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    (Orig 6-12-91 UT-Memphis, Rev. 2/25/08)

Medicine requires generalists.  Ironically, the profession of medicine and the specialty of Family Medicine does not always reward physicians who strive to acquire the skills needed for the delivery of general comprehensive medical care.  Nowhere is this need more visible than in the delivery of newborns and prenatal services.

Academic Family Medicine has not established uniform accountability for the outcomes of its training programs.  Initially, there was no requirement that each residency maintain role models with a range of clinical skills.  The first training programs sought family physicians with practice experience.  Unfortunately, there was no accountability as to what that “practice experience” really meant.  In many cases, programs recruited faculty who were unable or unwilling to deliver babies in the middle of the night.

In some places Family Medicine has not achieved credentialing fairness.  Hospital privileges, which are a small portion of the total practice picture, represent the eye of the needle.  Each physician must negotiate these rights of passage in order to define themselves to their community, their patients, and to some insurance companies.  Where family physicians lack the authority to grant hospital privileges (particularly in urban medical centers), OB-capable family physicians are at the mercy of those who may have a secondary agenda to exclude them.

In reviewing my first two years (1989-1991) in Memphis, there were many joys, many problems, and a steady stream of opportunities/crises.  From this experience, the faculty sought the most common denominator curriculum reform.  Goals and objectives were described as follows:

1.
Develop an awareness of this issue as a problem which affects all family physicians and their future.

2. Articulate the incentives and rewards, which motivate the best and brightest students to become general family physicians who are dedicated to the delivery of comprehensive family care.  Develop benchmark indicators such as making it a goal to see 50% of our residency graduates do deliveries for at least some part of their practice career?  (Achieved in Memphis 6/97)

3.
Encourage the Residency Review Committee to recognize programs that inadvertently discredit general comprehensive Family Practice by having no faculty committed to this ideal.  This requires an acknowledgement that many programs are underfunded and understaffed.  

Develop infrastructure standards to include at least two OB-capable family physicians for each residency.  ( ACGME RRC Family Medicine Guidelines 7/1/97 achieved this)

4.
Educate training program directors of their responsibility in the day-to-day execution of these reforms.  Advise them that a lack of enthusiasm or an inadvertent careless remark (“FP’s don’t do OB in this city”) can be used by others to discredit the ability of new graduates.

5.
Propose to the foundations of AAFP and STFM that grants be funded for the development of data supporting liability premiums of less than $18,000 per year (1991 dollars)[$36,000 in 2005] for $1M/$3M claims coverage for the physician who deliver babies. 

6.
Encourage the medical specialty of Family Practice to support self-governance over more of its training and specifically the ability to credential its own graduates.  Encourage Family Practice programs to follow the departmental recommendations published by the AAFP Commission on hospitals.  Family Practice residencies that exist where a discriminatory process of limited privileges is the “standard” should seek reform of this privileging process. 

7.
Require accountability from the accreditation standards.  Too frequently family practice residents train hard only to be demoralized by credentials committees on which OB-capable family physicians are outnumbered and outvoted.  Training programs should be required to demonstrate that they have met with hospital staff and hospital administration to develop specialty neutral bylaws for average risk maternity care (OB) privileges?

8.
Encourage, support, and publish data describing patient care outcomes and educational programs in maternity care by family physicians. (AAFP Task Force on OB 1989-1993 Bibliography, updated 1996, first paper on cesarean sections published JABFP 1995) [See psot.com section on Fellowship]

9.
Develop and maintain an outstanding curriculum for residents.  This curriculum will lead to competency in prenatal care, vaginal delivery, postpartum care, family planning, and the skills described in the course known as Advanced Life Support in Obstetrics.  As a minimum, residents will be competent in procedural skills such as colposcopy, cryosurgery, endometrial biopsy, and diagnostic OB-GYN ultrasound. (Achieved in Memphis 1994)

10.
Develop, fund, and certify a fellowship curriculum in advanced women’s health care for residency-trained family physicians.  As a minimum, these FP’s will attain the ability to independently perform a cesarean section.  (Achieved in Memphis 1993)[ Boards available 2008]
In summary, the 1980s were an incredibly stimulating time for my personal and professional growth.  Almost all of the struggles with GI endoscopy, OB ultrasound, colposcopy, etc., dealt with the issues described above.  In the 1990’s, the basic issues crystallized and the Training Track in Advanced Women’s Health Care (FP/OB Fellowship) was born.  It is my hope that these programs create a meaningful legacy for our children, our patients, and our colleagues.

Respectfully submitted, 

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

Clinical Professor of Family Medicine 

Professor of Surgery/Emergency Medicine

Graduates

and

Outcomes
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	FP/OB 

Fellow
	Graduation

Status/Year
	Training 

Location
	C-Section

Privileges Obtained
	Initial

Practice Location
	      Notes

	1.Bonnie Brinson, M.D.
	Yes
	1993
	St. Francis, Memphis
	Yes
	Perry, Ga.
	Rural

	2.Carl Conwell, M.D.
	Yes
	1993
	St. Francis, Memphis
	Yes
	Sullivan, IN
	Rural

	3.Emilo Vasquez, M.D.
	Yes
	1993
	Jackson
	Yes
	US Navy (3 yrs)

Rural Indiana
	Rural

	4.Susan Brunsell, M,D.
	Yes
	1994
	Dyersburg/Jackson
	Yes
	US Air Force Maryland
	Faculty Georgetown FP/OB 1998

	5.Greg Moran, M.D.
	Yes
	1994
	St. Francis, Memphis
	Yes
	Show Low, AZ

(94-96), Phoenix (96-97)
	Faculty FP/OB in AZ 96-97 pvt practice 1997, no OB

	6.Frank Agnoli, M.D.
	Yes
	1994
	St. Francis, Memphis
	Yes
	Jellico, TN 

(94-97)
	to seminary for med missions

	7.Charles White, Jr. ,MD
	Yes
	1994
	Dyersburg/Jackson
	Yes
	Lexington, TN
	Clinical faculty

	8.Julie Kang, M.D.
	Yes
	1995
	Baptist Tipton
	Yes
	Dickson, TN 

(95-96)
	Faculty FP/OB in PA(96-98)

	9.Scott Musinski, M.D.
	Yes
	1995
	St. Francis, Memphis
	Yes
	Memphis 95-97, OB Resident97-00
	Pvt practice S. California

	10.Jeff Zavala, M.D.
	Yes
	1995
	St. Francis, Memphis
	Yes
	Redlodge, MT
	Rural

	11.Lee Carter, M.D.
	Yes
	1995
	St. Francis, Memphis
	Yes
	Huntingdon, TN
	Rural; stopped OB 2003

	12.John Flood, M.D.
	Yes
	10/95
	Dickson
	Yes
	Union, SC
	Rural

	13.Scott Lamar, M.D.
	Left Early
	12/95
	Baptist Tipton
	No
	Columbia, SC
	Faculty FP/OB

	14.John Spencer, M.D.
	Yes
	10/95
	Dickson/Jackson
	Yes
	Dickson, TN
	Rural, then Public HS 

	15.John Martin, M.D.
	Yes
	1996
	Baptist Tipton
	Yes
	Tipton, TN
	Oneida, TN

	16.Greg Laurence, M.D.
	Yes
	1996
	St. Francis, Memphis
	Yes
	Memphis,TN
	Clinical faculty

	17Edith Sigmund, M.D.
	Yes
	1996 
	St. Francis, Memphis
	Yes
	Memphis, TN

1996-1999
	Poplar Bluff, Missouri

	18.Ana Pappas, M.D.
	Resigned
	1-31-96
	McKenzie
	N/A
	California
	Lost to f/u

	19.Winnie Davies, M.D.
	Left Early
	1996
	Brownsville
	N/A
	Union City, TN
	Lost to f/u

	20.Catherine Belisle, DO
	Yes
	1997
	St. Francis, Memphis
	Yes
	Tipton, TN
	Oneida, TN 

	21.Ray Walker, M.D.
	Yes
	1997
	Baptist Tipton 
	Yes
	Tipton, TN
	Faculty FP/OB

Memphis

	22.Chris Gafford, M.D.
	Yes
	1997
	St. Francis, Memphis
	Yes
	Fayettevillle, TN
	D/C OB Y2K

	23.Stephanie Smith, MD
	Yes
	1997
	Baptist HPX
	Yes
	Fayetteville, TN
	D/C OB Y2K

	24.Matt Tiefenbrunn
	Yes
	1997
	St. Francis Memphis
	Yes
	Memphis, TN, 97-99 
	Rural Missouri 1999

	25.Daryl White, M.D.
	Yes
	1997
	Baptist Tipton
	Yes
	Harlingen, TX
	Faculty FP/OB

	26.Oliver Healy, M.D.
	Yes
	1998
	Forrest City, Arkansas
	Yes
	Forrest City, AR, 97-98
	Moved to Texas

	27.Geeta Malik, M.D.
	Yes
	1998
	Forrest City, Arkansas
	Yes
	Baytown, TX
	Faculty  FP/OB

	28.Ty Webb, M.D.
	Yes
	1998
	St. Francis Memphis
	Yes
	Sparta, TN
	Rural
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	FP/OB 

Fellow
	Graduation

Status/Year
	Training 

Location
	C-Section

Privileges Obtained
	Initial

Practice Location
	Notes

	29.Karen Fancher, M.D.
	Yes
	1998
	St. Francis Memphis
	Yes
	Guntersville

Alabama
	Rural joined OB; stopped OB 2003

	30.Verneeta  Williams, M.D.
	Yes
	1999
	Baptist Healthplex
	Yes
	Newport News, Virginia
	Faculty FP/OB

	32.James Franks, M.D.
	Yes
	1999
	Baptist /Forrest City
	Yes
	Forrest City, AR
	Rural

	33.Matt Miller, M.D.
	Yes
	1999
	Baptist/Forrest City
	Yes
	Forrest City, AR

1999-2000
	Rural Ohio

	34.Beth Choby, M.D.
	Yes
	1999
	St. Francis
	Yes
	Fort Smith, AR
	Faculty FP/OB

	35.Marcus Causey, M.D.
	Yes
	1999
	St. Francis
	Yes
	Harrison, AR
	Rural1

	36.Felicia Macik, D.O.
	Yes
	1999
	St. Francis
	Yes
	College Station, TX. ,Faculty 
	2003 Rural; Clifton, Texas

	37.Willie Chester, D.O.
	Yes
	1999
	Baptist Tipton
	Yes
	Huntsville, AL
	Faculty FP/OB

	38.Carl Pean, M.D.
	Yes
	1999
	Baptist Tipton
	Yes
	Memphis-faculty
	Pvt  practice 2002

	39.Christa Andrews-Fikes, M.D.
	Yes
	2000
	Healthplex
	Yes
	North Dakota
	Rural

	40.Preston Givens, M.D.
	Yes
	2000
	St. Francis Memphis
	Yes
	Memphis
	Fac quit UT 2005

