
with unpredictable working hours and less social life. That is why over the career line many doctors leave obstetrics and go for gynecology practice.
This trend has increased over the years which can affect the future workforce. Laborist model of care has been proposed to overcome this. But
segregating obstetrics and gynecology can give a permanent solution to the future workforce. To evaluate this hypothesis, a survey was done
to gather the opinion of obstetrics–gynecology specialists on the perceived need, benefits, and harms of separating obstetrics and gynecology.
Material and methods: This was a questionnaire-based cross-sectional study conducted from September 2016 to May 2018. Enrolled subjects
were the obstetrician and gynecologists who have completed their postgraduation. A questionnaire was prepared using Google forms, keeping
in view all the aspects of study. Obstetricians and gynecologists were contacted by mail, Facebook and WhatsApp groups, or in person to fill
the pro forma. Stata was used to analyze the data. Mean was calculated for continuous variables and proportions for discrete variables. Analysis
was performed to evaluate any relation of age, years of experience, or type of workplace from the viewpoint of segregating the branch.
Results: One hundred sixty-seven responses were received. Mean age was 39.4 ± 10.3 years. Thirty-seven percent had 15 years of experience
in obstetrics and gynecology. Eighty-eight percent of the respondents were practicing both fields. Doctors for and against the segregation of
obstetrics and gynecology were 55% and 39%, respectively. Main reasons for the segregation were delivering better medical care, increased
scope of subspecialization, and improved knowledge and skills of doctors. Others cited that obstetrics and gynecology are very much interrelated
branches so cannot be separated. If already separated fields, 65% (48/137) would have opted gynecology and 35% (48/137) obstetrics. However,
no difference was found in the preference for or against the segregation of medical field by age, years of experience, or the type of workplace
(government/private).
Conclusion: Medical fraternity feels the need for segregating obstetrics and gynecology.
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Introduction
Ever since the Homo sapiens came on earth, the crude form of
medical care has been metamorphosing. This has led to evolution
of the present modern medical era. Better understanding of human
anatomy and physiology and ever-transforming technology had
led to the development of various new medical fields. Obstetrics
and gynecology have also been witnessed to varied modifications.
Before the 18th century, obstetrics was not recognized as a
specialty. Care of birthing women and delivery were the arenas of
midwives.1 Gynecological problems were dealt by the surgeons.2
About a century ago, Dr. Reuben Peterson proposed to combine
obstetrics and gynecology to provide all care to women under a
single umbrella.3 Over the years, various factors have led to the
development of subspecialization in medical areas. These factors
are an advent of newer technologies, more complex subjects,
growing population and its need, personal and professional
interest, and better recognition in the medical community.
Obstetrics and gynecology too have witnessed subspecialization.
Many investigators studied the impact of subspecialization on the
medical professionals and the society.4,5
Obstetrics requires an unending effort from the doctor due
to its unpredictable working environment and complications,
intensive intrapartum monitoring, and medicolegal issues. This
leads to less social interaction, professional dissatisfaction, and
early burnout among doctors. Due to which, doctors leave
obstetrics practice very early, now choosing for a less-stressful
gynecological subspecialization.6 Subspecialization is booting the
shortage of obstetricians.5 In 2005, a Royal College of Obstetricians
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and Gynecologists (RCOG) consultation document discussed the
future role of consultants in obstetrics and gynecology. They
acknowledged that the biggest challenge is the balance between
obstetrics and gynecology. The authors said it is beyond their
capacity to discuss if the specialty should divide.7
In developing countries to reduce maternal morbidity and
mortality, various programs have been started for free institutional
deliveries without enhancing the existing medical infrastructure.
This has led to clustering of emergency obstetrics in government
institutes. Coping with all the added burden had led to the stasis
of gynecology in government institutes.
Keeping the health system in developing countries, available
health professional workforce, cost of medical care, and changing
paradigm of practice in obstetrics and gynecology, we think
that segregating obstetrics and gynecology can better meet
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the demands of our medical fraternity and society, as this may
lead to improved doctor–patient ratio, especially in rural areas,
better personal and professional satisfaction among medical
professionals, and decreased healthcare cost. With this, a hypothesis
study was planned to evaluate the opinion of obstetric–gynecology
specialists on the perceived need, benefits, and harms of separating
obstetrics and gynecology.

