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A.
GENERAL EDUCATIONAL CURRICULUM ISSUES

2.01
Peterson TC, Reiss PJ, Wadland WC.  Restructuring a family practice obstetrics curriculum.  J Fam Pract 1990; 30(1):81-5.

ABSTRACT:  Maintaining a high-quality curriculum for family practice residency training in obstetrics has become increasingly difficult.  In 1984 the faculty of the University of Vermont Department of Family Practice needed to upgrade its obstetric curriculum in a community where family practice obstetrics was nonexistent.  The key steps to a new curriculum included  the recruitment of family practice faculty with experience in obstetrics, expanded communication with the Department of Obstetrics and Gynecology, the development of baseline attending privileges in family practice obstetrics, the formation of educational tracks for residents, and the promotion of chart audits.  Also important were faculty role modeling, intradepartmental meetings, intensive elective rotations, and community education.  This case report of program development in family practice obstetrics may serve as a model to help other residency programs.

2.02
Petry LJ, Bobula JA.  Longitudinal teaching of obstetrics in family practice residency

programs.  Fam Med 1987; 19(3):195-9.

ABSTRACT:  Family practice residency programs teach obstetrics using both hospital service block rotations and longitudinal management of family practice center pregnant patients.  A national survey was conducted to identify characteristics and outcomes of residencies using family physicians and/or obstetricians as preceptors for the longitudinal teaching of obstetrics.  

Obstetricians were used as preceptors in both outpatient and delivery room settings in 18% of residencies.  Family physicians were used in the outpatient setting and obstetricians in the delivery room in 27% of programs.  The 37% of programs using family physician faculty as preceptors in both outpatient and delivery room settings differed from other programs in four significant ways: they were most likely to be medical school or military residency programs; they were most likely to be located in the north central and mountain states; they reported greater general satisfaction with their preceptors; and more of their graduates practiced obstetrics after residency.

2.03
Jones JG, Revicki DA.  Comparison of residency-trained and nonresidency-trained family physicians in North Carolina.  Family Practice Research Journal 1986; 5(4):321-40.

ABSTRACT:  The objective of the present study was to compare the content and medical practice activities of residency-trained (RT) to non-residency-trained (NRT) family physicians in North Carolina.  Interviews and patient ambulatory encounter information were collected from 41 RT physicians and 44 NRT physicians.  Significant differences between physicians were found in practice location, number of patient encounters per week, patient age distributions, and rank orders of the ten most frequent diagnosis clusters.  The RT physicians tend to work longer hours and see fewer patients, and they are more likely to perform obstetric and pediatric services.  Both groups treat a broad range of the patient population, with RT serving more pediatric patients and NRT seeing more geriatric patients.

2.04
Kruse J, Phillips DM, Wesley R.  A comparison of the attitudes of obstetricians and family physicians toward obstetric practice, training, and hospital privileges of family physicians. Fam Med 1990; 22:219-225.

ABSTRACT:  Responses of national samples of 329 residency-trained family physicians and 237 obstetricians were studied to determine the attitudes of family physicians and obstetricians toward the practice of obstetrics by family physicians.  The attitudes of obstetricians and family physicians varied greatly, and the attitudes of obstetricians toward obstetric care provided by family physicians tended to become less supportive following the time of the obstetricians' training.  In particular, obstetricians felt strongly that family physicians were inadequately trained to provide uncomplicated obstetric care.  These negative attitudes were reflected in obstetricians' opinions regarding hospital obstetric privileges for family physicians.  From a list of 11 obstetric privileges, obstetricians indicated that residency-trained family physicians should be granted a mean of 2.2 privileges, while family physicians who currently practice obstetrics indicated a mean of 6.6 (P < .00l).

Family physicians who felt well supported by obstetricians during their obstetric training were more likely to develop positive attitudes toward obstetric practice than those who were not well supported.  Both obstetricians and family physicians indicated that the adequacy of maternity care in rural areas would decline if family physicians withdrew from maternity care. There was strong agreement that rising malpractice premiums may soon force family physicians to stop delivering babies.

This study concludes that there are vast differences among obstetricians and family physicians in perceptions regarding obstetric practice by family physicians which may adversely affect such practice.

COMMENT:  Indirectly this study substantiates the difficulty family physicians frequently have when asking obstetricians to verify their hospital privileges.  It adds further support to the proposal that residency training programs should not have their OB privileges "pre- approved" by the Department of OB/GYN.  Decisions regarding training, experience, and/or proven ability can be made within the Department of Family Medicine and directly forwarded to the Credentials Committee.  Questions may be resolved by Chair-to-Chair consultations.

2.05 Zervanos NJ.  Obstetric training in family practice.  Am Fam Physician 1989; 

           40(3):53-61.

SUMMARY:  These two essays (2.5 and 2.6) describe a modification of family practice residency programs to allow for enhanced or additional training for those family physicians desiring full competence in obstetric care.  Both of these articles argue effectively that we need to have a structured and designed flexibility in our residency programs in order to achieve full competence of those family physicians who will perform obstetric care in their practice, and an essential data base of knowledge and skills for all family physicians, regardless of future practice plans.

2.06
Larimore WL.  Assessing the risks and benefits of including obstetrics in family practice.  Fam Pract Recert 1991; 13(11):18-29.