	41.Greg Mitchell, M.D.
	Yes
	2000
	St. Francis Memphis
	Yes
	Selmer, TN
	Rural

	42.Roberta Matern, M.D.
	Yes
	2000
	St. Francis Memphis
	Yes
	Rural Arizona
	TBA

	43.Scott Sadler, M.D.
	Yes
	2000
	Healthplex
	Yes
	Lexington, TN
	Rural; fac 06

	44.Kyle Garner, M.D.
	Yes
	2001
	St. Francis
	Yes
	Memphis
	OB resident 2002

	45.Kim Howerton, M.D.
	Yes
	2001
	St. Francis
	Yes
	Savannah, TN
	Rural;stopped-03

	46.Nancy Rockstroh, M.D.
	Yes
	2001
	Baptist/Tipton
	Yes
	Covington, TN
	Faculty-rural

	47.Matt Browning, M.D.
	Yes
	2002
	St. Francis
	Yes
	Springfield, TN
	Rural

	48.Adam Franks, M.D.
	   Yes
	2002
	St. Francis
	Yes
	W.. Va.
	Rural

	49.Ken Boss, MD
	Yes
	2003
	St. Francis
	Yes
	Georgia
	Rural

	50.Larry Hornsby, MD
	Transfer
	2003
	St. Francis
	N/A
	Faculty 02-04
	Rural Ga.2005

	52.Angela Potter, M.D.
	Yes
	2003
	St. Francis
	Yes
	Covington,Tn
	Rural

	53.Michelle Culbreath, M.D.
	Yes
	2004
	St. Francis
	Yes
	Memphis
	Joins OB group

	54. Brandy Davis, M.D.
	     Yes
	2004
	St. Francis
	Yes
	Forrest City, Ark
	Rural

	55. I. Adebisi, M.D.
	     no
	2005
	St. Francis
	       no
	unknown
	Urban NE

	56. William Byrd, M.D.
	     Yes
	2005
	St. Francis
	Yes
	Memphis UT 
	Faculty Memphis;

 pvt practice 2007

	58. Ruchika Sharma M.D.
	Yes
	2006
	St. Francis
	Yes
	Memphis UT
	Clin fac Memphis

	59. Linda Arnetta M.D.
	Yes
	2006
	St Francis
	Yes
	Rural Tn
	Lawrencburg

	60. Sara Narins D.O.
	Yes
	2007
	St Francis
	Yes
	Memphis UT
	Faculty;2ER 08

	57. Patricia Chisholm, M.D.
	Yes
	2007
	St. Francis
	Yes
	Memphis
	Pvt pract Memphis

	61. Olufemi Soyinka, M.D.
	
	2008
	St Francis
	
	
	

	
	
	
	
	
	
	

	

	MEHARRY-Memphis-Jonesboro   2000-present

	1.Wm. Lyles, M.D.
	Yes
	2000
	Meharry-Nashville
	Yes
	Nashville faculty
	Carthage Tn 03

	2.Casey Mann, M.D.
	   Yes
	2001
	Meharry-Nashville 
	Did not apply
	Nashville FQHC no OB
	Rural NC 05

	3.Cole Johnson, D.O.
	Yes
	2001
	Memphis-Jonesboro
	Yes
	rural
	Twin Falls Idaho

	4.Doug Nicholson, D.O.
	Yes
	2001
	Rural Miss-Jonesboro
	Yes
	Collins, Miss.
	Rural Idaho; suit; drops OB 04

	5.Joe Cama, MD
	Yes
	2002
	Memphis-Jonesboro
	Yes
	Towanda, Pa
	Rural

	6.Jason Dees, DO
	Yes
	2003
	Memphis-Jonesboro
	Yes
	New Albany, MS
	Rural; drop OB 04

	7.Damion Hardison MD
	Yes
	2003
	Meharry-Nashville
	Yes
	Memphis
	Bilingual- Faculty Memphis; ER 2009

	8.Larry McKenzie, DO
	Yes
	2004
	Memphis-Jonesboro
	Yes
	Tulsa, OK
	Residency Director; anesthesia 2009

	9.Danielle Murray MD
	Yes
	2004
	Memphis-Jonesboro
	Yes
	Richmond, Va.
	Henderson, NC

	10.Robert Richter MD
	No
	2005
	Nashville-Jonesboro
	No
	Rural ER Tenn
	Pvt Pract Nash

	11. Derek Mullinix MD
	Yes
	2005
	Memphis Jonesboro
	Yes
	Rural Tenn
	ER rural Tn.

	12.Juana Hernandez MD
	Yes
	2006
	Memphis-Jonesboro
	Yes
	Mission Medicine
	OB New York City 

	13. John Reinoehl MD
	Yes
	2007
	Memphis-Jonesboro
	Yes
	Rural Indiana
	

	14. Vanita Gupta MD
	Yes
	2007
	Memphis-Jonesboro
	Yes
	Suburban
	Elgin , Ill

	15. Michele Walsh MD
	Yes
	2008
	Memphis Jonesboro
	Yes
	Medical missions
	Afghanistan

	16. Kim Stuckey Shrock
	Yes
	2008
	Memphis-Jonesboro
	Yes
	Faculty UT Mem
	

	17. Edmundo Yibirin MD
	Yes
	2009
	Memphis-
	Yes
	Faculty 
	OB Gyn resident 2011

	18. Ravi Singh MD
	Yes
	2009
	Memphis 
	Yes
	Faculty Memphis
	

	19. Julian Fields MD
	Yes
	2009
	Nashville-rural
	No
	Rural Tn
	

	20. Conchita Martinez MD
	Yes
	2009
	Nashville
	No
	Faculty
	

	 Moran, MOntoya, Velandia, Main, Emereuwaonu, Dooley, Self, Soliman, Encinas, Mills, Gonzalez, Deolapure
	
	
	
	
	
	

	ENTERED




94………………….Pending 6; Didn’t finish………………….6
SUCCESSFULLY COMPLETED


82  and Susan Nelson, Robert Hoover, Pete Council, Terry Collota, David Weber, Bill Janss, Lexington
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Detailed

Description

FELLOWSHIP DESCRIPTION 2008-2009

Introduction:

To efficiently provide information to prospective applicants, the one location is described in detail.  These descriptive principles apply generally to the other FP/OB fellowship locations. 

Applicants with documented experience serve at least 12 fellowship months, and be eligible for the American Board of Family Medicine-OB exam. Graduation is contingent upon documented progress reports and attainment of educational objectives. There will be one to three fellows whose clinical base will be in Memphis or Nashville. There may be fellows at satellite locations who will participate in the cognitive aspects of the program, via travel and/or assigned materials and/or a weekly (to be developed) telemedicine “academic day;” however, their FP/OB hospital service will be primarily in the rural location to which they have been assigned.  

These rural fellowships follow an apprenticeship model with the fellow being on call as a rural family physician who performs average risk vaginal deliveries plus procedures.  Operative OB back-up is provided at all times.  Fellows are notified whenever appropriate elective surgery is available to them.  Teaching responsibilities for medical students and residents exist at all locations. 

All fellows participate in the CME calendar which includes animal surgery lab, ultrasound workshops, ACLS/ATLS, AAFP Scientific Assembly, procedural workshops, ALSO, and the AAFP Perinatal week (see page 14 for examples).

BLOCK HOSPITAL EXPERIENCE  

(Generic Example-Other Locations Vary Slightly)

The fellow will be assigned intensively to an obstetrics service intermittently throughout the year with an annual minimum of 90 OB intense days with night call per year. Also there is a goal for minimum number of 50-100 performed Cesarean sections.

During Family Medicine/OB call, fellows will be responsible for supervising residents and medical students in perinatal care and normal deliveries.  The fellow will function as attending physician for all patients of the family practice hospital service.  This includes Labor, Delivery, postpartum, and nursery.  Consultation for OB problems is available at all times and ability to appropriately seek consultation is a required skill.  

The fellow will be responsible for performing, with faculty back-up, any procedures necessary in the care of complicated patients including vacuum assisted delivery, forceps delivery, Cesarean section, D&C, nursery procedures, etc.  The fellow will be responsible to share these teaching experiences with residents to an appropriate degree (see Appendix I for a list of cognitive goals).  The fellow is also responsible for supervising care of babies in the newborn nursery.  A detailed set of expectations is attached (see Appendix II).

The fellow will also be assigned to the hospital (medical/surgical) service throughout the year as a regular board certified rural physician might be expected to do.  During that time, he/she will be the attending physician responsible for daily rounds and supervision of resident care of patients admitted to the hospital without regard to age, gender or diagnosis. The focus is on deliveries and newborns with occasional medicine cases.
While on the hospital services, the fellow is also responsible to make sure that billing and record keeping are done properly, that continuity communication is maintained with the primary care physician, and that all patients are discharged with appropriate follow-up arrangements.

CONTINUITY EXPERIENCE

The fellow will hold office hours during the week in the following categories:

a.
Regular continuity patient care without regard to age, gender or diagnosis.

b.
Procedure sessions for performing diagnostic or therapeutic procedures shared with faculty and residents.

c.
Supervising residents and medical students in the office.

One or more half-days a week may be designated as “surgery” for the fellow to attend surgical procedures with faculty.

Night call for the obstetric/nursery and general medical inpatient services will be assigned 9-12 nights per average month.  Call is from home except at Jonesboro or Jamestown where accommodations are provided in the hospital. Minimum call is 1 night out of 4.

Fellows take additional night call for Cesarean sections that occur after hours when another fellow is not already on call.  During the year, the fellow will also have the chance to build a relationship with clinical faculty or non-faculty physicians who may provide them with additional surgical experience at their discretion.

Each fellow will serve as primary care provider on a rotational basis for the “OB Consultation Clinic,” to which residents or other faculty refer patients in whose management they need help. This may be through the use of telemedicine or internet-based methods.

Fellows will be responsible for completing written minutes of academic conferences within 10 days when they are assigned by the director..  At least one article should be reviewed at those sessions.  The abstract and/or teaching points should be summarized in those minutes.

OPTIONAL BLOCK ROTATIONS

Fellows will have the chance, on a prearranged basis, to spend block times of 1-4 weeks on rotations, including neonatology and rural selective experience.  These must be arranged at least 90 days in advance in consultation with the Program Director.