M at e r ia l

and

Table 1: Baseline characteristics of respondents

Methods

This was a questionnaire-based cross-sectional study. Study period
was from September 2016, to May 2018. The study had been
approved by the institutional review board. Enrolled subjects
were the obstetricians and gynecologists who have completed
their postgraduation. A questionnaire was prepared using Google
forms and on the basis of previous studies done. The questionnaire
had both open- and close-ended questions. However, adaptive
questioning or randomization of the question was not done. It
was a closed survey which was circulated by email, Facebook, and
WhatsApp web. The survey was not posted on any website but a
link was provided to the eligible subjects through social media and
email. No advertisement for the survey was done. A consent form
was incorporated in the survey only. The participation was totally
on a voluntary basis and no incentive was given to the participants.
Eligible subjects were given a serial number. They were asked
about their demographic profile, workplace, type of work, and
area of interest. Subjects were asked about their viewpoint on
whether obstetrics or gynecology should be separate branches
and the reason for their choice. All the information was entered
by the participants themselves only. Personal information of the
participants was protected as the Google form was password
protected.
Certain questions were compulsory and to be completed before
the final submission of the survey, else the survey would not be
submitted. Participants were not able to review their responses
once submitted. No minimum duration was kept for filling the
survey. Primary investigator kept a check on multiple entries. In
case of multiple entries, the first entry was used in the final analysis.

R e s u lts
We are reporting a questionnaire-based study on belief of medical
professionals about the benefits and harms of segregating
obstetrics and gynecology. During the study period, 167 responses
were received. Baseline characteristics were shown in Table 1.
Table 2 shows the subject response on their present type of
medical care services and working style.
Ninety-two (55%) were for and sixty-five (39%) were against
the opinion regarding segregating obstetrics and gynecology. Ten
(6%) of the respondents were undecided about whether it should
be done or not.
388

Number of responses (n = 167)

Age (year)a
Femaleb
Qualificationb
• MBBS
• DGO
• DNB
• MD/MS
Years of experienceb
• <5
• 5–10
• 11–15
• 16–20
• >20
Workplaceb
• Medical college
• Government hospitals
• Private hospitals
Designationb
• Senior resident
• Assistant professor
• Associate professor
• Professor
• Consultant

39.4 ± 10.3
143 (86%)
  8 (5.3%)
  9 (5.4%)
15 (9%)
135 (80.3%)
62 (37%)
26 (15%)
31 (19%)
18 (11%)
30 (18%)
88 (52.6 %)
20 (11.9%)
59 (35.3%)
62 (37%)
  6 (4%)
12 (7%)
15 (9%)
72 (43%)

a

Represents value in mean ± SD, bRepresents value in number (percentage)

Table 2: Present working style and contribution to obstetrics and
gynecology
Variable
Presently practicinga
• Only obstetrics
• Only gynecology
• Both
Emergency obstetrics practiceb
Gynecology practiceb
Researchb
Nature of academicsa
• Obstetrics only
• Gynecology only
• Both
Want personal improvement ina
• Obstetrics
• Gynecology
• Both

S tat i s t i c a l A n a lys i s
Sample size or participation rate could not be calculated as social
media was used for the survey. All data were compiled into Google
sheet. Stata was used to analyze the data. Mean was calculated for
continuous variables and proportions for discrete variables. Chisquare test and student’s t-test were done to evaluate the effect of
age, years of experience, and workplace on the opinion of whether
segregation should be done or not. No other method was used to
adjust for the nonrepresentative sample.

Variables

Number of responses (n = 167)
  5 (3%)
15 (9%)
147 (88%)
47.4 ± 26.5%
26.8 ± 24.1%
13 ± 14.56%
21 (12.6%)
26 (15.6%)
120 (71.9%)
12 (7.2%)
71 (42.5%)
84 (50.3%)

a

Represent number (percentage), bRepresent mean ± SD

Hundred (62%) think that it will benefit both urban and rural
population. Fifty-four (33.3%) and thirteen (4.9%) believe that
this segregation will help only urban and only rural population,
respectively. One hundred thirty-seven subjects answered the
question, “If obstetrics and gynecology already separated which
one they have chosen?” Eighty-nine (65%) replied that they would
have opted gynecology and forty-eight (35%) would have opted
obstetrics. The reasons for and against the choice were shown in
Figures 1 and 2, respectively.
No significant difference was found in the preference for or
against the segregation of medical field by age (p-value 0.36), years
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of experience (p-value 0.22), or the type of workplace (government/
private).
Various suggestions were given by the enrolled subjects
about how the segregation is to be done. These are either
at postgraduation level, after postgraduation in the form of
subspecialization, or three years postgraduation to be divided in the
first one year of basic education in both obstetrics and gynecology
and further 2 years are to be segregated.

Discussion
The present study found that medical fraternity has started feeling
the need of segregating obstetrics and gynecology. More dialog
is required on how and when this segregation is to be done.
After embracing subspecialization in obstetrics and gynecology,
many studies were done to evaluate its impact. Zuspan et al. did a
questionnaire-based study to evaluate the impact of subspecialties
on obstetrics and gynecology. Six hundred eighty-five responses
were received, among which 92% agreed that subspecialties had
led to the development of the field. Eighty-eight percent were of
the opinion that it had improved the image of obstetrician and
gynecologists in the medical school. Seventy-three percent and

