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Index-- Fellowship Info Update 2013

 Your commitment to the "...the road less traveled" is appreciated.

 We share a common interest in providing high quality maternity services  using a lower cost, higher accessibility model of Family Medicine Obstetrics.  The central goal  of Medicos' SURGICAL FAMILY MEDICINE OBSTETRICS fellowship, is the ability to perform a Cesarean section.  Applicants must be residency trained in family medicine  and/or board certified/eligible. To enter the fellowship, physicians are required to obtain a Tennessee Medical license  and hospital privileges including normal deliveries. Medical malpractice insurance is provided. Over 60% of graduates have located rurally, but some have gone on to positions of leadership in training programs and hospitals. 

For 22 years fellows have come with the expectation that the benchmark of success will be the ability to respond to an obstetrical emergency by performing a Cesarean section. The range for the past 80 fellows has been 70-240 Cesarean sections with some of them being assists. For the past four years all fellows have performed over 120 sections and most did over 200. A  common training standard is a minimum of 50. Medicos  teaches a surgery lab twice a year, and there is a weekly high risk OB clinic. Over ninety percent of graduating fellows 1992-2012 have obtained Cesarean privileges in JCAHO accredited hospitals. [Rodney WM, et al. Fam Med Nov 2010; 42: 712-716] 
Family Medicine Obstetrics is a special needs area which requires careful planning for success. Memphis has built a platform based on the political strength of a Chair 1989-1999 who convinced a Dean and Chancellor that they should support Cesarean privileges for family physicians in Memphis. By 2000 a private practice system was started in Memphis by Laurence, Sharma, Culbreth, et al. Four Memphis hospitals continue these FM OB privileges. Only St F Bartlett is not on board.

In Memphis, the fellows have a " clinical home " in a family medicine center which simulates a small mission hospital. The offices are bilingual Spanish-English.  Services include independent performance of OB-Gyn-Abdominal ultrasound, AFI-NST, Colpo-cryo-LEEP; GI endoscopy  including  IV sedation analgesia; . Physicians are expected to read their  own ECG's and Xrays asking for consultation when needed. Over these years, the consultation rate has been less than 5%. There is on site and/or electronic[distance learning] supervision each day. 

All fellows are expected to enter their notes into the electronic medical record[EMR]. Keyboard skills are required. An internet based prenatal database and a delivery outcomes database are supported by the fellows. iPad and iPhone literacy is expected.

Medicos is recognized by the Board of Family Medicine Obstetrics, and Medicos fellow graduates  are expected  to sit for the board certification exam in family medicine obstetrics.

Geographically apart from "opposed" environments of the academic medical center, each fellow establishes a clinical home in one of the bilingual family medicine centers in Memphis, Nashville, or a rural location. An English speaking option  is available in Memphis and at selected mission hospitals in Africa. Spanish is required for Guatemala, Ecuador, Venezuela, etc.

Credibility of the fellowship hinges being able to produce the documented number of cesarean sections to a hospital credentials committee. In Tennessee, hospital requirements vary from 20-100. Medicos has never had a fellow disallowed because of "numbers". The office simulates a small mission hospital. See below. 
But, Surgical Family Medicine Obstetrics is much more than Cesarean section. Point of care ultrasound is one of several skills absolutely essential for preservation of quality among patients whose risk status can change in a heartbeat. 
NST/AFI and US are essential. Open access is the rule. Weekly assessment of website available prenatal lists must be part of the clinical fabric. Surgical Family Medicine Obstetrics a fragile flower whose ultimate longevity depends on the vision and dedication of those who receive the training. 
This fellowship does not offer an advanced degree or classes in epidemiology. A research project or written clinical review/case report is encouraged but not mandatory. In my opinion, the ability to write and publish always adds value to the stature of the physician. Fellows may request electives. The only electives that seem to have added value include anything that requires involvement in neonatal resuscitation, anesthesia, and surgical experiences in a mission hospital. 
Fellows with an interest in leadership have successfully published in the peer reviewed literature and presented at national meetings.                                  
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 What sets this curriculum apart is the longitudinal involvement with risk management including the development of physician ultrasound skills in the office. These skills are used every day in the office as the FP's manage various OB questions and other problems related to Women's Health Care. Office surgery occurs almost every day, and Family Medicine with Obstetrics is the core identity.

Few programs really address office surgery and fracture management which are critical skills where resources are scarce. Physicians need a well equipped Family Medicine Center, a sound business plan, and administrative independence to really make this curriculum live up to its potential.  Medicos  is a private practice and teaches financial stewardship on a daily basis.

 Medicos-Memphis funds 3-5 fellowship positions per year.  Candidates should complete residency with merit badges in ACLS, ALSO, and NRP. ATLS  and PALS are encouraged. Fellows attend the AAFP Perinatal Conference, the Vanderbilt OB conference, the Medicos surgery lab,  and others.  

