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Family MedicineVisionary F. Marian Bishop, PhD, MSPH,
Made aDifferencein Countless Lives

On March 15, 2003, a stalwart vi-
sonary inthefidd of family medi-
cine died. Marian Bishop, PhD,
MSPH, was amazing throughout
her life, working diligently, faith-
fully, and perssently toward her
long-term goals of seeing family
medi cine become arightfully domi-
nant player in medicine The com-
bination of traninginsociology, av
thropology, and public health pro-
vided the broad backgroundthat she
parlayed into a long career inter-
twining medical and socid factors
in health and educational adminis-
tration.

Shewasoftencalled “the mother
of academic family medicine,” a
titleearned because of al of theor-
ganizations she led in their devel-
opmental stagesand her strong push
to develop leadersin family medi-
cine. Shewasthe first female and
the firg PhD president of STFM,
thefirst PhD president of the Asso-
ciation of Teachers of Preventive
Medicine, thefirst woman chair of
a department at the Universty of
Utah School of Medicing the first
representative of academic family
medicine in the Association of
American Medical Colleges’
(AAMC) Council of Academic So-
cieties (CAS), thefirst representa-
tive of family medicinetobe eleced
to the CAS Adminigrative Board;
her list of honors goes on for two
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pages. Shewas a department chair
for 20 years, divided between two
different ingtitutions. Shewasafac-
ulty member in Schools of Den-
tistry, HealthandAllied Health, and
Medicine. Her reach was felt
throughout medical education. She
worked on many federd govern-
ment advisory committees, influ-
encing public healthand health per-
sonnel policies, work of which she
was quite proud. At amost every
annual STFM meeting, shewaspre-
senting something about federal is-
sues to inform the membership.
Surviving a long-term medical
illness is often referred to as a
“battle.” This did not characterize
Marian's zest and desire to make a
difference, nomatter what befell her
personally. Her public acknowledg-
ment of her breast cancer and her
continuance in public roles exem-
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1927-2003

plified her strong will. In the last
few years of he life, she was any-
thing but waning. She tackled ev-
ery task, going to meetings with
oxygen tank in tow and speaking
when it was difficult, such as giv-
ing a rousing and memorable
gpeechon leadership at the Piscano
Scholar’s Leadership Conference
last fall or working with her es
teemed Bishop Fellowship Program
several days before her death.

How canone expressthetreasure
she was? There was so much to
learn from he. She had a disarm-
ing way of telling someonethat she
disagreedwiththeir podtion (it was
atleast partly her smile). Sheknew
how to get things done. Just as she
gave money, she could ask for
money. She called it as she saw it,
and we can only wish to be so0 in-
sghtful, so quickly. A few apho-
risms may also describe othe pe-
tinent characteristics. “ Persstence
pays.” “Maintain a strong ethical
gance.” “Do not be awallflower.”
Each of these magjor abilities are
needed by leaders.

But, there is another ability that
| found smultaneoudy simple and
profound. “Promate others, while
aso promoting yourself.” She
wanted to develop leaders. While
she may call it mentoring, | call it
promotional mentoring. Promo-
tiond mentoring was such adriv-
ing forcein her life, through both
actionandword, that her deedswill
be remembered and felt for many
years. “| am submitting your name
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for . . . (mgor position).” “Of
course, you can.” “We need more
family medicine leaders in aca
demic medicine.” Her lettersof ref-
erencewereamarvel, well crafted,
and eloquent.

Shelived up toher idealsby con-
tributing her personal efforts and
money. There are annual awards
given & both STFM and the Uni-
vergty of Utah in her name. She
created the major 1-year program
to devel op high-level academic
leaders in family medicine—the
Bishop Fellowship Program of the

STFM Foundation—through her
tremendous generosity. She was
careful with her money, so she
could have more money to give to
others, to“ make adifference.” And,
make a difference she did.

Her hushand, Dr Robert Froelich,
was a sggnificant influence on her
career and a wonderfully support-
ive life partner. They cowrote a
book on medical interviewing for
medical students. Histravelsinflu-
enced her early career through re-
markable adventuresand new insti-
tutions. Their relationship andtheir
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ability to managetwo separate ca-
reersare an inspiration for others.
The closeness of the family, includ-
ing childrenand grandchildren, felt
special. For her family' stribute and
more details on her life, go to
www.fmbishop.us.

Dr Marian Bishop will be
missed, tremendoudy. Her contri-
butions are something to which
each of usshould aspire. A friend,
apromotional mentor, atrueleader.

Marjorie A. Bowman, MD, MPA
STFM President 1991-1992
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Editor, Letters to the Editor Section

Victoria Neale, PhD, MPH

Editor’s Note: Send letters to the editor to vheale@med.wayne.edu or to my attention at Family
Medicine L etterstothe Editor Section, Wayne StateUniversity, Department of Family M edicine, 101 East
Alexandrine, Detroit, M1 48201. 313-577-7680. Fax: 313-577-3070. Electronic submissons(e-mail or
ondisk) are preferred. We publish Lettersto the Editor under three categories: “In Response” (letters
in response to recently published articles), “New Research” (lettersreporting original research), or
“Comment” (comments from readers).