EXCERPT:  Obstetrics has been an integral part of Family and General Practice since the advent of modern medicine; however, recent literature indicates that Family Physicians (FPs) are discontinuing the practice of obstetrics in droves.  In particular, an increasing number of young physicians are abandoning obstetrics, at a time when access to such care is becoming a national problem.  It is as if we, as a specialty, are watching our younger members "cut off a vital appendage."

"...If the analogy of cutting of a limb is accurate, then is it not reasonable to question colleagues who choose not to do obstetrics, those who choose to drop the care from their practice, and those who are considering such action, as to whether they are providing themselves with the same informed consent that they would give a patient prior to the performance of an invasive procedure?  It has been said that accurate practice management information is fundamental to an informed, intelligent choice about post-graduate training the practice of obstetrics.  How often is such decision-making--assessing the risk and benefits of the practice--employed before one eliminates OB care or decides not to incorporate such care into her or his practice?  

The literature does not provide information on this process.  It does relate why physicians say they discontinued providing OB care and why physicians say they will not include the care in their practices.  Nowhere is there such a source providing reasoning and validity regarding such choices.  This analysis describes the risk/benefit ratio of performing obstetrics in Family Practice."

COMMENT:  This is the first article from an actual practice describing how a thoughtful physician in the "real world" can manage the personal and professional aspects of a comprehensive family practice which includes obstetrical services.  It is a landmark article in that it describes not only the spiritual fulfillment, but actually analyzes why it makes "good business sense" to maintain these obstetrical services.  These facts are rarely taught in residency training programs.  They should be.

2.07
Sakornbut EL, Dickinson L.  Obstetric care in family practice residencies:  a national survey. J Am Bd Fam Pract 1993; 6:379-84.

BACKGROUND:  Supervision of obstetric care by family practice faculty increases the likelihood that family practice residents will choose to practice obstetrics.

METHODS:  A survey instrument was developed to obtain information about practice faculty and the educational setting in which residents learn family physician obstetric care. Questionnaires were sent to all family medicine residency directors and all full-time family physician faculty.

RESULTS:  Two hundred eight-four program directors and 1396 faculty members responded.  The mean percentage of recent graduates estimated to be practicing obstetrics was 30 percent.  Factors independently associated with an increased likelihood of resident graduates practicing obstetrics included supervision of resident deliveries by family physicians, increasing number of family practice center deliveries, regional differences, and availability of training to perform Cesarean sections.  Sixty-four percent of the responding family physician faculty were currently supervising deliveries, but only 5 percent had Cesarean  section privileges.  Seven percent of the faculty reported denial of obstetric privileges.  Eight-nine percent of all respondents supported the mandatory inclusion of obstetrics in family medicine residencies.

CONCLUSIONS:  Residency programs in family practice can increase the number of their graduates practicing obstetric care by focusing on the family physician supervision model, faculty development that supports this model, and clinical privileges of faculty.

2.08
Parrish D, Dobratz D, Murphree D.  Maternity care in family practice:  how can Florida residency programs increase their graduates' involvement?  Florida Fam Phys 1993; 43(1):17-19.

SYNOPSIS:  These studies provide additional data describing the negative impact of perceived liability insurance costs and a lack of family practice role models in residency training environments.

2.09
Rodney WM.  Obstetrics enhanced family practice:  an endangered species worth saving!  Florida Fam Phys 1993; 43(1):8-9.

SYNOPSIS:  This is a brief description of five "talking points" which can be used in requesting support from hospital administrators, departmental chairmen, medical school deans, legislators, and family physician colleagues.

2.10
Larimore WL.  Obstetrics in family practice.  JABFP 1993; 6:526.

SYNOPSIS:  In three paragraphs and 11 references, Dr. Larimore documents the positive impact of a focused academic influence (and encouragement from the AAFP) on the percentage of family physicians who provide obstetrical services.  This reference can be used to document the fact that obstetrics in family practice is not dying but, in fact, is growing and necessary.  

2.11
Bredfeldt RC, Thomas JM, Massie M.  Pregnancy care in family practice:  medical student perspectives on specialty and residency selection.  Fam Med March 1994; 26:145-8. 

BACKGROUND AND OBJECTIVES:  The purpose of this study was to determine the effect of pregnancy care within family practice on medical students' choices of family practice as a career and to determine the effect the degree of emphasis on pregnancy care has on students' choices of specific residency programs.

METHODS:  Eight hundred and ten randomly selected student members of the American Academy of Family Physicians (AAFP) and 805 randomly chosen members of the American Medical Student Association (AMSA) were sent an 11-item survey that asked how their

career (specialty) and specific residency program choice would be affected if family practice residencies included more (or less) training in pregnancy and delivery management.

RESULTS:  Fifty-one percent of AAFP members and 37% of AMSA members would be less likely to enter family practice if pregnancy care was eliminated from the specialty.  Six percent of AAFP members and 9% of AMSA members stated that they would be more likely to enter family practice if the specialty ceased this training.  Students who plan to enter family practice favor a residency program with a stronger pregnancy care experience over a residency program with less emphasis on this training by a 10:1 ratio.

CONCLUSION:  This study shows significant medical student interest in a high level of pregnancy care experience in family practice training programs.

