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Emergency Medicine Fellowship Objectives 1994-Present

Revised: 1-20-00 WMR

	Objective #1 

(Achieved 1994)
	Develop a fellowship experience for family physicians which leads to special expertise in Emergency Medicine such that these physicians can provide high quality first-hour care, emergency care, urgent care, and continuity of care in a rural/underserved community.  

	Objective #2

(Achieved 1994)
	Develop a credentialing pathway in Emergency Medicine (BCEM) for qualified family physicians.  Graduating fellows may qualify for the AAPS Board Certification in Emergency Medicine (BCEM) exam.  

	Objective #3

(Achieved 1994)
	Provide rural emergency medicine experience combining “at the elbow” and immediately available supervision.

	Objective #4

(Achieved 1994)
	Provide special clinical experience concentrated on Emergency Medicine.  Trauma and other ED rotations should be included.

	Objective #5

(Achieved 1995)
	Develop meaningful problem-based learning and competency-based testing experiences for the fellowship.  Some of this was available from the ECG Interpretation Module, the Fracture Module, ACLS, ATLS, PALS, and ALSO.  The addition of Peer V (self-assessment exam) from the American College of Emergency Physicians (ACEP) was added in 1998.

	Objective #6

(Achieved 1996-1998)
	Maintain collaboration with the Emergency Medicine Department at the Regional Medical Center (The MED).  The FP/Emergency Medicine fellow co-attends during the Thursday noon-10 pm shift at the MED.

	Objective #7

(Achieved 1997)
	Obtain ratification from the Graduate Medical Education Committee of the University of Tennessee, College of Medicine and list the collaboration of the Department of Emergency Medicine.

	Objective #8

(Achieved 1997)

	Maintain a family practice identity for the FP/Emergency Medicine Group by including the FP/Emergency Medicine fellows in the fabric of the family medicine residency.  FP night call and 6-8 family practice hospital service weeks would be maintained.  This includes ICU. The fellow should maintain a presence in the office.

	Objective #9

(Achieved by 10 graduates to date)
	Support the development of rural and underserved practices combining OB-capable family practice and emergency medicine.


Advanced Training Track in

Rural Emergency Medicine/Family Medicine

1993-Present

Wm. MacMillan Rodney, M.D., FAAFP, FACEP

Last Rev. 7-1-02

I. Needs Assessment

In addition to the need for continuing primary care by rural and underserved communities in the State of Tennessee, there is a simultaneous need for urgent and emergency care.  In 1991, as Chair of the Department of Family Medicine, my faculty initiated and maintained a Section of Emergency Medicine at a Rural Demonstration Project in Covington, Tennessee.

In an address at the 1993 Scientific Assembly of the American College of Emergency Physicians (ACDP), Dr. Robert Williams described a survey in which 75% of poor people referred to the emergency room as their “family doctor.”  While the medical education system attempts to provide incentives for primary care, many rural communities require that the few primary care physicians in those communities share responsibilities for primary and emergency care.  This is the model upon which the Tipton County (Covington) practice has been established by the Section of Emergency Medicine in the Department of Family Medicine at the University of Tennessee, Memphis in 1991.

During the first several years, the Rural Demonstration project was staffed by family medicine faculty who also had Board certification and/or academic credentials in emergency medicine (JSW, EC, LAC, WMR, RGH, and others).

In 1993, at the request of a rural community, a three-month period of extended training was granted to a Board certified family physician who was organizing emergency medicine services in his rural community.  He subsequently returned to his rural community and successfully implemented these services.  Since that time, there have been additional requests from rural communities and/or practicing physicians for such training.  By 1996, similar programs were developed at Duke and the Universities of South Carolina, Iowa, and West Virginia. In 2000, a program was added at UT Knoxville.

Goals

This is a 12-month program for physicians who have completed a family medicine residency and plan to provide urgent care, emergency care, and first-hour critical care in rural and/or underserved communities.  These physicians will receive a structured educational curriculum enabling them to provide high quality health care and family medicine and emergency medicine.

II. Objectives

A. Maintain comprehensive primary care skills and build upon them to develop skills in emergency medicine.

B. Obtain, maintain, or renew certification in:

1. Advanced Cardiac Life Support (ACLS) as sponsored by the American Heart Association.

2. Advanced Trauma Life Support (ATLS). Per the American College of Surgeons.

3. Pediatric Advanced Life Support (PALS) as endorsed by the American Academy of Pediatrics and the American College of Emergency Physicians (ACEP).

