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Obstetrician’s Competence and Performance 

 
“Competence” may be defined as the ability to use a set of skills and knowledge gained in an 
area of expertise. “Performance” is the application of that knowledge and skill. Competency in 
any branch of medicine must be combined with the application of acquired skills and 
knowledge into a safe and contemporary practice. 1 Competence to manage obstetric cases is 
not dependent on the annual number of births attended by the practitioner and such numerical 
considerations should not be an element of any credentialing program.  
 
Continued hospital obstetric privileges should depend on the applicant’s performance as 
demonstrated in peer review audits and by participation in a Royal Australian and New 
Zealand College of Obstetricians and Gynaecologists (RANZCOG) approved self–directed 
program of continuous professional development. That program should reflect the 
requirements and responsibilities of the practitioner in relation to the complexity of the obstetric 
caseload. It may include activities such as participation in workshops aimed at updating 
appropriate skills. It should include participation in some form of practice audit by peers.  

  
Over a number of studies, attendance at a minimum number of births per annum has not been 
shown to be directly related to performance. (2-9)  Such numerical requirements fail to take into 
consideration the previous experience of the obstetricians, the complexity of the cases 
undertaken, the setting and organization of the practice, the use of risk management 
programs, such as standardised obstetric protocols and the degree of support provided by 
obstetric and non-obstetric specialist colleagues. This is confirmed by Canadian Studies. 3  

 
Peer review activities, reflective learning and practice modification techniques rather than a 
pure numerical delivery quota better assess clinical competency. A high number of deliveries 
by a busy solo practitioner may be counterproductive to performance as it leaves little time for 
reflective practice, continuing education, rest, family life and leisure. Group private practice 
arrangements  are a means of reducing chronic fatigue and affording each obstetrician the 
necessary time for maintenance of professional standards. Lack of rest has been 
demonstrated to reduce clinician vigilance in emergency medicine. 10 
 
Instruments for peer assessment of medical practitioners’ competence still require further 
validation.11 However competence includes not only medical expertise and clinical decision 
making: communication skills, interpersonal skills, collegiality, professionalism and a 
demonstrated ability to improve continuously are also necessary components. It seems likely 
that these latter aspects may be reliably assessed using feedback from colleagues, and 
patients.12   
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Disclaimer 
This College Statement is intended to provide general advice to Practitioners. The statement should never be relied on as a 
substitute for proper assessment with respect to the particular circumstances of each case and the needs of each patient. 
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The statement has been prepared having regard to general circumstances. It is the responsibility of each Practitioner to have 
regard to the particular circumstances of each case, and the application of this statement in each case. In particular, clinical 
management must always be responsive to the needs of the individual patient and the particular circumstances of each case. 
 
This College statement has been prepared having regard to the information available at the time of its preparation, and each 
Practitioner must have regard to relevant information, research or material which may have been published or become 
available subsequently. 
 
Whilst the College endeavours to ensure that College statements are accurate and current at the time of their preparation, it takes 
no responsibility for matters arising from changed circumstances or information or material that may have become available after 
the date of the statements. 

 


	References
	13. Davis DA, Thomson MA, Oxman AD, Haynes RB. Changing physician performance. A systematic review of the effect of continuing medical education strategies. JAMA, 1995 Sept; 700-705.