2.12
Greenberg DM, Hochheiser LI.  Family practice residents' decision making regarding future practice of obstetrics.  J Am Board Fam Pract 1994; 7:25-30.

BACKGROUND:  This study assesses the attitudes of family practice residents toward their future practice of obstetrics.  The decline of family practice obstetrics has resulted in problems of access to care for many areas.

METHODS:  Questionnaires were sent to 30 family practice residency programs and were distributed to 353 2nd- and 3rd-year residents; the overall response rate was 85 percent. Respondents were asked to describe factors contributing to their decision whether to practice obstetrics.

RESULTS:  Seventy-two percent of the respondents indicated plans for future obstetrics practice.  Reasons for choosing to practice obstetrics included personal interest, believing that obstetrics is an important part of family health care, and desire for diversity in practice.  Primary concerns included interference with personal life, fear of lawsuits, and insurance premiums.  Those deciding not to practice obstetrics cited interference with personal or professional life and desire for limited practice as deterrents.  Important demographic variables predicting future practice included female sex, geographic locations, and type ofpractice desired.  

CONCLUSION:  This study portrays a resurgence in the percentage of family practice residents planning to practice obstetrics and discusses aspects of the training system that merit support to increase the number of family physicians providing obstetric care.

2.13
Nesbitt TS, Davidson RC, Paliescheskey M, Fox-Garcia J, Arevalo JA.  Trends in maternity care by graduates and the effect of an intervention.  Fam Med 1994; 26:149-53.

BACKGROUND AND OBJECTIVES:  Only 24% of family physicians in the United States deliver babies, a figure that declined remarkably during the decade of the 1980s.  This study examines the content of practice, with regard to maternity care, of graduates of the University of California, Davis Family Practice Residency Network over the past 20 years, and the effectiveness of residency training intervention designed to increase maternity care activity among graduates.

METHODS:  Using a mailed survey instrument, graduates of the UC Davis Family Practice Residency Network have been periodically surveyed on practice characteristics since 1978.  Using data from these surveys, maternity care and other practice characteristics of all graduates were analyzed using descriptive statistics.  Data on trrends in maternity care of two groups of residents who graduated a decade apart were evaluated.  A separate evaluation of the two most recent graduating classes was performed to evaluate an intervention at the Network's university-based program.  The program had been designed to increase the number of graduates who provide maternity care.

RESULTS:  Survey responses from previous graduates of the six network programs showed that only 31% included maternity care in their practices at the time of the 1991 survey.  Sixty-one percent of a cohort of graduates from a 3-year period from 1979 through 1981 included maternity care upon entering practice.  The 3-year cohort of residents graduating a decade later, during the years 1988-1990, had an initial participation rate in maternity care of only 37% in 1991.  However, only 11% of the graduates from the university-based program in the 1988-1990 cohort made an initial decision to include maternity care in their practice.  For the graduates of this program from 1991 and 1992, a period following the specific intervention, participation in maternity care increased to 50%.  

CONCLUSION:  This study documents the decrease in interest in providing obstetrical services by recent family practice residency graduates when compared to graduates a decade earlier.  Further, it suggests that residency programs, even with very low rates of participation in maternity care, can increase the interest and participation of residents to include these services in their practices after graduation.

2.14
Larimore WL.  Pregnancy care liability misperceptions among medical students in Florida. Fam Med 1994; 26:154-6.

BACKGROUND:  Previous studies have demonstrated a professional liability insurance (PLI) fee misperception among medical students that had a direct influence on their subsequent decision making concerning the provision of pregnancy care (PC) in family practice (FP).  In  Florida, the paucity of family physicians providing PC and prenatal services led to the present study, which was designed to survey those senior medical students in Florida who were interested in FP to determine their opinions regarding pregnancy care-related liability issues.

METHODS:  All fourth-year medical students in the three allopathic medical schools in Florida who were members of a family practice interest group (FPIG) were mailed a short questionnaire by an independent researcher.  The questionnaire asked students about a) whether they planned to deliver babies in practice, b) the cost of first-year liability insurance, and c) the risk of being sued if they provided PC in family practice.

RESULTS:  Fifty-one medical students (64% of the FPIG members in Florida) provided responses to the mail survey.  Of the 51 respondents, 57% plan to enter FP residencies, and 31% were either somewhat likely or very likely to provide PC in FP.  Those unlikely to do PC listed PLI cost and risk as their primary concerns.  A comparison of medical students planning to provide PC with those not planning to provide PC services revealed average estimates of PLI premiums that were discordant by $5,000 per year.  Furthermore, estimates in both groups exceeded the actual first-year rates of PLI insurance by more than $20,000 per year.  Ninety percent of the students estimated that the actual risk of being sued for malpractice while providing PC was "high."  Students' perceptions of PC PLI cost, and risk ofbeing sued, were learned primarily from sources outside of the medical school.

CONCLUSIONS:  This study suggests a problem in the medical education of FP-bound students that allows students to develop misperceptions about the liability cost and risk of providing PC in FP.

2.15
Caudle MR, Clapp M, Stockton D, et al.  Advanced obstetrical training for family  

            physicians: the future hope for rural obstetrical care.  JFP 1995; 41:123-125.