In Response

Building Research Culture

To theEditor:
| readwithinterest the commentary
titled “Cultural (R)evalution: De-
veloping A Research Culture in
Family Medicine.* Asa presenta-
tion of change within systems, or
namely the family medicine culture,
the authors have presented, ex-
plained, and expl oredthe possibili-
tiesfor developing aresearch cul-
turewithin family medicine.
Though | welcome this system
change approach for its effective-
ness, change of thistypeistypically
slow in reshaping a discipline.
While instituting this system
change, perhaps an expansion of
our conceptualization of the family
medicine research culture might
serve research in family medicine
well. Collaboration, or team build-
ing, would serve to provide for a
research cultureinfamily medicine.
Researchinfamily medicinewould
be conducted by collaborative
teams, not solocliniciansor groups
of clinicians. As a broad model,
these teams would consist of fam-
ily physicians, biostatisticians,
econometricians, epidemiologists,
psychometricians, developmental
specialists, nurses, sysemsmanag-

ers, and so forth, where gopropri-
ate. Each collaborator would con-
tribute his’her expertise to there-
search agenda. Through these re-
searchcollaborativeteams, clinical
or practice-based research ques
tions could be posed, researched,
evaluated, and answered, resulting
in a culture of family medicine re-
search tha would, in turn, advance
the discipline

Janine E. Janasky, PhD

Uni versity of Pittsburgh
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Authors Response:
We gppreciate thethoughtful com-
ments of Dr Janosky'’s letter. We
agree with thevalue of devdoping
mul tidisciplinary collaborative
teams as a way of promoting re-
searchand developing local culture
inuniversties. Theseteamsare de-
veloping at several universitiesand
should be encouraged. Practice-
based research networks (PBRNS)
areanotherway of promating fam-
ily practice research among com-
munity-based physicians.
However, most family medicine
faculty teach in community res-
dency programs without accessto

researchers in other disciplines.
Family physiciansin faculty pos-
tions represent a small minority of
al family physicians, and only a
small percentage of practices are
involved in PBRNs. Hence, we
need to pursue additional, broader
approachesto changing the culture
of the discipline of family medicine.

Yes, cultural change will be a
slow process, but we must start
now. We cannot wait for the re-
placement strategy of research-
oriented resident graduates replac-
ing non-research-oriented retiring
practitioners. Our discipline cannot
affordit.

David Katerndahl, MD

Michagl Parchman, MD
AnnelLarme, PhD

University of Texas Health Science
Center at San Antonio

Comment

Credit Where Credit
IsDue

To theEditor:

The theme of this year’'s Associa-
tion of American Medical Colleges
national meeting was “Improving
the Nation’s Health.” Interwoven
into the program were a series of
well-attended presentations intent
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on providing suggestions asto how
this could bedone Thecreation of
an ingitute for proactive care was
proposed, withitsprimary focusthe
identification of factorstoeliminate
preventable disease, along with a
pleato improve quality of care, re-
duce medical errors, and improve
communication with patients and
their family members by usingin-
formation technology and other re-
sources. Concern was also ex-
pressed that we are facing an im-
pending shortage of specialigs.*?
Therole of family medicine’s con-
tributions to the discourse on this
topic was conspicuoudy absent in
any of these presentations.

With the exception of sessons
devaoted toand administered by aca-
demic family physicians, one of the
few references to family pradice
came from a presentation by
Fitzhugh Mullan, MD, through his
new book, BigDoctoring: Primary
Care—Essential and At Risk.
Drawn from extengve interviews
with family physicians, general in-
ternists, and pediatricians, the value
of personal and continuous medi-
cal care administered by primary
care physicians and the essential
nature of that kind of care wasem-
phasized. Tucked into the program
was a session titled “Hopes to
Needs, Fears to Dreams. The Fu-
ture of Family Medicine.” During
thispresentation, NormanKahn, Jr,
MD, proceeded to outlinethefind-
ings of the first Future of Family
Medicine task force. The materid
presented was meticulously as-
sembled and prescient in its scope
and implications. One could draw
consgderable optimism for what is
tofollow based on thisfirst glimpse.

My only concerns are that this
compilationis gill somewhat lim-
ited initsrelease and that thusfar,
the decison appears to have been
made to withhald a complete rev-
elation of the task force'sfindings
until January 2004. In the mean-
time, those of us engaged in the
education of future family phys-
ciansarefacinganacther potentially

bleak year in the Match and prob-
able further erosion in both the
number of residency program dots
as well as a further decline in the
number of programs. Although |
regpect and appreciate the delibe-
ate naturewith which thisplanning
processhasbeen constructed, | fear
that this may be an inopportune
time to hold this information so
close to the chest. Other leadersin
organized medicine appear to be
planningfor the future asthough we
don’t exist and perhaps even con-
sider us unnecessary.

Inthat light, | would suggest that
as information becomes available
from each of the task forces that
appropriate summariesbereleased
as soon as possible. If the remain-
ingreportsare asextensive andwell
done asthefirg, the valueto those
of usin academic family medicine
aswell asthose in private practice
could be immense. Rather than
watching otherscontinueto appro-
priatethefoundational concepts of
family practice, we could instead
seizethisasan opportunity to reas-
sert ourselves in such away as to
not only receive appropriate recog-
nition for what we stand for but as
an ideal group of individuals into
whichthe care of Americanscanbe
trusted.

Russd| G. Robertson, MD
Medical College of Wiscondn
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Opposed to Unopposed

Standing in front of our booth at a
recent resdency fair, | was aston-
ished as students approached me
and their first quegtion was, “Are
you an opposed or an unopposed
program?’ Asagraduate of alarge
university-based program and now
aresdency director at a universty
program, | begantohave quegtions.
Asl walked around the convention
center, | noticedthat alarge propor-
tion of the booths had bold letters
that stated clearly “unopposed,”
meaning no other resdency pro-
grams based at the hospital. No
boothsusedtheword “ opposed” to
describe their program.

What isthis dichotomy? Clearly,
resdency programs comein more
than two flavors.

The Residency Review Commit-
tee for Family Practice (RRC) ac-
creditsmany different typesof pro-
grams large and small; inner city;
urban, suburban, andrural; 1-2 pro-
grams, programs with fellowships
and those without; university pro-
gramswith strongcommunity ties,
and community programs across a
spectrum. Both unopposed and so-
called “opposed” programs utilize
theresourcesof specialty children's
hospitals, large teaching hospitals
for subspecialty rotations, or clini-
cal stesthat provide volume expe-
riencessuchasOB. Clealy, onecan
becomea competent family physi-
cian in a variety of different set-
tings. As educators who pride our-
selves on communicating complex
concepts, it isironic how fully this
overamplification has been em-
braced.