4. Advanced Life Support in Obstetrics (ALSO) as sponsored by the American Academy of Family Physicians (AAFP).

C. Assist the teaching of these skills to medical students, residents, and colleagues.

D. Support membership in the American College of Emergency Physicians (ACEP) and/or other organized medical societies.

E. Review monthly, an academic journal of emergency medicine (i.e., Annals of Emergency Medicine).

F. Participate in faculty development activities leading to the acquisition of clinical and teaching skills.

1. Chest x-ray workshop

2. ECG workshop

3. Advanced Life Support workshop

4. X-ray interpretation of musculoskeletal injuries workshop

5. Sports medicine workshop

6. Casting and suture workshop

7. Optional workshops

a. Ultrasound course such as the August UT-Department of Family Medicine Ultrasound as the June Meharry Course.

b. Perinatal or high risk OB- Vanderbilt 1st week December.

c. An appropriate emergency medicine, trauma, surgery course by arrangement.

G. Satisfactorily complete a rotation or a longitudinal experience in a Children’s Hospital Emergency Department or its equivalent.

H. Satisfactorily complete a rotation or a longitudinal experience in a Trauma Center.

I. Review and teach electrocardiogram interpretation within the family medicine centers and the emergency medicine section.

1. Conduct one teaching conference per month.

2. Family medicine centers (review of ECG Interpretation weekly).

J. Have protected time for one procedural skills teaching session per week (office surgery, ultrasound, endoscopy, treadmill) if desired.

K. Be available for office (family practice center) activities on a regular basis by arrangement.

L. Function as Assistant to the Emergency Medicine curriculum 

M. The physician will have at least 120 hours per month assigned in the ED environment with the exception of vacation one month, the Pediatric ED rotation, and the Department of Surgery trauma rotation.  The physician will also receive ED credit for back-up call and other support services.  Overall, we expect physicians will accumulate at least 2,000 hours of work study credit toward ED certification.  This credit will accumulate for each fellowship/junior faculty year.

N.
Scholarship is required.  The successful candidate will have a mentorship relationship with Dr. Rodney in the preparation of one review paper.  Research support, biostatistical support, manuscript preparation, and mentorship is available for other research as desired by the candidate.  

P.
Eight weeks assigned to the Family Medicine Hospital Service where the fellow will actively manage patients admitted to the ICU and CCU.

IV.
Physicians Completing Curriculum to Date

Harry Grimmnitz, M.D., ABFP, 1993-1994

Practice EM in Rural Maine

Nicola Davies, M.D.,ABFP, 1995-1996

Faculty, E. Virginia Medical School

Robert Smith, M.D., 1996-1997


Practice EM in Rural Arkansas[Rogers]

John Kelly, M.D., ABFP, 1997-1998

Rural ED Locum tenens; now ED in Tampa, Fla.

Victor Adan, M.D., ABFP, 1998-1999

Practice EM in Rural North Carolina[Frankel]

James Naqvi, M.D., ABFP, 1999-2000

ED Director, Somerville,Tn.

Jack Singh, M.D., 2000-2001


ED, Rural Georgia

Collett Robertson, 2000-2001 


Rural ED, Plainview. Texas

Don Frankel, MD 2001-2002


Associate ED Director; Covington, Tn.

V. Improvements at Meharry/Vanderbilt
A.
Formal intake assessment and midpoint evaluation

1.
Fill out inventory of training in specific skills

2.
Fill out inventory of residency training
3.
Pre-testing component

a.
Peer V 300 questions (ACEP booklet)

b.
Oral exam – 5 standardized cases

4.
Other

B.
Advanced Life Support in Obstetrics (ALSO) via AAFP 

C.
Develop focus areas (modules) in Peds, toxicology, trauma

D.
Faculty development component

1.
ALSO instructor

2.
University Southern California faculty development series (selective)
3.
Teaching on the hospital service (includes ICU/CCU) 8 weeks/year.