Medicos provides  the option of medical missions. Fellows went to Quito Ecuador  in 2003 and  taught ALSO to 45 Ecuadorian physicians who staff the fledgling Family Medicine programs in that country. In 2004, one of the fellows spent a month in Kenya with World Medical Missions. Other locations have included Guatemala, Bolivia, Nigeria, Argentine, Ghana, and Honduras. Our goal is to leave a legacy of Surgical Family Medicine Obstetrics in these countries.

Complete fellowship curriculum and outcomes can be reviewed at www.psot.com.  The website is divided into 4  major sections, but the information you seek is located in the section labeled "PSOT ON LINE HOME" see the tab at the bottom entitled "Fellowship news.  www.medicosmundial.com is a staff orientation website.  
Several of our publications have been posted as a resource for further background. The 40+ page fellowship document is available on the website in the ARFEM section. The salary is $78 k per year. Moonlighting outside the program is not allowed. 
This photo is Dr Rodney with a previously graduated fellow, Dr. Patrick Moran, at the rural hospital ShellMera in the Amazon basin. This is part of our  VozAndes collaboration in Ecuador. Several fellows have done a month there as part of their fellowship year.
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Interviews are scheduled by arrangement at our expense, and we accept off cycle. Please submit your CV and educational objectives. ---Medicos-where 10 percent of the information makes over 90 percent of the difference and where, through Grace, twice the service is provided at less than half of the cost." Constructed and maintained without government grants or charity. A design laboratory for the development of mission hospitals and independent physicians providing continuous, comprehensive health care unrestricted by age, gender, organ system, and location of service. A rural simulation in a city. 

 

Wm MacMillan Rodney MD, FAAFP, FACEP
Board of Surgical Family Medicine Obstetrics 

Here is some additional information from previous inquiry.

Index--OB Fellowship MedicosMemphis, complicated deliveries 

A fellowship candidate asks a good question--Dr Rodney,
I was wondering if you can tell me a bit more about a fellow's typical experience in non-NSVD such as breech deliveries, twins, and other complicated deliveries such as pre-eclampsia, pre-term, GDM. i'd like to know how many complicated deliveries a fellow would manage and how involved they are in the management. thanks.

REPLY-WMR--   Physicians face a real dilemma regarding their anxieties about being undertrained for the emergencies they may eventually encounter. No one can ethically create a high volume of emergencies for the noble purpose of "improved training". Fortunately the general principles of the Medicos curriculum seem to have carried our fellows through the past 20 years. In 2008-2012, seven fellows did between 200 and 250 sections each. Two others did about 150. Res ipsa loquitur. In 2012  the program 5 fellows to make the range 100-140/ year. 

How should we provide experience with "emergency cases"?  ALSO was a step in the right direction, and training simulators exist. Who is there to hire and reward the needed legions of high touch FP educators teaching these procedures jealously guarded in most academic medical centers? 

Medicos fellows may do two fourth degree repairs in a year. Our fellow did one this week without help. He has not previously done any. If the fellows would use more forceps, they would get to do more fourth degree repairs. Should we be teaching forceps s a requirement or an elective? In Memphis, the obstetricians have stopped teaching their residents as a requirement. Each year I offer, but the fellows never pursue it. WE have a forceps teaching module ready if anyone wants it. Medicos conducts a surgery lab as a simulation for fourth degree technique. 

In four years, none of the OB-Gyn residents attain the ultrasound sophistication reached by our fellows in one year. Unfortunately, or fortunately depending on your perspective, the ultrasound and risk management process of Medicos eliminates a number of emergencies and perinatal deaths. 

Medicos managed an omphalocoele diagnosed at 19 weeks. The beating heart was free floating in the amniotic fluid. The family was counseled about inevitable death and the need to stay close to the major neonatal center available here in Memphis.  We were in prayer with the mother. Baby died in utero about 33 weeks.
Miracles have occurred at Medicos. Thanks to ultrasound onsite, fellows detected a baby at 13 weeks with probable amniotic band syndrome. The mother was noncompliant with referral due to a variety of psychosocial issues. The head was permanently attached to the fundus of the uterus. This led to a cranial bone defect, and extrusion of brain tissue. When this delivery occurred we were prepared. Miraculously we did the section at term and delivered a baby with Apgars of 8/9. 
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Medicos did the first vaccines for this baby at the 2 month visit April 2011. Did we learn something valuable? I think so.  Should every fellow count on this experience? I hope not, but this degree of complexity occurs regularly. It is a regularly occurring situation where Medicos staffs two sections, a delivery, and full slate of office patients. Once a year medicos encounters a "once in a lifetime" case such as placenta previa transverse lie with placenta accreta and bilateral uterine artery ligation.