Asan exerdseto think about the
power of labels, imagine that we
change the semantics from “unop-
posed”’ and “ opposed” to*isolated”
and* collaborative.” Would anyone
really want to attend an “isolated”
program? The practice of medicine
after resdency trainingisacollabo-
rative venture. Should not our train-
ing reflect this? Where better to
learn to collaborate than with ava-
riety of different trainees? The
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negativity conveyedinan*isolated”
label would clearly demand an out-
cry and beviewed asdivisive.

In times of scarcity, there is a
temptation to devalue others. Asthe
mismatch between residency posi-
tions and perceived excellent appli-
cants increases, marketing to stu-
dentsis likely to intensify. What
saddens me is the subtle message
to students that family medicine
training and by extenson the spe-
cialty of family practice can only
truly flourish in a setting where
othe learnersarenot present. This
underminesour specialty asawhole
and the contribution we can make
across all practice and educdiond
settings.

Family medicineisin trangtion.
Asresidency programscontinueto
market ther unique strengths and
the Future of Family Medicine
Project contemplatesthe reworking
of our specialty, my hopeisthat we
would becomemore collaborative.
It is through collaboration that
many of the pressing health needs
in this country can best be ad-
dressed. As educators, we should
differentiate ourselves based on
excellent clinical outcomes, specific
measured competencies, and inno-
vative educational methodsthat cre-
ate supportive learning environ-
ments—not by adearth of learners.

Family Medicine

A large proportion of my gradu-
atingresdents training inan urban
“opposed” program go on to prac-
tice competently invery rural areas.
| think that some aspectsof the col-
laborativelearning environment in
whichthey cut their teehplay arole
intheir success. Whether onetrains
in the inner city or a rural area,
among many other resident learn-
ersor inrdativeisolation, oncethe
exam room door isclosed, | suspect
what occursbetweenthe patient and
his/her personal physicianisnot so
different after all.

AllenL. Hixon, MD
University of Connecti cut

EDITOR FOR FAMILY MEDICINE
“LETTERSTO THE EDITOR” NEEDED

Family Medicine is seeking anew editor for its monthly
L ettersto the Editor department. This editorial position
involvesreceiving lettersto the editor, determining their
suitability for publication, and editing accepted letters
prior to publication.
The position is voluntary; no compensation is
provided. Interested individuals should send CV and a
one-page statement explaining interest in and
qualifications for the position to:

Barry D. Weiss, MD

Family Medicine Editor

bdwel ss@u.arizona.edu.

Deadlinefor applicationsisMay 15, 2003.
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In my last column as STFM presi-
dent, | have decided to examine a
topic | have consdered for some
time and onethat isoften referenced
in conversations around our aca-
demic departments and residen-
cies—farming. | know my rural
rootsareclearly exposed, but | have
heard distinguished academicians,
educators, and leaders mention
farming since | was a medical su-
dent. What else could they betalk-
ing about whenthey talk about such
things as proteding one's turf, d-
los, or fertile soil/fertile minds?
Assomeone who has spent much
of her career in predoctoral educa-
tion, | have been one of those count-
lessfolkstoiling inthefieldswork-
ing my assgned plots and furrows
besi de the other workerswhilehelp-
ing toplant ideasand skills inseed-
ling learners. These seedlingshave
come from seed beds all over the
country, have a diverse genetic
makeup, and can be quite variable
in hardiness, temperament, and
eventual type of plant that will re-
ault. Even for experiencedfarmers,
it can beimpossible to identify the
plant when inits seedling form.
We must be on the watch for all
sorts of maladies tha can threaten
the precious young arop. We work
to harden off the seedlingsto pre-
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From the Department of Family and Community
Medicine, University of Missouri-Columbia.

TheFamily Farm

Elizabeth A. Garrett, MD, M SPH

vent transplant shock when they
firg arrive. We spend a great ded
of timeworrying about aplant that
isnot doing well and alwaystrying
to find the best mix of organic nu-
trients, mulch, light, pinching, pest
control, and even pruning when
needed. We are called on to apply
any new farming theory to the re-
alities of our local soil conditions,
temperature zone, and rainfall, us-
ing the experience and wisdom we
have acquired along the way. We
use crop rotation techniquesin the
third and fourth years to maximize
growth and vitality.

We have been fortunate over the
years that the soil in our academic
fields has been fertile as has the
mindsof the growinglearners. And,
we do protect that soil. The upper
gratumof earthand vegetable mold
is filled with our seedlings roots
andis precious. The harvests of our
academic health science centers
have been prolific by many mea-
suresover theyears, thoughthe par-
ticular crops have not always been
those favored by thelocal populace
or most needed to fill deficiencies
that exist. Growing conditionshave
begun to deteriorate, and the envi-
ronment ischanginginmany places
aroundthe country. Findi ng money
and ways to keep down costs have
reachedcritical proportionsat some
of our academic farms.

As predoctoral workers, we are
not the managersof thefarmor even
the folks who often see the mature
plants. Wework day by day, get dirt
under our nails, and tend our
patchesof educational soil until the

4-year old plants are ready to be
transplanted to specialized resi-
dency fields. It isthere that much-
different doses of learning and ser-
vicearegiveninanew environment
that demands strength, flexibility,
and rgpid growth. Specialty farm-
ing theories are also under evolu-
tion, withnew requirementsfor pe-
riods of rest and daylight, distribu-
torsincreasngly unable to deliver
desired quantities of certain types
of resdents, and anincreasing va-
riety of those tha do arrive.

In these farm landscapes, slos
can be seen and serve auseful pur-
pose, though they can also present
a danger. Silos have been around
snce the early Romans when they
were in the form of covered pits.
Nowadays, most are upright cylin-
drical gructures for making and
soringsilage. Silageisgreenfeed/
chopped-up fodder such as corn
salksthat can be stored in silosfor
up to severa years. During this
time, heating andfermentationwill
occur o that when itisfed to stock
during winter months, dl parts of
theoriginal cropwill have beenable
to be consumed. Thisallows farm-
ers to reduce wagte, increases the
value of the crop, and ensuresready
availahility of food year round. Si-
losdorepresent dangersto thefarm
workers, deaths are reported every
year from exposure to toxic levels
of carbon dioxide and nitrogen di-
oxidethat buildup shortly after the
slosarefilled. Safety measuresin-
cludebeingonthelookout for signs
of toxic buildup, ventilation, and
never entering the silo without
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someone el se being around who can
keep you in eyesght and cdl for
help if needed.