E.
Computer-based learning experiences (Electronic Medical Record at Memphis location)

F.
Review of published/audio/video materials

1.
CME audio tapes/month

2. Weekly reading-reprint catalog
3.
Electronic journal club at website psot.com.

G.
Regular conference schedule

1.
MegaConference 2x/month

2.
Risk Management curriculum 1x/month

H.
Required shifts in ED 12/month x 11/month/year with a goal of 120 shifts/year.  

I.
Vanderbilt shifts and/or Children’s Hospital available by arrangemen after 1st 6 months of care.

First Hour Care Training for Fellows 

at the Rural Demonstration Site

Meharry Department of Family Medicine 

Wm. MacMillan Rodney, M.D., FAAFP, FACEP 

NEEDS ASSESSMENT/INTRODUCTION

The Section of Emergency Medicine within the Department of Family Medicine has initiated postgraduate training for Board eligible/Board certified family physicians who wish to acquire additional skills in Emergency Medicine.  The UT Department of Family Medicine, 1989-1998, instructed its Section of Emergency Medicine to construct curriculum and evaluations such that these junior faculty/fellows may acquire these skills, document their experiences, and obtain academic credentials preparing them to practice Family and Emergency Medicine.

GOAL

To provide a structured curriculum and a learning environment such that primary care physicians will be able to deliver quality acute care and become prepared to credential themselves as emergency medicine providers.

SCHEDULING/TIME COMMITMENT

The time commitment is substantial.  A substantial salary and benefits package is provided to support candidates with family needs.  Supervision, back-up, double coverge, and faculty development will be provided at various times.  The fellow will be expected to be in the ED on an average of 10-12 shifts (minimum 140 hours) per month.  In addition, teaching sessions, office care, and hospital call ¼ weekends will be scheduled. (Project minimum clinical experience 2000 hours/year.)


During the Peds ED rotation and the Trauma rotation, the fellow will be primarily involved with those activities.  Scheduling requests should be communicated to the Medical Director and/or the Department Chairman, 90 days in advance.

OBJECTIVES

Depending on the time available for the fellowship, the physician not only will spend time in the  Emergency Department, a rural demonstration site, but may also spend time in an emergency department and/or a Level I Trauma Center.  The candidate should either already be certified in ACLS, ATLS, PALS, or be prepared to take these courses during the fellowship.  The candidate should also be prepared to present at a department noon conference and to participate in the delivery of the Departmental Advanced Life Support courses and workshops.


The following items are essential elements to be attempted during the fellow’s tenure in the program:

1. Read the Communication Book

2. Read the “Core Elements of 1st Hour Care for Residents”

3. Ride on an ambulance run at least five times

4. Arrange to take ACLS, ATLS, and/or PALS courses as needed

5. Take and participate in giving the Departmental Advanced Life Support course

6. Read the references:

a. Facial and Hand Injuries (Ethicon)

b. Office suturing (AFP)

c. Stitch in Time (Dushoff/EM)

d. Squire’s “Exercises in Radiology and the Trauma Patient” and “The Radiology of Emergency Medicine” by Harris and Harris (Williams and Wilkins)

e. Read and study the Departmental syllabus on “ECG Interpretation” by Dr. Rodney. (Posted on Dept Family Medicine website Website at mmc.edu)

7. Read Departmental EKG’s on a daily basis.

8. Read X-rays with the radiologist.

9. View the “BigThree” videotapes:

a. Acute MI

b. C-spine injuries

c. Meningitis

10. Select extra topics from the Department library including suturing, trauma care, AMI, sexual abuse, panic disorders.

11. Perform and read about these procedures.

a. Intravenous access, including CVP placement, intraosseous infusion, venous cutdowns.

b. Nasogastric tubes.

c. Foley and suprapubic catheterization.

d. Lumbar punctures

e. Arterial punctures.

f. Intubation techniques.

g. Casting and splinting techniques.

h. Reduction of common, simple dislocations.

i. Joint aspiration.

j. Nasal packing.

k. Incision and drainage of simple abscesses.

l. Tonometry and slit lamp usage.

m. Chest tube placement.

n. Culdocentesis (generally replaced by ultrasound skills).

o. Peritoneal lavage (generally replaced by ultrasound skills).

12. Follow-up patients seen in the emergency department—outpatient by phone call, inpatient by bedside, transfer patients by contact with consultants.  

13. Read the Risk Management booklet.

14. Read the Cost Containment manual.

15. Read CT Cameron: Public Relations.

16. Read EMS Protocol book.

17. Accompany patients going to the operating room or labor and delivery, assuming consent of the attending physician and the supervising emergency physician.

18. Participation in Departmental research activities that serve to enhance the credibility of the program.

A written evaluation will be provided midway through the experience as well as an exit interview.  There will be oral feedback provided to the student/physician and a written evaluation will be placed on file in the Departmental offices.  ACLS, ATLS, and ALSO skills will be evaluated based on the examination requirements of those individual courses.

This document has been endorsed by the American Academy of Family Physicians and was developed in cooperation with the Association of Departments of Family Medicine, the Association of Family Practice Residency directors, and the Society of Teachers of Family Medicine.