Fig. 1: Reasons for not segregating obstetrics and gynecology

eighty-six percent opined that it leads to better education of
medical students and residents. Eighty-two percent supported the
development of subspecialties.8
Ludwig did a review of the pros and cons of subspecialties
in obstetrics and gynecology. He had mentioned that in
developing countries with pyramidal medical training it is
futile to go for subspecialization. As the education will be
more expensive, time consuming and extra years spent before
subspecialty has little or nothing to do with the clinical scenario
of that subspecialty. The medical hierarchies will bring more
expectations, lesser opportunities in the future, more urbanization
of medical personnel, and dearth of generalists in the future.
Subspecialization will increase the cost of treatment as the patient
has to seek treatment from a different subspecialist and also the
government has to pay different subspecialist. However, keeping
the field integrity will provide primary preventive care to women
under one roof.9
Decades after researchers analyzed the impact of obstetrics and
gynecology on the lives of medical professionals and choosing it as
a career. Jackson et al. during the career advice of medical trainees
found that final year trainees did not want to opt for obstetrics and
gynecology due to competition issues, working hours, and training
issues. Obstetrics and gynecology was the second most common
field rejected by trainees following surgery. They reported that
work–life balance and flexible work opportunities were important
factors influencing the choice of specialist career.6
Pandey et al. did a questionnaire-based study among the
trainees of obstetrics and gynecology to determine their views on
segregating obstetrics and gynecology. Seventy-three responses
were collected. Thirty-one participants wanted to practice only
gynecology, twenty-one only obstetrics, seventeen both obstetrics
and gynecology, and five were not sure about their stream. The
participants gave various reasons for practicing only gynecology,
like better job satisfaction, less litigation, and operating better social
life. The most common reasons cited for practicing only obstetrics
were more challenging, more rewarding, and unpredictable.
Seventy percent of participants opined that the specialties to be
splitted.10 In our study, 92 (55%) doctors wanted segregation of the
specialty. Sixty-five percent of respondents will opt for gynecology
if the field is segregated.
National Health Service confederation did a survey in 2004 on
the type of maternity care in England and Wales. They found that

Fig. 2: Reasons for segregating obstetrics and gynecology
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77% practice both obstetrics and gynecology, 15% only gynecology,
and 8% only obstetrics. But over the years trainees were more
inclined that the specialty should be segregated. This had been
reflected in the RCOG survey and the trend was like 15% (1995),
24% (1997), and 34% (2003).11 In our study, 95% of the respondents
are practicing both obstetrics and gynecology and only 5% are
practicing only gynecology. But emergency obstetrics practice
had wide variation.
Currently in the United Kingdom, 20% of doctors who join the
specialist training in obstetrics and gynecology are leaving it even
before their completion.12 Goldacre et al. surveyed 27,967 doctors
after completion of postgraduation. They found that 19% of the
doctors changed their career or specialty over a 5-year period. This
change had remained fairly constant from 1977 to 1996 despite
changes in the training programs and the opportunities.13 Gafson
et al. did a survey of 183 trainees to evaluate the attitude of the
trainees toward attrition in obstetrics and gynecology. Twentythree percent of respondents had considered leaving the specialty.
This attrition can impact on workforce planning, patient outcome,
and physicians’ well-being. They concluded that further steps are
to be taken to make changes in the present postgraduate training.14
To overcome this attrition, a laborist model has been introduced
in a few developed countries. Laborist is an alternative career option
in the field of obstetrics and gynecology first proposed by Dr. Louis
Weinstein.15 Laborist is traditionally an obstetrics and gynecology
physician who is employed by the hospital to manage laboring
patients and obstetric emergencies.16 Laborist model is believed
to improve inpatient outcome, reduce medical liability, provide
satisfaction, and reduce burnout.15
Iriye BK reviewed the impact of obstetrician and gynecologist
hospitalists on the quality of obstetric care. He reported that there was
a decrease in overall cesarean delivery rates, improved trial of labor
after cesarean delivery, decrease in adverse neonatal events and also
a cost-effective solution to the coverage of labor and delivery unit.17
American College of Obstetrics and Gynecology (2016) too
has supported the development of obstetrics and gynecologic
hospitalist model. There are definite advantages for adapting
this hospitalist model. However, further research is required to
determine the effect of this model on improved patient outcome
and economic feasibility.18
Every successful program reaches an inflection point and
obstetrics and gynecology too has reached the same. We believe that
laborist model is almost like segregating obstetrics and gynecology.
Changes must be made now for further development in the field and
to meet the future demands as what worked before will not work now
and also what worked for the developed countries may not necessarily
work for the developing ones. Developing countries must realize that
their medical system is totally different from the developed countries.
So, to prevent the shortage of future obstetricians, it will be prudent
to segregate obstetrics and gynecology.
This is the first such study done in India and due to a web-based
questionnaire wide geographical areas covered are the strength of
our study, though the study has limitations due to its small sample
size and no representation of policy makers.

C o n c lu s i o n
Medical fraternity feels the need of segregating obstetrics and
gynecology. Valid arguments have been suggested in favor and

390

against. But, still there is a need for more dialogs to decide the
future of obstetrics and gynecology.
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