 How many preterm deliveries should be managed before a physician can be "competent"?  American physicians have become "numerologists" when it comes to credentialing, but the answer is more metaphysical than scientific. Management of the 25 week preterm labor can be learned by telephone, but survival of the baby depends on the availabililty of an NICU.

 Every month our fellows seem to conduct at least one pre-eclampsia drill. The use of magnesium sulfate seems to be the sine qua non of this experience, but probably magnesium sulfate should be replaced with nifedipine. In ten years we have had two HELLP syndromes. We sectioned them both successfully. If pre-term is defined as less than 37 weeks, Medicos has one a week. If preterm is defined as less than 34 weeks , Medicos has 8-12 a year. Every month Medicos is managing at least 15 GDM cases at various stages of gestation. Medicos will not carry any insulin requiring pregnancies. 

Currently all physicians in the USA actively try to avoid breeches and Medicos does perhaps 1 accidental breech delivery each year. This amount of experience is small, but that is one of the reasons we do the ALSO drills in breech. Any Memphis physician electively delivering breech vaginally will be judged incompetent by the hospital QA/QI committees. The international rotations make this available, but the experiences can be bittersweet. 

Medicos does perhaps 3 vaginal twins a year and 3-4 more by Cesarean. Circa 2004, one of our fellow graduates was forced into delivering triplets, because he was the only one there. They did fine. PTL. 

Regarding your questions about "...how involved in the management are they?", the answer is "VERY". Many years ago I assigned our fellows to the department of OB-Gyn for the experiences above. Almost always the FP fellows were marginalized and pushed out to the way by OB residents. We returned to the family medicine centered model, because our fellows are always on the front lines. They field the phone calls, get the patients to the hospitals, manage to the point of comfort, and obtain consults from specialists that are likely to value their involvement.  

Medicos Family Medicine-OB Fellows are in a real world environment functioning as family medicine trained physicians with privileges at a JCAHO hospital. They are not viewed as residents, and Medicos has worked hard to obtain this level of "privileged involvement." For some fellows the approach described above will not be adequate for their needs.  

In these cases I recommend the Spokane residency where the fellows seem to be apprenticed to a group of MFM specialists. The fellows seem to live in a world of complicated cases and seem to spend time in the NICU visiting their babies every week. Tacoma is another fellowship with a specified NICU rotation and 6 months with high volume OB. 

Without commitment from a critical mass of FP faculty these programs will be hard pressed to prepare graduates for running their own family medicine offices. Medicos emphasizes stewardship and business principles as part of its daily curriculum for His Kingdom.  

Que Dios les bendiga en todo,  

Wm MacMillan Rodney MD, FAAFP, FACEP
Clinical Professor of Family Medicine
Board of Family Medicine Obstetrics
Medicos para la Familia                  www.psot.com
Index--OB Fellowship curriculum, how many complicated deliveries are needed? 

BELOW IS THE REPLY FROM MEDICOS FELLOW MICHELE WALSH MD 2007-2008, CHRIST COMMUNITY CLINIC IN MEMPHIS 2998-2011, NOW ON THE MISSION FIELD IN AFGHANISTAN
 I agree that it is hard as a prospective fellow to know exactly what training will best prepare you because you don't know what you may need to know when you are out. It is easy to get fooled by numbers and "hard cases".  

In my experience, the training that really needs to happen is how to manage patients in an outpatient setting through their pregnancy and then how to safely deliver them. It is relatively easy to deliver a diabetics baby and manage her in the hospital where consultants are available and the patient is always ready for more tests. It is not so easy to manage her prenatal care. It is relatively easy to do a section on a pre-eclamptic patient or one with HELLP syndrome -- the hard part is diagnosing it and appropriately managing it until she gets to the hospital. 

 It is also important to be able to do good ultrasounds in the office which I learned at Medicos. Otherwise you send lots of people to the hospital for u/s and delay management or lose managing their case altogether. The hospital I am in now doesn't have u/s techs at night and won't call them in so we perform them on the floor if we have a patient in triage who has a problem -- and I am glad I am confident in my u/s skills.  

So, my personal opinion is that having good prenatal experience and ultrasound experience is critical in training. It is also helpful to have a average volume of c-sections. I did about 140 and once I hit the 100 mark had seen twins, breech, transverse, placenta previa, uterine extension, bladder injury, etc. practicing repairs in a pig lab model was also helpful. 

 Seeing/performing some hysterectomies is also helpful and if you find an OB/GYN who is willing, they will usually let you assist (if there are no OB residents). It is impossible to be prepared for everything. Some cases require lots of prayer and God's grace. However, being well rounded in training, seeking experience where possible and knowing your back-up support will serve you and your patients well. 

 My 2 cents, Michele Walsh MD; Fellow graduated in 2008. 
 