"We have trained two Family Practice residents who are interested in advanced obstetrical skills by means of a 1-year fellowship after completion of their Family Practice residency. These individuals took three months of basic OB-GYN, followed by three more months of "advanced obstetrics" during their residency.

During the additional fellowship year, they spent six months serving as a senior resident on the obstetric service.  Experience in related rotations such as neonatology, anesthesiology, and critical care were also provided.  During the obstetrics rotation, the residents learned the necessary surgical and operative necessary for rural obstetrics:  cesarean section, tubal ligation, dilation and curettage, and vacuum and forceps deliveries.  They also gained a reasonably detailed knowledge of high-risk obstetrics, and are able to effectively triage serious problems to a tertiary institution.  

These two family physicians were subsequently instrumental in re-establishing an obstetrical service in Fentress County, a population of 16,000 people approximately 100 miles from the nearest regional center.  

During the last three years, their obstetrical service has grown to approximately 150 deliveries per year.  The impact on the hospital in town has been significant, and a third family physician has committed to join the group.  Currently the site is used as a third-year student rotation.  

COMMENT:  This Department of Family Medicine in Memphis is proud of its association with the Knoxville group for their support at this important educational innovation.  There is one fellowship spot per year open in Knoxville.  The Department in Memphis has established a network with 8 total fellowship spots open this year.  This means 9 openings/year inTennessee.

Family Practice should caution against the "necessity" of mandating such a fellowship for family physicians who desire training in advanced pregnancy care.  Many residencies can provide this residency within the context of their total 36 months.  Unfortunately, some of our Family Practice programs lack OB-capable FP faculty and this fellowship is especially helpful for graduates of those programs.

At a recent meeting for the AAFP Commission on Continuing Medical Education, correspondence from a practicing physician related her difficulty in finding such a fellowship.  Her communications suggested such a fellowship should be made available for practicing family physicians while they simultaneously continued their private practice.  At this time it is so politically difficult to establish this idea in Family Medicine, that I urge all physicians considering this idea to understand and support the need for a full-time commitment in these 12-24 month fellowships.  

Since the Memphis fellowships were established in 1992, we have been fortunate in graduating a total of 12 board-certified family physicians from these fellowship programs.  While seven of these physicians were directly from residency, five returned from a practice situation to complete the full 12-month program.  At this point all 12 graduates have successfully obtained cesarean section privileges in JCAHO-approved hospitals.  

2.16
Miser WF, Blount BW, LeClair BM, Schirner WA, Weightman GW, Maness DL, 

           Jones R.  The practice of obstetrics by Army physicians.  J Am Board Fam Pract 1996; 

           9:174-81.

BACKGROUND:  There has been a dramatic decline nationwide in family physicians practicing obstetrics.  This study describes the practice of obstetrics by Army family physicians in an environment relatively free of malpractice liability and other financial concerns.

METHODS:  A questionnaire was mailed to every family physician on active duty in the Army (n = 334) in 1993, with a final response rate of 79 percent (n = 265).

RESULTS:  Nearly 73 percent of Army family physicians practice obstetrics.  Almost all believed they were adequately prepared to provide routine prenatal care (98 percent) and complicated obstetric care (84 percent).  More than 95 percent of those assigned to a teaching facility delivered babies.  Obstetric procedures that the majority performed included normal vaginal deliveries (100 percent), repair of third-degree (98 percent) and fourth-degree (93 percent) tears, insertion of fetal scalp electrodes (96 percent) and intrauterine pressure catheters (98 percent), interpretation of nonstress tests (97 percent) and contraction stress tests (83 percent), vacuum extractions (93 percent), pudendal or paracervical blocks (88 percent), first assist in Cesarean sections (80 percent), amniofusions (76 percent), and low-forceps deliveries (53 percent).  Those who currently practice obstetrics were more satisfied with being a family physician compared with those who did not practice obstetrics (95 percent vs 86 percent, P < 0.02).  

CONCLUSIONS:  The majority of Army family physicians perform a wide spectrum of obstetrics care.  Those who practiced obstetrics were generally more satisfied with family practice than were those who did not practice obstetrics.

B.
THE IMPACT OF OB FELLOWSHIP TRAINING ON OB SKILLS/PRACTICE BY FAMILY PHYSICIANS

2.21 Franks P, Naumburg EH, Eisinger SG, et al.  Obstetric-enhanced family practice residency training.  J Fam Pract 1990; 31(5):489-491.

COMMENT (WMR):  In the 1980's some family practice programs lacked an effective curriculum in OB.  A fourth year of fellowship is an option for graduates of those programs  (see 2.09).

2.22
Hueston WJ, Rudy M.  Differences in labor and delivery experience in family physician- and obstetrician-supervised teaching services.  Fam Med 1995; 27:182-7.

BACKGROUND:  Other studies have shown that family physicians' pregnancy management styles are different from obstetricians' styles.  This study examines whether these differences also exist in teaching services supervised by family physicians and obstetricians.

METHODS:  A retrospective study was done of deliveries performed by residents at five teaching hospitals in five states.  A total of 4,558 women were admitted to teaching services supervised by either family physicians (n=1,754) or obstetricians (n=2,804).  Medical records for women whose labor and delivery were supervised by family physicians and obstetricians were reviewed and compared for demographics, pregnancy history, delivery management, and outcome variables.