Thefamily medicinefarmisun-
der stress. There are dwindling gov-
ernment subsdies, deflated marke
prices compaed to other special-
ties, crops are getting more and
more expensive to plant and pro-
duce, and it is getting harder to get
theyounger generation to return to
or stay on the family farm. Codts
are skyrocketing, and somearegiv-
inguptraditional partsaof their farm
operation, such asobstetrics. Expe-
rienced family farmersare talking
together and meeting to look & the
whole processfrominitial seed nur-
turing to seedling selection; efforts
are also being focused on how to
identify and share best cultivaing
and marketing practicesandhow to
keepthefamily farmand thefarm-
ersasproductive and healthy for as
longaspossible. We continueto be
proud of the quality, value, and
safety of our products and believe

that they aregood for the health of
our patients and communities. We
have stayed connected to the land
anditscomplex ecology of biology-
psychology-sociology.

Farming hasalwaysbeenacom-
plicated process, and it is no sur-
prisethat cooperativeshave beena
common survival graegy over the
years. Farmers have often joined
forcesto helpneighborsin timesof
plenty and in times of hardship.
Evenneighborsasdiveseasfarm-
ers and cattlemen have joined to-
gether in issues of common inter-
es while remaning clea on their
many differences. These are dtress-
ful times for the largest academic
corporatefarmstothe smallest fam-
ily fams. Cooperation is gill im-
portant, asis sharing our accumu-
lated knowledge and wisdom, mak-
ing sure we meet the needs of the
people and communities we serve
and protecting the soil, water, and
air onwhich weall depend. I think
we gill need some of thoseslosto

Family Medicine

help sore and protect our history,
retain what is digtinct and unique,
and make sure we are sustained
through cold winters and bad
weather. But, we haveto be smart
about themand careful. Weneed to
air them out from time to time and
ventilate our concerns, make sure
toxidty is minimal, and nat go it
alone. Itistoodangerousunless we
look out for each other and are pre-
pared to help each other out.

Gardens, scholars say, are thefirst
sign of commitment to acommu-
nity. When peoplepant corn, they
are saying, ‘Let’sstay here.” And
by ther connection to the land,
they are connected to one an-
other.—AnneRaver

Correspondence: AddresscorrespondencetoDr
Garrett, University of Missouri-Columbia, De-
partment of Family and Community Medicine,
M231 Medical Sciences Building, Columbia,
MO 65212. 573-882-0974. Fax: 573-884-5734.
garrette@hedth.missouri.edu.
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Editor’s Note: In this month’s column, George Henning, MD, and John George, PhD, of Penn State
University Department of Family Medicine, discuss evidence-based medicine ingruction to medical

sudents“inthefield.”

| welcome your comments about this feature, which is also published on the STFM Web ste at
www.stfm.org. | also encourage all predoctoral directorsto make copiesof thisfeatureanddistribute it
to their preceptors (with the appropriate Family Medicine citation). Send your submissions
to williamh@bcm tmc.edu. William Huang, MD, Baylor College of Medidne, Department of Family
and Community Mdlicine, 5510 Greenbriar, Houston, TX 77005-2638. 713-798-6271. Fax: 713-798
8472. Submissions should be no longer than 3-4 double-spaced pages. References can be used but
are not required. Count each table or figure as one page of text.

Teaching Evidence-based Medicine
in aSmall Rura Family Practice Office

GeorgeHenning, MD; John George, PhD

Asafamily physicianpracticing in
asmall rurd townin central Penn-
gylvania, | wasamazed to find that
| washeing asked as apreceptor for
third-year primary care clerkship
gsudents to help teach evidence-
based medicine (EBM). My ques-
tion was how could I, abusy prac-
titioner inasmall rural office, pos-
sibly contributeto the education of
athird-year medical sudent on the
application of EBM inmy practice?
I always thought that the ability to
utilize EBM wasreservedfor those
faculty fortunate enoughto teachin
large academic medical centers
wheretime and accesstoelectronic
resourceswerenct a problem. How-

(Fam Med 2003;35(4):241-2.)

From the Department of Family Medicine, Penn
State University.

ever, after participating in the fac-
ulty devdopment program offered
by Penn State College of Medicine
and administeredinmy office, | was
agoundedtolearnthat | could have
a great deal to offer to the educa-
tionof medical sudentsinthisarea.
Asyou al know, EBM isnoth-
ing morethantheintegration of the
best, most up-to-date research evi-
dence, expert clinical expertise, and
the paient’'s own values or prefer-
ences. After leaming about EBM,
the question we all asked was
“Haven't we been practicing EBM
al along?’ but uponreflection, | no-
ticed that | was as guilty asothers
in that | havenot always carefully
asessed the evidence on which |
based my clinicd practice.
Thanksto the training provided
by the faculty of Penn State, | can
now truthfully say that as a rurd
preceptor | can make a significant
impact on the education of third-

year studentsby modeling for them
how EBM can beused inapractice
such asmine.