Recommended Core Educational Guidelines for Family Practice Residents

Urgent and Emergent Care

PREAMBLE

The family physician, as a broad specialist in the health care profession, must develop the knowledge, skills, and attitudes appropriate for managing the social, psychological and physical problems of all patients, regardless of age or gender.  Because there is considerable similarity in the patient population served by the family physician and the emergency physician, there is a natural and significant overlap in their training processes.  It is the intent of these guidelines to identify the body of knowledge, skills, and attitudes that might not be adequately addressed in other required curricular areas (e.g., medicine, pediatrics, surgery, obstetrics, orthopedics, ophthalmology).  It is assumed that discussion of and exposure to acute emergency conditions in the latter areas and other required specialty areas are adequately addressed within those curricula.  In situations in which the family physician is functioning as sole emergency room physician or where transport availability and timeliness require local stabilization and initial treatment, additional knowledge and procedural skills are often required and should be learned.  While it is expected that the family physician will become knowledgeable in the diagnosis and treatment of the emergency patient, in many instances it will be appropriate for the family physician to seek consultation from other health care providers and participate in the co-management of emergency patients.


The urgency placed on prompt assessment, disposition and intervention often precludes an orderly and sequential assessment process, and appreciation of the value of rapid and simultaneous assessments is an important factor in appropriate emergency management.  Emergency services must be provided with an appreciation for important medicolegal issues, including COBRA and duty of care, injury and causation, negligence and standard of care, patient competency, informed consent, brain recoverability, withholding/termination of cardiopulmonary resuscitation, chain of evidence and appropriate documentation methods.  An important component of all emergent care is the provision of emotional support to the patient and family members.  It is the responsibility of the care giver in times of overwhelming stress to assure (personally or through appropriate delegation or referral) that adequate attention is being directed to such issues as grief and loss, critical-incident stress debriefing, fetal loss, sexual victimization follow-up and domestic violence.

ATTITUDES

The resident should develop attitudes that encompass:

A. An ability to communicate effectively and compassionately with patients and families.

B. A capacity to work quickly and efficiently to assess the patient according to the urgency of the patient’s problem.

C. An ability to work effectively with other health care professionals as team members.

KNOWLEDGE

A. Early intervention

1. Prehospital emergency care

a. An understanding of emergency medical system concepts and disaster medicine.

B. Time management in emergencies.

1. Prioritization and triage.

2. Stabilization for transport.

3. Principles of simultaneous triage of multiple trauma patients or patients with serious medical illness.

4. Efficient resource utilization.

a. Immediate access to consultants.

b. Rapid access to information.

C. Assessment and management of:

1. Trauma

a. Primary and secondary assessment of a trauma patient with multiple injuries.

b. By mechanism of injury.

(1) Blunt trauma (e.g., heart, lung, intra-abdominal organ rupture).

(2) Penetrating trauma.

c. By site of injury.

(1) Trauma to the head, eye, chest, spine and cord, abdomen, extremity, or urogential system.

2. Neurologic emergencies.

a. The comatose patient.

b. Status epilepticus.

c. Altered states of consciousness.

d. Spinal cord compression.

e. Stroke.

3. Psychiatric emergencies.

a. Acute psychiatric breaks.

b. Suicidal patients.

4. Burns.

a. Classification.

b. Outpatient management of first- and second-degree burns.

c. Initial fluid replacement in a patient with significant burns.

d. Indications for hospitalization.

5. Violent patients.

6. Obstetric and gynecologic emergencies.

a. Victims of sexual assault.

b. Ruptured ectopic pregnancy.

c. Miscarriage.

d. Preeclampsia and eclampsia.

e. Vaginal hemorrhage.

7. Victims of violence.

D. Recognition and treatment of acute life-threatening situations (critical care).

1. Acute respiratory problems, including airway management.

2. Life-treatening arrhythmias.

a. Asystole.

b. Ventricular tachycardia.

c. Ventricular fibrillation.

d. Bradycardia.

e. Supraventricular tachycardia.

3. Cardiac arrest

4. Ischemic heart disease (acute myocardial infarction, cardiogenic shock, unstable angina).

5. Cardiovascular crises (e.g., thoracic or abdominal aortic aneurysm, diaphragmatic herniation).

6. Cardiovascular pharmaceuticals and their use.

7. Resuscitations.

a. Organizational aspects of “running” a resuscitation (coordination, communication, recording).

b. Special circumstances.