TEACHING RESPONSIBILITIES

a.
While on block rotations on the OB/Nursery service or inpatient service, the fellow will have regular responsibilities to see that pertinent topics are presented and that residents and medical students on the service receive a basis core of instruction.  For the OB and Nursery service, a manual is provided to guide this activity.

b.
Fellows will share in presenting noon conferences to the residents and/or students.

c.
Fellows will share in the teaching of procedural skills workshops, which occur intermittently throughout the year.

d.
Fellows will participate in teaching the Family Practice Update, OB Ultrasound, and Advanced Life Support in Obstetrics (ALSO) courses occur every year when assigned by the director.

e.
Fellows will have the opportunity to assist faculty members with teaching responsibilities at national conferences.

f. Fellows may teach physical diagnosis to medical students or physician’s assistant students one PM/week, up to 10 times a year. 
FORMAL LEARNING EXPERIENCES INCLUDED IN THE FELLOWSHIP

As stated above, the fellowship requires strong motivation for self-learning, but formal instruction is also included as follows:

a.
One half-day or its equivalent, as often as weekly (but the schedule varies), is devoted to the “QA/QI Conference on Advanced Women’s Health Care (FP/OB).”  During this session faculty and fellows review complicated and high-risk patients.  Formal presentations on relevant topics are made during the Jonesboro experience, and teaching responsibilities are reviewed. Additionally there are regular email newsletters describing case management and literature data in support of policies. There is a website and PDA integration of educational resources. Progress through the fellowship is tracked.  Examples of previously published minutes are available, but all fellows are required to be email and cell phone responsive most of the time.

b.
Fellows have the opportunity to attend formal CME conferences on a prearranged basis.  (See attached CME inventory example)

c.
Teaching sessions that the fellows conduct for residents and other faculty afford the chance to become expert on specific topics.  The Department offers support for computerized literature searches, a retrieval of articles and preparation of teaching materials. MD consult and other internet resources are available in the medical practice locations.  Senior faculty also provide a readily available source of help.

d. The Department expects to continue conducting an annual two- to three-day course in obstetric ultrasound in which the fellows will be enrolled as students.  When capable, fellows will serve as instructors.

RESEARCH

Each fellow is expected to participate in at least one research project during the fellowship with the goal being publication in a peer reviewed journal.

Recent publications[* indicates fellow] include:

1.
Rodney WM, Hahn RG. The impact of the limited generalist (no procedures, no hospital) on the viability of Family Practice Training.  J Am Board Fam Pract, May-June 2002;15:191-200

2.
Rodney WM, Richter R*. Virtual colonoscopy:  Can we screen for cancer of the colon?  Curr Surg.  2003;60(2):130-134.
3.
Dresang LT. Rodney WM, Dees J*. Teaching OB ultrasound to family practice residents. Fam Med  2004; 36: 98-107.

4.         Dresang LT, Rodney WM, Leeman L, Dees J*, Koch, P, Palencio M. ALSO[ OB Emergencies] in Ecuador: Teaching the Teachers. J Am Board of Fam Pract 2004; 17; 276-282. http://www.jabfp.org/cgi/content/full/17/4/276
5.        Rodney WM, Hahn RG, Deutchman M. Advanced Procedures in Family Medicine:   The Cutting Edge or the Lunatic Fringe?. J Fam Pract 2004; 53:209-212.

6
Rodney WM, Laraya J, McKenzie L*, Murray D*. Management of Gestational Diabetes. Am Fam Physician [letter]; Jan 2005
7.        Dresang L, Rodney KMM, Rodney WM.  Prenatal ultrasound: A tale of two cities. J Nat Med Assoc. Feb 2006;98:167-171. 
http://www.nmanet.org/JMNA_Journal_Articles/feb-06-jnma/OC167.pdf
8.         Rodney WM,  Hardison D*, McKenzie L*, Rodney-Arnold KM. Impact of Deliveries on Office Hours and Sleep Cycle. J Nat Med Association October 2006

EXPECTATION FOR SKILLS DEVELOPMENT
The following skills are those which are expected that the fellow will acquire during the period of fellowship:

a.
Cesarean section, as primary surgeon

b.
Tubal ligation, as primary surgeon

c.
Obstetric ultrasonography

d.
Colposcopy

e.
Cervical cryotherapy

f.
LEEP (a workshop skill)

g.
Dilatation and curettage-gradually disappearing as a need

h.
First assistant at hysterectomy

Depending on motivation and prior arrangement, fellows may also acquire experience in a number of additional procedural skills, including but not limited to:

a.
Epidural and spinal anesthesia

b.
Vasectomy

c.
Norplant insertion

d.
IUD insertion

e.
Sigmoidoscopy

f.
Colonoscopy

g.
Esophagogastroduodenoscopy (EGD)

h.
Gynecologic ultrasonography

i.
Abdominal ultrasonography

Upon completion of the fellowship, the fellow should qualify for a letter of completion which supports hospital privileges in the skills acquired.  Example of a progress report is attached (Appendix VI).

Appendix II

CURRICULUM SPECIFICS

The fellow will be expected to develop the skill to diagnose and stabilize complications of pregnancy below.  There must be appropriate use of consultation for all of the following:

1.
Spontaneous abortion and its variants

2.
Ectopic pregnancy

3.
Gestational Diabetes

4.
Hypertensive disorders

5.
Growth disturbances

6.
Preterm labor

7.
Post term pregnancy

8.
Prolonged labor

9.
Malpresentations and malposition

10.
Induction of labor

11.
Augmentation of labor

12.
Vacuum extraction

13.
Forceps delivery

14.
Fetal distress

15.
Principles of unexpected twin pregnancy delivery

16.
Principles of breech delivery
17.
Anesthesia for childbirth

18. Repair of fourth degree perineal laceration

19.
Vaginal birth after Cesarean section (VBAC)

20.
Shoulder dystocia

21.
Placenta previa

22.
Placental abruption

23.
Cord prolapse

24.
Retained placenta

25.
Postpartum hemorrhage

26.
Cesarean section indications

27. Principles of  identifying cases at risk for Cesarean hysterectomy

28.
Inadvertent bladder and bowel injury. Repair principles should be understood.

29.
The traumatized pregnant patient.

Inventory of Skills--

Required Format for

Summary Documentation

Appendix III

DOCUMENTATION OF EXPERIENCE

Family Medicine Progress Report and Letter of Completion

Wm. MacMillan Rodney, M.D.   Updated 1/27/04

Name:_________________________________

Date:________________________

	Procedure
	Residency Experience
	Fellowship
	Practice

	Vaginal deliveries
	
	
	
	
	
	

	Labor induction/augmentation
	
	
	
	
	
	

	Repair of peripartum lacerations

     a.  Episiotomy/simple laceration repairs.

     b.  3rd or 4th degree lacerations.
	
	
	
	
	
	

	Shoulder Dystocia Cases
	
	
	
	
	
	

	Vacuum /low forceps deliveries
	
	
	
	
	
	

	Cesarean section assists
	
	
	
	
	
	

	Cesarean section surgeon or did substantial part 
	
	
	
	
	
	

	Tubal ligation (nonlaparoscopic)
	
	
	
	
	
	

	Tubal ligation (laparoscopic)
	
	
	
	
	
	

	Manual Removal of Placenta 
	
	
	
	
	
	

	Twin deliveries[Vaginal or Cesarean]
	
	
	
	
	
	

	Miscellaneous other surgical assisting
	
	
	
	
	
	

	
	
	
	
	
	
	

	OB/GYN ultrasound
	
	
	
	
	
	

	Pelvic ultrasound
	
	
	
	
	
	

	Dilatation/curettage
	
	
	
	
	
	

	Colposcopy (including cryo or LEEP)
	
	
	
	
	
	

	Esophagogastroduodenoscopy EGD
	
	
	
	
	
	

	Flexible sigmoidoscopy/colonoscopy
	
	
	
	
	
	

	Exercise treadmill testing
	
	
	
	
	
	

	
	
	
	
	
	
	

	Hospital cases (number of)
	
	
	
	
	
	

	     a.  ICU
	
	
	
	
	
	

	     b.  Non-ICU adult
	
	
	
	
	
	

	     c.  Non-ICU children
	
	
	
	
	
	

	     d.  Newborns
	
	
	
	
	
	

	
	
	
	
	
	
	

	Circumcisions
	
	
	
	
	
	

	Emergency Department shifts[8-12 hours]
	
	
	
	
	
	


In summary, please provide information describing your training, education, experience and proven abilities. This will help us in the training of OB-capable family for rural underserved communities. It has been a privilege to work with you. Thank you for your previous and continuing contributions.
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Inventory of Completed Curriculum for Advanced Family Medicine Residents 

Department of Family Medicine 

Advanced Family Medicine Specialists

Original 1994, Rev. 4-12-02
Residency and/or Fellowship Location:
__________________________


Note: Residents and applicants should be advised that this appendix will be attached to their “Letter of Completion” which is the final academic document in their residency file.

Resident/Fellow  Name:_____________________________ Faculty Advisor:_____________________

Core Curriculum Workshops in the Department of Family Medicine 

	CME Modules Required 
	Date Completed

	ACLS (Advanced Cardiac Life Support)
	

	ALSO (Advanced Life Support in Obstetrics)
	

	PALS or NALS
	


	Regularly Scheduled Clinical Workshops
	Date Completed

	ECG Interpretation (three sessions) plus test
	

	Chest X-Ray Interpretation (two sessions) plus test
	

	Office Orthopedics (Sports Medicine)
	

	Office Orthopedics Common Fractures
	

	Acid Base Workshop
	

	Dermatology Workshop
	

	Splinting/Casting
	

	Suture-Surgical Laboratory
	


Additional Procedural/OB Training
	Highly Recommended 

CME Modules Available on an Annual Basis
	Date Completed

	ATLS (2 days)
	

	PALS-NALS 
	

	AAFP GI Endoscopy  (2-3 days)
	

	AAFP Colposcopy(2 days)
	

	AAFP Perinatal Course  (4 days)
	

	Ultrasound Course 
	

	One Week Tutorial  Ultrasound  Methods
	

	Other
	


Program Director ________________________________________

Required Courses and

Optional Opportunities

Appendix IV

PARTIAL INVENTORY OF RECOMMENDED CME EXPERIENCES 

EXAMPLE                        FOR THE FP/OB FELLOWSHIP              EXAMPLE

CME





              Selected

Experiences




       
       Year


  Attendees

Selected Workshops



      



1.        July   Advanced Life Supports in Obstetrics (ALSO), 2 days. A seminar on 
vacuum-assisted delivery and low forceps is within the ALSO course. The host location   rotates among the programs of Knoxville, Nashville, and Chattanooga,Tennessee.

2.
July 31-Aug 5  Residents’ Procedures Workshops, Kansas City, MO

3.
July   AAFP Family-Centered Maternity Care and the 





ALSO Instructors Course; Providence, Philadelphia in 2008



4.
October Academy of Family Physicians Scientific Assembly
GI Endoscopy Courses, EGD and Colonoscopy;  .

5.        First Thursday-Saturday in December; Vanderbilt OB Risk Management Conference;    
Nashville, Tennessee.

6.
February , National Rural Health Association Legislative Seminar 3 days in Washington, D.C. [optional]

8.
February , American College of Emergency Physicians [selective]

9.
March , Tennessee Academy Family Physicians

Legislative Seminar-- Nashville, Tennessee [Optional]

10.        Summer , Invitational OB/GYN Ultrasound/Dermatology procedures

11.
Surgery Labs noon-1700; August and January;  Memphis. TN.

12. 
Others by request

Orientation to 

Performance Standards and

Behavior Expectations

Expectations for the

Hospital Service

Appendix I

HOSPITAL EXPECTATIONS

What follows is a working draft of the specific behaviors, skills and attitudes expected of the FP/OB fellow/faculty role.

Pre-Operative Care and Evaluation

This includes examination of patients upon whom you are about to operate, review of history, understanding of proposed management.  Arriving at incision time is excusable only if you are providing mere technical assistance for our consultants/private attendings.