Firgt, some background informa-
tion on the programin which| pre-
cept. Penn State University’s Col-
lege of Medicine, throughthe Cen-
ter for Primary Care, hasareguired
third-year primary care clerkship.
Since this clerkship was designed
to provide students with an experi-
enceinprimary care, thereisagrea
opportunity to demonstrate across
thedisciplinesof internal medicine,
family medicine, and generd pedi-
atrics the application of principles
of primary care. Students are as-
sgned to my office for a 4-week
period and work alongsdeme for
40 hours a week. Recently, as part
of thecurriculumfortheclerkship,
the College of Medicineasked pre-
ceptors if we would be willing to
learnhow we could model applica-
tionof EBM inour pratices. Students
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at Penn State are gradually intro-
duced to the concepts invalved in
EBM throughout their first and sec-
ond years of medicd schoadl. With
such background coursesas biosta-
tigtics, in which they learn the art
of critically appraising articles
through an introductionto EBM in
year two, the students are intro-
duced to the basic knowledge and
skillsrequired to do EBM. Unfor-
tunately, the students, when evalu-
atingthe courses, indicated that they
oftenlack afeeling for the applica-
bility of EBM to medical practice
andthuswere not paying sufficient
attention during this ingruction.
Therefore, the third-year primary
care clerkship curriculum was re-
visedto incorporate EBM asaprac-
tical application for third-year stu-
dents and to allow students to see
how practicing physicians can use
EBM on adaily bass.

Based on the training provided,
| cannow report that teaching EBM
in abusy rura practiceisnot only
practical but desirable. Thefirst step
in EBM is generating the clinicd
question. Obviously, whenever
physicianssee apatient, they often
leave that exam room with some
underlying quegtionsin their minds
that they’re not sure about. The
guestions are often whether or not
there has been a change in the ap-
proach to treating a particular dis-
ease or if there isa better test that
could be ordered or a new therapy
that might be tried. Regardless, we
alwayswalk away with underlying
questions. The trick isto leamn to
write those questions down and
save them for a later period. So,
when gudents arrive in my office
and beginto see patients, | ask them
to intentionally make notes at the
end of each patient’s sesson on
what questions wereraised in their
minds regarding the patients or the
underlying disease processthat they
have just seen. At the end of the day,
we gather to review what we have
learned from the day, and that’'s
whenour lig of questionscome out,

and we begin to think about how
we could build some good clinicd
guestions that would hdp guide us
in asearch for answers.

Particularly helpful in this pro-
cessis to consult the Web site de-
vel oped by Penn State atwww.hmc.
psu.edu/cpc/ebm. ThisWebsite has
aspart of itscontent afour-steppro-
cess for working through EBM.
Therearesmple, clear ingructions
on exch of the four steps used in
applying EBM.

Thefirg gep isasking the well-
built clinical question. By looking
at the kind of issues that provoked
guestionsin our mindsafter seeing
patients, itiseasy torefer tothe Web
ste and begin to build some good
clinical questions. Thenit's a mat-
ter of going to the various EBM
search dtes that have been incor-
porated into this Web site and
choosingoneof those sites. Useful
gtes include POEMSs, the ste de-
veloped for family medicine, or
Best Evidence, the electronic ver-
son of the American College of
Physicians Journal Club, or the
Cochrane Library, which is a col-
lection of medical analyss on a
variety of clinical issues. Picking
one of these, we are able to enter
our clinical question and see what
kind of results we can get. Often,
wewill search several different sites
s0 that we can comparethe results
fromeach siteand determinewhich
dte can provide the best informa-
tion for our application. Once we
have narrowed the search and col-
lected the evidence, we can then
work through appraisng the evi-
dence. TheWeb ste has provided
worksheetsfor the studentsand me
to use in helping uswork through
an appraisal of the evidence. Fi-
nally, we get to the most important
part, which is a discusson about
whether the findings presented in
thearticle can be appliedto the pa-
tient population in a practice such
asmine given their economic, so-
cial, andfinancial considerations. It
isinthislag step that the preceptor
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is mogt helpful in bringing reality
to thestudent in termsof theappli-
cation of the findings. Yes, there
may be a new drug on the market,
but is it affordable and accessible
to the patient given the patient’s
type of payor?

Helping medical studentsunder-
gandtherealitiesof practice andthe
application of thesefindingsisakey
component that therural preceptor
can add to the student’s education.
Participating in this program and
providing an opportunity for stu-
dents to work alongside a precep-
tor using EBM within our practices
allows gudentsto see how smple
and easy it can be for aphyscian
to review evidenceand investigate
waysof doing thingswithin aprac-
tice. This process also allows the
integration of factors regarding
family, economics, social histories,
culture, and religious implications
into the application of clinical find-
ings.

An added benefitto measapre-
ceptor isthat starting to model this
behavior for the studentshas caused
me to improvethecarel deliver to
my patients. By reexamining many
of the habits | had developed over
the years, | have found tha there
may be better and different ways
that can be incorporated into my
practiceand, ultimately, my patients
are the winners.

If you are ever given the oppor-
tunity to help teach EBM to medi-
cal students, do not feel that thisis
something that only an academic
physician will have to do, but, in
fact, you canbecome apodtiverole
model for students in demonsirat-
ing how EBM can be applied suc-
cessfully in a busy practice. You
may find that teaching EBM prin-
ciples will actually help you im-
prove the care delivered to your
patients.
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TheUniversity of Missouri Rural Obstetric Network:
Creating Rura Obstetric Training Sites for
aUniversity-based Residency Program

John E. Delzell, dr, MD, MSPH; ErikaN. Ringdahl, MD

This paper describes a rural obgtetric experiencethat was developed for a university-based family
practiceresidency program and designed to inarease the number of deliveries per resident, the num-
ber of graduates practicing in rural areas, and the number of graduates doing ocbstetrics. Rural hos-
pitals can be a source of deliveries for residency training programs. Thisrural obstetric experience
also offers moretraining nonthsin a rural setting and more months training with family physicians.

(Fam Med 2003;35(4):243-5.)

