Dr. William MacMillan Rodney, who is described
by Dr. Jones as a “defender of comprehensiveness” and
“another of my heroes,” has been an advocate for the
role of family physicians in emergency medicine. He
has described family medicine and emergency medi-
cine as “the only true generalist specialties,” since they
see all patients regardless of age, sex, or organ sys-
tems. !0 His program at the University of Tennessee for
additional training of family physicians in emergency
medicine provides a model that should be emulated.

Nevertheless, the increasing hiring bias against fam-
ily physicians in emergency medicine might be our
Waterloo. Although family physicians provide high-
quality care in many emergency departments and
might be the only emergency physicians available in
rural areas,!! certification by the American Board of
Emergency Medicine (ABEM) has been used as the
standard of competence even though less than 50 per-
cent of emergency physicians are certified by ABEM. !
Since 1988, family physicians have not had access to
this examination despite a special pathway for academ-
ic internists. Even though family physicians helped
start the specialty of emergency medicine and continue
to provide essential emergency care, there has been lit-
tle professional support for family physicians in this
area.l’

Because patients cannot choose their own physician
when they go to an emergency department, credential-
ing and hiring practices affect the quality of patient
care. As Dr. Jones emphasizes, our patients should be
our first priority, and we must better recognize family
physicians as competent providers of emergency care.

W. Anthony Gerard, MD
Lebanon Emergency Physicians
Hershey, Pa

References
1. Jones JG. The changing role of the family physician——-nir-
vana or Waterloo? ] Am Board Fam Pract 1996;9:442-7.
2. Gerard WA. Family physicians and emergency medicine. Am
Fam Physician 1995;52:1101-2.
3. Gerard WA. FPs and emergency medicine. J Fam Pract 1995;
41:537-8.
4. Gerard WA. Family physicians performing emergency medi-
cine need a credentialing alternative. Fam Pract News Dec.
15, 1995.
5. Gerard WA. Canadian medicine. Ann Emerg Med 1996;
27:389.
6. Kellerman AL. Nonurgent emergency department visits.
Meeting an unmet need. JAMA 1994;271:1953-4.
7. Williams RM. The costs of visits to emergency departments.
N Engl J Med 1996;334:642-6.
8. Steinbrook RS. The role of the emergency department. N
Engl ] Med 1996;334:657-8.
9. Rodney WM, Gerard WA, Letter. Fam Pract Manage July/
Aug 1995:23.
10. Gerard WA. Excluded from the emergency room. Fam Pract
Manage March/April 1995.
11. Haskins RJ, Kallail K]J. Staffing in small rural hospital emer-
gency rooms: dependence on community family physicians.

Fam Pract Res J 1994;14(1):67-75.

12. White paper: Americans’ health care safety net—emergency
medicine: 1968-1993 and beyond. Dallas: American College
of Emergency Physicians, 1994.

13. Bullock K. Turf wars: emergency medicine and family physi-
cians. Am Fam Physician 1996;54:1201-2, 1205-6.

Office Procedural Training

To the Editor: The study by Jones et al! was helpful in
reaffirming some of my own previously published ob-
servations on barriers to helpful office procedures such
as skin biopsy.2

Many of these studies started with an initial observa-
tion that hospital-based rotations in surgery and gyne-
cology unintentionally kept residents from developing
minor surgery skills in the office. Downstream from
the residency, family physicians in private practice re-
peated the inefficient behaviors they learned in their
training programs. Despite lectures, books, and sub-
specialty instruction, the comprehensive nature of
family practice declined.}*

One barrier to skin cancer prevention by means of
biopsy was that residents lacked time to perform a
biopsy in the midst of their routinely scheduled office
visits. To perform unscheduled office surgeries was an
administrative nightmare for residents. Furthermore,
physicians were not being trained to bring these pa-
tients back later. The net result was that patients did
not receive needed skin biopsies, flexible sigmoid-
oscopies, cervical biopsies, and diagnostic sonograms.
Even some subspecialty-based procedures, such as
colonoscopy and esophagogastroduodenoscopy, were
unintentionally “lost to follow-up.” Residents were
conditioned to avoid these procedures unless they
could be easily referred out. There were negative ef-
fects on the educational budget and the uninsured
patient.’

The study? noted that more than 90 percent of resi-
dents were not able to locate the simple supplies neces-
sary for a skin biopsy even when given 15 minutes to
do so. Even though a simple skin biopsy does not re-
quire a trained surgical assistant, residents were overly
dependent on nurses who had other responsibilities.

The office curriculum did not teach practice man-
agement skills through a rigorous and mandatory
hands-on orientation to minor surgery. Although fac-
ulty thought they had been providing an effective ori-
entation, follow-up testing documented that residents
were unfamiliar with their own office practice. Because
the family practice model unit lacked a structured cur-
riculum or any accountability in this area, the program
produced family physicians who could not perform
many office procedures and procedural helplessness
developed.

In Memphis we developed mandatory procedural
rotations (ambulatory surgery and ambulatory gyne-
cology), subsequently integrating protected time for
residents to perform procedures in the office. Under
faculty supervision, residents are scheduled to practice
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in the office providing continuity for their own pa-
tients (40 percent time) and providing minor surgery
services (60 percent time) for the entire group. Minor
surgeries can be scheduled within 1 to 2 days, and ur-
gent care patients can be worked in immediately. A
continuity procedural session is provided to third-year
residents so they can provide procedural services for
their own patients.

I therefore applaud the emphasis on an improved
dermatology curriculum, but also encourage readers to
consider other curriculum reforms and a continuing
evolution whereby teaching is transferred from hospi-
tal-based environments into the model unit with ac-
countable family practice faculty who systematically
teach minor surgery skills in the office. A loose-leaf
textbook that describes the curriculum in detail is
available for readers who have an interest in this area.s

Wm. MacMillan Rodney, MD
University of Tennessee
Memphis
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