RESULTS:  Women admitted to teaching services supervised by family physicians were more likely to be younger and have no insurance, compared with those on services supervised by obstetricians.  Even after adjustment for pregnancy risk, obstetrician-supervised teaching services had an increased incidence of preterm labor, more frequent use of epidural anesthesia, and higher episiotomy and cesarean section rates than family practice teaching services.

CONCLUSIONS:  The demographic and clinical characteristics of family practice and obstetric teaching services differ.  Patients on the service supervised by family physicians were more representative of the maternity practice of practicing family physicians.

COMMENT:  This study, along with evidence that family practice residents are more likely to perform deliveries in the future if they train in services where significant numbers of faculty perform obstetrics, implies that family practice residency programs should develop strong obstetric care training services within family practice, rather than relying on obstetric teaching services to provide this training for residents.

2.23
Hueston WJ, Applegate JA, Mansfield CJ, King DE, McClaflin RR.  Practice variations between family physicians and obstetricians in the management of low-risk pregnancies.  JFP 1995; 40:4:345-351.

BACKGROUND:  Studies suggest that family physicians and other generalist physicians practice differently than specialists.  This study was performed to determine whether practice patterns and outcomes differ for women with low-risk pregnancies who obtain maternity care from family physicians as compared with those who are cared for by obstetricians.

METHODS:  A retrospective chart review was performed at five sites across the United States.  Women who presented for elective repeat cesarean section or who had any one of 14 high-risk conditions were excluded from the analysis.  The final sample analyzed included 4865 women.  Family physicians managed the labor of 2000 of these women, and obstetricians managed 2865.

RESULTS:  During intrapartum care, women managed by family physicians were less likely to have their labor induced (8.6% vs 10.4%, P=.03), receive oxytocin augmentation (14.9% vs 17.8%, P=.006), or receive epidural anesthesia (5.4% vs 17.0%, P<.001) as compared with those managed by obstetricians.  Delivery outcomes showed that patients of family physicians were less likely to have an episiotomy during vaginal delivery (53.7% vs 74.5%, P<.001) and a lower frequency of cesarean section deliveries (9.3% vs 16.0%, P<.001), especially for cephalopelvic disproportion.  When adjusted for potential confounders, rates for cesarean section and episiotomy for obstetricians were still significantly higher than those of family physicians.  For neonatal outcomes (low 1-minute Apgar score, neonatal intensive care unit admission, birth trauma, or neonatal infection), no significant differences were found between the care delivered by obstetricians and family physicians.

CONCLUSIONS:  Women obtaining maternity care from family pphysicians were less likely to receive epidural anesthesia during labor or an episiotomy after vaginal births, and had a lower rate of cesarean section delivery rates, primarily because of a decreased frequency in the diagnosis of cephalopelvic disproportion.  Differences between outcomes persisted after adjustment for potential confounders such as parity, previous cesarean delivery, and use of epidural anesthesia during labor.  No differences between the two physician groups with respect to neonatal outcomes were found.

2.24 Caudle MR, Clapp M, Stockton D, et al.  Advanced obstetrical training for family 

            physicians: the future hope for rural obstetrical care.  JFP 1995; 41:123-125.

"We have trained two Family Practice residents who are interested in advanced obstetrical skills by means of a 1-year fellowship after completion of their Family Practice residency. These individuals took three months of basic OB-GYN, followed by three more months of "advanced obstetrics" during their residency.

During the additional fellowship year, they spent six months serving as a senior resident on the obstetric service.  Experience in related rotations such as neonatology, anesthesiology, and critical care were also provided.  During the obstetrics rotatiion, the residents learned the necessary surgical and operative necessary for rural obstetrics:  cesarean section, tubal ligation, dilation and curettage, and vacuum and forceps deliveries.  They also gained a reasonably detailed knowledge of high-risk obstetrics, and are able to effectively triage serious problems to a tertiary institution.  

These two family physicians were subsequently instrumental in re-establishing an obstetrical service in Fentress County, a population of 16,000 people approximately 100 miles from the nearest regional center.  

During the last three years, their obstetrical service has grown to approximately 150 deliveries per year.  The impact on the hospital in town has been significant, and a third family physician has committed to join the group.  Currently the site is used as a third-year student rotation.  

COMMENT:  This Department of Family Medicine in Memphis is proud of its association with the Knoxville group for their support at this important educational innovation.  There is one fellowship spot per year open in Knoxville.  The Department in Memphis has established a network with 8 total fellowship spots open this year.  This means 9 openings/year inTennessee.

Family Practice should caution against the "necessity" of mandating such a fellowship for family physicians who desire training in advanced pregnancy care.  Many residencies can provide this residency within the context of their total 36 months.  Unfortunately, some of our Family Practice programs lack OB-capable FP faculty and this fellowship is especially helpful for graduates of those programs.

At a recent meeting for the AAFP Commission on Continuing Medical Education, correspondence from a practicing physician related her difficulty in finding such a fellowship.  Her communications suggested such a fellowship should be made available for practicing family physicians while they simultaneously continued their private practice.  At this time it is so politically difficult to establish this idea in Family Medicine, that I urge all physicians considering this idea to understand and support the need for a full-time commitment in these 12-24 month fellowships.  