Statement of the Problem

There is a need for more rural
family physicians, particularly
those who provide maernity care.
Many rural areas lack obstetrical
servicesif their locd family phys-
cian does not do obgetrics. Only
30% of family physicians practice
obgtetrics, and the number has de-
clinedsgnificantly over the past 20
years.! There is evidence that the
useof rural training sitesfor obstet-

From the Department of Family Medicine, Saint
Frands Family Pracice Residency Program,
University of Tennessee (Dr Ddzell); and the
Depatmentof Family and Community Medicine
University of Missouri-Columbia(DrRingdahl).

rics during resdency encourages
rural and obstetrical practice after
graduation.*® Specifically, themore
exposure and time spent in rural
areas, the more likdy aresidency
graduateistogo intorural practice®
While not specifically stated in the
Program Requirements for Family
Practice, the Residency Review
Committee for Family Practice
(RRC) generally expectseachfam-
ily practice resdency graduate to
have performed a minimum of 40
deliveries. Many family practice
residency programsstruggletofind
the obgetric training opportunities
to meet the minimum standards set
forth by the RRC."® This problem
can beacutein areasof the country

where family physicians are not
typically providers of maternity
care, such asin the Northeast and
in hospitalswhere there is a com-
peting obsteterics resdency.’ This
paper describes a rural obgetrics
experience desgned toincreasethe
number of deliveries per resident,
increase the number of graduates
pradicing obgtetrics, and increase
the number of graduatespradicing
in arural area

Background

Since 1973, the University of
Missouri-Columbia Family Prac-
tice Residency Program has used
multipletraining Stesfor obstetrics
to provide an appropriate experi-
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encefor our resdents. In 1995, we
began to develop a network of ru-
ral obgtetricstrainingsitesin an at-
tempt to increase deliveriesfor resi-
dents, increase the number of
graduates practicing obstetrics, and
increase the number of graduates
pradicingin rural Stes.

Methods

We developed criteria (Table 1)
to select new training stes. Two
dtes initially met our criteria, and
interested resdents participated in
pilot rotations at those stes. Most
preceptors were graduates of our
program and had previously
precepted for medical students;
therefore, no formal faculty devel-
opment wasdone prior to beginning
the rotation. Federa residency
training grant dollarswere used to
reimburse resdent mileage to the
rural ste and to provide housing
and computers in each ste. Each
Ste was given $3,000 per year to
help offset the costs of on-dte co-
ordination of the rotation.

Both pilotswere successful, and
at the present time, our residents
have the option of a 1-month rurd
obgtetrics rotation in either Wash-
ington or Houston, Mo. Washing-
ton is a town of 12,282 that is 96
miles from Columbia. Resdents
work with eight family physcians
andfive obgetricians. Houston isa
townof 2,023that is160milesfrom
Columbia. There, residents work
with three family physicians. In
both dtes, the resdents primary
responsbility isto staff the labor
and delivery suite. However, if there
arenoobgetricspatients, resdents
participate in prenaal clinic vidts,
emergency room vists, or practice
management activities with their
preceptors.

Program Evaluation

At the end of each rotation, pre-
ceptors evaluate the residents, and
the residents evaluate the experi-
ence and the teachers at their dte.
In addition, each resident docu-
mentsall deliveriesand procedures

andsubmitsthesefor entry into the
resdency program database. Prac-
tice locations for graduating resi-
dents are recorded. In addition,
graduates are surveyed every 3
yearstoupdatetheir practice demo-

graphics.

Reaults

The Rural Obstetrics Network
was implemented in 1995. Two
groups of residents were com-
pared—those graduating from 1988
to 199 and those graduating from
1995t0 2001. Therewere 79 gradu-
atesbetween 1988 and 1994 and 81
graduaes between 1995 and 2001.
The percentage practicing in rurd
areas was 38% in both groups, but
the percentage that included obstet-
ricsintheir practiceincreasedfrom
3% to 41% (Table 2). Additiond
benefits of the program include an
increased number of monthstrain-
ing in rural sites and an inareased
number of months that res dents
learn obstetrics from family phy-
scians.

Discusson

A rural obgetrics rotation can
enhance aresdency program'sob-
detricstraining and at the sametime
provide a valuable experience for
resdentswho are interested in ru-
ral practice According todatafrom
the American Academy of Family
Physicians (AAFP) in 2001, 30%
of family physicianswere perform-
ing routine vaginal deliveries!® At
the same time, 34.6% of family
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Tablel

Criteria Used to Select Rurd
Obgtetrics Training Sites

« Within 200 miles of residency program base

* More than 30 ddiveries pa month

* Interested and efective family physician
preceptors

physicians under the age of 36 (an
age that is comparable to new
graduaes) were practicing obstet-
rics! By usingrural obstetricstrain-
ing dtes, we have increased the
numbe of graduates who have in-
cluded obgtetrics in their practice
after graduation. It is also impor-
tant to notethat the use of theseru-
ral dtes increased the time spent
learning obstetricsfromfamily phy-
sciansand increased the number of
monthsof trainingin arural setting.
At the Univergty of Missouri-Co-
lumbia, the Rural Obgetrics Net-
work has improved our obstetrics
training and at the same time
complements our rural misson.

Corresponding Author: Addresscorrespondence
to Dr Delzdl, Universty of Tennessee, Depart-
ment of Family Medicine, Saint Francis Family
Practice Residency Program,1301 Primacy Park-
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Table2
Outcomes
Prerural Stes  Rural Stes
Outcome (1988-1994) (1995-2001)
Available months learning obstetrics from family physicians 55 75
Available rural training months 3 5
# of graduates practicing rural areas 30/79 (38%) 31/81 (38%)

# of graduates practicing obstetrics

24/79 (30%)  33/81 (41%)
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Requiem for a Resident

Even beforeher illness, Liz was a
teacher. Perhaps we didn't think of
it 0 much then, but just the way
she was, was ingrudive. We were
aware of her fine academic record,
srong endorsements, and desire to
bearural family doctor. Following
a month’s rotation with us as a
fourth-year medical student, we
werebeginning to know her person-
ally and gladly foundthat our com-
patibility resultedinamatchfor our
resdency program. From the start,
her presence was stimulating: for
her energy, for being so pleasant to
be around, and for her intellectud
brilliance. She obtained in-training
examscoresasaninternwell above
what most third-year residents
achieve.

What Liz taught uswas how to
live, in theface of death, whenever
it may come. From the first blood
test, suggested by afellow resident

(Fam Med 2003;35(4):246-7.)