Post-Operative Follow Up for the Patients on Whom the Fellow have Operated

This is a critical portion of the surgical training.  During anticipated absences (ER, CME, vacation), it is incumbent upon the fellow to arrange for smooth transition with another fellow as much for patient care as for his/her education.  This may include significant in-hospital time after “the incision is closed.”  There is no substitute for hands-on at the bedside examination of patients—the frequency of which should be proportional to severity of illness.

Documentation in the Patient Record of the Above

This will serve as a written record of the fellow’s involvement as well as outline the plan for others caring for the patient.  As much as possible, the patient record should stand by itself for third-party review including hospital quality assurance, insurance companies, consultants, and attorneys in the event of a malpractice action.  It is exceedingly difficult to “over document” and your note may be one of many.

Continuity of Care for Your Panel of Patients

This continuity extends to patients upon whom you have operated.  Although someone else may be the patient’s primary physician, a surgical procedure creates an irreversible relationship between you and the patient.  The fellow’s follow up should continue until they have been safely ushered through the post-operative period and often beyond.  The fellowship is not an itinerant or subspecialty position.

This continuity encompasses following your patients in the office and hospital.  You should demonstrate a sense of “ownership” or advocacy for these patients who may be care for by other physicians.  Caring and concern should be evident in your behaviors and actions.

Leadership of the Patient Care Team

The fellow is in an advanced training program to acquire additional skills and should make yourself available as a resource to other residents and faculty.  This leadership transcends service attendings, or weekend covering attendings who may or may not be comfortable with post-operative complications.  The acting attending should, however, be involved and updated with management decisions.

Teaching of Residents

Often they will be allowing you to operate on their continuity patients.  Your medium of exchange should be to keep them involved with the care and to educate them in the process.

Ambassadorship and Role Modeling

Our department is privileged to train a large number of residents and students.  They will scrutinize your actions as they search for a mentor or a specialty.  Your position was crafted to spread the enthusiasm we feel for our Department and our specialty.  We expect you to represent us well. These are some of the expectations of our fellows.  There will be others. Suggestions for additions to these guidelines are invited.

Expectations for the Hospital Services

A.
All patients will have a problem list.  Included in the problem list will be discharge planning including knowledge of available family support.

B.
All undiagnosed problems will have a differential diagnosis.

C.
By the time attending rounds start, each physician will have personally seen and examined each of his/her patients including new admissions.

D.
Physicians will know the result of their patients’ diagnostic tests.

E.
Physicians will know all medications their patients are on and be able to justify the use of each one in light of the patient’s clinical problems.

F.
Physicians will personally read all EKG’s and imaging tests on their patients and bring the EKG tracings and films to attending rounds.  They will compare their interpretation to the “official” reading.

G.
There will be no bluffing about knowledge of items A-F above.

H.
Physicians will read textbook or journal articles about their patients’ problems and report on them at attending rounds.

I.
Appropriate cultures will be obtained before antibiotics are started.

J.
The senior physician on night call should be called if the first call person is overloaded.

K.
The first call physician/resident will notify the primary physician of his/her patient’s admission.  The discharging resident will notify the primary physician of his/her patient’s discharge. Continuity residents, when in town, are expected to come to the bedside, write a note, and sign/co-sign orders within two hours of admission and daily.

L.
Upon discharge, all patients will leave with a specific date and time for their follow-up appointment with their primary physician.  If the primary physician is unavailable, the discharging physician should follow the patient up.  The discharging physician/resident will personally call the office and make this appointment.

M.
The following policies regarding consultants represent conduct appropriate for your responsibility for total patient care:

1.
Consultations will be ordered after discussion with the attending physician responsible for the hospital service.

2.
Consultants will be called personally by the ordering physician to request the consultation.  Do not entrust this contact to hospital ward clerks or office personnel.  If the consultant is not available, ask that (s)he call you back.  At the time of this call, advise the consultant of the patient’s problems and the specific question(s) you are asking.

3.
Ask the consultant to write recommendations in the consult note and you will write the orders.

4.
The key to learning from a consultant is to commit yourself to the most likely diagnosis and course of action before you call.  Ask that the consultant call you after (s)he sees the patient so you can discuss the case.

5.
Communicate with the consultant daily.

6.
When the consultant is no longer needed, express thanks and ask that (s)he discontinue visits.

7.
When the consultant is a surgeon, ask that you be called before surgery is scheduled.

8.
If a consultant recommends something that does not make sense, say that you must consult with your faculty attending. 

Role of the Fellow on the Hospital Service

A.
Know the problem list, differential diagnosis, and plan on each patient.

B.
Assist junior residents and students in formulating diagnostic and treatment plans.

C.
Personally examine each new patient.

D.
Oversee all care given by junior residents and students.

E.
Help junior residents and students with procedures.

F.
Help communicate with attending physician.

G.
Help communicate with consultants.

H.
Distribute patient care load among junior residents and students.

I.
Help evaluate resident and student performance.

J.
Provide educational materials on problems currently being evaluated.

Expectations for the OB/Nursery Service

A.
At the beginning of the month, your supervising physician will meet with you to:


1.
Distribute OB and Nursery manuals.


2.
Assess your previous experience in OB and nursery.


3.
Orient you to these physical items:


a.
Labor and delivery rooms


b.
Postpartum rooms


c.
OB ICU


d.
Lounge/locker rooms


e.
Monitoring equipment


f.
Operating room and scrub area


g.
Chart forms


h.
Storage drawers for medical records


i.
Microscope


j.
Census board


k.
Scheduling board


4.
Introduce yourself to nursing and anesthesia personnel.

B.
You are expected to keep a log of procedures you have participated in.

C.
You should review your progress weekly with your faculty member.

D.
Your skill development will be evaluated in the following areas.


1.
Cervical assessment


2.
Internal scalp electrode (ISE)


3.
Intrauterine pressure catheter (IUPC)


4.
Electronic fetal monitor (EFM) tracing interpretation in labor


5.
Non-stress test (NST) interpretation


6.
Artificial rupture of membranes (AROM)


7.
Episiotomy


8.
Episiotomy repair (by degree)


9.
Vacuum-assisted delivery


10.
Outlet forceps


11.
Ultrasound skills


12.
Newborn circumcision

13.
Surgical assisting skills (keeping field in view, anticipation of next move, knot tying, suturing).

14.
Sterile technique

15.
Overall patient assessment and communication

16.
Interaction with nursing staff

17.
Documentation

E.
Each fellow, resident, or student will evaluate his/her patient, formulate a diagnosis and plan, and discuss it with your faculty in charge.

F.
Before attending rounds each AM, each physician will have personally seen and evaluated each of his/her patients including new admissions.

G.
Physicians will know the results of their patients’ diagnostic tests.

H.
Physicians will know all medications their patients are on and be able to justify the use of each one in light of the patient’s clinical problems.

I.
There will be no bluffing about knowledge of items E-H above.

J.
Physicians will read textbooks or journal articles about their patients’ problems and report on them at attending rounds.

K.
Appropriate cultures will be obtained before antibiotics are started.

L.
The senior physician on service or on night call should be called if the first call person is overloaded.

M.
The admitting resident will notify the primary physician of his/her patient’s admission in active labor.  The discharging resident will notify the primary physician of his/her patient’s discharge.  The delivery summary sheets personally completed and faxed to Medicos the same day the patient is discharged.

N.
Upon discharge, all mothers and babies to be seen at Medicos will leave with a specific date and time for their follow-up appointment with their primary physician.  The discharging resident will personally call the office and make this appointment.

O.
Consultations will be ordered after discussion with the attending physician responsible for the OB/Nursery service.

P.
We provided care for the entire labor, delivery, postpartum, and nursery course of our patients.  To maintain continuity in daily rounds; the same physician should see the mother and her infant on successive days.  Preferably, this is also the delivering physician.

Q.
We personally visit mothers for whose infants we provide “baby care only.”

R.
Residents are to be actively involved in labor management.  This requires initiative and physical presence.  Nursing staff are an excellent resource to help sharpen your clinical skills; they will also take over management if you are not interested and available.  You are to be interested and available, and you are to tell them so at the beginning of each shift.

S.
All patients are to be seen and examined by a physician, including short-stay patients.  No problems are to be handled entirely over the phone regardless of time of day.  All examinations are to be documented on the brief OB H&P form or on progress notes BEFORE the patient is discharged.

T.
The suspicion of preterm labor is an emergency, requiring an appropriate and prompt initial and follow-up evaluation.

U.
Postoperative orders on C-section patients are to be written according to guidelines in the OB manual; do NOT use a check-off list except for patient controlled analgesia (PCA).
Recommended Reading

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



 
Updated 12-17-03

“Suggested Reading Curriculum for Medical Students, Residents, Faculty, and Fellows”
LEVEL I
BASICS

Required for medical student rotations Meharry 2000-2006

Required for the Workstudy Program at Medicos para la Familia

A. Consider an organized approach to integrating clinical material with evidence based medicine. This can include textbooks, journals, internet, and others.

1. At www.psot.com the website is divided into 4  major sections: ie, AFMS [Practice Management including the forms for practice management], ARFEM [Education with listing of curriculum for the FP/OB fellowship and  others], the Procedural Skills Bulletin[ a medical literature abstract service with an emphasis on procedural skills], and the Camellia Foundation [for the endowment of proceduralists within organized medical education]


2. Dr Rodney’s curriculum on ECG interpretation, Chest X-ray interpretation, Office Ortho, and the handouts on other common clinical topics are there. The Practice Management section contains charges for the most common 100 services performed in a Family Physician’s office. Also there are forms for Advanced Family Medicine. These include, but are not limited to, GI endoscopy, colposcopy, diagnostic ultrasound, electrosurgery, skin surgery, and other minor office surgeries.

LEVEL II- Getting to the next level-RESIDENCY

A.  HIGHLY RECOMMENDED

1.
Rakel RE (ed). Textbook of Family Practice, 6TH Edition 2002.


2.
Rakel RE (ed). Conn’s Current Therapy.  Saunders, Philadelphia, 2008.

3.
Monthly Prescribing Reference (see Dr. Rodney for free copy).

4.
Trobe JD.  The Physician’s Guide to Eye Care. American Academy of Ophthalmology, PO Box 7242, San Francisco, California 94120-7424, 1993 (updated 1997).

5.
DeGowin & DeGowin. Diagnostic Examination.  Sixth Edition, McGraw-Hill, Inc., Health Professions Division, New York, NY, 1994.

6.
Reisser PC.  Complete Book of Baby and Child Care.  Tyndale Publishers, Wheaton, IL 1997.  Available from Christian Medical and Dental Society, 1-888-231-2637.  Foreword by Dr. James Dobson.  ISBN#: 0-8423-0889-X.

7.
Finberg L.  Saunders Manual of Pediatric Practice.  WB Saunders Company 1998, ISBN#: 0-7216-6537-3.

BEST HOSPITAL BOOKS

8.       The Little Brown series of spiral-bound books on Internal Medicine, Surgery, Obstetrics, Pediatrics, and Emergency Medicine.