Since the Memphis fellowships were established in 1992, we have been fortunate in graduating a total of 12 board-certified family physicians from these fellowship programs.  While seven of these physicians were directly from residency, five returned from a practice situation to complete the full 12-month program.  At this point all 12 graduates have successfully obtained cesarean section privileges in JCAHO-approved hospitals.  

2.25
Harper MB, Mayeaux EJ, Pope JB, Goel R.  Procedural training in family practice 

            residencies: current status and impact on resident recruitment.  JABFP 1995; 8:189-

            94.

BACKGROUND:  Although procedural training in family practice has recently received greater emphasis, the current status of this training in residency programs has not been reported.  Considerable variation in procedural training among family practice residencies is allowed by the American Board of Family Practice and accreditation requirements.  This study was performed to report the current status of procedural training among family practice residencies and to determine whether a correlation exists between the number of procedures taught in family practice residencies and successful resident recruitment.

METHODS:  A one-page questionnaire was developed to determine availability of teaching and type of instructor for 24 selected procedures.  This questionnaire was mailed to all 398 family practice residency directors in the United States.  Data from the survey were compared with the published residency match results in 1993 and 1994.

RESULTS:  Questionnaires were received from 363 programs, for a response rate of 91percent.  The current status of training in these procedures, presented by program type and geographic region, reflects considerable regional variation.  Training in colposcopy and in cardiac stress testing was reported to be available in a greater percentage of programs than in previous studies.  A significant positive correlation was found between the number of procedures taught by family physicians and residency match results.

CONCLUSIONS:  The 91 percent response rate lends credibility to this status report and indicates that family practice program directors recognize procedural training as an important issue.  The trend toward greater availability of procedural training in family practice residencies is confirmed for selected procedures.  Emphasis on procedural training by family physicians has a positive correlation with successful resident recruiting.  The impact on medical student interest in family practice deserves further study.

C.
LITERATURE DESCRIBING SPECIFIC SKILLS AND PROCEDURAL OUTCOMES BY FAMILY PHYSICIANS


I.
Cesarean section


2.31
Klein N.  Do women under the care of family physicians have fewer cesarean

sections?  Fam Pract Res J 1992; 12:225-228.

This editorial analysis describes the methodological issues surrounding cesarean section rates.  The analysis gives an outstanding overview and specific comments on two family practice studies in the same issue.  These studies are located in the same issue of the FP Research Journal:

(1) 
Cesarean section rate:  A comparison between family physicians and obstetrics by Drs. Applegate and Walhout;

(2)
"Specialty differences in primary cesarean section rates in a rural hospital" by Dr. Hueston.

2.32 Deutchman M, Connor P, Gobbo Robert, FitzSimmons, R.  Outcomes of cesarean sections performed by family physicians and of the training they received:  a 15-year retrospective study.  J Am Board Fam Pract 1995; 8:1-9.

BACKGROUND:  Family physicians are the major or sole providers of Cesarean section services in many communities.  Approximately 2800 family physicians provide Cesarean section services in communities of all sizes across the country.  

METHODS:  The outcomes of all Cesarean sections performed at two rural hospitals during a 10- to 15-year period were examined and compared with standard quality-outcome criteria published in thee medical literature.  Outcome criteria included rates of various surgical complications, use of blood transfusions, infant Apgar scores, and length of postoperative hospital stay. 

Other descriptive data were examined including patient demographics, operating time, anesthesia type, and choice of incision.  Statistical analysis consisted of chi-squares, odds ratios, and stepwise multiple regression.

RESULTS:  Five hundred sixty-three Cesarean sections were performed by 12 residency-trained family physicians, 68 by general practitioners, 70 by general surgeons, and 9 by obstetrician-gynecologists.  Family physicians met or surpassed the referenced standards in all measures examined.  The average number of in-training Cesarean sections was 46, ranging from 25 to 100.

CONCLUSIONS:  The results of this study support the ability of family physicians to provide Cesarean section services based on a wide range of training backgrounds and variable numbers of procedures done in training. 

2.33
Bredfeldt RC, Sutherland JE, Wesley RN.  Obstetrics in family medicine:  effects on physician work load, income, and age of practice population.  Fam Med 1989; 21:279-282.
When calculating net income between OB-capable and non-OB family physicians, this analysis specifically excluded those family physicians who did cesarean sections.  The study points out that the OB-capable group had a more active pediatric practice, and worked approximately the same number of hours as the non-OB group.  This study also points out that cesarean section-capable family physicians self report a statistically significant larger annual income than all of the groups of family physicians.

This study should be read closely since its abstract states that family physicians who provided low-risk, routine obstetrical care reported a significantly lower income than those who never practice obstetrics.  My analysis (WMR) suggests that when cesarean section-capable family physicians are excluded from these analyses, the results are biased.

2.34
Deutchman ME, Sills D, Connor PD.  Perinatal outcomes:  a comparison between family physicians and obstetricians.  

COMMENT (WMR):  This study documents the Cesarean section rate in an urban family practice residency program which contains an FP/OB fellowship.  The sections in this study were performed by family physicians.  There is active involvement by family physician faculty regarding the decision for Cesarean section.  Despite matched populations, the family physician managed group had a statistically significant decrease in the Cesarean rate.  In between the lines, you can see that Board-certified family physicians are having an impact on high quality birthing care, not only in the area of vaginal deliveries, but also in the area of operative obstetrics.
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Outcomes Comparison Between Family Physicians and Obstetricians.  J Am



Board Fam Pract 1995; 8:440-7.

