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Objectives
• Describe the tiered framework for procedural training,
including the rationale and methodology behind its
creation.
• Discuss standardized assessment tools for procedural
training in your program.
• Articulate ways the Association of Family Medicine
Residency Directors (AFMRD) and others can help use
these “guidelines” in an iterative improvement cycle.

3

Background
• Residency programs are expected to have a systematic process
to determine that a resident is competent in procedures.
• While the Review Committee for Family Medicine (RC-FM) has
granted flexibility to programs in regards to how competency is
determined, there is now a need for guidance on how to
approach the development of such a process.

• The Council on Academic Family Medicine (CAFM) endorsed a
project developing “guidelines,” or a “road map” for programs to
assess competency of their residents in procedures.
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RC-FM Program
Requirements
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CAFM Consensus Statement for Procedural Training
in Family Medicine Residency

This consensus report represents the collective wisdom of
experienced educators building upon a foundation of
established literature and existing standards in determining
best practices for informing what defines procedural
competency.
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CAFM Consensus Statement
as a Roadmap to Excellence

Intended for residency program directors to use in
curriculum development and resident assessment
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What is it NOT?
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• Not intended to supersede residency program
directors’ own judgment
• Not designed to influence either hospital privileging
of procedures or program requirements outlined by the
ACGME RC-FM
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Discussion:

Does your program have a required list of
procedures?
What is required to achieve “competency”?
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Recommendation of a simple framework

Core List of
Procedures
(determined by
the program and
able to be
performed at the
end of residency)
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Minimum
Experience

Standardized
Assessment
Tool

Development of Procedure List
• Using Procedure Taxonomy
– Developed by the STFM Group on Hospital
Medicine and Procedural Training
• Data from the AAFP membership survey regarding the
scope of procedures performed in practice
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The A lists:
All FM residencies are expected to offer training
• The A0 list
– Group of simple procedures
– FM residency graduates should be able to perform
independently based on skills acquired either in medical
school or through the normal residency experience.
– Task force does not deem it necessary to designate
minimum numbers or require specific documentation of
training for procedures on the A0 list
• Individual programs may choose to verify proficiency for
procedures in this group at their discretion.
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The A lists: continued
• The A1 list
– All graduates of FM programs should be adequately trained
to perform.
– Should guide the efforts of FM faculty in training their
residents to have a common skill set that can be reliably
provided by family physicians in practice.
– Except for prenatal ultrasonography, intentionally excludes
reference to most obstetrical procedures,
• which are outlined in the Consensus Guidelines for Maternity Care
(currently under development and review).
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The A lists: continued
• The A2 list
– All family medicine residencies are expected to offer
training
– Procedures that may be routinely taught to all residents
in more procedurally intensive programs, but other
programs may only offer focused training to interested
residents as an elective experience
• which may be arranged either within or outside the family
medicine practice.
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The B and C lists
• Groups of more complex or advanced procedures
• Training may not be offered in all family medicine
residencies.
• Some residencies may offer focused training in one or
more of the B procedures to interested residents
• The C procedures may require additional training
outside of a typical family medicine residency
curriculum to achieve competency.
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Competency Assessment: 2 parameters
1. Minimum volume of experience
2. Formal, standardized assessment tool
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Minimum Volume
• # times a trainee should perform a procedure under supervision
before considering independent performance.
• Not synonymous with establishing a minimum threshold case log
for residency experience
– as ACGME review committees in other specialties have done.
• Derived by the expertise of task force members
• Should be adjusted based on data from ongoing research
surveys of programs’ and graduates’ actual exposure volumes
and comfort levels.
• Procedural experience may come from the use of simulation and
models
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Formalized Standardized Assessment
• Procedure Competency Assessment Tool (PCAT)
• PCAT should reflect the continuum of technical and cognitive skills
required to demonstrate both a minimum level of proficiency and an
aspirational level of expertise for the given procedure.
• After having logged the minimum number for a given procedure, the
resident requests a formal competency assessment
– while performing the procedure under supervision but without
guidance of the preceptor.
• The preceptor is not expected to endorse the resident’s competence
upon the first request unless the resident clearly demonstrates the
skills outlined in the PCAT.
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Achieving Competency
• Anticipated that a significant proportion of residents would
need to log far more than the minimum number before they
are able to pass the competency assessment.
• Once the resident demonstrates competence, the
supervising faculty may sign them off as competent to
perform independently.
• The supervision policy for residents “signed off” on a
particular procedure would remain at the discretion of the
individual program.
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Development of PCATs
• Adapted from the Operative Performance Rating System
currently used in surgical specialties
• Use a 5-point Likert scale, with behavior tiers ranging from
“novice” to “expert”
• Target for determining competency => “competent” level for
every domain listed in the tool.
• Although they may be used as a formative teaching tool,
the PCATs are designed primarily to evaluate operators
performing procedures without preceptor guidance.
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Discussion:
How do you see your program using this
roadmap to procedural competency?
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During the break…
• Discuss / think about how you might
implement the information you just heard.
• Fill out a session evaluation.
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