(1) Drowning/near drowning.

(2) Electrocution/lightening.

(3) Hypothermia/hyperthermia.

(4) Cardiac arrest in pregnancy.

(5) Neonatal/infant/child resuscitation.

(6) Unique resuscitation and stabilization strategies for specific traumatic conditions.

c. Management role in immediate post-resuscitative care.

8. Acid/base imbalance.

9. Shock (hypovolemic, restrictive, neurogenic, cardiogenic, septic, etc.)

10. Infectious disease emergencies, including meningitis.

E. Diagnostics interpretation.

1. Electrocardiograms.

2. Roentgenographic identification of emergency situations, including cervical spine injuries, chest x-ray, acute abdominal series, head computer tomography.

3. Monitors.

F. Environmental exposures.

1. Envenomation (bites and stings).

a. Human, dog and cat bites.

b. Indications for rabies prophylaxis.

2. Poisonous plants.

3. Inhalations.

4. Hypersensitivity reactions/anaphylaxis.

G. Toxicological emergencies.

1. General approach to the poisoned patient.

a. Access to database.

b. Poison control centers.

H. Contents of an adequate formulary for emergency use.

I. Disease prevention.

1. Immunization (active and passive).

2. Antibiotic prophylaxis.

3. Thrombolytics.

SKILLS

A. Airway management techniques.

1. Optimizing airway patency.

2. Nasotracheal and orotracheal intubation on adults and infants.

3. Needle thoracentesis and tube thoracostomy.

4. Initial management of mechanical ventilation.

5. Advanced techniques.

a. Percutaneous transtracheal ventilation.

b. Cricothyroidotomy.

B. Initiation of vascular access.

1. Intraosseous infusion.

2. Central lines (femoral, jugular, subclavian), with central venous pressure monitoring.

3. Arterial cannulation (femoral, radial).

4. Venous cutdown.

C. Artificial circulation.

1. Advanced cardiac life support skills (for any age).

2. Defibrillation/cardioversion.

3. Intracardiac injections.

4. Pericardiocentesis.

5. Emergency cardiac pacing.

D. Invasive assessment techniques.

1. Peritoneal tap, peritoneal lavage and interpretation.

2. Spinal tap.

E. Anesthesia techniques.

1. Regional and local blocks.

2. Intravenous sedation and analgesia.

F. Reduction, immobilization and traction techniques in fractures/dislocations.

G. Plastic surgery repair of skin lacerations (e.g., eye lid, lip_.

H. General and specific treatments of poisoning and overdoses.

I. Treatment protocols.

IMPLEMENTATIONS

A. A significant portion of management of emergencies will be obtained from services other than the emergency department.

B. Although much of the consent of these guidelines may be fulfilled while the resident is working in the emergency department, coordination of off-site experiences (e.g., helicopter or ground-transport exposure) may be of additional educational value.

C. Residents should have the opportunity to concentrate their time spent in the emergency department on evaluation and management of patients with presentations atypical of their other outpatient experiences.

D. Knowledge and skill acquisition may be supplemented through an additional lecture series or additional course work, including advanced burn life support, advanced cardiac life support, advanced life support in obstetrics, advanced trauma life support, pediatric advanced life support, and other such courses.

RESOURCES

1. American College of Emergency Physicians.  Core content for emergency medicine.  Ann Emerg Med 1991; 20:920-934.

2. Rosen P, Barkin RM, Braen GR, eds., et al. Emergency medicine: concepts and clinical practice, 4th., St. Louis, Mosby Year Book, 1998

3. Tintianalli JE, Krome RL, Ruiz E. Emergency medicine: a comprehensive study guide. 5th ed. ;New York, McGraw-Hill 2002.

4. Taylor AS.  Emergency medicine educational objectives for the undifferentiated physician.  J Emerg Med 1994; 12:255-62.

Published 7/95

“A human being should be able to change a diaper, plan an invasion, butcher a hog, conn a ship, design a building, write a sonnet, balance accounts, build a wall, set a bone, comfort the dying, take orders, give orders, cooperate, act alone, solve equations, analyze a new problem, pitch manure, program a computer, cook a tasty meal, fight efficiently, and die gallantly.  ”

R. Heinlein
In the course of human history, generalist skills have been the rule, not the exception.
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For Further Information:


e-mail: � HYPERLINK mailto:Wmrodney@aol.com ��Wmrodney@aol.com�


Fax: 901-754-8119


1005 D.B. Todd Jr. Blvd


Nashville, TN 37208
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