BACKGROUND:  This retrospective study compared obstetrician and family physicain patient population demographics, obstetrical outcomes, delivery methods, and medical risk factors.

METHODS: Obstetricians and family practice physician-faculty and residents provided delivery services at an urban community hospital.  A retrospective case study of all deliveries by obstetrician-gynecologists and family physicians in a 20-month period was analyzed with descriptive statistics, Chi square analysis, logistic regression and power analysis.  A modified risk score analysis was completed on all patients to assess comparability between the obstetrician and family physicianpatients.

RESULTS:  Risk score analysis of the two patient populations demonstrated no difference in high risk patients (p = 0.102).  Family physicians' patients had lower incidence of cesarean section, use of forceps, diagnosis of cephalopelvic disproportion, and low birth weight babies.  They had higher incidence of spontaneous vaginal delivery, vaginal birth after previous cesarean section, and vacuum extraction use.  The overall cesarean section rate for family physicians was 15.4 percent, compared to 26.5 percent for obstetricians.

CONCLUSIONS:  These findings support the high quality outcomes of perinatal care provided by family physicians.  They also provide evidence for training and privileging family physicians to perform their own cesarean sections.

II.
OB/GYN Ultrasound

2.41
Hahn RG, et al:  Obstetrical ultrasound training for family physicians.  J Fam Pract 1988; 26:553-558.

2.42
Morgan WC, Rodney WM, Hahn RG, Garr D.  Ultrasound for the primary care physician:  Applications in family-centered obstetrics.  Postgrad Med 1988;83(2):103-107.

2.43
Rodney WM, et al:  Family practice obstetrical ultrasound in an urban community health center.  J Fam Pract 1990; 30:163-168.

2.44
Ornstein SM, et al:  Obstetric ultrasound by family physicians.  J Fam Pract 1990; 30:403-408.

These four studies (#'s 1.16, 1.17, 1.18 and 1.19) document the high quality of diagnostic OB ultrasound by board-certified family physicians.  These privileges have been questioned in many communities by radiologists and obstetricians.  These studies provide evidence of the desirability of adding this skill to the domain of Family Practice.
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Rodney WM, Deutchman ME, Hartman KJ, Hahn RG.  Obstetric ultrasound by family physicians.  J Fam Pract 1992; 34:186-200.

ABSTRACT:  Obstetric ultrasound examination is a useful diagnostic procedure for family physicians who select appropriate equipment, observe indications, understand limitations, and work toward performance mastery.  The knowledge obtained during an examination assists clinical decision making and reduces liability.  This is particularly true for rural and underserved communities where family physicians provide the majority of prenatal and comprehensive perinatal care.  Mastery of obstetric ultrasound techniques can also lead to developing amniocentesis skills and serve as an aid to external cephalic version.  The equipment does not require extensive maintenance and is available at all hospitals.  Many offices and group practices have found purchase of this equipment to be cost effective.  Based on clinical experience in family practice and a review of the medical literature, an approach to skill acquisition and quality assurance is described.
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Connor PD, Deutchman ME, Hahn RG.  Training in obstetrical sonography in

family medicine residency programs:  results of a nationwide survey and

suggestions for a teaching strategy.  J Am Bd Fam Pract 1994; 7:124-9.

BACKGROUND:  Obstetric sonography is a valuable diagnostic procedure for family physicians who provide obstetrics; however, physicians tend to use technology that was effectively modeled during residency.  The purpose of this study was to learn how many family medicine residency program directors had an interest in and a need for training in obstetric sonography, as well as whether they were willing to commit faculty and finances for adding the technology to their programs.

METHODS:  All program directors listed in the 1989 American Academy of Family Physicians (AAFP) Directory of Family Practice Residency Programs (n = 379) received a five-item questionnaire about obstetric services and use of sonograms in their programs and their desire for training in obstetric sonography.

RESULTS:  More than 81 percent of respondents said their programs provided obstetrics.  Sixty-eight percent of these respondents used sonograms, and 53 percent indicated a need for training in obstetric sonography.  Forty-five percent of all respondents, regardless of whether their programs offered obstetrics, indicated a desire for training.

CONCLUSIONS:  The high level of interest in obstetric sonography can be explained, in part, by the 81 percent of respondents whose programs provided obstetrics.  These figures suggest a need to establish a training curriculum in obstetric sonography for family medicine residency programs.  Our training programs, designed to reach faculty, residents, and practicing physicians, is described.  
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Deutchman ME, Connor P, Hahn RG, Rodney WM.  Maternal gallbladder

assessment during obstetric ultrasound:  results, significance, and technique.  J

Fam Pract 1994; 39:33-37.

BACKGROUND:  Gallbladder disease is four times as common in women as in men, and pregnancy appears to contribute to the development of gallstones. During pregnancy, most women receive ultrasound scans, which are highly sensitive to the detection of gallstones.  The purpose of this study was to examine the additional time and effort required to scan the gallbladder during obstetric ultrasound scanning.