9.
Marshall SA, Ruedy J, eds. On Call Principles and Protocols, 3rd Edition, W.B. Saunders Co., ISBN: 0-7216-5079-1, 2000.

10.
Raby N, Berman L, Lacey G de.  Accident and Emergency Radiology: a survival guide, W.B. Saunders Co, Ltd, 5th Edition, 1997, ISBN: 0-7020-1905-4.

Suggested Books/Websites for the Musculoskeletal/Ambulatory Ortho Exam

Best

12.
Greene WB. Essentials of Musculoskeletal Care published by the American Academy of Orthopedic Surgeons; Rosemont, Il Phone 1800 626 6726. or www.aaos.org; Also available in Spanish. $105

13. 
Hoppenfeld S. Physical Examination of the Spine Extremities.  Appleton & Lange, Norwalk, CT, 1976 and 1996, ISBN #: 0-8385-7853-5.

14. 
Mercier LR.  Practical Orthopedics.  Mosby, St. Louis, MO, ISBN#: 0-323-00827-5 (soft cover), Fourth Edition, 2000.

Also Good
15.
Steinberg GG.  Ramamurti’s Orthopaedics in Primary Care.  Second Edition, ISBN#: 0-683-07928-X, Williams & Wilkins, Baltimore, Maryland, 1992.

16. Eiff P, Hatch RL, Calmbach WL.  Fracture Management for Primary Care.  WB Saunders, Philadelphia 2002, ISBN#: 0-7216-9344-X.

Suggested Dermatology Books/Websites

17.      Goldstein and Goldstein. Practical Dermatology. Mosby 1997.

18.
Usatine RP, Moy RL, Tobinick EL, Siegel DM.  Skin Surgery: A Practical Guide. Mosby, St. Louis, 1998, ISBN #: 0-8151-7362-8.

19.
Arndt KA. Manual of Dermatology Therapeutics. Little Brown, spiral series, ISBN #: 0-316-05175-6.

LEVEL III-RUNNING WITH THE BIG DOGS

Suggested Books for Learning Procedures and Surviving Your First ER Shift in a Rural Hospital

20. 
Advanced Cardiac Life Support from the American Heart Association.

21. 
Advanced Trauma Life Support from the American College of Surgeons.

22. 
Rodney’s ECG Interpretation curriculum; psot.com under ARFEM.

23. 
Rodney’s CXR Interpretation Curriculum; psot.com under ARFEM.

24. 
Rodney’s Curriculum on Common Fractures of the Extremities; psot.com under ARFEM.

25.      Zuber TJ, Mayeaux EJ. Atlas of Primary Care Procedures. Lippincott Williams & Wilkins Philadelphia 2003 ISBN 0-7817-3905-5; $80 Phone 800 638 3030

26.
Pfenninger JL, Fowler GC.  Procedures for Primary Care Physicians.  Mosby, St. Louis, 1994. New edition 2002

27.
Finding-the-Path.  (http://brighamrad.harvard.edu) “A problem-based guide to diagnostic imaging strategies in the Emergency Room,” 50 cases.  “You, the ER physician, have to choose from a complex set of imaging modalities in evaluating your patients.”

24.
Dr. Rodney’s loose-leaf residency curriculum on Office Procedures and Reimbursement--Free to those who’ve read this far and ask for one. www.psot.com has most of the forms needed to develop your own office.

25.
Thomas J. Zuber.  Office Procedures.  The Academy Collection Quick Reference Guides for Family Physicians.  Wilkins & Williams 1999, Baltimore, Maryland, ISBN#:  0-683-30424-0.

26.
Thomas J. Zuber.  Office Procedure Forms.  The Academy Collection Quick Reference Guides for Family Physicians.  Wilkens & Williams 1999, Baltimore, Maryland, ISBN#: 0-683-30580-8.

27.
Ultrasound in Emergency Medicine.  Heller M, Jehle D., W. B. Saunders Co., Philadelphia, PA, 1995  and

28.      Simon Barry C, Snoey, Eric R.  Ultrasound in Emergency and Ambulatory Medicine.  Mosby-Year Book, Inc., 11830 Westline Industrial Drive, St. Louis, MO  63146, 1997.
29.
Buttravoli P, Stair T. “Minor Emergencies: Splinters to Fractures. Mosby, St. Louis, 2000, ISBN #: 0-323-00756-2.

30.
TBA

31.
TBA

LEVEL IV- Taking it to the Family Medicine OB Fellowship Level FP/EM/OB 

32. 
Advanced Life Support in Obstetrics from the American Academy of Family Physicians 800 274 2237 or aafp.org for listing of available courses

33. 
Neonatal Resuscitation Program from the American Academy of Pediatrics Phone 888 227 1770 $40. Also available in Spanish

34.
Intubating the Newborn: An Instructional Video $99 from American Academy of Pediatrics

35. 
Deutchman ME Ultrasound Teach CD’s now available from Challenger Corp in Memphis

36.
Deutchman ME. DVD on the Repair of a 4t5h degree laceration

37. 
Deutchman ME. DVD on Cesarean Delivery Technique

38. 
Gabbe S,  Niebyl JR, Simpson JL. Obstetrics: Normal and Problem Pregnancies, 4th Edition. Churchill Livingstone 2002 ISBN 0-443-06572-1

38.     
Laufe LE, Berkus MD.  Assisted Vaginal Delivery: Obstetric Forceps and Vacuum Extraction Techniques.  McGraw Hill 1992; ISBN: 0-07-105412-X. May be out of print

39.  
Hale RW. Drennen’s Forceps Deliveries. 4th Edition 2001, American College of Obstetricians and Gynecologists. Washington DC 20090-6920 Phone 800 762 2264 x219. www.acog.com?

40.
Benson MD. “Obstetrical Pearls: A Practical Guide for the Efficient Resident. FA Davis Company, Philadelphia 2002 ISBN #: 0-8036-0702-4. (approximate cost $25)

41.
Diagnostic Ultrasound of Fetal Anomalies: Text and Atlas.  Nyberg DA, Mahony BS, Pretorius DH.  Year Book Medical Publishers, Inc. Chicago, IL, 1990.

42.
Plauche WC, Morrison JC, O’Sullivan MJ.  Surgical Obstetrics, W.B. Saunders Company, Philadelphia, PA, 1992.  (or one of your choice)

43.
Dickey RP.  Managing Contraceptive Pill Patients. latest Edition, call 1-800-225-0694.

44.       Apgar BS, Brotzman Gl, Spitzer M. Colposcopy: Principles and Practice: An Integrated Textbook and Atlas. 2002 Saunders ISBN 0-7216-8494-7
Testing Expectations:

Example of

Assisted Delivery with

Use of Forceps
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Low Forceps and Vacuum Extraction

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

June 24, 2000


1.
Draw a diagram describing the cephalic curve of


OB forceps 



2.
Draw a diagram describing the pelvic area curve


of  OB forceps

1. If you only had Simpsons versus Tucker-McLane forceps for a delivery with documented EGA at 34 weeks, which one would you choose?  


Simpsons 
Tucker-McLane

4.
If you had an infant with no other risk factors and well documented EGA of 39 weeks, with an abnormally prolonged second stage of labor and an instrument-assisted delivery were indicated, your first choice would be:


a.
Vacuum cup


b.
Cesarean section


c.
Simpson forceps with Lukhart modification


d.
Tucker-McLane

5.
Look to your ALSO text and write out the ABC’s of vacuum assist.


________________________________________________________________________


________________________________________________________________________


________________________________________________________________________

6.
Find the ABC’s for forceps.  Write them out.


________________________________________________________________________


________________________________________________________________________


________________________________________________________________________

7.
Be prepared to cite these from memory at any time after September 1.

8.
Regarding the shanks, which forceps shanks have a space between them when viewed from the top?


a.
Simpson


b.
Elliot


c.
Lukhart


d.
Tucker-McLane

e. All of the above

9.
Using the forceps preparation script in the letter attached to this study guide; there is one thing not yet discussed.  For intelligent application of forceps, the physicians confirm two vital characteristics as the woman finished the first stage of labor.  These are reconfirmed midway through the second stage, if possible and/or necessary.  These characteristics are:


a.
________________________________________

b. ________________________________________

10.
This statement by Socrates, “Language is an operator, misuse corrupts the soul.” Actually he said,  “To misuse words is not only wrong, it corrupts the soul.”





True

False

11.
“The cardinal features of the AFMS curriculum” include:

a.
Read or perish; reread or suffer
b.  
Information management is the hallmark of clinical excellence

c.  
Useful answers require articulate questions

d.  
Focused consultations are a good way to learn

e.  
Educated opinions differ

f.  
All of the above

g.
None of the above


12.
Fill in this table for the definition of prolonged second stage of labor.  Three columns.

	Parity
	Without Regional Anesthetic
	With 

Regional Anesthetic

	
	
	

	
	
	


13.
One of the key assumptions for the physician who wishes privileges in the area of instrument- assisted delivery is:


a.
A willingness to abandon the procedure if it doesn’t go well.


b.
ALSO certification


c.
NALS certification


d.
Minimum of FP/OB fellowship training


e.
All of the above


f.
None of the above

14.
Regardless of the ability to apply forceps, or the vacuum, physicians should understand that by definition every instrument-assisted delivery no longer normal risk.




True

False

15.
If the physician cannot apply forceps, the physician should not attempt vacuum.




True

False

16.
In a rural delivery room with only a vacuum cup (forceps not available), the physician is justified in attempting a vacuum-assisted delivery (understanding that forceps to follow will not be possible) as long as:


a.
Helicopter transport is available within 30 minutes


b.
Preparations are underway for cesarean section if needed.


c.
Pitocin can be started


d.
Misoprostol assist is available


e.
All of the above

f. None of the above

17.
After reading the book and understanding the principles, there is the issue of how much pressure should be applied to the extraction device.  The best way to learn this is by.

a.
Reading carefully

b.
Obtaining an expensive pressure gauge and connect it to the forceps/vacuum for the first deliveries. Monitor your pressure readings.

c.
Buy an inexpensive Fish scale[used to weigh fish in the boat during a Bassmaster contest] and connect it to the instrument during the first five deliveries.

d.
Insist that your proctor demonstrate his or her perception of the correct pressure by placing his or her hand on yours during the first five instrument-assisted deliveries.

e.
All of the above

Expectations for

Chart Review

RISK MANAGEMENT at Medicos para la Familia

OB CHART AUDIT

(Routine)-06-8-10
A QA/QI review should be performed initially no later than month 6. Additional reviews should be performed at 32 and 36 weeks.  Medicos reaffirms its policy of discussing of all pregnancies with a previous pregnancy complicated by preeclampsia, hypertension, gestational diabetes, congenital anomaly, stillbirth, IUGR, and others. Patients with multiple gestation and BMI>35 require discussion.

There is a mandatory discussion of after hours care, hospital selection, and the expectation that Medicos will serve as the pediatrician to the newborn.