From St Mary's Hospital Family Practice
Residency Program, Grand Junction, Colo.

John E. Halvorson, PhD

whenLizwasso pale, throughsev-
eral coursesof chemotherapy and a
bone marrow transplant, Liz sought
the best advice and was willing to
try every reasonable possibility for
cure Shedid battle, courageoudy
and tenacioudy. She endured hair
lossseveral times, joking about how
fortunateit was that shehad sucha
beautifully shaped head. She had
eggs harvested and stored for later
usetohavethe childrenshedesired.

While Liz battled and planned
optimigtically, she also lived ac-
tively in the present, knowing tha
theremay beno future. She talked
withand e-mailedfriends. Friends?
We were her family, and she was
ours, perhaps more so than her tra-
ditional family. She supportedusas
much aswe supported her. Sheand
Jeff, the soumate with whom she
plannedtherest of her life, planted
andtended their garden, took walks,
andwerein her belovedmountains
and desert as often as possible. In
the resdency, we held a place for
her return whenever that might be

Somehow, losing someone so
young (29) and capable seemsmore
tragic. Also, coming fromour midst

madethelesson of life'suncertain-
ties and our vulnerahility all the
more poignant. For many of our
residents, thelossof someone close
wasanew experience. These young
medical warriors were gearing up
todo battle with disease, aging, and
death as the enemy—nbut not part
of our camp. Theclosenessof Liz
made this life experience pro-
foundly personal, the reality of in-
trusive disease and ultimately death
no longer a medical matter that
could be held at professional dis
tance.

Prompted by seeing the marginal
edge to which sheclung to life and
theuncertainty of her future, many
in our program appreciated with
renewed awareness how fleeting
andfragilelifeisandlookedinward
to discover or reaffirm what isim-
portantin their own lives.

Other feelings were dirred too.
Neither life nor desth are smple.
Severd closefriendswereangry at
Liz. Infollowingher heart, shehad
sometimesdisappointed, evenhurt,
othes. She was not perfect. Some
found that it isdifficult to support
someonewho issufferingwhenone
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has mixed feelings about that pe-
son, eg, anger or disapproval. Guilt
can emerge as if one should not
have thosefeelings. A dyingperson
does not become perfect, mixed
feelings are not always resolved,
and unfinished business may re-
main undone. It was a burden for
some toknow how torespondtoLiz
and her condition whenthey had not
beenthat close before. What doyou
say, what is expected, how do you
appear to othersin your response?
Therecanbe aconcernabout proper
etiquette and protocol; one does not
want to appear uncaring. Yet, one
may not feel moved to care so
deeply in the circumstance of not
knowing the person well. Perhaps
it is not wanting theadded burden
of another’s troubles or not beang
personally ready to tackle one of
life'shig questions. Liz'scondition

was thereby a teacher, raisng un-
avoidableissuesthat required atten-
tion.

Now, lifegoes on for therest of
us. One resident recently com-
mented, perhaps somewhat apolo-
getically, how the red dents find
themselves thinking less often of
Liz.Alifeisover, andthelivingget
along without the one who died.
Just aswe feared. Or perhapsasit
should be. Whereisthe meaning of
alife? A death? What can we learn
from it?

What Liz helped me relearn is
that life is fleeting, uncertain, and
wonderful. Live it whenyou can. |
hope this is the lesson our young
physicians have learned from Liz
too.

The following, Liz's favorite
poem, was included in all her e-
mails during her last year:
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YES
It could happen anytime,
tornado, earthquake, Armageddon.
It could happen.
Or sunshine, love, salvation.

It could you know.
That’swhy we wake and ook out.
No guaranteesin thislife.

But somebonuses,
likemorning,
likeright now,
likenoon,
likeevening.

(“Yes' copyright 1991, 1998 by the Estate of
William Safford. Reprinted fromThe Way It I's:
New & Selected Poens with the pemmission of
Graywolf Press, & Paul, Minnesota.)
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Service Abov e Sdaf

Lieutenant Colond Brian Unwin, MD

IN1995, | purchasedareproduction
print of a 1942 Army Medical De-
partment war postertitled “ Service
Above Self” when | became pro-
gram director of the Family Prac-
tice Residency Program at
Eisenhower Army Medical Center,
Fort Gordon, Ga. Theprint depicts
acombat medic offeringwater to a
wounded comrade on an active
battlefield. Above the medic, the
words* ServiceAbove Self” arein-
scribed. At the time, | Smply liked
the message and the artistry in-
volved and the relevance of the
printto my professon asamilitary
family physician. Part of the suc-
cessof Americassmilitary isthefact
that our soldiers count on the pres-
ence of atrained and ready medi-
cal forcetocarefor theminbattle—
what we call a“ combat multiplier.”

My use of this print asan inter-
view device has taught me much

(Fam Med 2003; 35(4):248-50.)

From the Department of Family and Commu-
nity Medicine, Darndl Army Community Hos-
pital, Fort Hood, Tex.

about residency applicants and con-
tinues to enlighten and guide my
thoughtsas| continue my service.
| garted using it that summer dur-
ing aparticularly unremarkeblein-
terview with yet another applicant
forwhom| felt | redly hadn't de-
veloped an understanding. In tha
moment of frustration, | asked the
applicant to“interpret” the print that
was positioned above my head.
What followedwasavery pregnant
pause; the body language registered
a “what’s the answer he’s looking
for?’ discomfort. He then stated
what | felt was a superficid inter-
pretaion of our responsibilities as
physiciansto carefor our patients.
Inthat moment, | had found agold
mineof real applicant informaion
and decidedto usethe print for sub-
sequent applicant interviews.