METHODS:  The maternal gallbladder was examined in 228 consecutive obstetric ultrasound scans performed for medical indications at any time during pregnancy. Scanning was conducted by family physician faculty located in two university settings and one rural private practice.  Patients were not required to fast prior to the scan.  

RESULTS:  Gallstones were found in 5.3% of the patients, and an additional 3.1% had undergone prior cholecystectomy, for an overall incidence of current or previous gallbladder disease among 8.4% of the patients.  The gallbladder was visualized in 97.4% of patients without a previous cholecystectomy.  In 95.7% of cases, obtaining this additional information required less than 2 minutes. 
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CONCLUSIONS:  This study suggests that an evaluation of the maternal gallbladder at the time of obstetric ultrasound scans can be performed rapidly without special patient preparation.  The study further suggests that obstetric ultrasound skills may allow family physicians to expand their diagnostic use of ultrasound to include gallbladder evaluation.  Scanning techniques and the clinical significance of having this information in the patient's medical record are discussed.

2.48
Euans DW, Connor PD, Hahn RG, Rodney WM, Arheart KL.  A comparison of manual and ultrasound measurements of fundal height.  J Fam Pract (in press).

BACKGROUND:  Uterine fundal height has long been used to assess fetal growth.  The common prediction rule states that the distance in centimeters between the public symphysis and the top of the fundus equals the gestational age in weeks.  The correlation holds best between weeks 18 and 32.  This study compares manual and ultrasound measurements of fundal height. 

METHODS:  We compared palpated and ultrasound symphysis-fundal height. Patients were statistically separated by weight into two groups:  normal and obese.  We hypothesized that manual measurements of fundal height would be affected by obesity and race.

RESULTS:  Fundal height measurements obtained manually can be substituted for ultrasound measurements when used to predict gestational age.  Obesity did not affect the accuracy of either the manual or ultrasound reading.

CONCLUSIONS:  Manual measurements are still a reliable and inexpensive means of evaluating the course of pregnancy.  Ultrasound is needed when there is a size-versus-dates discrepancy.  Ultrasound can also be used profitably for teaching the measurement of fundal height to learners.
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Deutchman ME, Sakornbut EL.  Diagnostic ultrasound in labor and delivery. 

AFP January 1995; 51(1):145-154.

Clinical questions often arise suddenly and at odd hours during the intrapartum period.  Many questions can be answered immediately by making use of readily available diagnostic ultrasonography.  The verification of fetal life, fetal number and fetal presentation, amniotic fluid assessment and determination of placental location are important in maternal-fetal care.  Sonographic sills facilitate the performance of certain procedures, including external version of the breech fetus, intrapartum twin management and amniocentesis for lung-maturity testing or culture in cases of suspected chorioamnionitis.  Sonography can be helpful in the evaluation of possible placental abruption, but management of this condition remains clinical and should not be affected by a negative sonographic scan.
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Hahn RG, Connor PD.  Pelvic Pain from Cholelithiasis in a Patient with Kyphoscoliosis.  AFP Letter to the Editor March 1995; 51(4):750-752.


2.51
Brunader R.  Accuracy of Prenatal Sonography Performed by Family Practice

Residents.  Fam Med 1996;28:407-10.  

BACKGROUND AND OBJECTIVES: Sonographic evaluation of the fetus is a common procedure in modern antepartum management.  This study investigates the accuracy of family physicians at different levels of training in performing common prenatal sonographic measurements.

METHODS: Records of prenatal sonographic measurements of gestational age (279 scans) and estimated birth weight (62 scans) performed by family practice residents and family medicine teaching faculty were compared to actual gestational age and birth weight.  Associations between sonographically predicted gestational age and weight, Dubowitz-determined gestational age, actual birth weight, and training level of the operator were examined using analysis of variance.

RESULTS: The mean measurement difference in weeks between ultrasound-estimated gestational age and Dubowitz-determined gestational age on sonograms performed between 6 and 20 weeks of gestation was one week.  The mean measurement difference on sonograms performed between 21 and 30 weeks of gestation was 1.3 weeks, and the mean measurement difference on sonograms performed between 31 and 42 weeks was 1.6 weeks.  No significant difference was found between any of the resident year groups and family medicine faculty in accuracy of measuring gestational age.  Sonograms estimating fetal weight within 10 days of delivery were within 10% of the actual

birth weight.  Faculty sonographic estimates were slightly more accurate than resident estimates.

CONCLUSIONS: The psychomotor skills necessary to perform accurate prenatal sonographic biometric measurements are easily learned within the confines of a 3-year family practice residency.
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Smith CB.  Birth Weights of Fetuses Exposed to Diagnosis Ultrasound.  J

Ultrasound in Med, September 1984; 3(9):395-396.

2.53
Smith CB, Sakornbut EL, Dickinson LC, Bullock GL.  Quantification of training in obstetrical ultrasound: A study of family practice residents.  J Clin Ultrasound 1991; 19:479-483.


III.
Miscellaneous Technical Skills



a)
Obstetrics Forceps/Vacuum Extraction

2.54
Eggertsen SC.  Workshop for teaching fundamentals of obstetric forceps.  J Fam Pract 1989; 28(3):313-314.

SUMMARY:  A practical article for how an important procedural skill may be taught in a structured format in a family practice residency and could easily be part of continuing education.
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