Patient Name:_____________________________________________

Chart Number:___________________________

Date of Birth:____________________

EDC:
by LMP _________________________

Certain  _____
Uncertain ______\


by U/S __________________________

__________
EDC established/confirmed

__________
Prenatal labs

__________
Pap –If abnormal—is management documented?  
Yes ____
No ____

__________
Risk factors identified—is management documented?
Yes ____
No ____

__________
Prenatal vitamins Given?

__________
Where appropriate educational materials are given to the patient

 __________
16 to 18 weeks MSAFP is consent / refusal noted?
Yes ____
No ____

__________
18 to 20 weeks U/S as indicated (do earlier if needed to confirm dates). Note ICD-9.

__________
24 to 26 weeks Repeat antibody screen (if Rh negative)

__________
Pre-term Labor Precautions discussed. On call phone #’s discussed.  Must go to MED if <34 weeks.

__________
27 to 29 weeks 1% glucola (nonfasting); Hct; Rhogham if indicated

__________
34 to 36 weeks GBS culture. Copy of records given to patient.

__________
35 weeks –Discuss on-call phone numbers and plans for labor checks.  Give patient 


handout with cell phone numbers of on call physicians. These are on the call schedule 


which is available 2 months in advance.

Guidelines for

Consultation and

Referral
GUIDELINES FOR OB/GYN CONSULTATION/REFERRAL

from the

FP/OB Fellowship (Advanced Women’s Health Care)
Wm. MacMillan Rodney, M.D. (Updated 5/2/03)

Modified and Discussed at the FM Executive Committee 5/2/00

C. Couch, M.D., R. Matern, M.D., C. Andrews-Fike, M.D., P. Givens, M.D., G. Mitchell, M.D.

Original 1994 M. Deutchman, M.D., C. Couch, M.D., R. Hahn, M.D.

I.
BACKGROUND:

Risk is a dynamic continuum which requires regular assessment.  For this reason, this practice will conduct a review of all pregnant patients in the practice at least every two weeks during protected conference time.    This will be known as the FP/OB Risk Management Group (RMG).  At this meeting, there will be an inventory of all pregnant patients in the practice with standard demographic information to include, but not necessarily limited to, the following:

Gravida, para, previous miscarriages, LMP, EDD, date of ultrasound (if any) and referral/consultation status.  As patients deliver or miscarry, they will be removed from this census.  Data will be maintained on the outcomes of all pregnancies.  These data will be reviewed quarterly and annually.

When problems are identified, the risk management group will make a decision to manage, to refer or seek consultation.  Written minutes of each risk management group meeting will be kept.  These minutes will form the basis for individualized letters regarding patient referral/consultation.

There are many opinions, but no simple standard of care exists for the designation of risk among pregnant patients.  Generally speaking, the FP/OB fellowship group has found that it is best to consider patients as normal risk and those in which there is a question of risk.  The list below presents guidelines describing the process of discussion for those cases that are  “possibly high risk” and “clearly high risk.”  

For example, the average family practice will not consider management of clearly high-risk cases such as triplets and/or monoamniotic twins.  In rural and/or underserved communities, the practice may be the default provider by necessity.  With consultation, the practice might choose to follow and deliver vertex- vertex, normal risk twins at term.  

II.
Policy

When a pregnant patient is noted to having any of the following current or past OB/GYN problems, a review by the risk management group is mandatory.  

A.
Increased Risk Patients Generally Accepted by Family Medicine Pending Approval from the Risk Management Group (RMG)

A mandatory RMG consultation (FP/OB fellowship QA/QI meeting) will be obtained for patients meeting these criteria at the time the condition is identified to determine if the patient can remain in our practice.

1.
Current obstetric or gynecologic problems:


Previous cesarean section UNLESS for previous previa


Previously scarred uterus – (e.g. myomectomy)


Mild, moderate, or severe hypertension or pre-eclampsia


Premature labor by history


History of incompetent cervix or cerclage

Twin pregnancy (more than two fetuses should be referred to the RMG promptly)


Grand multipara (> 5 pregnancies)


Abnormal maternal serum alpha fetal protein (MSAFP)


Genital herpes




Post dates (> 41 weeks) If no other risk factors are present, the managing

physician may recommend biweekly NST/AFI up to 42 weeks.  At 42 weeks, same day consult for induction is indicated.


Inadequate weight gain


Placenta previa


History of infertility consultation or drugs


Any other unusual or abnormal condition
2.
Current medical problems:


Thyroid disease


Epilepsy medication in past 12 months


Asthma


Positive antibody screen


Chronic hypertension or on antihypertensive agent


Diabetes (including gestational diabetes)


Excessive weight gain


High risk for diabetes (obesity, FH, race—early glucola challenge can be initiated without RMG)


Advanced maternal age >35


Any other unusual or abnormal condition

3.
Past obstetric or gynecologic problems:


IUGR (Intrauterine growth restriction)


Infant <2500 grams or >4500 grams


Fetal anomaly


Mild, moderate, or severe PIH, preeclampsia, or HELLP


Cesarean section 


Surgically scarred uterus (e.g., myomectomy, others)


Abnormal presentation or position


Severe peripartum hemorrhage or laceration


Retained placenta


Abruption


Premature labor


Incompetent cervix or cerclage


Stillbirth or neonatal loss


Placenta accreta, increta, percreta


Antepartum or postpartum hemorrhage


Prolonged labor (>30 hours) or difficult delivery (i.e., shoulder dystocia)


Habitual abortions (> 2 spontaneous)

Fractured pelvis


Diabetes (including gestational diabetes)


Placenta previa


Any other complication or life-threatening problem


4.
Past medical problems:



Hepatitis history



Pulmonary disease

B.
High risk patients generally not accepted by family medicine for total care.  Discuss referral with risk management group, but the receiving physician does not need to wait for a meeting to make outside referrals on these conditions.


Uterine or cervical malformation +

Active pulmonary disease (i.e., steroid dependent COPD, TB)


Cardiac disease – NYHA Class II or greater


Chronic renal disease


Thromboembolic disease (i.e., history PE, DVT, requiring anticoagulation)


Bleeding disorder requiring medication


Sickle cell disease or other hemoglobinopathy


Auto-immune disorder


Psychiatric disease


HIV disease


Overweight-morbid obesity--Women with a body mass index[BMI] of greater than 35 at entry into prenatal care require consultation. Women requiring repeat Cesarean usually will be referred.


Specific types of  repeat sections should be avoided. A previous cesarean section for placenta previa has a substantial risk for  placenta accreta and an emergency hysterectomy. 

C. There are times when guidelines are not sufficient to address the individual needs of a patient or a community.  In these cases, the physician or nurse should be encouraged to exercise professional judgment in making calls for consultation to an appropriate source.  When these calls have been made or discussions have been held, the specific problem should be documented in the medical record.  When recommendations are made, these should be documented in the medical record and the source of the recommendation should be identified.  It is not enough just to write “discussed with OB.”  In some rural and/or underserved communities physicians may be the managing specialist by default.

SPEICIFIC SUGGESTIONS FOR GESTATIONAL DIABETES AND POST TERM PREGNANCY

In our clinical practice there have been conflicting opinions and a lack of precision with regard to issues such as: When is the correct time to induce labor in the woman who is beyond 40 weeks of gestation?

If the woman is a gestational diabetic, how should she be monitored beyond the standard dietary advice? Are daily accuchecks and home monitoring equipment absolutely necessary? When would it be beneath the standard of care to withhold insulin? At what point would an increased level of fetal surveillance be indicated, and what would be the methods used?

“When the experts disagree, the ignorant may choose.”

Mary MacMillan Rodney MD 1882-1968.

OPINION OF ADVANCED FAMILY MEDICINE SPECIALISTS  generated through a review of current literature and in consultation with obstetricians sharing care with family physicians.

Most gestational diabetics can be managed conservatively with diet and increased surveillance in the third trimester.  There is no evidence to support improved maternal and fetal outcomes with tid accuchecks throughout the course of prenatal care. Recommendations for early administration of insulin are not supported in clinical trials. All literature suggesting such insulin administration are based on studies involving women with type I and type II diabetes before they became pregnant. 


New Engl J Med 2005 was the first gestational diabetes study, but this study must be replicated before standards are changed. The relative changes in fetal mortality and anomaly rates do not represent large changes in absolute numbers. Overall both complications are very rare, and our experience does not support early insulin. Attempts at referral for uninsured women are not always successful.

Initiation of insulin places the woman into a risk category arbitrarily considered equivalent to the management of a woman with pre-established type I [ketosis prone] diabetes or type II      [insulin resistant] diabetes. This is a slippery slope of management which leads to the premature referral of these women to more distant and less familiar systems of prenatal care. Gestational diabetes is not the equivalent of type I or type II diabetes.

Examples of

Progress Reports and

Letters of

Completion
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Department of Family Medicine 

The University of Tennessee
FP/OB Fellowship

EXAMPLE OF MID-YEAR PROGRESS REPORT 

February 20, 1997 (Updated 9-5-00)

Wm. MacMillan Rodney, M.D.

UT-Baptist/Forrest City Family Practice

Forrest City, Arkansas 

Dear _______________:

Thank you for your continued participation in the Advanced Training Track for Women’s Health Care (FP/OB Fellowship).  This letter documents your experience with the program July 1, 1996 through October 30, 1997.  This is a document summarizing your training, education, experience and proven ability.  Assuming continued satisfactory progress, you will receive a fellowship certificate signed by the Dean, the Chancellor, and the Chairman of the Department of OB/GYN.

Your skills inventory of October 30, 1997 has been reviewed.  This letter emphasizes a certain group of OB/GYN skills, while acknowledging you have maintained your core identity as an OB-capable family physician.  You have provided faculty-level instruction for medical students and residents. For the record, please note the following:

1. Based on your residency training and successful board certification, you have been granted hospital privileges for vaginal deliveries, labor induction/ augmentation, repair of peripartum lacerations, and assisting privileges at Cesarean section.  In addition, you were granted other hospital privileges in the specialty of family practice which include, but are not limited to, hospital care for children, non-pregnant adults, intensive care unit patients, and newborn nursery. You have successfully maintained these privileges.

2. In the emergency department, you successfully fulfilled your role as a family physician capable of providing rural emergency medicine services.  You have successfully completed an educational curriculum in Advanced Cardiac Life Support (ACLS) and the Neonatal Resuscitation Course.

3. In collaboration with the Department of Surgery, you have successfully completed the animal surgery laboratory workshops (8/96, 1/97, 8/97). 

In these experiences, you developed the ability to identify the common iliac artery, the internal and external iliac arteries, and their associated veins, and the uterine arteries.  In addition, you have demonstrated an understanding of the ureters and the relationship to other pelvic anatomy.  

Additional GYN surgeries at which you assisted have included, but were not limited to, hysterectomy, diagnostic laparoscopy, surgery for ectopic pregnancies, electrosurgical excision of the transition zone, and difficult repairs of the cervix and perineum.  

4. With this as background, your structured surgical laboratory experiences and operating room experiences provided material relating to bowel repair, bladder repair, and identification of the uterine arteries.

5. You successfully completed the “hands-on” diagnostic OB-GYN ultrasound workshops in 1996 and 1997.  Your success in this area has earned you the designation of faculty.  You were judged capable of providing these examinations independently (see inventory).  