In 7 years of interviewing fam-
ily practice resdents and listening
to their reflections aout “ Service
Above Self,” | have discoveredthat
thereare, in generd, threetypes of
responses. The first response type
is of the* duty, honor, country” va-
riety. Thesecond ispurely descrip-
tive and literal, focusing on the

words and actions displayed in the
painting. Thefinal response variety
isof a*“personalization” of the ac-
tionsandwords. Althoughno single
student response fits cleanly into
only one category, these themes
consigtently appeared during all
resdent interviews. Beginning in
2001, the Family Practice Resi-
dency Program at Darnall Army
Community Hospital conducted a
faculty group interview process of
sudent applicants. The picture in-
terpretation was included in many
of the interviews that were con-
ducted, and the pattern of responses
dill seemed evident.

“Duty, honor, country” response
themes are in some ways expected
inlight of our student applicant pool
that comes from individuals with
military obligations from the Uni-
formed Services Univerdty of the
Health Sciences, West Point, the
Reserve Officer Training Corps,
and the Health Professions Schol-
arship Programs. Responses with
this theme are often characteristic
of individuals who could be envi-
soned as career military medicd
officers.
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Theseindividualsmight typically
drawon their prior military experi-
encesand trainingto relatethat this
print depicted the essence of wha
they were* called upon” to do. For
many, the picture symbolized the
entire reason for their joining the
military medical professon. The
self-sacrifice implied by the back-
ground war scene and explicit
wording were felt to be core to the
job of becomingamilitary medicd
professonal.

The “describers’ could be char-
acterized as individuals who con-
ducted their interpretation in much
the same way asthey might analyze
achest X ray: they noted the calm
in the soldier-medic’s face, the of -
fering of smple comfort through
the provison of water, the evident
professonalism of the medic ca-
ing for the wounded soldier. The
words* ServiceAbove Self” served
as an overall impression of the
work.

My personal reflections on this
category of responsesarethat these
students approached theinterpreta-
tionin aclinical manner, seemingly
searching for the cluesto the right
answer. Theseindividualswere of -
ten caught off guard by the naure
of theinterview question. For some,
their physical and verbd behaviors
suggested astruggle in creating an
unscripted, coherent response.

The* personalizers’ are by far the
most memorable. Thefirst response
from one applicant was, “It scares
the hell out of me.” The discusson
that followed wasafrank, opencon-
versation about the challenges of
providing careto patients, the chal-
lenges of military service, and the
real threat of givinguponéslifeto
save another.

Another memorable exchange
occurred during a group interview
that included an applicant with ex-
tensve past military experience.
After viewing the picture and re-
ceiving the questi on, aprofound S-
lencefollowed, andthefaculty par-
ticipating in the interview felt the
intense emotion building in this

particular applicant. Finally,
through tears, the gpplicant shared
his grief over logt friends and the
rolesthey played in hislifeand he
in theirs.

Theeffect of art on different au-
dienceswasevident whenthe paint-
ingwas presentedas atopicfor dis-
cussionto the spousesof new mili-
tary family practiceresdents. The
intended purpose of thisdiscusson
wasto orient spousesto theimpor-
tance of military family support
groups and the unique demands
placed on our soldiers. The goal of
the discusson wasto explorefeel-
ings, beliefs, and coping mecha-
nismsfor dealing withthejobstres-
sors of being amilitary physician.
My wife, a veteran of my Somalia
deployment during Operation Re-
store Hope, was the group leader.

We were unprepared for the
depth of fear, anger, and worry for
their spouses that the painting un-
masked in these men and women.
All worried for the physical safety
of their spouse if de-
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Our residency faculty do not be-
lievethat thereisone“right” answer
to thechallenge posed by the* Ser-
vice Above Self” panting. Rather,
itisits ability to convey humanis-
tic qualitiesthat we value most. The
groupinterview environment stimu-
latesasharing and collectiveinter-
pretation of responses that would
othewisenaot beavailableif thein-
terview were conduded in a one-
on-one fashion. Our faculty view
the group interview process as one
that allows for more-open discus-
son and interpretation of applicant
attributes and responses. In addi-
tion, it allowseach faculty member
to develop a greater understanding
of the values and bdief patterns of
colleagues.

Thepainting also affords an op-
portunity for individual faculty to
share personal insights and program
objectives with the potential res-
dent. In personal discusson with
applicants, | often share my own
interpretation of the painting tha

ployed to a hostile

environment. All dis-
played angs for the
mentality of “service
above slf” and how
the residency would
potentially disrupt
family life All prayed
for “uneventful” mili-
tary service

Several of these
gpousesare currently
waiting for their sol-
dier-physicianstore-
turn from their ser-
vice in Afghanistan
and a potential war
with Irag. My wife
and | hope that dis
cussion 6 years ago
prepared them in a
small way for the
Separation, fear, and
reunion that stems
from the deployment
of their “medics’ to
America’'swar onter-
rorism.

SERVICE
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(This print was originally commissioned by the US Army.)
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has developed through my clinicd
pradice and postion as an educa-
tor of young physicians. I nparticu-
lar, | expressmy fervent hopethat |
demonsdrate the same degree of
compassionate, professional caring
for my patientsas that exhibited in
the painting. | disclose my hope that
I will never agan be called on to
go to war for my country, yet my
willingnessto do soif called again.
| offer my interpretation that the
patient cared for in the painting
could also represent my family and
friendswhom | love and support. |
offer that the patient could be me
and that | must carefor myself. Fi-
nally, asaleader in the department,
| needto carefor theresidency pro-

gram with the same dedicaion as
the medic in the painting caresfor
the patient.

“Service above self” can occur
on the battlefield of a war. More
often, itisconductedin the privacy
of the clinic exam room or the
middle of along on-call night ad-
mitting people with diseases and
injuriesthat are of ten brought about
by self-inflicted wounds. The ex-
plosons, devagation, bombs, and
bullets may be real at times but
more often are found in the chal-
lenges of juggling the demands of
our profession, family, and personal
needs.

Artisimportant becauseitis ex-
pression without words. The inter-

Family Medicine

pretdion of art allows for limitless
expresson of beliefs and attitudes
that may be smilar or different from
our own. The emations uncovered
by interpretationcan allow for true
communication and indghtinto an
individual’ssoul
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