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OBJECTIVE: We report on trends in resident-performed vaginal hys-
terectomies before and after the establishment of a female pelvic
medicine and reconstructive surgery fellowship at Vanderbilt University
Medical Center.

STUDY DESIGN: We examined medical records and resident self-
reports concerning all hysterectomies at our institution in an 8-year
period: 4 years before fellowship and 4 years after. Route of hyster-
ectomy, resident and fellow involvement, and division of attending
surgeon were recorded from the electronic medical record. Resident
Accreditation Council for Graduate Medical Education (ACGME) case
log data were used to estimate the number of hysterectomies where
residents reported themselves as the primary surgeon.

RESULTS: During the 8-year period of this study, 3317 hyster-
ectomies were performed at our institution, 41% (1371) before
and 59% (1946) after fellowship. Prior to fellowship, 29% (393)
were vaginal, 56% (766) were abdominal, and 15% (212) were

laparoscopic/robotic. After addition of fellowship, 23% (449) were
vaginal, 31% (597) were abdominal, and 46% (900) were lapa-
roscopic/robotic. Of the total vaginal hysterectomies (TVH), there
was resident involvement in 98.0% (385) cases before fellowship
and 98.2% (441) cases after fellowship. From the ACGME case
log data, the resident identified himself/herself as the primary
surgeon in 388 cases before and 393 cases after fellowship.
During this time period, medical records indicate a fellow was
involved in 42% (189) of TVH, with resident involvement in all but
5 of these procedures.

CONCLUSION: Frequency of resident involvement in TVH cases, either
as primary surgeon or team member, remained constant after the
addition of the female pelvic medicine and reconstructive surgery
fellowship.
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T he American College of Obstetrics
and Gynecology states that “vaginal

hysterectomy is the approach of choice
[for hysterectomy] whenever feasible”1;
however, feasibility depends on the

surgeon’s level of experience. This
statement is based on the minimally
invasive nature of a vaginal hysterec-
tomy and data showing higher rates of
complications, including lower urinary
tract injuries, with laparoscopic and
abdominal hysterectomies.2,3 Current
trends show that fewer inpatient pro-
cedures,4 including vaginal and ab-
dominal hysterectomies, are being
performed due to the increase in lapa-
roscopic/robotic route.5,6 Given this,
there is a concern within the field and
among residents that trainees may not
be adequately proficient performing a
vaginal hysterectomy after graduating
from residency.7,8 The current average
number of vaginal hysterectomies per-
formed by an obstetrician/gynecologist
resident during his/her 4 years of
training is 19 with the minimum
number required being 15.9

For the majority of residents, their
official surgical training ends with res-
idency; thus, maintaining surgical vol-
ume during training is a key priority.
With the recent board certification of
the subspecialty of female pelvic medi-
cine and reconstructive surgery
(FPMRS), fellowships have increased in
number and the impact of this on
resident surgical volume is not known.
A common question that medical stu-
dents ask current residents is how the
fellows impact their training, specif-
ically in the role of vaginal hysterec-
tomies. In an attempt to answer this
question, we report on trends in
resident-performed vaginal hysterec-
tomies before and after the establish-
ment of an FPMRS fellowship at
Vanderbilt University Medical Center.
The primary objective of our study was
to evaluate the number of vaginal
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hysterectomies performed by obstetric
and gynecology residents before and
after the establishment of the FPMRS
fellowship. Given changes in practice
patterns during this time period, sec-
ondary objectives included evaluating
trends in route of hysterectomy, the
presence of a fellow during the hyster-
ectomy, and the specialty of the
attending surgeon.

MATERIALS AND METHODS

This is a retrospective analysis of all
hysterectomy cases performed by the
Department of Obstetrics and Gynecol-
ogy at Vanderbilt University Medical
Center from July 1, 2004, through June
30, 2012. This time period was chosen as
it encompasses the 4 years prior to and 4
years following the establishment of an
FPMRS fellowship within the depart-
ment. This study was institutional review
board approved. Data were collected
from 2 distinct sources: the electronic
medical record (EMR) and Accreditation
Council for GraduateMedical Education
(ACGME) resident case logs. The EMR
provided information on the presence of
residents and fellows in the operating
room and the total number of hysterec-
tomies performed by the department,
but lacked information on the degree of
resident involvement in the case. The
ACGME resident case logs contain the
number of hysterectomies in which
the resident felt that s/he performed
>50% of the case, but lack patient
identifiers and cannot be linked to cases
in the EMR.

From the EMR, all hysterectomies
performed during this time period
were identified by Current Procedural
Terminology codes (abdominal [58180,
58152, 58180, 58200, 58210], vaginal
[58260, 58262, 58263], and laparoscopic
[58570, 58571]) and confirmed by
manual review of operative notes. For
each case the following data were recor-
ded: date of procedure, mode of hyster-
ectomy, presence of resident in the case,
presence and type of a fellow in the case
(FPMRS, minimally invasive fellow),
and departmental division of the at-
tending faculty member (urogynecol-
ogy/FPMRS, minimally invasive surgery,
gynecologic oncology, general obstetrics/

gynecology, and gynecology). The mode
of hysterectomy was categorized as
abdominal, vaginal, or laparoscopic/
robotic. Laparoscopic-assisted vaginal
hysterectomies (LAVH) were included in
the vaginal hysterectomy numbers.
These categories were chosen to be
consistent with recording via the
ACGME case log. Study data were
collected and managed using Research
Electronic Data Capture (REDCap) tools
hosted at Vanderbilt University.10

REDCap is a secure, World Wide
Webebased application designed to
support data capture for research
studies, providing: (1) an intuitive
interface for validated data entry; (2)
audit trails for tracking data manipula-
tion and export procedures; (3)

automated export procedures for seam-
less data downloads to common statis-
tical packages; and (4) procedures for
importing data from external sources.

The ACGME case log data on resident
surgical experience were obtained for the
same time period. Residents recorded
whether they operated for>50%of the case
or if they acted as an assistant (performed
<50% of the case). Date and mode of hys-
terectomy (abdominal, vaginal, laparo-
scopic/robotic) were recorded, as well as the
postgraduate year (PGY) of the resident at
the time the case was performed (PGY1-4).
Per ACGME guidelines, LAVH were coded
as vaginal hysterectomies.

Descriptive statistics were computed
and graphed for each of the 8 academic
years, stratifying the self-reported

FIGURE
Total hysterectomies performed at Vanderbilt University from 2005
through 2012

Total number of hysterectomies performed in 8-year time period at Vanderbilt University Medical

Center. These are also separated between route of hysterectomy (total vaginal hysterectomy [TVH],

laparoscopic hysterectomy [LH], total abdominal hysterectomy [TAH]).

Danford. FPMRS fellowship effect on resident vaginal hysterectomy training. Am J Obstet Gynecol 2014.

SGS Papers ajog.org

559.e2 American Journal of Obstetrics & Gynecology NOVEMBER 2014

http://ajog.org


Download English Version:

https://daneshyari.com/en/article/6145559

Download Persian Version:

https://daneshyari.com/article/6145559

Daneshyari.com

https://daneshyari.com/en/article/6145559
https://daneshyari.com/article/6145559
https://daneshyari.com