6. You developed an understanding of the basic technique of flexible sigmoidoscopy, EGD and colonoscopy.  

7. You received colposcopy training and you are capable of independently of performing this procedure.  This includes cryosurgery of the cervix.

8. You have successfully participated in additional clinical rotations with the Department of OB/GYN at the University of Tennessee, Memphis.  These rotations specifically provide exposure to the management of high-risk obstetrical patients and provide additional experience in operative obstetrics.

9. In addition to your regularly scheduled clinical responsibilities and night call, you successfully completed several additional parts of the curriculum as follows:

a.
Advanced Cardiac Life Support/American Heart Association.  Date of last completion: August 1994.

b.
Animal Laboratory for Surgical Complications of Cesarean Section and laparoscopy.  Dates(s): August 1996, January and August 1997.

c. Others.  ?ALSO March 1997 and ?AAFP Perinatal Week, July 1997.

10. Suggested upcoming experiences.

a. St. Francis Family Practice Group 12-1-97 through March 31, 1998.  Do you have your privileges approved?

b. UT-Department of OB/GYN.  January to February (5 weeks) 1998.

c. Please review the updated generic MD faculty job description.  This will refresh your memory regarding expected activities in the St. Francis Family Practice Group.

11. The following table summarizes your experience and some of the important clinical skills which are supported by the FP/OB fellowship. 

	Procedure
	Residency/Practice Experience
	Fellowship

 Year-to-Date
	Totals 

To Date

	Vaginal deliveries
	
	150
	
	72
	
	222

	Labor induction/augmentation
	
	30
	
	8
	
	38

	Repair of peripartum lacerations (include 3rd and 4th degree)
	
	7
	
	2
	
	9

	Vacuum /low forceps deliveries
	
	5/0
	
	2/8
	
	7/8

	Cesarean section assists
	
	3
	
	28
	
	31

	Cesarean section surgeon or did substantial part 
	
	9
	
	55
	
	64

	Tubal ligation/Laparoscopic
	
	31/7
	
	21/0
	
	52/7

	OB/GYN ultrasound
	
	0
	
	98
	
	98

	Pelvic ultrasound
	
	0
	
	3
	
	3

	Colposcopy
	
	17
	
	20
	
	37

	Dilatation/curettage
	
	25
	
	6
	
	31

	Esophagogastroduodenoscopy EGD
	
	0
	
	2
	
	2

	Flexible sigmoidoscopy
	
	11
	
	0
	
	11

	Colonoscopy
	
	0
	
	4
	
	4

	Miscellaneous other surgical assisting
	
	100
	
	1
	
	101

	Exercise treadmill testing
	
	0
	
	0
	
	0

	Any other
	
	
	
	
	
	


In summary, this progress report describes your training, education, experience and proven abilities.  It will be kept in your academic dossier.  It has been a privilege to work with you.  Thank you for your previous and continuing contributions.

Respectfully submitted,


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

Meharry Professor of Family medicine

I have read and received a copy of the above.  I understand I will be completing the Fellowship July 31, 19__.

___________________________________________    

________________________



    Signature




           
       Date
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Department of Family Medicine

FP/OB Fellowship

EXAMPLE OF COMPLETION  LETTER 

February 18, 1998 (updated 9-5-00)



Wm. MacMillan Rodney, M.D. 

Thank you for your participation in the Advanced Training Track for Women’s Health Care (FP/OB Fellowship).  This letter documents your successful completion of the program August 1, 1996 through July 31, 1997. Your skills inventory of August 1, 1997 has been reviewed.  This is a document summarizing your training, education, experience and proven ability.  You have received a fellowship certificate signed by the Academic Department of this Family Practice, the Dean, the Chancellor, and the Chairman of the Department of OB/GYN.

This letter of completion emphasizes a certain group of OB/GYN skills, while acknowledging you have maintained your core identity as an OB-capable family physician.  You have provided faculty-level instruction for medical students and residents.  The Department will be recommending you for a promotion to Assistant Clinical Professor of Family Medicine, effective pending final approval of the Dean.

1. Based on your residency training and successful board certification, you were granted hospital privileges for vaginal deliveries, labor induction/augmentation, repair of peripartum lacerations, and assisting privileges at Cesarean section.  You were granted other hospital privileges in the specialty of family practice which include, but were not limited to, hospital care for children, non-pregnant adults, intensive care unit patients, and newborn nursery.   Prior to moving to your new practice, you successfully maintained these privileges.

2. In the emergency department, you successfully fulfilled your role as a family physician capable of providing rural emergency medicine services.  You have successfully completed the educational curriculum in Advanced Cardiac Life Support (ACLS) and Advanced Pediatric Life Support (APLS).  You have completed the Neonatal Resuscitation Course.

3. In collaboration with the Department of Surgery, you have successfully completed the animal surgery laboratory workshops.  You have also completed the “Pelvic Anatomy Lab” as given by the University of Tennessee, Department of Anatomy.  With these experiences and your surgical experience, you gained an appreciation for pelvic anatomies. 

In these experiences, you developed the ability to identify the common iliac artery, the internal and external iliac arteries, and their associated veins, and the uterine arteries.  In addition, you have demonstrated an understanding of the ureters and the relationship to other pelvic anatomy.  

Additional GYN surgeries included, but were not limited to, hysterectomy, diagnostic laparoscopy, surgery for ectopic pregnancies, electrosurgical excision of the transition, and difficult repairs of the cervix and perineum.  

4. With this as background, your structured surgical laboratory experiences and operating room experiences provided material relating to bowel repair, bladder repair, and identification of the uterine arteries.

5. You successfully completed the “hands-on” diagnostic OB-GYN ultrasound workshops in 1996 and 1997.  Your success in this area has earned you the designation of faculty.  You were judged capable of providing these examinations independently (see inventory).  

6. You developed an understanding of the basic technique of flexible sigmoidoscopy, EGD and colonoscopy.  You were evaluated as being capable of performing these procedures independently.

7. You received colposcopy training and you are capable of independently of performing this procedure.  This includes cryosurgery of the cervix.

8. You have successfully participated in additional clinical rotations with the Department of OB/GYN at the University of Tennessee, Memphis.  These rotations specifically provide exposure to the management of high-risk obstetrical patients and provide additional experience in operative obstetrics.

9. In addition to your regularly scheduled clinical responsibilities and night call, you successfully completed several additional parts of the curriculum as follows:

a.
Advanced Cardiac Life Support/American Heart Association.  Date of last completion: June 1996

b.
Advanced Trauma Life Support/American College of Surgeons. Date of last completion: Sept 1996.

c.
Animal Laboratory for Surgical Complications of Cesarean Section and laparoscopy.  Dates(s): August 1996 and January 1997.

d.
Flexible sigmoidoscopy/colonoscopy/endoscopic biopsy/polypectomy at the AAFP Scientific Assembly.  Date completed: September 1995.

e.
Esphagogastroduodenoscopy workshop, AAFP Scientific Assembly.  Date completed: September 1995.

10. The following table summarizes your experience and some of the important clinical skills which are supported by the FP/OB fellowship. 

	Procedure
	Residency/Practice Experience
	Fellowship

 Year-to-Date
	Totals 

To Date

	Vaginal deliveries
	
	73
	
	40
	
	113

	Labor induction/augmentation
	
	5
	
	60
	
	65

	Repair of peripartum lacerations (include 3rd and 4th degree)
	
	5
	
	8
	
	13

	Vacuum /low forceps deliveries
	
	5
	
	4
	
	9

	Cesarean section assists
	
	9
	
	48
	
	57

	Cesarean section surgeon or did substantial part 
	
	0
	
	65
	
	65

	Tubal ligation
	
	5
	
	68
	
	73

	OB/GYN ultrasound
	
	40
	
	145
	
	185

	Pelvic ultrasound
	
	
	
	
	
	

	Colposcopy
	
	10
	
	36
	
	46

	Dilatation/curettage
	
	9
	
	11
	
	20

	Esophagogastroduodenoscopy EGD
	
	27
	
	3
	
	30

	Flexible sigmoidoscopy
	
	26
	
	3
	
	29

	Colonoscopy
	
	25
	
	3
	
	28

	Miscellaneous other surgical assisting
	
	25
	
	30
	
	55

	Exercise treadmill testing
	
	
	
	
	
	

	Any other
	
	
	
	
	
	


In summary, please use this letter as an official document providing additional detail of your training, education experience and proven abilities.  It will be kept in your academic dossier.  It has been a privilege to work with you.  Thank you for your previous and continuing contributions.

Respectfully submitted,

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

Professor and Chair 1989-1998

Department of Family Medicine

University of Tennessee, Memphis

RECENT LETTER OF COMPLETION FROM MEMPHIS SITE

September 15, 2003

Jason Dees D.O.

New Albany, MS

Dear Dr. Dees:

Thank you for your participation in the Advanced Training Track for Women’s Health Care (FP/OB) Fellowship.  This letter documents your successful completion of the one year FP/OB fellowship which is a collaboration between my academic department in Nashville, Oklahoma State Osteopathic College of Medicine, and the University of Arkansas in Jonesboro.  Your skills inventory has been reviewed. This is a document summarizing your training, education, experience, and proven ability.  This is the final progress report reviewed by you and your faculty.  

This progress report emphasizes a certain group of OB-GYN skills, while acknowledging you have maintained your core identity as an OB-capable family physician. You have provided faculty-level instruction for medical students and residents.  For the record, please note the following. 

1.
Based on your residency training and successful board certification, at the start of the fellowship you were granted hospital privileges for vaginal deliveries, labor induction/augmentation, repair of peripartum lacerations, and assisting privileges at Cesarean section.  In addition, you were granted other hospital privileges in the specialty of family practice which included, but are not limited to, hospital care for children, non-pregnant adults, intensive care unit patients, and newborn nursery. 

2. 
In collaboration with the Department of Surgery, you have successfully completed the animal surgery laboratory workshop.    With these experiences and your surgical experience, you gained an appreciation for pelvic anatomies. Additional GYN surgeries at which you assisted have included, but were not limited to, hysterectomy, diagnostic laparoscopy, surgery for ectopic pregnancies, electrosurgical excision of the transition zone, and difficult repairs of the cervix and perineum.  

In these experiences, you developed the ability to identify the common iliac artery, the internal and external iliac arteries, and their associated veins, and the uterine arteries.  In addition, you have demonstrated an understanding of the ureters and the relationship to other pelvic anatomy.  

3.
With this as background, your structured surgical laboratory experiences and operating room experiences provided material relating to bowel repair, bladder repair, and identification of the uterine arteries.

4.
You successfully completed the “hands-on” diagnostic OB-GYN ultrasound workshops in 2002.  You were judged capable of providing these examinations independently and you completed over 100 of these examinations (see inventory). 

5.
You furthered your understanding and skills of the basic technique of flexible sigmoidoscopy,  EGD and colonoscopy.  

6.
You furthered your colposcopy training and you are capable of independently of performing this procedure.  This includes cryosurgery and electrosurgery of the cervix.

