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COMMENT FROM DR FORMAN TO AAFP CQSP COMMISSION.

 

Dr. Flinders, 

 

I agree that not all procedures need to be taught.  A resident going into a solo rural practice will need a different procedural skill set than another going into an urban public health clinic.  I think, however, that there should be some standardization of what must be taught as "basic" procedures. Furthermore, I think that we can try to delineate by which stage of the residency certain procedures should be learned.  

 

Many programs seem to use different methods to decide whether or not to use numbers in their credentialing system.  Some have minimum numbers for everything, others do purely attending certification.  Some do an element of both.  All seem to have a problem with compliance.  Our program just bought an online software package at http://www.new-innov.com that I hope will help with our own compliance issues.  

 

 


Stuart Forman, MD, FAAFP 
Assistant Director Critical Care Services 
Contra Costa Regional Medical Center 

REPLY:
As a FAMILY MEDICINE-er-ob who maintained intensive care unit privileges at several university and community hospitals over the past 30 years, "the basic residents' procedure list" is a familiar discussion. I admire the comprehensive approach, but warn of the point of diminishing returns.

 

Rapid sequence intubation? Face blocks? Motivational Interviewing? CVP wave form management? These are but a few that seem beyond the pale. As a colonoscopy devotee 1983 -present, I have realized that most current family physicians do not have the desire to maintain these skills in practice. The problem is in selecting those who do. Resources and skilled faculty are source. Political minefields have deterred some of the best. Since young physicians are skilled at telling professors what they would like to hear, how do we select the long distance runners? For me, I've chosen the fellowship  mode. Willing to do the fourth year with me as a junior partner/faculty? I have had much better success, than my previous "yall come to procedures lab" approach.

 

Colonoscopy separates out the big dogs from the little dogs, but some of the little dogs do a lot of good. Colonoscopy, in my opinion, requires IV sedation/analgesia skills which, in my opinion, requires ACLS skills, which in my opinion, requires intubation readiness skills. Sadly I have learned that no one is ever fully trained for most emergencies. We are frequently somewhere with an incomplete database, poor equipment, various comorbidities, and staff who have "never seen one of these before".

 

For those with Faith, no explanation is necessary. For those without Faith, no explanation is sufficient." 

 

 At my presentations for STFM and NRHA, I tried to present data from the Medicos para la Familia project. That community practice has now seen over 100,000 patients and delivered 1000 babies Y2K-present. It is one reasonable representation of FAMILY MEDICINE-er-ob with advanced procedures in house. We are open access 7 days a week. We removed our first bullet in the office yesterday. Way to go Conchita Martinez MD.

 

 In this latest clinical study, I have evolved the notion of rational service groups defining a general services in the domain of office ortho [x-rays, splinting, casting, sp orts med, etc]; delivery services[ALSO, ultrasound, and up to but not always including Cesareans]; women's health care without deliveries[you still MUST have ultrasound skills, endometrial bx, colposcopy, etc]; emergency medicine moonlighter or fulltime[almost all of the above except cesareans, but you really need good ambulatory surgery skills].

 

Residents and their faculty need to be warned that they want to identify the resident who really wanted Med-peds but did not want to do 4 years. On the other hand all perceptive residents would rather go to procedures clinic in place of seeing one more overweight, DM type 2, headache patient who had chest pains and dizziness yesterday. In the FM residencies of Tennessee, these patients are the majority. A business plan seminar using an experienced physician is a must during the first year of residency. This is the reason we published the "Limited Generalist" studies. www.psot.com reprints section.

 

Even in New Jersey family physicians can do obstetrics by using the federal tort claims act via the FQHC legislation. There are large corporate empires of these clinics being reimbursed at a cost fixed guarantee of $95 + per visit. Here in Memphis the FQHC's use their FTCA insurance to avoid paying liability insurance. Same in true in Massachusetts. Why not have family physicians running these federally subsidized opportunities? In some places they do. Sometimes there is no choice for lack of Cesarean backup.

 

But the FQHC penalizes procedures because a visit with colonoscopy is the same reimbursement as the visit without colonoscopy; i.e., $95. Same for ultrasound. The hospitals love to sponsor these because they are feeders to hospital based procedural services and ER. Is there a way to gain the world and keep one's soul.........? I think there is, but an encyclopedic list of skills has never been the answer.

 

 In summary, I admire the process initiated by Dr. Forman and hope that the prioritization can be achieved. The numbers thing will be solved when we use simulators to achieve objective testing. However those who currently control these lucrative economic monopolies through their academic training cartels will fight it. This is a Rubik's cube with a fourth and fifth dimension. 

 

Wm MacMillan Rodney MD
Adjunct Professor of Family Medicine
Professor Surgery/Emergency Medicine
Meharry/Vanderbilt School of Medicine

Medicos para la Familia
Memphis and Nashville, Tn.
www.psot.com