7.
You have successfully participated in additional clinical rotations with the OB/GYN staff and other faculty teaching at the University of Arkansas, AHEC.  Residency Program in Jonesboro, Arkansas. These rotations specifically provide exposure to the management of high-risk obstetrical patients and provide additional experience in operative obstetrics. Based on your successful completion of  over 100 cesarean sections you were recommended as being capable of independently performing this surgical procedure. 

8.
In addition to your regularly scheduled clinical responsibilities and night call, you successfully completed additional parts of the curriculum as follows:

a.
Advanced Cardiac Life Support/American Heart Association.  Dates of completion:  5/22/01 and 2003 with expiration of 2005
b. 
Advanced Trauma Life Support/American College of Surgeons.  Dates of  completion:  10/20/99 and 2003 with expiration of 2007

c.  Pediatric Advanced Life Support/American Heart Association.  Dates of completion:  5/22/01 and 2003 with expiration of 2005

d. 
Animal Laboratory for Surgical Complications of Cesarean Section and Laparoscopy.  Dates(s): January 2003 and August 2003.

e. 
Neonatal Resuscitation Program:  3/2001 and 2003 with expiration of 2005

f. 
Advanced Life Support in Obstetrics [a performance based learning curriculum with a competency based test].  Approved and certified as an instructor{Faculty level}, and you have taught ALSO lectures and workshops in the United States and during our mission outreach to medical training programs in Ecuador.

9.
Academic Presentations

a. Advanced Life Support in Obstetrics: Vozandes Hospital in Quito Ecuador February 10-16, 2003.  Multiple lectures and workshops

b. Rotary luncheon in New Albany, Mississippi May 2003.

c. St. Barnard’s Hospital Jonesboro Ark July 30, 2003. “Hypertension of Pregnancy”

d. Advanced Life Support in Obstetrics Instructor for the University of Arkansas program in Fayetteville, Ark. October 2002

e. University of Tennessee, Memphis College of Medicine. Invited presentation to the medical students on the teaching of obstetrical emergencies to colleagues in Quito, Ecuador. September16, 2003.

10.
Other Scholarship Activity

a.
Courses:


AAFP Scientific Assembly, Oct 2002 San Diego, California.
AAFP Family Centered Maternity Care Conference, July 2003 Chicago, IL.
Vanderbilt High Risk Obstetrics Update Dec 2002 Nashville, TN.
Osteoporosis Update with the Association of Family Practice Program 
Directors and the Alliance for Better Bone Health Aug 2003 Seattle, WA.

b. 
Publications
Dresang LF, Dees J, Rodney WM, et al. Teaching Obstetrical Ultrasound to Family Practice Residents . Accepted for publication by Family Medicine


Dresang LF, Dees J, Rodney WM. Et al. The Development of a Training Course in Obstetrical Emergencies for Ecuadorian Physicians. Submitted May 2003

c. 
Other Activities. 

1.) 
Completed Training in Policy Studies Fellowship of the American Osteopathic 
Association 2002-2003


2.) 
Outside Activities: Alumni and Parents Committee of the Erskine College Capital Campaign Council of Federal Health Programs of the American Osteopathic Association


11.
The following table summarizes your experience and some of the clinical skills that are supported by the FP/OB fellowship.  
DOCUMENTATION OF FELLOWSHIP EXPERIENCES

September 15, 2003

	Procedure
	Residency Experience
	Practice Experience
	Fellowship Experience
	Totals to Date

	Vaginal Deliveries
	133
	
	82
	215

	Labor Induction/Augmentation
	25
	
	47
	72

	Repair 3rd/4th degree lacerations
	2
	
	8
	10

	Vacuum/Low forceps
	5
	
	10
	15

	Cesarean section assists
	78
	
	0
	78

	Cesarean section surgeon 
	40
	
	87
	117

	Tubal (lap)
	
	
	
	

	OB/GYN ultrasound
	
	
	145
	        145

	Colposcopy (include cryosurgery)
	
	
	23
	23

	LEEP
	
	
	6
	6

	Endometrial biopsy
	
	
	5
	5

	Flexible sigmoidoscopy
	
	
	5
	5

	Miscellaneous
	
	
	
	

	
Shoulder Dystocia
	2
	
	6
	8

	
Manual removal of placenta
	0
	
	0
	0

	
Twin/Triplet deliveries
	8
	
	0
	8

	
	
	
	
	


In summary, this letter of completion describes your training, education, experience and proven abilities.  It will be kept in your academic dossier.  Further this fellowship is expanding its academic affiliations to include the Departments of Family Medicine at Oklahoma State Center for Health Sciences and the 

University of  Arkansas-Jonesboro. It has been a privilege to work with you.  Thank you for your previous and continuing contributions.

Respectfully submitted,


______________________________________

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






Meharry/Vanderbilt Professor and Chair 



Department of Family and Community Medicine


Professor of Surgery/Emergency Medicine  

 

Meharry Medical College





 

______________________________________

Joseph Stallings, M.D., FAAFP

Associate professor and Residency Director

Jonesboro NE AHEC Residency

University of Arkansas 












_____________________________________

Dr. Charles E. Henley, DO, MPH 






Professor and Chair


   

Department of Family Medicine

Oklahoma State University Center for Health Sciences

I have read and received a copy of the above

___________________________________________    

________________________



    Signature




           
       Date


GLOBAL OUTREACH OPTIONS BY ARRANGEMENT:


In 2003 this fellowship successfully facilitated experience for two of our fellows. One was in Kenya and the other was the implementation of the first ALSO course for the family medicine program in Quito Ecuador. These are still options which require a profession of Christian faith. Here is an update o n the expansion of our curriculum in Ecuador. Your comments are appreciated.

16 FEB 2004 Today I had a series of promising meetings with several of the medical directors and Chief of OB-Gyn  at the largest[23-40 deliveries per day] hospital here in Quito. We are proposing that we send one of the Medicos fellows to Quito for 1-2 month as a "test" of our FP/OB fellowship. Assuming that the fellow passes the test by having basic surgical skills and the passion to teach effectively, we will start a fellowship year in association with the family medicine program here in Quito. We will continue to have mission outreach as a part of our Memphis-Jonesboro-Tulsa coalition. This will be real plus for our goals in teaching and ministry.

The major development to day is that are another step closer to our original vision of global outreach through a coalition of Christ based family medicine programs in underdeveloped countries. I think that this is something that will resonate with Obstetricians who share our goals.

FEB 17

This morning I reached an agreement in principle for a working relationship the Memphis-Jonesboro-Tulsa FP/OB fellowship, the Vozandes mission hospital, and the government's maternity hospital in Quito. This wil create a unique opportunity and a challenge in selecting one of the FP/OB fellows who must speak Spanish for 1-2 months in this incredible hospital where there are 5-10 sections a day.

The fellows will be in hospital every third night with the next afternoon off. More importantly the fellow will gain experience in the different types of Cesarean cases they have there. These women are not usually repeat scheduled cesareans, but have problems requiring different mechanical approaches to the incision and fetal extraction[transverse arrest for example]. The fellow will be able to select [through the work visitor-missionary doctor process], a subsequent month in the rural hospital located at the headwaters of the Amazon or one 90 minutes South of Quito. These are optional experiences but complete the initial vision of a fellowship with linkages to mission medicine.

DR LEEMAN OF NEW MEXICO ASKS IF THERE IS A POSSIBILTY THAT ONE OF HIS FELLOWS COULD BE INVOLVED IN THIS PROGRAM. MY REPLY FOLLOWS.

There is a good chance to involve one of the New Mexico fellows, because I would like this to be a collaborative effort. This first FP/OB fellow will be an ambassador, and will need to understand the need for diplomacy. There is the ever present possibility of a 15 day "getting to know you period" where they might not allow the fellow to do much[I doubt it, but the fellow will need to arrive with good assisting and knot tying-equipment skills} If this ambassadorship-prototype project is successful, we are proposing an educational pathway for a "supergeneralist FP/OB" which is a new animal in the Ecuadorian scheme of health care. We suggested that we would submit the calificaciones de cada medico visitante. Los profesores del hospital de la Maternidad van a repasarlas. Ademas deciamos que este visitante va tener destrezas suficientes para hacer algo inmediatemente is se necisita. Pero, los Quitenos estan sospechosas o skepticas porque las indicaciones para Cesarea son differente y mas grave de los en los Estados Unidos. Usaron el ejemplo de la presentacion transverso.

Y por esta razon recommendamos una lista de experiencias con el parto Cesarea y las indicaciones para cada uno.Esto sera un parte del proceso de applicacion. Tenemos solamente una vez para tener exito y credibilidad. One chance to make a first impression.

The Camellia Foundation and Medicos para la Familia would support this effort financially to the extent that support is lacking from other sources, but that does not mean we have an unlimited budget. The Director of Surgery and OB would like this to be a 2 month minimum rotation and candidates will have preference points if they can make a committment of this type. A six week minimum would be another option. They will be in the hospital taking call 2 nights per week with "off time" the afternoon following night duty. This will be a challenging rotation with 50 deliveries and at least 20% sections every day. Other residents and some of them are family medicine will be there.

Therefore we are looking to place this fellow into the winter circa Jan-Feb 2005 with the hope that they can also be part of the faculty team for the ALSO course which is being taught annually in Quito. So the next step would be to review the above issues and offer some feedback. This is an idea in evolution with the hope of sustaining an intercambio between Family Medicine here and in Ecuador. An equally important priority is the creation of a 4th year FP/OB fellowship for the program of Dra Susan Alvear there in Quito. We agree to offer rotations to their students and residents , but others would not be committed to this as a condition of participation. I think Lee Dresang's program is involved with accepting some students from Ecuador.

Finally there is the option of doing a month on the mission field in Shell [rural Amazon] or spending a month in one of the smaller Ecuadorian hospitals such as with David Gaus in the hospital Vicente Pedro Maldonado which is about 1.5 hours south of Quito.

So the next step might be to share the CV and Cesareans to date inventory of potential fellowship candidates with me if they have been prescreened for a commitment to such a rotation if selected. For continuing refinement of the proposal, your comments are appreciated.
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EVALUATION AS EXAMPLES OF LETTERS OF COMPLETION





My Family Medicine Programs, 1979 to present, have provided training for general physicians committed to continuing comprehensive health care unrestricted by age, gender, organ system, or location of service.





Faculty, fellows, and residents continue to refine a state of the art curriculum, where, through advanced training, qualified physicians can provide leadership in rural and underserved communities. 





These training programs have explored the philosophy that high tech is most effective when blended with high touch and vice versa.  Fellowships in Emergency Medicine and in OB-Enhanced Family Practice were developed.  These programs and published studies led to an “office of the future” supporting advanced diagnostic and therapeutic techniques in the community. This improved access and quality for sophisticated services at a lower cost than other health care models.  





Fellowships in rural Emergency Medicine and FP/OB were developed.  Over 4,000 medical students, 300 residents and 100 fellows have graduated. To participate in the success of an idea whose time has come has been a special blessing.  While humbled by the challenges ahead, we reflect and give thanks to all who have supported us.











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